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COVID-19 on Service Providers and
Women Survivors of Intimate Partner
Violence and Brain Injury

Halina (Lin) Haag, MSW, RSW; Danielle Toccalino, MSc;
Maria Jennifer Estrella, MScOT, OT Reg. (Ont.); Amy Moore, MSW;
Angela Colantonio, PhD, OT Reg. (Ont.)

Background: Intimate partner violence (IPV) affects up to 1 in 3 women over their lifetime and has intensified
during the COVID-19 pandemic. Although most injuries are to the head, face, and neck, the intersection of IPV
and brain injury (BI) remains largely unrecognized. This article reports on unexplored COVID-19–related impacts
on service providers and women survivors of IPV/BI. Objectives: To explore the impact of the COVID-19 pandemic
on survivors and service providers. Participants: Purposeful sampling through the team’s national Knowledge-to-
Practice (K2P) network and snowball sampling were used to recruit 24 participants across 4 categories: survivors,
executive directors/managers of organizations serving survivors, direct service providers, and employer/union
representatives. Design: This project used a qualitative, participatory approach using semistructured individual or
group interviews. Interviews were conducted via videoconferencing, audio-recorded, and transcribed. Transcripts
were thematically analyzed by the research team to identify themes. Findings: COVID-19 has increased rates and
severity of IPV and barriers to services in terms of both provision and uptake. Three main themes emerged: (1)
implications for women survivors of IPV/BI; (2) implications for service delivery and service providers supporting
women survivors of IPV/BI; and (3) key priorities. Increased risk, complex challenges to mental health, and the
impact on employment were discussed. Adaptability and flexibility of service delivery were identified as significant
issues, and increased outreach and adaptation of technology-based services were noted as key priorities. Conclusions:
The COVID-19 pandemic has intensified IPV/BI, increased challenges for women survivors and service providers,
and accentuated the continued lack of IPV/BI awareness. Recommendations for service delivery and uptake are
discussed. Key words: brain injury, COVID-19, intimate partner violence
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INTIMATE PARTNER VIOLENCE (IPV) was preva-
lent before the COVID-19 pandemic, with up to 1 in

3 women experiencing it over their lifetime.1,2 As public
health restrictions remain, violence rates rise, creating a
“shadow pandemic”3–7 leaving women vulnerable to an
overlooked consequence of IPV—brain injury (BI). With
more than 90% of physical IPV altercations focusing on
hits to the head, face, and neck and/or strangulation,8 BI
is startlingly common among survivors. Emerging evi-
dence reports that up to 75% have a BI9–12; yet, research
examining the intersection of IPV and BI (IPV/BI) is
limited.10
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Intimate partner violence refers to actions committed
by a spouse or intimate partner, which can be physical,
sexual, or psychological in nature, and can result in
significant emotional and bodily harm.2 Although IPV
is experienced by individuals across gender identities, in-
cluding men, the majority of survivors are cisgender and
transgender women,13–15 an increased vulnerability that
directed us to focus on women survivors. Brain injury
is defined as an injury producing an alteration in brain
function, or other evidence of brain pathology, caused
by an external force or an acceleration-deceleration-
rotational force.16 During an episode of physical IPV,
blunt force trauma to the head or face or violent shaking
can cause neurological deficits, loss of consciousness,
traumatic brain injury (TBI), and death.17,18 Strangu-
lation is often experienced during IPV and can result
in hypoxic ischemic brain injury due to oxygen and
nutrient deprivation in the brain.10 Individually, BI and
IPV are associated with elevated rates of unemploy-
ment, poverty, homelessness, and increased challenges
with mental health.9,19 Despite the many social and
economic repercussions of BI and IPV individually9,19

and heightened challenges brought about by COVID-
19, there remains a gap in IPV/BI research, policy,
and practice and its impact on women survivors.5,20

While emerging literature is exploring the impact of
COVID-19 on women exposed to IPV,3,4,21–25 very
little has considered the implications for those deal-
ing with IPV/BI.5,20,26 The highly complex nature of
IPV/BI demands research-informed supports sensitive
to both conditions. The emergence of COVID-19, and
subsequent need for extraordinary containment mea-
sures, has increased challenges faced by survivors and
service providers. Research has noted a critical need
for further information4,20 and consideration of post-
pandemic approaches to programming, education, and
training.4,20,22,23,25 Directly addressing these gaps, this
study explored the impact of COVID-19 on survivors
of IPV/BI and service providers.

METHODS

Ethics

Approval was granted by the Research Ethics Boards at
the University of Toronto (protocol #39175) and Wilfrid
Laurier University (protocol #6611).

Recruitment and data cocreation

This qualitative, participatory project was conducted
in combination with a study exploring the employment
and mental health experiences of women survivors of
IPV/BI. In response to the emergence of COVID-19,
the research team saw the need to additionally explore
the impact of the pandemic and amplify the voices of

survivors and service providers during this critical time.
The research team included 5 women with varying levels
of research experience. Four were White, all hold at least
a masterʼs level degree representing a variety of disci-
plines, and one woman openly identified as having a BI.
Interview guides were designed to identify (a) employ-
ment and mental health–related barriers and facilitators,
service needs, and priorities for women survivors of
IPV/BI; (b) needs, priorities, facilitators, and barriers
to IPV/BI support service delivery; and (c) impacts of
the COVID-19 pandemic. In keeping with qualitative
methodology27–29 and to encourage an unstructured
discussion, we asked one broad, open-ended interview
question that specifically asked participants to identify
COVID-19–related impacts on health, employment,
support, and/or resources as relevant to their experience.
Participants were recruited from the following groups:

1. Service providers employed in a management or
direct service position in an organization man-
dated to support women survivors of IPV and/or
BI and/or employment services;

2. Frontline workers employed in direct service pro-
vision for women survivors of IPV, such as intake,
counseling, outreach, or other emotional, physical,
or health-related support services;

3. Women survivors of IPV who self-identify as a
woman (cisgender and/or transgender); and

4. Employers or representatives of employers or labor
unions with a capacity to speak to organizational
policies and practices intended to support women
employees who have been exposed to IPV or BI.

Participants were purposively recruited from the re-
search team’s Knowledge-to-Practice (K2P) network or
through snowball sampling. The K2P network is an
informal network of professionals and individuals with
a vested interest in IPV/BI developed since 2015.30

Women survivors were also recruited with the assistance
of frontline workers, an approach recommended by
community-based partners as they have direct contact
with survivors and experience judging safety and pri-
vacy. Participants needed to speak, read, and write in
English, be older than 18 years, and be able to provide
legal consent to participate.

In-depth, semistructured individual or group inter-
views lasting 60 to 90 minutes were conducted by
2 research team members (H.H. and D.T.) via video-
conferencing. All interviews were audio-recorded and
transcribed by an off-site professional transcription
service. The sample size was consistent with what is rec-
ommended for homogeneous subgroups in qualitative
research,28 and recruitment and interviews continued
until saturation was obtained. A thematic analysis ap-
proach was taken as it has been established as a
method for “identifying, analysing and reporting pat-
terns (themes) within data.”29(p79) It allows for a flexible
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Figure 1. Data collection and process schematic. K2P indicates Knowledge-to-Practice.

approach to the analytic process in order to pro-
vide a broad understanding of an underexamined area,
remaining close to the data without being confined by a
single theoretical position.27–29 This was particularly im-
portant due to the novelty of the topic. Transcripts were
manually coded independently (H.H., D.T., J.E., A.M.),
beginning with descriptive coding, followed by group-
ing of codes into broader, topic-oriented categories.
Postinterview and while coding, researchers engaged in
reflexive note taking and met to discuss reactions and
responses to the data. Multiple meetings were held to
examine and interpret findings, negotiate interpreta-
tion differences, and refine and finalize themes. At the
final stage of analysis, a list of emerging COVID-19–
related themes with supporting data was created and
reviewed by the research team. If 4 analysts did not agree,
the fifth was to be consulted; however, this was not
needed. Trustworthiness was established through peer
debriefing; triangulation of analysts; regular meetings to
compare, contrast, and ensure consistency in the inter-
pretation of codes and categories; and development of
an audit trail. A schematic depicting the data collection
and processing phases has been included to assist clarity
(see Figure 1).

Participant and organization characteristics
Twenty-four individuals participated: 6 women sur-

vivors, 6 executive director/program managers, 7 direct
service providers, and 5 employer/union representa-
tives. The majority participated in individual interviews;
however, 2 group interviews were held, one with direct
service providers and one with employer/union repre-
sentatives. While we made efforts to attract participants
from diverse groups, all but one participant identified as
a woman and most identified as White or of European
origin. Participants were an average age of 48.5 years, and
almost all had at least some postsecondary education.
For complete participant demographics, see Table 1.

Because of a high prevalence and difficulty identifying
BI among survivors of IPV, formal diagnosis of a BI
was not an inclusion criterion; however, questions about
experiences indicative of BI were asked. All survivors
interviewed had experienced hits or injury to the head,
face, or neck, and all but one endorsed a resulting loss or
alteration of consciousness, suggestive of BI. It is worth
noting that the survivor who did not endorse a loss or
alteration of consciousness did report several ongoing
BI-related challenges. As many survivors are unaware of
the possibility of BI resulting from IPV and/or may have

TABLE 1 Participant demographics (N = 24)

n (%) n (%)

Education level Ethnicity
Some high school 3 (13) Indigenous 2 (8)
High school diploma 1 (4) African origin 1 (4)
Some postsecondary education 4 (17) South Asian 1 (4)
College degree 3 (13) Black 1 (4)
University degree 14 (58) Middle Eastern 1 (4)

Age, mean (SD), y 48.54 (12.73) European origin 18 (75)
Sex at birth (female) 23 (96) Multiple visible minorities 1 (4)
Gender identity (woman) 23 (96)

Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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TABLE 2 COVID-19 Implications for Women Survivors of IPV and TBI

Increased experiences of violence and risk for violence
Those who were at minimum risk, have risen to moderate risk. Those who were moderate risk have risen to high

risk. And so, we have found this pandemic to be a really dangerous amplifier . . . of violence in women’s lives.
And I talk about how COVID is an abuser’s dream, it is, because she has nowhere to go. Family can’t come
around, people can’t call, she can’t leave the house, the kids, just like the mother for whom work was a reprieve,
school was a reprieve. But now you’re doing online learning and he is behind you, so the tensions for everybody
have been amplified. P6

The level of intensity has been escalated by COVID because of not only just the climate around it but also that this
is a very powerful way to make that woman feel more disconnected than she already did feel. And, you know, the
idea that if she goes and seeks help that she’s putting everyone’s life in danger and she’s being irresponsible by
going and meeting a support worker, getting that help, that she’s somehow putting her children at danger. These
are things that women can very easily get messages around. So it’s a very powerful tool of coercive control
basically. P8

Impact on survivors’ mental health
I think that the key thing, and I know that this affects everybody regardless of whether or not they’ve dealt with this

in the past, but being isolated, like being alone and working with other survivors and things like that I know that
that is the key thing for them. So many women have been isolated from their families, from their friends . . .
when they were dealing with their abuser. So, this really can throw them back into that set of trauma. P2

Impact on survivors’ employment
For a lot of survivors and their children, pre-COVID they could go to work, she could [go]to work and there was

reprieve, there was escape for eight hours. She left the house and she could do something, but now you’re
home, he’s there, you’re here, there’s nowhere to go, so it’s a 24 hour constant belittling, constant harassing and
there is no reprieve. P6

Well, one way COVID has helped, in that employers seem to be much more willing to have a four-day work-week, to
do some work at a distance. And I can see that being so helpful for someone with children, or someone who
needs to go slow throughout the day, or just have a break. In my home right now, there’s less stimuli, I’m not
interrupted by people, I don’t have to worry about an hour commuting. That is so helpful to me, and so I imagine
that structure would be very helpful for somebody with kids, with a brain injury, leaving an abusive situation. P7

difficulty with recollection of events, it may be wise to
assume BI based on other factors such as exposure to
hits to the head, face, and neck and reporting of typi-
cal symptoms. Survivors were asked about 16 potential
ongoing challenges commonly associated with BI and
reported an average of 13, with the most commonly
reported being headaches, memory problems, fatigue or
tiredness, trouble concentrating, difficulty multitasking,
and problems organizing tasks.

FINDINGS

Considerable discussion of the implications of
COVID-19 occurred alongside the broader exploration
of employment and mental health experiences, and
many themes and subthemes emerged. The COVID-19
findings focused on 3 key areas: (1) implications for
women survivors of IPV/BI; (2) implications for ser-
vice delivery and service providers supporting women
survivors of IPV/BI; and (3) key priorities in ad-
dressing these implications moving forward. Quotes
that elucidate the concepts discussed are included in
Supplemental Digital Content Tables 2 (available at:
http://links.lww.com/JHTR/A499), Supplemental Dig-
ital Content Table 3 (available at: http://links.lww.
com/JHTR/A500), and Supplemental Digital Con-

tent Table 4 (available at: http://links.lww.com/JHTR/
A501).

COVID-19 Implications for women survivors of
IPV/BI (Supporting quotes in Table 2)

Increased experiences of violence and risk for violence

Participants referred to COVID-19 as an “amplifier”
of violence. Service providers reported a quiet period
in the first months of lockdown, followed by a surge in
calls, housing applications, and requests for peer support
and counseling once communities began reopening.
They observed not only an increase in the number of
survivors contacting organizations but also more se-
vere levels of violence for those coming into shelter.
They attributed this to diminished avenues for self-care
and help-seeking and increased capacity for surveillance
and control. Survivors and perpetrators are confined at
home without work, recreational, and social supports,
leading to heightened tensions and an increased risk
for violence. Participants described COVID-19 as an
“abuser’s dream,” as public health restrictions and fear
of contracting the virus offer more opportunity for
perpetrator manipulation and control (eg, perpetrators
guilting survivors into thinking they are endangering

Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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their children or others by seeking help). They expressed
concern for the safety and health of women survivors
with disabilities and those infected with COVID-19 who
are dependent on the perpetrator for support, as well as
pandemic-related release of perpetrators from prison.

Impact on survivors’ mental health

Many survivors are experiencing increased isolation
and loneliness due to lack of social activity and fear
of contracting the virus, worsening mental health chal-
lenges such as depression and anxiety. Participants
shared varying experiences and challenges related to
mental health. Some were able to be proactive, im-
mediately seeking medical care and increasing their
medications. Others spoke of fear of leaving their
homes, with increasing cases in hospitals. Some service
providers noted more women requesting small group
activities. Daily living challenges such as shopping for
groceries when living alone and affording basic needs
on a limited income were reported. These were often
discussed as existing challenges that were exacerbated by
pandemic-related restrictions. Some expressed concern
for older women living alone as well as women postvi-
olence, whose present experiences of isolation could
trigger memories of past abuse. With more things to con-
sider and fewer resources to support them, comments
emphasized the increasing complexities brought about
by the pandemic and the negative feelings they bring to
women survivors.

Impact on survivors’ employment

Participants discussed the effect of the pandemic on
women survivors’ employment, highlighting the loss
of jobs among women who work precariously. They
spoke about increased challenges among mothers who
are forced to navigate caring for themselves and their
children without family and friends for support. They
reported that COVID-19 has introduced modified work
schedules and remote work, both of which may be help-
ful for survivors, noting women survivors may benefit
from an environment with less stimuli, a slower pace of
working, or multiple breaks throughout the day.

COVID-19 Implications for service delivery and
service providers supporting women survivors of
IPV/BI (Supporting quotes in Table 3)

Reduced capacity, prolonged processes, and tension
between control and safety

Reduced capacity and prolonged processes for sup-
port have made women’s lives more complicated, with
participants citing challenges in legal services and hous-
ing. Women may be living in situations of uncertainty

and feeling unsafe with delayed or halted services in
court. Outreach initiatives have shown a perception that
shelters are closed; however, most are operating, albeit
at a reduced capacity and with difficult accessibility.
Shelters previously housing 6 families now only house
3, women are required to test negative for COVID-19,
and those who could not be accommodated were asked
to quarantine in hotels. Service providers reported chal-
lenges ensuring safety in communal living settings and
providing transition support for women living in ho-
tels. They discussed the need for better public health
guidance as many are concerned that in controlling
movement and enforcing safety precautions, commu-
nal settings are inadvertently mimicking IPV dynamics,
causing disempowerment and retraumatization among
survivors.

Impact on service providers

Service providers reported increased stress and mental
health challenges. They identified difficulties coping
with abrupt changes and COVID-19–related anxiety
while dealing with personal circumstances. Participants
added that despite adequate supports, there remains
an anxiety in not having a template for best practice
and having to respond to situations as they happen.
They described work environments as “incredibly reac-
tive,” highlighting challenges in taking on new roles,
becoming more flexible in how they offer support,
and collaborating and managing relationships with col-
leagues and managerial staff. The separation between
teams is more apparent, and service providers are left
feeling they need to fill the gap where human resources
and teamwork are lacking. Some noted tensions re-
garding policies and decision making, particularly when
leaders and staff are not bound by the same professional
code of ethics. They described these stressors as tax-
ing and reported feeling siloed and less engaged when
providing care. Although no concrete solutions were
suggested, participants felt that colleague validation is
valuable.

Adaptability and flexibility of services

The need to adapt services as pandemic restrictions
were enforced, such as moving programs online, being
more encouraging and flexible, and continuously run-
ning groups and activities to offer hope and combat iso-
lation, was discussed. Identified barriers to virtual care
included limited access to technology, difficulty adapt-
ing to online restrictions particularly when assessment
and treatment in an individual’s home are required,
and challenges in offering consistent support. Service
providers reported having to reschedule appointments
with symptomatic clients, potentially affecting rapport,
trust, and dependability. Participants noted the impact

Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

www.headtraumarehab.com



48 Journal of Head Trauma Rehabilitation/January–February 2022

TABLE 3 COVID-19 Implications on services and service providers supporting women
survivors of IPV and TBI

Reduced capacity, prolonged processes, and tension between control and safety
We, certainly, were not prepared to operate during a pandemic and had no knowledge of how to best operate

during a pandemic, so immediately opened and went into scramble mode. We’ve implemented all sorts of very
restrictive policies and like restricted movement policies, and “where are you going?” And “where are you going
to be around?” And “when are you going to be back?” And “you have to submit a form to leave the shelter,” and
it is re-traumatising. So, I feel like there’s been large-scale disempowerment of the women that we serve. P9

But our shelters are still, although they say they’re open, they’re very hard to access, right? You have to have a
negative COVID test. You have to, while you wait for that test, be confined in either a hotel room or room at the
shelter with your children for up to two weeks, right, depending on how long the testing takes to come back. And
so, our shelters who used to be full beyond capacity right now have maybe three families in them, you know, like
less than half full. Women just don’t want to do that. Or that doesn’t feel safe for them. They feel safer with their
abuser. P3

Impact on service providers
And I know that the trauma counsellors are in frequent arguments with management because of the policies.

Management has the responsibility of keeping the overall organisation, staff, and women safe and free of
exposure to the best of their ability, and we are the advocates for the women and feel that the policies put forth
by the organisation are unethical. And there’s just a lot of infighting, and residents are like “well the staff are
fighting with each other, and this feels like a very uncomfortable environment.” P9

I’ve had lots of conversations with my partner about the fact that he and I work from two very different worlds, so
when the world shut down, he got to stay home for three months. And I was like I’m knees deep in this every
single day. I don’t get to hideaway in my house. I don’t get to not go to the store. I don’t get to not go to offices.
And I definitely know that within that first three months or so after the big lockdown it was extremely mentally
taxing and really having to learn how to kind of put aside my own anxieties and my own stress about COVID so
that I could be present for those people that I’m working with. PG1

Adaptability and flexibility of services
COVID [has] impacted ability for people to have support or accompaniment that often need it. So, when I think

about brain injury, we can’t even go to the hospital with her to help communicate or explain symptoms or what’s
going on, right? Because you can’t have visitors or that support person. And that’s both the hospital rules, but also
as an [executive director], I’m considering how best to keep my staff safe, but also how to keep victims safe. P3

I think one of the big challenges that I’m noticing that is more COVID related, is that the consistency of support is
crucial. That relationship that gets built between a support worker and a client is crucial. What happens now
though is that the health protocols are really stringent and so now a sniffle or a couple of things and all of a
sudden, you need a COVID test or we’re doing virtual – you’re sick, so I have to stay away for a day or two, I’m
sick, I can’t come and see you. It’s hard to keep a consistent schedule with the Health and Safety protocols
around that now. Client . . . structure and trust and dependability, is super important. So, that’s been hard. P10

of virtual care on survivors, highlighting online fatigue,
limited engagement in virtual programs, delay in recov-
ery, and dismissal of other health concerns when virtual
diagnosis is not possible. They shared situations of low
attendance at weekly online groups, clients having diffi-
culty managing pain conditions without rehabilitation,
and limited access to support workers for such things as
help communicating with a health provider.

Key priorities: Outreach and technology (Supporting
quotes in Table 4)

Participants identified need for widespread outreach
and technological support during the pandemic. Media
campaigns to disseminate signs or calls for help, en-
courage help seeking, emphasize available shelters and
services, and publicize messages of safety are crucial.
Funding to develop a COVID-19–specific safety plan,
with direct input from survivors, that covers help seeking

and other supports was deemed urgently needed and
beneficial. Other suggested strategies include using every
interaction with women to increase awareness about IPV
and BI resources and checking in on both survivors and
perpetrators to provide support and lessen the risk for
violence.

Understanding and addressing barriers to technology-
based care were identified as a key priority. Participants
noted lack of technological devices, data plans, and exist-
ing knowledge and comfort levels as common barriers to
virtual care. They indicated need for funding to obtain
technological devices, software, and internet access and
support training for women survivors. Some noted that
although virtual care is a necessity, most survivors still
prefer in-person appointments; hence, providing both
online and in-person services would be beneficial. Fi-
nally, providers should keep in mind other aspects of
care valued by survivors, such as reassuring and nonjudg-
mental supports, consistency, and dependability.

Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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TABLE 4 Key Priorities: Outreach and Technology

Outreach
We’re telling everybody to check in on everyone that you know. Place a call [to say] “hi, how [are] you doing?” and

what that does is it tells the aggressor that she is not alone, contrary to what you might think that she’s not going
out, people still remember her, still check in on her. And then the real transformational shift is telling people who
know the aggressor to check in on him, check in on him, because again they need supports, these men need
supports. That’s the only way we’re going to end violence is when they stop and the only way they’re going to
stop is that they are cushioned, they are cushioned with supports. P6

It goes back to that relationship piece for a lot of people, their frontline worker is their lifeline. And so, ensuring that
those workers are essential and that there are, there are ways that we can continue to connect with them that
aren’t only tech related [is important]. Cause a lot of our clients were so willing to jump on it – “OK, I’ll talk on the
phone – if that’s all I can get I’ll talk on the phone.” Or, “If that’s all I can get, we’ll do a FaceTime.” Or, whatever
and we were trying to be as adaptable as we could. And many of them did but their preference is always
face-to-face, always. P10

Technology
Well, I would say one thing that I feel that has come up is that this idea that access to the internet is kind of like a

human right I feel at this point in time. [ . . . ] if we could learn from this and [ . . . ] allow people of certain income
access to free Wi-Fi and even devices. [ . . . ] we need to be thinking a lot more about the barriers that are in place
when we all of a sudden go oh, everything’s online, your kid’s school, that’s online, your work that’s online, your
addictions program, that’s online. And go OK, what does that actually look like for a woman who maybe all she
has is her cell phone and [ . . . ] most of our women are doing like a month-to-month thing where they’re paying 50
bucks at a time or whatever. P8

As far as getting counselling, as soon as COVID hit, any of the counselling and connections that I was getting
ended, there wasn’t even phone contact. Everybody went their separate ways and self-isolated and that was it.
And there was no physical access to the elder that I was spending time with, he was from way up north. There
was no funding to bring him down, and so, I guess they ended the funding and they didn’t think the phone was
sufficient. P13

DISCUSSION

Three key areas of COVID-19–related concern
emerged: (1) implications for women survivors, in-
cluding an increased risk of violence and challenges
experienced with mental health and employment; (2)
implications for service providers and delivery, in-
cluding reduced capacity, complex processes, tensions
between control and safety, and the personal and
professional impacts on workers; and (3) key priori-
ties moving forward to focus on community outreach
and solutions to technological challenges. COVID-19
has increased IPV globally, a crisis referred to as the
shadow pandemic.6,7 Risk of IPV,3,22,24 reported inci-
dence rates,3,4,21,24,25 higher levels of severity,4,31 and
demand for emergency shelter4,32 have all increased.
Our findings verified these early observations as dis-
cussions highlighted the increased risk of exposure and
severity for women. Particularly concerning is the ongo-
ing exposure to repetitive head injury, a known concern
for athletes in high-impact sports and an emerging con-
cern for women survivors of IPV/BI.10,33–35

Equally concerning is the accompanying decline in
contact and service use during the first lockdowns
and shelter-in-place orders. Similar to early commen-
taries attributing this period of quiet to women being
trapped and unable to report their victimization and
fear of COVID-19 exposure,3–5,21,23,24,32,36 participants
noted an eerie calm during this time for the same rea-

sons. Interestingly, they also discussed increased risks
to COVID-19–positive survivors forced to rely on their
abuser for medical care. Pandemic home-based quaran-
tine and care protocols effectively put women under
heightened levels of legally and socially sanctioned
control from abusive partners. As noted by earlier
commentaries,3,21–23 and supported by our findings,
pandemic-related protocols are an abuser’s dream, pro-
viding legitimacy and mechanisms for control under the
guise of public health.

Similar to our findings, increases in risk and health-
related challenges have been discussed in relationship
to employment and mental health,4,21 in particular dis-
cussion around scarce resources due to disruption of
livelihoods,4,6 lack of adaptive coping strategies,21 and
increased challenges with mental health.4 Shutdown-
driven layoffs and nonessential work closures have
increased financial instability and accompanying stress
and anxiety. In addition, our findings noted the lack
of respite often provided through a workplace envi-
ronment. Increased isolation, loneliness, and fear were
reported widely here, as women were no longer able
to access critical informal support networks. Compli-
cating this increased need for supports are challenges
accompanying unstable service provision and virtual
care that surfaced quickly within IPV and BI care
communities.

Reduced service delivery capacity and the impact
on women survivors have been noted in the early
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IPV-related4,23 and BI-related literature.20 Notably,
Kolakowsky-Hayner and Goldin20 identify an increased
risk of IPV-related BI for women, suggesting specific
attention is needed. One study discussed challenges
around increased childcare responsibilities and a lack
of respite through informal and formal care supports,4

findings also supported here. Authors note difficul-
ties with safety and privacy inherent in online service
models.3,4,22,23,25 In particular, challenges to safety
planning were highlighted by previous authors4,22 and
verified here. Additional comment here noted that
survivors should be involved in the development of
COVID-19–specific safety plans. Some IPV-related lit-
erature has discussed challenges regarding access to
technology in terms of hardware and internet access,
as well as difficulty in adapting to new ways of using
it. Interestingly, Kolakowsky-Hayner and Goldin20 also
noted heightened challenges with technology usage of-
ten accompany BI, a complication that continues to be
overlooked in the IPV support community as an over-
whelming majority of service providers are not yet BI
literate.30 Access and ability difficulties were often dis-
cussed here, highlighting the need for IPV/BI-sensitive
services. While a few authors have provided suggestions
addressing these concerns,4,23,24 there continues to be
a gap in support strategies for navigating technological
services for survivors who are also living with a BI.20

While the strain on support services has been acknowl-
edged in the emerging literature as noted earlier, to our
knowledge, this is the first study to explore the impact
on service providers themselves, a gap specifically noted
by Sabri and colleagues.4 Participants here noted a ten-
sion between the need for safe, trauma-informed care
and COVID-19 containment protocols. They discussed
the impact of this tension, feeling unable to provide
ethical client care as new protocols mimicked abusive
behaviors and risked retraumatizing women survivors.
Some noted the physical and mental impacts of these
tensions, particularly in light of their personal COVID-
19 fears and pandemic-related challenges, discussing
difficulty with mental health, stress, and their own pro-
fessional and interpersonal relationships. The impact
on frontline service providers has been significant and
should not be overlooked moving forward. Solutions to
care that consider service users and providers should be
sought.

Findings here focused on 2 key priorities with post-
pandemic support approaches moving forward. The first
discussed the critical role of community engagement
and outreach and the need to be creative and collab-
orative among new partnerships. Participants discussed
the importance of being proactive in safety checking
and developing innovative, subtle ways to communicate
with survivors prevented from using traditional methods
or spaces. They highlighted the importance for women

to feel safe to seek shelter and basic healthcare for non–
COVID-19–related issues. This reflects early solutions
put forward by some authors who discuss the potential
for unexpected contacts through postal workers, repair
professionals, and food delivery services.21,22 Some au-
thors discuss the need to consider new spaces to post
support-related information such as grocery stores, phar-
macies, and workplaces.4,22,23 Similar to our findings,
the value of signals and code words was highlighted,4,22

along with a proactive approach to safety checking.24

One study noted the need for online supports for
abusers as a means of providing respite for women,
as well as education, support, and de-escalation.4 In-
terestingly, one participant in our study also discussed
the need to support abusers saying that without it, an
end to violence would not be achieved. Importantly,
participants noted a preference for in-person care
models, supporting existing focus on community en-
gagement and personal contact as critical to effective
IPV/BI support.4,20,21,25

The second priority focused on the need for effec-
tive technology-based solutions moving forward. The
notions of universal internet access and the requirement
for women to have affordable, reliable access to both
hardware and online service were highlighted as critical
concerns. Participants commented that a lack of comfort
or knowledge was as much a barrier to service as the
equipment itself, noting the need to assist women in
adapting to new support models. Interestingly, while
technology issues have been raised in the literature,
previous discussion has focused on issues of safety
rather than access. This may be indicative of Canadian
infrastructure challenges or intersections of racial or
economic marginalizations that are not as prevalent in
the limited studies available. One previous study noted
challenges with technology access and comfort for im-
migrant women,4 highlighting existing service gaps and
the need for future solutions to consider this.

LIMITATIONS

These findings are a subset of a larger project fo-
cused on mental health and employment and as such,
we recruited participants with knowledge and input
on those topics. It is possible that had we recruited
participants to share their COVID-19–related experi-
ences specifically, we would have obtained broader
discussions. Participants were recruited through our
existing K2P network and via snowball sampling, mean-
ing most were at least aware of the intersection of
IPV/BI. Participants without knowledge of the intersec-
tion may identify different concerns than those raised
by this group. Only 25% of the participants identified
as either Indigenous or People of Color, groups that
have been particularly disadvantaged by COVID-19.
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It is unclear why recruitment efforts aimed at a more
diverse sample were unsuccessful; however, it is possible
that COVID-19–related challenges, which are known to
be more predominant among People of Color, may have
prevented participation. We would suggest future efforts
be made to include a broader range of ethnicity and
social circumstance among participants as they might
raise more awareness regarding the multiple intersec-
tions of challenge. While the research team included
a woman with lived experience of BI and representa-
tives from a variety of disciplines, they were all women
and predominantly White, which may have limited
their ability to see diverse experiences within the data.
Future research conducted by a broader representation
of identities might provide more nuanced analysis. Fi-
nally, although a phone-in option was made available,

all our interviews were conducted online and required
internet access, which may have excluded a broader
range of participants.

CONCLUSION

Despite the World Health Organization’s call to in-
clude measures addressing IPV as a component of
pandemic preparedness and response plans,37 BI as a
consequence of IPV continues to be overlooked.5 We
highlighted challenges faced by women experiencing
IPV/BI and frontline workers, including difficulties with
service delivery models, consumer access and uptake,
and ethical tensions between safety and retraumatiza-
tion. Key priorities were identified for safe, accessible
postpandemic services.
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