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Abstract
Background  The COVID-19 pandemic has been linked with increased rates of intimate partner violence (IPV) and 
associated experiences of compounded trauma. The emergence of this global pandemic and the public health 
measures introduced to limit its transmission necessitated the need for virtually delivered interventions to support 
continuity of care and access to interventions for individuals affected by IPV throughout the crisis. With the rapid 
shift to virtual delivery, understanding the barriers to accessing virtually delivering trauma-focused IPV interventions 
to these individuals was missed. This study aimed to qualitatively describe the challenges experienced by service 
providers with delivering virtually delivered IPV services that are safe, equitable, and accessible for their diverse clients 
during the COVID-19 pandemic.

Methods  The study involved semi-structured interviews with 24 service providers within the anti-violence sector 
in Alberta, Canada working with and serving individuals affected by IPV. The interviews focused on the perspectives 
and experiences of the providers as an indirect source of information about virtual delivery of IPV interventions for a 
diverse range of individuals affected by IPV. Interview transcripts were analyzed using inductive thematic analysis.

Results  Findings in our study show the concepts of equity and safety are more complex for individuals affected 
by IPV, especially those who are socially disadvantaged. Service providers acknowledged pre-existing systemic 
and institutional barriers faced by underserved individuals impact their access to IPV interventions more generally. 
The COVID-19 pandemic further compounded these pre-existing challenges and hindered virtual access to IPV 
interventions. Service providers also highlighted the pandemic exacerbated structural vulnerabilities already 
experienced by underserved populations, which intensified the barriers they face in seeking help, and reduced their 
ability to receive safe and equitable interventions virtually.

Conclusion  The findings from this qualitative research identified key determining factors for delivering safe, 
equitable, and accessible virtually delivered intervention for a diverse range of populations. To ensure virtual 
interventions are safe and equitable it is necessary for service providers to acknowledge and attend to underlying 
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Background
Intimate Partner Violence (IPV) is a global health prob-
lem [1] defined as a behavior, including financial and 
coercive control, by a current or former intimate part-
ner that causes physical, sexual, or psychological harm. 
IPV can include physical aggression, psychological and 
emotional abuse, and sexual coercion either alone or in 
combination [1]. Although individuals of all gender iden-
tities experience IPV, women and girls are most likely to 
experience severe IPV and associated adverse outcomes, 
including femicide [1]. Globally, one in three women are 
exposed to violence within intimate partner relationships 
[2]. In Canada, IPV is the leading cause of serious injury 
and the second leading cause of death among reproduc-
tive age women [3].

The COVID-19 pandemic has highlighted the worsen-
ing social and economic inequalities that have emerged 
in recent decades across the globe and has aggravated 
the vulnerability of certain population groups. Research 
evidence shows that there is an interrelationship between 
the social determinants of health (SDOH) and IPV [4]. 
When the basic determinants of health such as, hous-
ing stability and income are not met, women or girls are 
more susceptible to interpersonal violence, and likewise, 
the occurrence of interpersonal violence among women 
and girls can further impact on those determinants. IPV 
severity is shaped by factors such as financial stain result-
ing in increased stress among individuals and families 
[5, 6]. Rates of IPV-related police reports and calls to 
violence hotlines increased by 30% during the pandemic 
in Canada [7]. In a recent report by the Ending Violence 
Association of Canada (EVAC), 82% of frontline service 
providers surveyed within the anti-violence sectors in 
Canada observed an increase in the severity of violence 
experienced by their clients [8].

IPV is a form of trauma with significant short-term and 
long-term psychological consequences that range from 
stress, frustration, anger, and decreased social function 
to severe depression, anxiety, post-traumatic stress dis-
order (PTSD), and suicidality [9, 10]. Individuals affected 
by IPV during the COVID-19 pandemic are struggling 
with complex trauma as a result of the violence and pan-
demic-related mental distress [11]. Evidence shows there 
is a direct relationship between the length of quarantine 
and level of negative psychological effects (e.g., depres-
sion, stress, anxiety) [12, 13]. For some survivors of IPV 
who have left the abusive relationship, the stay-at-home 
orders implemented during the first and second wave of 

the pandemic in Canada triggered recollection of past 
traumatic experiences and heightened their anxiety [8]. 
IPV survivors were also cut off from community and 
support networks. In the EVAC report referenced above 
[8], service providers caring for IPV survivors identified 
three main concerns for survivors seeking support dur-
ing the pandemic: (1) clients who depend on face-to-
face interactions faced setbacks in their healing process 
and mental health; (2) delays in family court proceed-
ings impacted some clients’ safety from violence; and (3) 
survivors were not seeking out care, which had adverse 
mental health outcomes given they were struggling with 
complex trauma.

While no specific group in the Canadian population 
is exempt from experiences of IPV, research to date has 
found that different populations may have different expe-
riences of IPV, in terms of its prevalence, characteristics, 
and impacts [14]. Even though police reports of IPV are 
low overall, the prevalence of IPV in both police-reported 
and self-reported metrics in Canada is significantly lower 
for underserved populations [15, 16]. These populations 
include Indigenous peoples, immigrants, refugees, racial 
and ethnic diverse groups, official language minori-
ties, LGBTQ2S + individuals, individuals living with 
disabilities, those experiencing homelessness or precari-
ously housed, sex trade workers, and individuals of low 
socioeconomic status [17]. Understanding the varied 
experiences between groups is crucial to the delivery of 
appropriate services, programs, or prevention strategies 
related to IPV. Furthermore, structural barriers in Can-
ada such as the ambiguity of the criminal justice process 
and racist interactions with the police deter Indigenous, 
Black and racialized individuals from reporting experi-
ences of abuse to authorities [16].

Barriers to accessing appropriate interventions and 
supports among individuals affected by IPV
An Overburden Anti-Violence Sector
While the demand for anti-violence services has 
increased over the years in Canada, funding for anti-
violence services has not kept pace, contributing to 
increased pressure on anti-violence workers, and unmet 
needs among individuals affected by IPV. A decade of 
austerity measures not only reduced direct funding for 
organizations within the anti-violence sector, but also 
increased demand on the sector as a whole, by reduc-
ing service provision. Unfortunately, the COVID-19 
pandemic struck at a time when IPV services in Canada 

systemic and institutional barriers including discrimination and social exclusion. There is also a need for a collaborative 
commitment from multiple levels of the social, health, and political systems.
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had been substantially cut, or underfunded, for many 
years. Multiple funding cuts to the sector since the early 
2000s have resulted in the needs of individuals demand-
ing IPV support going unmet [18–20]. Therefore, the lack 
of available core sustainable funding structure, includ-
ing the inequitable distribution of government funding, 
changes in policy, and high staff turnover within the anti-
violence sector, has had a significant impact on service 
providers and others working with individuals affected 
by IPV and weakened the capacity of the sector overall 
[18–21].

Moreover, specialist IPV services for underserved 
communities are in a particularly precarious position. 
Research by Women’s Shelters Canada found that staff 
turnover and burnout are a major challenge [22]. Dur-
ing the pandemic, EVA Canada surveyed Gender-Based 
Violence (GBV) organizations and discovered that 81% 
of frontline workers experienced additional workplace 
stress due to the pandemic [8]. Additionally, 84% of 
workers reported health and safety concerns while doing 
their jobs during the pandemic. The constraints faced by 
the anti-violence sector has compromised the quality and 
safety of services and therapeutic interventions delivered 
to survivors and individuals experiencing IPV. As a result, 
individuals seeking support fall through the cracks.

Help-seeking barriers among survivors
Studies show that the rate of help-seeking for special-
ized IPV support among underserved populations from 
both medical and social providers is low [10, 23]. Factors 
such as unemployment, low educational status, economic 
dependence and experiences of violence have been iden-
tified as obstacles to disclosure of violence and seeking 
support [24]. The barriers are further compounded for 
individuals with intersecting social identities (i.e., those 
who belong to more than one socially disadvantaged pop-
ulations) [25]. Existing evidence suggests that Indigenous 
peoples and ethnic minority women often avoid seeking 
support from healthcare providers because of feelings of 
mistrust and fear toward service providers [26, 27].

Systemic inequalities underpin how institutions prac-
tice, what services are available, and how services are 
provided and received by these individuals [16, 28, 29]. 
Fear of the system and a lack of services are barriers for 
women and gender diverse people who are trying to get 
the help they need to leave an abusive situation. In Can-
ada, one in five women has reported experiencing rac-
ism and culturally insensitive and inferior quality of care 
within healthcare systems and mainstream social ser-
vices [28]. These barriers discourage Indigenous, Black 
and other racialized women from seeking help when 
experiencing IPV [28, 29]. For these women, the deci-
sion to seek or access help is also influenced by several 
intersecting factors. These include: (i) cultural norms 

and patriarchal ideologies which “stigmatize, blame and 
shame women from exposing IPV or seeking help” [30]; 
(ii) structural barriers, such as the ambiguity of the crimi-
nal justice process, racist interactions with the police and 
court system, spousal sponsorship policies, legal status, 
and fear of deportation [16]; and (iii) culturally insensi-
tive care within the healthcare system and mainstream 
social services [28, 29]. Women with disabilities also face 
physical and structural barriers to help seeking which 
include impaired mobility, complete dependency on the 
perpetrator, and lack of accessible services [31]. Systemic 
inequalities in gender, race, class and disability were 
heightened during the COVID-19 pandemic and posed a 
greater risk of exposure to IPV.

Study context
Service Delivery Adaptations during COVID-19
During the COVID-19 pandemic in Canada, the public-
health measures introduced to limit the transmission 
of the COVID-19 virus have meant that most services 
(including mental health and specific trauma-focused 
interventions) abruptly pivoted to virtual delivery [32]. 
During the stay-at-home mandate, virtual delivery of 
interventions and services such as web-services, tele-
counseling, telepsychiatry, e-mental health programs, 
and violence hotlines became vital resources for individ-
uals affected by IPV [2]. Virtual delivery of interventions 
incorporates the use of technology to provide commu-
nication, education, intervention, or service between a 
provider and a client [33–35]. However, virtual delivery 
of interventions and services was not widely adopted by 
service providers within the anti-violence sector prior to 
the COVID-19 pandemic and, when used, was restricted 
to remote areas with limited access to in-person services 
[33]. Since the pandemic, however, the vast majority of 
those providing services and interventions to individuals 
affected by IPV moved to providing services via virtual 
platforms. However, the shift to providing services virtu-
ally, although necessary – and beneficial to many – has 
exacerbated the gap and barriers with delivering inter-
ventions to individuals affected by IPV [36].

It has been reported that the risks to a women’s safety 
increases when she uses app-based interventions that 
can easily be accessed by her perpetrator [37]. Inequita-
ble access to these virtually delivered IPV interventions 
is also a key barrier. For example, some individuals may 
be struggling with unstable or unavailable internet con-
nections, or they may not be able to afford the required 
devices to receive treatment or support virtually [8, 38, 
39]. The speed at which virtually delivered interventions 
and services are available to individuals affected by IPV 
has also raised concerns for service providers within 
the anti-violence sector. Anecdotal evidence shows, in 
the province of Alberta, demand for trauma counselling 
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services related to experiences of sexual violence 
increased during the pandemic, resulting in an average 
wait-time of 18-months to see a trauma counsellor. Addi-
tional barriers to uptake of virtually delivered trauma 
interventions can include issues concerning confidenti-
ality and privacy and not being comfortable with receiv-
ing interventions commonly delivered face-to-face over 
phone or video [8].

There is limited data on how these challenges have 
impacted individuals affected by IPV in accessing 
trauma-focused interventions during the pandemic. 
Trauma-focused interventions are specific approaches 
to therapy that recognize and “emphasize how the trau-
matic experience impacts an individual’s mental, behav-
ioral, emotional, physical, and spiritual well-being” [40]. 
Further knowledge in this area is fundamental to enable 
safe, equitable, and accessible approaches to virtual deliv-
ery of IPV-related interventions during the pandemic and 
beyond. Safety in the virtual delivery of IPV interven-
tions encompass the physical, emotional, and cultural 
safety of the individual accessing services via videocon-
ferencing, telephone or online. These include having a 
structured place where the individuals’ physical and emo-
tional safety is respected and where they feel empowered 
“to seek, share, and obtain information, access services, 
express themselves, enhance psychosocial wellbeing, and 
more fully realize their rights.” [41]. Equity in the virtual 
delivery of IPV interventions refers to fairness and jus-
tice in the availability and distribution of these interven-
tions to a wide range of population groups, and addresses 
practices that systematically marginalize and stigmatize 
entire population groups [42]. Finally, accessibility refers 
to the ability to attain affordable, client-centered, cultur-
ally appropriate IPV interventions and services virtually 
[43]. To this end, this study aimed to qualitatively explain, 
from the perspectives of service providers in Alberta, the 
challenges with accessing virtually delivered interven-
tions that are safe, equitable, and accessible for a diverse 
range of individuals affected by IPV during the COVID-
19 pandemic. This study is guided by intersectional 
feminist theory which highlight the importance of chal-
lenging inequities based on sexism, racism, colonialism, 
class, and other social factors [44, 45].

Methods
Semi-structured interviews were conducted with 24 ser-
vice providers within the health and anti-violence sectors 
working with and serving individuals affected by IPV in 
Alberta (Table 1). An interview guide was co-developed 
by all authors and interviews were conducted by the lead 
author. The interview guide covered a wide range of top-
ics relevant to the virtual delivery of IPV interventions 
during the pandemic, and to better understand the facili-
tators or barriers that individuals affected by IPV might 

experience in accessing virtually delivered IPV inter-
ventions. Some of the interview questions include the 
following:

 	• What is your current role within your department or 
organization? How long have you been in this role?

 	• What has been your experience in delivering virtual 
interventions to the patient or clientele population 
you serve? Probe: Can you describe your experience 
with virtual interventions during COVID-19?

 	• What do you see as the opportunities and challenges 
to delivering virtual interventions to individuals 
affected by IPV? Probe: issues with confidentiality 
and privacy? Probe: issues with logistics, cost, 
engagement of users?

 	• How can virtual interventions that incorporate 
trauma-focused treatment for individuals affected 
by IPV be adapted or tailored across a range of 
diverse populations (e.g., immigrants and refugees, 
Indigenous, rural/remote communities)?

 	• How would you compare virtual delivery of 
interventions to a traditional in-person approach 
in responding to the needs of diverse individuals 
affected by IPV?

The semi-structured interviews also explored the pro-
viders’ needs and challenges in delivering virtual inter-
ventions. The findings pertaining to service providers’ 
experiences has been published elsewhere [46]. All inter-
views were conducted over a two-month period via tele-
phone or videoconference and lasted approximately one 
hour in duration. The participants were given detailed 
information both verbally and written about the aims 
of the study and the voluntary nature of their participa-
tion. All participants provided written and verbal con-
sent to participate. Participant interviews continued 
until data saturation was reached. The study protocol 
was reviewed for its adherence to ethical guidelines by a 
Research Ethics Board at the University of Alberta (REB # 
Pro00101547).

Participant recruitment
A purposive maximum variation sampling technique 
[47], which involves deliberately selecting individuals 
who fit the criteria for the study and represent diverse 
populations, was used to recruit participants. Thus, 
participants from various organizations and geographi-
cal locations serving individuals affected by IPV from 
diverse social, economic, and cultural backgrounds 
were invited to participate. Interview participants were 
recruited from existing relationships among the research 
team and community partners. Research team (SM, 
LW) have strong relationships with stakeholders within 
the anti-violence sector in Alberta. These include stake-
holders at Sagesse Domestic Violence Prevention Soci-
ety and IMPACT in Alberta. IMPACT is a provincial 



Page 5 of 16Ghidei et al. BMC Public Health         (2022) 22:1852 

collective impact initiative to eradicate domestic violence 
and sexual violence in Alberta [48]. The initiative brings 
together a network of over 400 systems and organiza-
tions that represent thousands of anti-violence workers 
“to address shared issues, enhance services and supports 
across Alberta and identify opportunities for large-scale 
change” [48]. The study was promoted through IMPACT 
and email invitations were sent to potential participants 
asking them if they would like to be interviewed for the 
study. The email explained what the study is about and 
the voluntary nature of their participation. Participants 
in the study included directors, managers, psycholo-
gists, counselors, mental health support workers, clinical 
directors from sexual assault services, family physicians 
and outreach workers and advocates from the social ser-
vices sector, health, and school divisions across Alberta 
(Table  1). The majority of participants were female 
(n = 17). Of these female participants eleven were white 
and six were racialized individuals (Indigenous, Black 
and South Asian). Of the male participants (n = 4), three 
were white and one was a racialized individual. Most of 

the participants (n = 15) have worked within the anti-vio-
lence sector for less than ten years (Table 1).

Data Management and Analysis
All the interviews were audio recorded and transcribed 
with verbal consent of the informants. Interviews were 
analyzed using QSR NVivo 12 software, to facilitate data 
management and to enhance the systematic organiza-
tion and examination of the data. Qualitative data analy-
sis was undertaken by the first and second authors (WG 
and SM). We focused our analysis on the perspectives 
and experiences of service providers as an indirect source 
of information about virtual delivery of IPV interven-
tions. Interview transcripts and field notes were analyzed 
using an inductive thematic analysis process following 
the six steps outlined by Braun and Clarke [49]. First 
the researchers familiarized themselves with the data 
by reading and re-reading the transcripts and getting a 
sense of what the data is showing. Then interview tran-
scripts were coded and further organized into categories. 
Next, the codes/categories were reviewed, and patterns 
were identified. This resulted in the generation of major 
themes. The first author re-read all the interview tran-
scripts to ensure the themes accurately represent the data 
and the themes were updated accordingly. Once consen-
sus was reached in the theme development stage, names 
and definitions were developed that clearly and suc-
cinctly describe what each theme means and represents. 
Finally, the results were used to write up this article. All 
identifiable information was removed to ensure partici-
pants were not recognized through their quotes.

An intersectional feminist perspective requires 
researchers to undertake a continual process of self-
reflection and become attuned to how power is used 
throughout the construction of the research [50–52]. 
Self-reflection entails interrogating the identity of the 
researcher (gender, race, class, etc.) as well as their rela-
tionship with their participants and its effect on how 
they conduct the research project [51, 53]. As part of 
self-reflection process, the researchers wrote memos 
throughout the research to examine how their own biases 
shaped their approach to data collection, interpreta-
tion of findings, and decision-making. They engaged in 
weekly debriefing sessions and continuously questioned 
how their own identities shaped the research inquiries 
and how they receive and interpret the information from 
the participants [54].

Results
Our findings highlight three interrelated factors that 
posed challenges to delivering and accessing trauma-
focused IPV interventions that are accessible, equitable, 
and safe for a diverse range of individuals during the 
COVID-19 pandemic. The following themes emerged 

Table 1  Participant Profile
Number of Participants
Organizations Type (n)
  Non-Profit Organizations
  Community-Based Agencies
  Women’s Shelters
  Primary Care Networks (PCNs)
  Networks and Collaboratives Addressing Gender-Based 
Violence
  School Division

N = 24
9
5
3
3
2
2

Participant Roles
  Executive Director
  Clinical Director
  Program Director
  Consultant
  Program or Project Manager/Coordinator
  Physician
  Registered provisional psychologist
  Outreach counselor
  Clinical supervisor

N = 24
5
3
3
3
4
2
2
1
1

City/Town
  Edmonton
  Calgary
  Spruce Grove, Stony Plain and Parkland County
  Fort McMurray
  High River
  Lethbridge
  Medicine Hat
  Red Deer

N = 24
9
6
4
1
1
1
1
1

Number of years worked within the anti-violence sector
  2–5 years
  5–10 years
  10–15 years
  15–20 years
  20–25 years
  25–30 years

N = 24
9
6
4
1
2
2

Table 1 outlines the profiles of service providers who participated in this study. 
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from service provider interviews: (i) Acknowledging pre-
existing systemic and institutional barriers that impact 
delivery of and access to any IPV intervention, (ii) How 
the COVID-19 pandemic changed help-seeking behav-
iours for IPV interventions, and (iii) Difficulties ensuring 
client safety in the virtual environment when providing 
care or treatment for clients. These three factors are dis-
cussed in more detail below.

Acknowledging pre-existing systemic and institutional 
barriers that impact delivery of and access to any IPV 
intervention
Service providers described the barriers their clients face 
when accessing IPV-related interventions. These barri-
ers are compounded for underserved and socially disad-
vantaged groups who experience multiple oppressions 
related to race, class, ability, sexuality, gender, socio-
economic status, and where they live. Service providers 
described the inequities in access to IPV interventions:

“I think that there is inequity in our system. I think 
for sure, ethnoculturally diverse communities, black 
people, indigenous people, people of color, our ser-
vices are not equitable for them.” [P 3]
“At one of the last counts we had over 80 or around 
80 languages spoken here, and unfortunately most of 
the time our services are in English.” [P10].
“Because of stigma and systematic racism we see 
that newcomers and first-generation immigrants are 
hesitant to reach out for support” [P19].

Furthermore, participants highlighted there is a gap in 
compassionate, client-centered and trauma-informed 
care for socially disadvantaged populations, instead exist-
ing IPV interventions are generalized and generic:

“The current model is very program-centric, that 
is that the client has to fit the program, and not 
the program figuring out how to fit the client…you 
almost have to be a systems navigator to figure out 
all the different agencies that are in the community, 
and what service is going to be able to work with 
that particular client around a particular need. And 
very often women get referred to services and then 
come back and say, well, they said they could not 
help me, I don’t fit their mandate or do don’t fit their 
program.” [P11]
“And so I think from a systemic level we are forcing 
people into a box that is not the box that they need...
and I think that if we as the social workers, and as 
the sector, really listened to them, we would see that 
many of the gaps that we traditionally identify actu-
ally are not about gaps in service, but about gaps in 
how we view what we think the client experience is, 

and what we think the client needs, versus what the 
client is actually telling us, and what the stats actu-
ally tell us.” [P20]

Other providers also identified a gap in interventions 
designed for gender diverse individuals, persons with dis-
abilities, and a lack of culturally appropriate treatment 
services for immigrant populations. For underserved 
populations with intersecting identities these challenges 
are even greater. Some service providers indicated that 
there is a gap in the provision of intersectional trauma-
focused interventions within the anti-violence sector. 
One provider explained instead of providing holistic 
approaches to addressing their clients’ intersecting needs, 
their organization focuses on “either a cultural perspec-
tive, or a gender perspective, or an age demographic per-
spective,” this provider added, “those [identities] get split 
out versus having a service that can deal with all of those 
moving pieces” [P1].

Nonetheless, some service providers explain these gaps 
in the provision of client-centered interventions are a 
byproduct of the funding constraints experienced by the 
anti-violence sector. One provider stated, “I think fund-
ing is always a gap.” [P19] and continued to explain how 
lack of sufficient funding complicates the ability to hire 
more staff, to provide additional training and to ensure 
the availability of culturally appropriate services. As pre-
viously described, anti-violence organizations face signif-
icant funding challenges leading to patchwork supports, 
disconnected systems, resource scarcity, and a work-
force that is poorly compensated and at-risk of burning 
out. The challenges with long wait lists and the inability 
to provide timely services to individuals affected by IPV 
was highlighted by participants in this study. Moreover, 
participants shared the pandemic has depleted their 
resources and they expressed concern that they may not 
be able to sustain current outreach programs.

A number of service providers also shared that this 
lack of funding resources contributed to a lack of coor-
dination, collaboration and transparency among agencies 
within the anti-violence sector due to competing needs 
for further funding. As one service provider describes,

“I would say there is lack of coordination and effec-
tive service delivery integrated together…I think 
people struggle with working together sometimes 
because you’re afraid that if you work together and 
more collaboratively, are you going to lose your 
autonomy or you’re fighting for funding with the per-
son you are collaborating with…I think people do 
not wake up in the morning, saying, I do not want 
people to be served appropriately. I think it’s about 
our systems get in the way of supporting each other. 
The health system refers to us constantly but don’t 
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fund us.” [P 15]

Another provider further explained despite the good 
intentions of the organizations and providers within the 
sector, they have not been able to work together towards 
a common goal as a result of the previously explained 
constrains: “it’s not that there’s not enough good people in 
the world, it’s just that they do not see one another’s man-
dates as linked, especially when it comes to complex social 
issues in our region.” [P8] The lack of sufficient funding, 
and the resulting lack of collaboration within the anti-
violence sector impacts how individuals affected by IPV 
can seek, access and use IPV interventions and services. 
This is illustrated in the following quotes from providers:

“Systems can be self-serving and funding limited. 
So when that happens I don’t think that necessarily 
families are given all of the information to be able to 
make a decision for themselves at all times.” [P1]
“[IPV survivors] probably find their way to an 
agency because somebody told them to call, and 
hopefully that agenda steers them through that and 
gets them to the right one, but I would say that it’s 
not very trauma-informed.” [P15]

In summary, the lack of sufficient resources due to the 
existing funding structures reinforce competition and 
lack of collaboration within the anti-violence sector 
which complicates the existing multi-layered barriers 
individuals face when accessing IPV interventions and 
services.

How the COVID-19 pandemic changed help-seeking 
approaches for IPV interventions
The COVID-19 pandemic further exacerbated the pre-
viously discussed systemic- and institutional-level chal-
lenges in accessing trauma-focused IPV interventions. 
Despite experiencing complex trauma and intensified 
levels of violence during the pandemic, initially indi-
viduals affected by IPV did not reach for help or sup-
ports. Providers shared that multiple barriers kept this 
group of clients from reaching out for help. The barriers 
included being trapped with an abusive partner, being 
disconnected from informal support systems, and wor-
rying about contracting the COVID-19 virus itself. Infor-
mal and formal support services are vital to individuals 
affected by IPV; however, during the pandemic these sup-
ports were not easily accessible to these individuals. For 
example, interview participants shared their experiences 
and perspectives on the impact of isolation during the 
pandemic on their clients’ help-seeking approaches from 
informal and formal supports as follows:

“[For] survivors there is an increased risk in that iso-

lation of further victimization because they’re not 
interacting with as many people outside the home.” 
[P23]
“They simply did not feel comfortable in receiving 
calls, talking, so there has been an impact in their 
ability to access [support services].” [P7]

Even when some individuals wanted to escape and run 
to shelters, they were worried about the uncertainties of 
acquiring the COVID-19 virus. Thus, individuals affected 
by IPV were forced to make difficult choices between 
risking their and their families’ health or staying in a 
potentially injurious and traumatizing household. Ser-
vice providers shared some of their clients’ experiences as 
follows:

“[They had] to make tough decisions about exposing 
[themselves] to what might be the virus out there, or 
staying in your home and be safe from the virus not 
safe from the violence.”[P3]
“I think that there is the real fear that exposure to 
COVID could possibly be potentially worse than 
what they’re experiencing…we had clients trying to 
contemplate whether or not the possibility of con-
tracting COVID is worth the risk of staying home 
with the perpetrator.” [P7]

Unfortunately, in some cases when individuals affected 
by IPV tried to reach out for support services, the essen-
tial services were not always accessible or available to 
them due to pandemic-related restrictions and chal-
lenges. One provider summarizes some of their clients’ 
experiences as,

“I think that COVID has added so much pressure 
and so much stress. Court dates were stopped. Some 
services were stopped in terms of our ability to serve 
everybody. We used to have groups of ten to 12 folks. 
Now we have groups in person of six. Even Zoom 
groups were at eight because we did a little gauging 
on what would be an ideal number for Zoom. And 
so the accessibility of the services in a time of greater 
need, I would say, has been cut down, adding to that 
stress.” [P 21]

Additionally, service providers commented in detail on 
the impact of the digital divide as a barrier to accessing 
virtually delivered IPV interventions during the pan-
demic. The digital divide refers to the inequitable access 
to internet and technology, socio-economic barriers, lan-
guage barriers, low literacy levels, and limited access to 
virtually delivered interventions and services [55]. Finan-
cial barriers and poverty play a major role in an individ-
ual’s ability to access virtually delivered interventions as 



Page 8 of 16Ghidei et al. BMC Public Health         (2022) 22:1852 

explained by one provider, “financially and economically 
the victim may not have, frankly, a cell phone, or what-
ever to be able to access virtual care, potentially.” [P4] 
A majority of the service providers also highlighted the 
challenges their clients face in their inability to afford and 
access laptops, cell phones, desktop computers, stable 
internet, or even internet at all. In some cases, even when 
an organization is able to provide their clients with the 
equipment and technology they need, the clients may not 
be able to access stable internet connection due to their 
geographical location. One provider explains, “for some of 
our remote and rural communities, even if we could send 
a client a tablet to be able to connect with us online, they 
need effective data or Wi-Fi, or whatever it is. And some 
rural and remote places in Alberta definitely don’t have 
that.” [P3].

Similar challenges with internet access were also shared 
by other service providers as following:

“I think the big barrier right now is that we don’t 
consider internet connectivity as a fundamental 
right or as a utility. I think that’s really major that 
in this day and age and particularly in a pandemic 
environment, connectivity is literally a lifeline for 
some people. So, that’s a really serious barrier.” [P9]
“How do we get these services to folks if they don’t 
have that technology, if they don’t have stable Wi-Fi 
or any Wi-Fi to access? So, I think it exacerbated 
that ability to reach out and to connect with others 
because, yes, all these services are still available but 
to access them, that just creates a bigger gap.” [P10]

Some participants insightfully spoke about how digital 
exclusion experienced during the pandemic is a reflection 
of pre-existing inequities with access to services. In addi-
tion to dealing with financial barriers, IPV survivors from 
socially disadvantaged populations (e.g., Indigenous, 
immigrant and homeless individuals) experience an addi-
tional layer of inequity when accessing interventions and 
services virtually. The following quotes from providers 
describe some of these barriers and challenges:

“As [an Indigenous] woman I believe that the Cana-
dian healthcare system is systematically racist and I 
think that a lot of that would be lost in that transla-
tion or in that transition [to virtual delivery], or it 
would just exacerbate it” [P10].
“Issues of digital equity are deeply rooted, con-
nected and systemic. To understand if virtual care is 
acceptable and the factors that influence the use of 
virtual services, we need ask what bars people from 
using the services they do have access to?” [P3]
“A lot of the clients that are served in Alberta – 50%, 
55% are Indigenous women and children. And in 

their homes and on reserve and even off reserve, 
whether or not they have the laptops, the internet, 
Wi-Fi, to be able to access services electronically – I 
think that would disadvantage them; and probably 
newcomers [too]. So, I think there would be some 
disparity in terms of access to services if it went vir-
tual. Like, if that was to become the method of coun-
selling.” [P11]

Therefore, individuals affected by IPV from socially dis-
advantaged populations faced transecting barriers in 
accessing IPV-related interventions during the pandemic. 
In addition to the previously identified barriers, indi-
viduals with disability also face specific challenges when 
accessing and using virtually delivered services. Some 
interview participants shared some of these challenges as 
follows:

“I’ve worked with the deaf and hard of hearing com-
munity, and I know that oftentimes they connect 
with therapists through face time, but there would 
be extra barriers during this time period just with 
technological pieces and being able to access inter-
preters, that kind of thing.” [P23]
“some people could not be served on Zoom. We have 
a client with quite profound hearing loss who lip-
read. Zoom for them is out...we don’t have any facili-
tators who know a lot of ASL.” [P21]

Therefore, the COVID-19 pandemic and related restric-
tions, financial strain and the digital divide layered 
the complexities in seeking and accessing support or 
therapeutic interventions for socially disadvantaged 
individuals.

Difficulties in ensuring safety in the virtual environment 
for individuals affected by IPV
As previously indicated, the public health stay-at-home 
orders during the pandemic isolated individuals affected 
by IPV which resulted in a more complex set of issues 
including increased exposure to abusive partners while 
dealing with barriers to safely seeking for or accessing 
support services virtually. At the same time, ensuring 
safety of individuals affected by IPV when they are virtu-
ally accessing IPV-related interventions and services was 
also a complex issue for service providers. In this study, 
service providers identified safety concerns in relation to 
security and physical safety when accessing services vir-
tually, emotional safety when receiving services virtually, 
and cultural safety of available IPV-related interventions.

Service providers in our study highlighted staying 
at home with an abusive partner who is also dealing 
with pandemic related stressors exacerbated the risk of 



Page 9 of 16Ghidei et al. BMC Public Health         (2022) 22:1852 

experiencing violence for their clients. A service provider 
shared,

“...if you’re in that vulnerable relationship, and let’s 
say they’re having more stressors like financial, 
or they lost their job and then they can’t get their 
unhealthy coping strategies, like maybe their alco-
hol or marijuana or whatever it is, we know where 
they’re going to lash out.” [P5]

Interview participants also highlighted the severity of 
violence experienced by their clients during this time was 
much worse than the providers have ever seen before. A 
director of an outreach center shared some examples as 
following: “we’re seeing a lot more strangulation…we had 
one that was an attempted murder. So, the seriousness 
and the levels of domestic violence has increased” [P 14]. 
Another service provider attributed these experiences 
of severe violence to the lack of viable options to safely 
getaway during the lock downs: “for some of them well 
they were home alone with their abuser. So, some of the 
abuse is more extensive than it would have been if they 
had avenues of escape like going out, going to school, other 
eyes watching” [P 24].

When and if individuals affected by IPV wanted to 
reach out for help or support, interview participants indi-
cated, they may not have private and safe physical place 
where they can access virtual interventions, especially if 
they are quarantined with their perpetrator. For individu-
als affected by IPV, being caught in the act of talking to 
a provider could exacerbate the risk of violence and thus 
could hinder them from accessing any virtual services 
at all. A service provider shared how some clients could 
not access or seek for help virtually due to fear of their 
abusive partner discovering that they were speaking to a 
professional:

“I had a case where a lady had finally opened up 
about her situation at home, and I had to call her, 
and we couldn’t even talk, because she was scared to 
even say anything, she didn’t know where her spouse 
or partner was, she was still hoping just to be able to 
come see me and be able to talk without having to 
fear what if I say something, or what if he hears just 
the slightest word, that makes me in trouble or that 
I’ve done something wrong.” [P5]

Similarly, other service providers described how it was 
difficult to reach out to and provide services virtually to 
their clients due to concerns for their safety and worry 
about creating any further harm for their client:

“I think there is a safety and a confidentiality per-
spective that you can’t always get in your home. That 

you maybe don’t actually have access. Even if you 
can have technology access, that if you’re living with 
somebody who is using violence or could be using 
violence, that accessing programming is unrealistic. 
And I do think that community is harder to form in 
a virtual context.” [P20]
“I think the main thing is the safety of the client, if 
the person is there how to communicate with them, 
unless they are out of the house...either the perpetra-
tor is there or the children are there who can then 
tell the perpetrator what the mother was doing. So 
that communication piece, that’s a challenge.” [P19]
“The privacy and confidentiality, which connects 
in some cases to the safety and security, that it just 
might not be safe in the home for women to elec-
tronically connect to their counsellors or support, 
because it could easily be discovered or overheard.” 
[P11]

To address this, providers suggested setting up safety 
plans such as safe words between clients and providers, 
where if the client uses the safe word, the session ends, 
and they will contact each other in a different predeter-
mined approach. Interview participants shared some 
examples where providers, staff and organizational lead-
ers had to be creative in how to approach this in a virtual 
environment. For instance, some providers shared exam-
ples of how they developed safety plans with their clients:

“If she showed something on the computer, [the pro-
vider and the client] had a sign between them that 
only the two of them know, that if she displayed that, 
then that was the therapist’s cue that something was 
going down and she needed help right away.” [P14]
“I would mostly check-in, pretend to be a tele-
marketer and have a code phrase, and they would 
respond yes, no, goodbye. And that would give us a 
clue as to whether they were safe in their home.” [P7]

Furthermore, in the event that a client is able to access 
virtual support or treatment in the absence of their abu-
sive partner, there are still privacy risks that could also 
jeopardize their safety when accessing IPV interven-
tions virtually. Providers spoke about the importance of 
modifying their organizations’ policies and procedures to 
protect clients’ privacy in the provision of interventions 
virtually and ensuring security and privacy safeguards 
when using different virtual platforms.

Service providers also described that it was difficult to 
implement trauma-focused interventions when there is 
a risk of triggering and/or re-traumatizing their clients 
who are receiving treatment from their home – a typi-
cal place where the violence has occurred. One service 
provider explains: “I think some people in their places, 
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their living spaces, it’s going to be quite triggering and re-
traumatizing. Everything around them could be a trigger.” 
[P 17] This concern was echoed by other providers who 
explained if their clients are triggered during an in-per-
son session, they were better equipped to manage and 
support them, while feeling unsure how to manage this in 
a virtual setting:

“I am hesitant [about virtual services], especially the 
clientele that I serve, who are coming in for years of 
domestic violence, I have to be sure that if I am pro-
viding trauma care, what kind of support that per-
son has. Often these females have young children, 
they are living by themselves, I don’t know if I’m 
doing something, and then she gets triggered. There 
are young babies at home. How can you manage 
that?” [P19]
“… within our groups, there’s real vulnerability and 
safety. You create the safety, and then you can have 
the vulnerability for them to share with each other. 
It’s totally a different interface sharing in person 
than it is on a screen.” [P21]

In addition to addressing psychological and emotional 
safety, the importance of incorporating culturally safe 
approaches to healing trauma when providing IPV 
interventions virtually was widely discussed by service 
providers. Some service providers explained that some 
underserved populations such as, Indigenous peoples, 
immigrants, and newcomers may not feel safe to share 
their experiences in a virtual environment due to being 
misunderstood or that virtually-delivered interventions 
are not culturally safe for them. This is described in the 
following quote from a service provider:

“Then of course the cultural aspect is huge, trying 
to feel that cultural safety when they are talking...so 
of course they want the person who is sitting across 
from them, listening to their story, want them not to 
be judged because they are immigrants, or they are 
from a certain ethnic background” [P19].

Other providers shared similar perspectives and high-
lighted the importance of client-centered care by engag-
ing clients and addressing their unique needs in the 
virtual delivery of IPV interventions. A service provider 
who shared this viewpoint emphasized the significance 
of asking underserved populations to see what works for 
them as follows:

“There may be communities who say for whatever 
reason this does not work for our community, there 
is something in our cultural make up that does 
not fit this. I think we have to find that out first, as 

opposed to pretending that we know what is best for 
everybody else…our Indigenous brothers and sisters, 
what about this work, does it work for them? And 
let’s talk to new immigrants and say does this work, 
is this right, are you more comforted or less com-
forted?” [P18]

Moreover, service providers expressed the importance of 
incorporating cultural safety and addressing their clients’ 
experiences of trauma holistically (i.e., addressing struc-
tural violence, and generational and historical trauma). 
One provider gave an example of how their organization 
promotes holistic interventions which is grounded in the 
understanding of their client’s context, individual barriers 
and the root causes of their trauma. This provider further 
explains, “their trauma is not just trauma of [IPV]. If you 
have an indigenous woman waiting into your office, it’s 
also trauma of colonialism and identity and there is all 
of these intersecting pieces.” [P 3]. Other service providers 
also added,

“I think I would suggest that trauma focused treat-
ment and client-centered treatment, my definition 
of what it is means that it has to be specialized and 
adapted. And so, I think that by creating a co-shared 
understanding with our client about their context 
and their world is exactly how we do that work.” [P3]
“when you’re seeing a different culture and the way 
they talk to each other or the way they handle stress, 
we can’t just say, well, you can’t do that here. You 
really have to approach it in a very easy and kind 
of non-judgmental way with an education piece...
there’s so many different cultures, and there’s differ-
ent ideas and ideologies of them...The biggest thing, 
a lot, would be that validation piece, and being able 
to let them know that no one can tell you what to 
do, no one can tell you when to do it...no one can tell 
you when you’re supposed to leave or what you’re 
supposed to do. You have to be totally comfortable 
and feel safe with whatever your choices are. I think 
that’s a big piece of that virtual care, no matter what 
kind of culture it is.” [P5]
“You have to understand that different cultures will 
have different perspectives about...And I honor that. 
So, I think making sure staff are culturally competent 
and aware, and respect people’s different cultures, 
faiths and traditions is really important.” [P15]

Additionally, having services and interventions deliv-
ered by providers of similar cultural background or 
who speak the same language as the clientele popula-
tion was also described to facilitate delivery of culturally 
safe and client-centred services and interventions. This 
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was described for Indigenous and newcomer clients as 
follows:

“…having available a therapist who has some expe-
rience working with Indigenous communities or 
understands some of the spirituality or narrative 
practice...” [P2]
“For individuals that struggle with English it’s very 
difficult to provide virtual services, especially if 
there isn’t a webcam. I wouldn’t say they struggle 
with English, rather we [as providers] struggle with 
understanding them. It’s a bit challenging, and so 
maybe we look at how do we hire providers who 
can provide virtual interventions in their mother 
tongue.” [P18]

Service providers in this study emphasized the impor-
tance of providing culturally safe, trauma-informed, cli-
ent-centered, and contextually specific interventions to 
a diverse group of individuals affected by IPV during the 
pandemic and beyond.

Discussion
Our study examined from the perspective of service pro-
viders how trauma-focused virtual IPV interventions 
can be safe, equitable, and accessible for range of diverse 
individuals affected by IPV, particularly for those who are 
socially disadvantaged. Studies show the shift to virtual 

delivery of interventions provided several opportunities 
for individuals who may not otherwise be able to receive 
these services, including providing access to individu-
als residing in remote locations, offering convenience in 
terms of saving time, removing transportation barriers, 
and allowing clients to maintain connection with care 
providers during the pandemic [22]. However, findings 
in our study show that the concepts of equity and safety 
are more complex for individuals affected by IPV, and 
the barriers they face in accessing IPV interventions and 
services during a pandemic were further compounded. 
In summary, the COVID-19 pandemic exacerbated pre-
existing inequities within the anti-violence sector that 
serve individuals affected by IPV. The pandemic further 
complicated the ability for these individuals to feel physi-
cally and emotionally safe, exacerbated vulnerabilities 
experienced by underserved populations, and intensified 
the barriers they face in seeking help and accessing safe 
and equitable interventions virtually (see Fig. 1).

As previously highlighted, the anti-violence sector was 
weakened by lack of sustainable funding and resources 
and thus unprepared to accommodate the sudden influx 
of IPV support needs from a wide range of individuals 
during the pandemic. With many organizations at capac-
ity prior to the pandemic and with increasing demand 
during the pandemic, organizations will require addi-
tional funding to increase service capacity to address 
the increase even after the pandemic is resolved. For 

Fig. 1  The compounded effects of social exclusion, structural inequities and the impact of the global pandemic exacerbated barriers faced by individuals 
affected by IPV in accessing support services and interventions
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instance, any wait time for counselling interventions 
presents considerable challenges for people who have 
experienced complex trauma and who are struggling to 
cope, and longer wait times are even more detrimental 
to the healing process. Similarly, researchers in the US 
also reported that the pandemic exacerbated pre-existing 
inequities and gaps in services within the anti-violence 
sector [56], including limited resources that could not 
support the needs of increased demand and needs of 
individuals affected by IPV seeking support during the 
pandemic [56].

In response to the increased demand faced by the anti-
violence sector across Canada during the pandemic, the 
federal government provided $50  million to women’s 
shelters, sexual-assault centers, and other organizations 
providing support and services to women experiencing 
violence [19]. An additional $350 million was then pro-
vided for community organizations serving individu-
als experiencing violence [19]. Although organizations 
within the sector appreciate this support, some anti-
violence workers highlight “it will take more to overcome 
the legacy of years of underfunding in the sector” [19]. 
Service providers in our study also shared their hope for 
continued sustainable funding for the anti-violence sec-
tor. In addition to these funding related barriers, provid-
ers in our study highlighted the lack of coordination and 
collaboration within and across sectors, making it even 
more difficult for individuals affected by IPV to access 
support services and resources. It is essential for organi-
zations that serve IPV survivors to form alliances within 
and across different sectors to better serve vulnerable 
population groups.

During the pandemic, individuals affected by IPV also 
had to navigate accessing care and treatment through vir-
tual modalities. Recent studies have highlighted the mul-
tiple barriers that vulnerable and socially disadvantaged 
individuals experience with virtual delivery of interven-
tions. Recent research highlights the consequences of 
inequitable access to virtual care, characterized as the 
‘digital divide’ [55]. The ‘digital divide’ is shaped by access 
(does the virtual intervention reach clients?) and uptake 
(are clients using the virtual intervention?). Service pro-
viders in our study described multiple barriers to access-
ing digital technologies experienced by underserved 
populations, who are at a greater risk of IPV during the 
pandemic. Interview participants noted these barriers 
exist for individuals residing in rural and remote com-
munities, individuals experiencing homelessness, Indig-
enous peoples, immigrants and refugees, individuals with 
disabilities as well as those experiencing financial strain. 
These findings support recent studies which report indi-
viduals who reside in rural settings with limited access 
to internet, those who cannot afford technology and 
individuals with disability are facing further disparities 

during this new shift to virtual delivery of interventions 
and services [33, 57, 58]. Access to stable and reliable 
internet services remain a challenge for many Canadians 
[59]. Thus, there is an urgent need to tackle the digital 
divide by funding broadband infrastructure and increas-
ing digital literacy for a wide range of diverse individuals 
affected by IPV. Further research is needed to examine 
how digital exclusion is experienced by diverse popula-
tion groups, and across intersecting factors of gender, 
sex, age, geography, disability, race, ethnicity and culture.

Furthermore, service providers in our study highlighted 
the challenges their clients faced in accessing virtually 
delivered services remotely throughout the pandemic, 
emphasizing the lack of safe and private space to attend 
virtual sessions. This is in line with recent literature that 
report the stay-at-home orders in the early months of the 
pandemic have exacerbated the safety concerns for indi-
viduals affected by IPV and their ability to safely access 
interventions in person or virtually [39]. Some common 
concerns shared by service providers in our study and in 
other academic reports include an abusive partner may 
overhear their conversations with a provider, or may 
not allow them to speak in private, or some abusers may 
use control and monitoring measures such as recording 
phone calls that could put these individuals at greater 
risk if they seek help virtually [39]. This complicates the 
experiences of individuals affected by IPV immensely: it 
increased their risk of experiencing more frequent and 
more severe abuse, while hindering them from safely 
accessing support services. Thus, our study findings sug-
gest safety planning can potentially be a way to protect 
clients’ safety when accessing services virtually. Safety 
planning is defined as a dialogic process that informs 
and supports individuals at risk of IPV by identifying 
behaviors they can adopt to increase safety and decrease 
exposure to violence for themselves and their family [60]. 
Pre-pandemic safety planning has been commonly used 
in response to or in order to prevent experiences of IPV 
[61]. A recent study investigated the need for modified 
safety planning strategies for individuals affected by IPV 
during the COVID-19 pandemic within a Canadian con-
text; and identified 19 IPV safety planning strategies that 
were considered safe to use during the pandemic by IPV 
survivors and service providers [62]. However, the study 
also outlined the strategies are context and situation spe-
cific (i.e., may not be generalizable for all women experi-
encing IPV) [62]. Therefore, there is still limited evidence 
of its effectiveness in pandemic context when public 
health restrictions are in place.

For individuals affected by IPV, the concept of safety 
in itself is also a complex phenomenon. In addition to 
safety from direct experience of abuse, diverse individu-
als affected by IPV also require cultural safety that will 
ensure the available resources are meaningful to their 



Page 13 of 16Ghidei et al. BMC Public Health         (2022) 22:1852 

needs. For example, providers in our study identified 
gaps in culturally safe approaches that address the service 
essentials of individuals with intersecting social disadvan-
tages who are affected by IPV. Other studies also report 
racialized populations face barriers to accessing virtually 
delivered interventions due to a lack of culturally accept-
able and appropriate virtual tools [8]. Sabri et al., [63] 
made similar observations in a study they conducted with 
immigrant IPV survivors in the US, and they added this 
population group was “less comfortable and less able to 
engage effectively with virtual resources” due to the lack 
of culturally safe approaches. Therefore, ensuring physi-
cal, emotional, and cultural safety for individuals affected 
by IPV in virtually delivered interventions is key.

Service providers in this study also highlighted their 
clients’ need to feel safe from re-traumatization when 
they are receiving trauma-focused interventions virtually. 
The prevalence and profound health impacts of trauma 
and violence have been well documented in the litera-
ture [64, 65]. Although providers in our study indicated 
they provide comprehensive trauma-focused interven-
tions to their clients, it was clear from their responses 
that a more holistic trauma-and-violence informed 
approach is needed to better serve underserved popula-
tions in Alberta. Trauma- and violence-informed (TVI) 
approaches build on trauma-informed approaches and 
bring attention to the broader social conditions impact-
ing people’s health; ongoing violence, including institu-
tional violence; discrimination and harmful approaches 
embedded systems, structures and social norms [66, 
67]. Thus, TVI approaches centre on understanding the 
context in which peoples’ challenges are experienced 
and recognize how this intersects with IPV, structural 
violence, inequity and trauma; including trauma attrib-
uted to the devastating effects of colonialism and rac-
ism. Structural violence refers to how societies, including 
their institutions and policies, are organized in ways 
that cause harm to some people [42]. Therefore, TVI 
approaches work to create safe and accessible services for 
people impacted by trauma and violence by focusing on 
the experiences of trauma holistically, preventing re-trau-
matization, and empowering individuals affected by IPV 
[68]. As a result, TVI interventions are key to addressing 
the mental health and other needs of individuals affected 
by IPV from diverse population groups.

As previously stated, the intersecting barriers faced 
by diverse individuals affected by IPV in accessing safe, 
and equitable virtually delivered interventions result 
from structural inequities that shape experiences with 
discrimination, exclusion, and mistreatment. Our find-
ings show that during the COVID-19 pandemic, indi-
viduals with heighted vulnerabilities who were affected 
by IPV had to cope with complex trauma and more fre-
quent and severe violence, while also navigating issues of 

systemic discrimination and inequality preventing them 
from accessing trauma-focused IPV interventions or ser-
vices. Similarly, other researchers in Canada explained 
the pandemic increased the existing gaps in availability of 
services for underserved populations while also intensify-
ing experiences of racism and discrimination [69]. These 
findings are in line with similar reports from countries 
in the northern hemisphere [8, 56, 63, 69]. Researchers 
claim the pandemic brought into light the “historic, sys-
temic, and structural inequalities at the intersection of 
racial and ethnic minority status, occupation, and class.” 
[69, 70]. As a result, some scholars recommend that we 
view the current global crisis as a ‘syndemic’ [69, 70]. The 
concept of syndemics (the interaction or cooperation of 
two or more epidemics) acknowledge the existence of 
epidemics and pandemics in the context of pre-existing 
social and health conditions [71]. Such a viewpoint would 
go beyond outlining the barriers faced by underserved 
individuals affected by IPV during a single global cri-
sis towards illuminating the underlying sources of these 
intersecting forms of inequities [69, 70]. That is to explain 
why these individuals are more vulnerable in the first 
place [69, 70]. Therefore, addressing barriers to accessing 
safe and equitable virtually delivered IPV-related inter-
ventions will require unpacking and confronting the root 
causes of these barriers in the first place.

To summarize, the delivery of safe and equitable IPV-
related interventions will necessitate consistent and col-
laborative effort from governing bodies, organizations 
and service providers serving individuals affected by IPV. 
At a systemic level, addressing racism and discrimination 
requires an understanding of the root causes of inequity. 
Some examples of such initiative include developing poli-
cies that are guided by a decolonizing and anti-racism 
lens; and meaningfully engaging diverse voices and per-
spectives from Indigenous and other racialized popula-
tions [69]. At the same time, it is essential for the federal 
and provincial governments to promote sustainable 
funding to address the digital divide and assure greater 
funding for the anti-violence sector to employ providers 
from diverse backgrounds who can relate to the clients’ 
cultural needs, hire language interpreters, and provide 
training opportunities for delivering trauma- and vio-
lence-informed (TVI) interventions. Providers in our 
study also shared their recommendations for mitigating 
the social and economic inequities their clients face in 
seeking for and accessing virtually delivered interven-
tions. The providers emphasized the need for community 
and stakeholder involvement in the design and imple-
mentation of virtually delivered interventions, respect-
ing local values, and addressing the core needs of clients 
to ensure the interventions are equitable and accessible 
by all. Scholars also recommend the virtual delivery of 
interventions to be mindful of the values and needs of the 



Page 14 of 16Ghidei et al. BMC Public Health         (2022) 22:1852 

individuals affected by IPV, conducted respectfully and 
in collaboration with local community-based organiza-
tions, and connect to local resources [34, 72]. Sherwin et 
al., [72] specifically stated, “if virtual care is to remain the 
focus of how care is delivered at scale, now is the time to 
define the value proposition for [clients], systems, payors 
and regulators.”

Strengths and limitations
Our study has some strengths and limitations. To our 
knowledge, this paper is the first to report on the deter-
minants of safe, and equitable interventions for IPV 
survivors in Alberta, Canada. Second, our findings add 
valuable information to the growing body of literature 
on the complex and multi-dimensional issues faced by 
individuals affected by IPV in seeking for and virtually 
accessing IPV-related interventions and services during a 
pandemic. Despite these strengths, there are a few limita-
tions to this study. Although data saturation was reached 
in this study, most of the included participants were pro-
viders at a managerial position, thus we are missing first-
hand experiences of frontline providers in this sector; 
therefore, some other dimensions of the phenomenon 
may have been overlooked. In addition, the experiences 
of individuals affected by IPV with accessing virtually 
delivered interventions was reported from the perspec-
tive of service providers, thus their clients’ voices are 
not included in this paper. However, for the next phase 
of our research, our team is engaging individuals affected 
by IPV in a photovoice project to better understand their 
experiences, challenges and barriers with accessing vir-
tually delivered interventions and services during the 
COVID-19 pandemic. Finally, our study only focused on 
how the virtual delivery of interventions affected indi-
viduals experiencing IPV, at-risk of IPV, or survivors of, 
IPV but it did not address the experiences of perpetrators 
seeking or accessing virtually delivered interventions for 
support.

Conclusion
The current global pandemic significantly contributed to 
the increased rates and severity of IPV experienced by 
diverse individuals, and it further illuminated pre-exist-
ing social exclusions and inequities faced by underserved 
population groups. For these individuals, accessing and 
using IPV-related interventions safely has become more 
complex as a result of the digital divide characterized by 
inequitable access to safe virtual platforms because they 
are being controlled by their abusers, struggling with 
unstable or unavailable internet connections, unable to 
afford the required devices to receive support virtually 
and/or due to the lack of culturally safe resources [8, 38, 
39]. As a result, these barriers have adversely impacted 
help-seeking among underserved individuals affected by 

IPV during the pandemic. Therefore, it is important to 
develop policy measures to narrow the digital divide by 
allocating funds for increased access to digital technolo-
gies and reliable internet for underserved populations. 
It is also crucial to ensure sustainable funding for anti-
violence organizations to provide culturally appropriate, 
holistic, trauma-and-violence-informed, and affordable 
virtually delivered IPV interventions.

Moreover, our findings show that determining the fac-
tors which constitute a safe, equitable, and accessible vir-
tually delivered intervention for these population groups 
is complex and multifaceted,  and requires collaboration 
among multiple levels of the social, health and political 
systems. It will be difficult to assure equitable and safe 
access to these interventions without addressing under-
lying factors of systemic discrimination and social exclu-
sion that intersect on the axes of gender, race, ethnicity, 
ability, and geographical location.
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