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Abstract

The coronavirus pandemic necessitated rapid shifts in approach for service providers working with survivors of interpersonal
violence. To reduce the spread of the virus, providers and agencies implemented a rapid and unplanned expansion of virtual
services while also developing new protocols to support safe and socially distant in-person services. To understand how these
shifts have impacted victim service professionals and the survivors they serve, to provide guidance for on-going efforts, and
to inform planning for future public health emergencies, this study asks the question: What approaches did the interpersonal
violence workforce use to address social distancing needs during COVID-19? Semi-structured interviews were conducted
from July to December 2020 with 33 interpersonal violence service providers from across the United States, and data were
analyzed via conventional content analysis with additional steps for data credibility. Findings fall within two primary catego-
ries: 1) Technology and Virtual Service Provision; and 2) Social Distancing for In-person Services. Within each category,
a number of themes emerged illustrating strengths and challenges of each approach, and the complex web of technological,
safety, and public health considerations being balanced in interpersonal violence service agencies. These results provide
guidance for the implementation of virtual services in an on-going manner, as well as underscoring the importance of future
planning to facilitate effective in-person but physically distant services. There is also a clear need for agencies to support the
interpersonal violence workforce to reduce occupational stress and enhance skills and capacities with new forms of services.
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Decreased economic stability, increased family stress, pro-
longed exposure to abusive partners, and reductions in ser-
vices capacity, among other factors have all been cited as
contributors to an estimated 8% increase in intimate partner
violence (IPV) early in the coronavirus pandemic (McClay,
2021; Nnawulezi & Hacskaylo, 2021; Piquero et al., 2020;
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and implementing strategies to facilitate socially distanced
in-person services (Kaukinen, 2020). While implementing
these adaptations, service providers faced significant strain
as first responders to an evolving crisis. To understand the
changes being implemented within the service sector and
provide evidence to inform future public health responses,
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this study explores the experiences of interpersonal violence
service providers implementing virtual services and social
distancing guidelines during the first year of the COVID-19
pandemic response in the United States.

Background

The Centers for Disease Control and Prevention estimate
that 81 million Americans will experience sexual violence,
physical violence, and/or stalking by an intimate partner
during their lifetime (Breiding et al., 2014). Experiencing
interpersonal violence creates a wide range of serious physi-
cal and mental health impacts for survivors and their fami-
lies, as well as short and long term economic, educational,
and intergenerational consequences (Castro et al., 2017:
Chisholm et al., 2017; Postmus et al., 2012; Sedziaofa et al.,
2016; Soleimani et al., 2017; Valera & Kucyi, 2017). Sur-
vivors of interpersonal violence, including intimate partner
violence (IPV), sexual assault (SA), and child abuse and
neglect (CA&N) engage in support provided by a network
of community-based service agencies. These agencies pro-
vide a wide range of survivor-centered services, including
advocacy, counseling for children and adults, housing, legal,
and economic supports, all focused on the needs and goals of
the individual survivor and their family (Macy et al., 2009;
NNEDV, 2021; Sullivan & Goodman, 2019; Wilson et al.,
2015). Guided by these tenets, community-based agen-
cies seek to provide voluntary services aiming to facilitate
survivor-defined participation in formal services as needed
(Nnawelezi et al., 2018; Wilson et al., 2015). These services
have been demonstrated to reduce the risk of future vio-
lence and increase well-being, emphasizing survivor goals
within a trauma-informed and culturally relevant approach
(Nnawelezi et al., 2018; Rivas et al., 2019).

Social Distancing During COVID-19

In the United States, interpersonal violence service provid-
ers were faced with rapidly implementing social distanc-
ing strategies to reduce contact between infected and non-
infected persons in order to stop disease transmission, along
with other interventions to control the spread of COVID-
19, with most jurisdictions beginning the implementation
of these practices in March of 2020 (USHHS, 2020). Public
health guidance focused on effective strategies to stop and
reduce the spread of infectious droplets, particularly indoors
and in communal settings. These included physical distanc-
ing, staying away from others when sick, isolation and quar-
antining of infected cases and close contacts, and the use of
appropriate Personal Protective Equipment (PPE; e.g., face
masks and shields) (Collignon, 2021). Initially, guidelines
evolved quickly as more was learned about the transmission
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of COVID-19 (Badr et al., 2020), and ultimately a wide
range of measures were put in place across settings, with
government agencies highlighting the need to use strategies
in combination to reduce risk and control disease spread
(Collignon, 2021). For interpersonal violence service pro-
viders, this often led to the need to make difficult decisions,
such as reducing service capacity or closing key services,
and the need to continually review and shift agency policies
and procedures (Wood et al., 2020). In particular, emergency
shelter for IPV survivors has long been a critical, life-saving
service and front door for accessing other services and sup-
ports. This necessarily in-person support has frequently been
offered in formats that are not easily aligned with social
distancing expectations, including having multiple families
share rooms or bathrooms, communal living spaces, and
joint meals. Evidence from service-providers suggests that
adjustments to shelter capacity, format, and processes were
among the largest initial challenges to adjusting to social
distancing guidance (Wood et al., 2020).

Virtual Services

In the years prior to the pandemic, virtual services were
already gaining attention as an additional tool for victim
service providers, as the proliferation of internet and smart-
phone use changed the way people communicate and build
relationships (Merolli et al., 2014; Voth Schrag et al., 2021).
With the service sector’s focus on providing individualized
services built around the preferences and needs of each sur-
vivor, agencies had begun to build virtual services, such as
chat and text-based crisis hotlines, to allow individuals to
engage with services using modes of communication most
comfortable for them (Nesmith, 2018; Wood, Hairston,
et al., 2021b). Initial data suggest that these services can fill
an important gap. For example, an outcomes assessment of
a youth crisis-text hotline found that 65% of users had posi-
tive outcomes (Nesmith, 2018). Further, there is evidence
that virtual services may have specific benefits in terms of
reducing barriers to service entry, with evidence of a “disin-
hibition effect” reducing the perceived stigma of disclosure,
allowing for greater engagement, particularly among youth
(Budinger et al., 2015).

However, due to a combination of factors, including
concerns over the potential safety risks created by digital
surveillance by an abusive partner, the cost of technology
infrastructure, and an already stretched-thin workforce,
the interpersonal violence services field had not widely
adopted virtual services prior to the Coronavirus pandemic
(Brignone & Edleson, 2019). Indeed, quantitative research
with providers in the first months of the pandemic indicate
that under 10% of service providers were using video con-
ferencing technologies prior to March 2020, and that this
increased to nearly 60% by July 2020 (Wood, Baumler,
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et al., 2021a). This research similarly demonstrates a 15%
increase in texting with clients, an 18% increase in computer
chat, and a 12% increase in facetiming with clients over
the same period (Wood, Baumler, et al., 2021a). Such sig-
nificant shifts in services would typically occur over much
longer timeframes, and with substantial financial outlay in
terms of staff training, hardware, software, and evaluative
research, yet the context of the pandemic made this impos-
sible. Further, some forms of virtual services which rely on
text rather than voice-based communication (e.g., chat, text,
and e-mail) also provide a potentially safer way to reach out
for survivors who are in close proximity to an abusive or
unsupportive individual, making them uniquely applicable in
the context of COVID-19 social distancing and stay-at-home
orders (Wood, Baumler, et al., 2021a).

Current Study

The coronavirus pandemic, and need to implement social
distancing guidance while maintaining service access in
the face of escalating violence, created a perfect storm for
the rapid expansion of virtual services within interpersonal
violence service agencies, in concert with new protocols
to support safe and socially distant in-person services. To
capture these rapid changes, this study asks the question:
What approaches did the interpersonal violence workforce
use to address social distancing needs during COVID-197 It
seeks to understand the strategies that evolved within com-
munity-based interpersonal violence services to meet public
health guidance related to social distancing in the wake of
the COVID-19 pandemic, as well as the experiences of the
anti-violence service professionals faced with implementing
those service adaptations.

Methods

The data for this study were collected as part of a mixed-
methods project which documented the experiences of inter-
personal violence survivors and service providers from April
to December 2020 in the United States. The project included
an initial quantitative survey with nearly 500 survivors and
service providers fielded from April to June 2020, which
aimed to capture a quick snapshot of safety and service
experiences during the initial phase of the COVID response
(see Wood, Baumler et al., 2021a; Wood et al., 2020 for
detailed study information). With partnerships from national
IPV and SA advocacy agencies, such as the National Coali-
tion Against Domestic Violence, as well as regional part-
ners including the Texas Council on Family Violence, the
Texas Association Against Sexual Assault, and professional
networks across several states, participants were recruited
into the initial web-based survey via social media posts and

professional list-serve distributions. The survey concluded
by asking if participants were willing to be re-contacted for
a semi-structured interview. The data for the current study
come from those interviews with (n = 33) service providers
from across the United States, which were conducted from
July to December 2020.

Procedure

Interviews were conducted via ZOOM video conference or
over the phone based on the preference of the participant.
Interviews lasted between 35 and 90 minutes and were
professionally transcribed. All interviews were conducted
by study team members who have previous experience
with both qualitative interviewing and victims service
provision. Prior to the outset of data collection, study pro-
cedures were approved by the institutional review board of
the sponsoring university. All participants provided verbal
consent and permission for audio recording prior to the
beginning of data collection, and participants received a
$25 gift card.

The interview protocol queried participant demograph-
ics, personal experiences with the pandemic, client safety
and service use during the pandemic, as well as agency
approaches to social distancing and health guidance, and
occupational stress. Example questions that elicited data
related to technology use or social distancing adaptations
included the following: How has your job changed during
the Coronavirus Pandemic? and How has your use of tech-
nology for work with clients changed during the Coronavirus
Pandemic?

Participants

Service providers (n = 33) in intimate partner violence,
sexual assault, child abuse, or human trafficking focused
community-based agencies participated in semi-structured
interviews. Inclusion criteria included being at least 18 years
of age, being able to complete an interview in English or
Spanish, and working in a paid role in advocacy, direct client
service, or agency leadership in community-based victim
serving agencies during the first phase of the COVID-19
pandemic response in the United States (March-July 2020).
Participants ranged in age from 28 to 65, and most identified
as female, with others identifying as male or non-binary.
Twenty participants identified as White, with six identifying
as Hispanic/Latinx and others identifying as Black or Asian.
Participants described their job tasks as including survivor
advocacy, housing services, legal services, prevention edu-
cation, and agency leadership. Participants came from across
the United States, with the plurality from the state of Texas.
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Results

The data reflected two primary categories of service adapta-
tions: 1). Technology and Virtual Service Provision; and 2)
Social Distancing for In-person Services. A visual depiction
of key categories and findings is in Table 1. Within each cat-
egory, a number of themes emerged illustrating the complex
web of technological, safety, and public health considera-
tions being balanced by service providers in interpersonal
violence service agencies. <table 1 about here>

Technology and Virtual Service Provision

Perhaps the most rapid adaptation in victim services at the
outset of the COVID-19 pandemic response was the shift
towards virtual services in a field which previously largely
avoided such modalities. Advocates rapidly implemented
ZOOM based visits, began using e-mail and texting with
survivors more frequently, and continued to rely on the
phone to accomplish many of their work tasks. These shifts
often were accompanied by increased focus on emergent or
crisis needs- in-the-moment advocacy, and more frequent
but shorter service ‘touches,” with several e-mails or texts
in a week taking the place of a twice-monthly in-person
visit, for example. Unsurprisingly, service providers had a
great deal to say about this rapid change in their service
delivery medium, with both positive and negative experi-
ences and views on integrating virtual services into their
post-pandemic work.

Benefits of virtual services Across interviews, a set of posi-
tive impacts and outcomes of the quick shift towards virtual
services were frequently cited, with many service providers
reflecting that increased accessibility and added privacy led
to disclosures and help-seeking from survivors who previ-
ously may not have felt safe or comfortable with services.

Many service providers identified that, for a large seg-
ment of their clientele, removing the need to physically
travel to an agency to receive services proved a significant
reduction in the burden of service access. Without transpor-
tation, child care, or scheduling conflicts, services became
more accessible to parents, full-time workers, those with
mobility limitations, and survivors who might otherwise
fear questions from an abusive partner about their travel. As
one IPV service provider noted: ““I think a big benefit is the
convenience for clients that they are able to do the services
from home. I think that takes away that barrier of a 30 min-
ute drive or a bus ride.” A sexual assault service provider
noted: “It's easier on their schedules to be able to meet with
me because they don't have to factor in travel time and...
when they have to work, that kind of thing.” This advantage
seemed particularly salient for providers who worked in cri-
sis response roles, where chat and text help lines expanded
rapidly. The combination of the need for immediate support
in crisis situations with an increasing acceptability of digital
communication in society created what one agency leader
described as a ‘perfect storm’ to rapidly advance virtual ser-
vices where they had previously been avoided. As another
agency leader noted:

The text help line, that took off. That was a real hit. We
did a little bit of advertisement on the front end. We've
had almost immediate engagement with that service.
I think just society was going that way anyway. Peo-
ple feel more comfortable texting than they do verbal
communication. I think even if we had introduced five
years ago, ten years ago, it would've been a hit then
too. I just think it was really time.

Along with the immediacy that virtual services can pro-
vide, advocates pointed to other ways these platforms can
break down accessibility barriers for diverse populations.
One provider who works in a program that serves a large
number of immigrant and refugee survivors noted that the

Table 1 Key Findings: Virtual

) . . Technology & Virtual Services
service provision and social

Social Distancing for In-Person Services

distancing during COVID-19 Benefits of moving online:

e Accessibility (transportation, child care)

e Immediacy of services
e Language access

e Anonymity & comfort disclosing

Challenges of moving online:
e Empathic connection is harder

e Assessing environment is challenging

e Technological challenges
e Boundary maintenance

e Technology Safety is part of the job now

Social Distancing in Communal Living:

e Balancing safety from violence &
health

e [solation and control in shelters mim-
icking abusive dynamics

e Reduced capacity

Challenges with in-person services

o Frequent shifts in procedures

o Altering Spaces to increase safety

e Access to PPE & cleaning supplies

o Shifts in who is ‘in the office’

e Tensions between work-form-home
and site-based staff

o Difficulty with masks and physical
distance for in-person connection
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broader societal move towards digital and text-based ser-
vices has allowed them to connect with a larger number of
survivors using translation services. Even for providers who
speak multiple languages, they sometimes work with clients
in languages in which they are not fluent. They noted that
“I have a lot of non-English speaking [clients] right now.
I probably have five that do not speak English at all. Via
text, it's okay. I can Google translate in text.” Another advo-
cate talked about being able to use simultaneous translation
through a language line provider while on ZOOM, allowing
her to interact with survivors more effectively than previous
three-way calling strategies. Survivors who speak languages
other than English are not the only groups who advocates
identified as being uniquely more accessible. Service pro-
viders who work in university settings also repeatedly and
specifically identified the ways that shifting service modes
created increased engagement with their clients. One advo-
cate shared that “I think it's easier on their schedules to
be able to meet with me because they don't have to factor
in travel time and when they're going to be on campus or
not and when they have to work.” Further, for some campus
based survivors, the risk of being seen entering the victim
service office was a barrier, while others did not frequently
come to campus, and thus did not have access to on-campus
services as readily. As one Campus-based advocate shared:

I definitely want to keep, um, the ability to have the
video connection. Cause I think I also realized we
weren't accessible for some students and students
couldn't kind of meet in person for whatever reason.
And so to not have even offered this in the past now
feels like such a huge oversight.

Along with increasing access, service providers identified
ways in which the transition to virtual services enhanced the
perceived acceptability of seeking services for some survi-
vors, reducing barriers to entry for folks who previously may
have been uncomfortable seeking services. The increased
anonymity that digital communication provides was seen as
a benefit in many cases. As one agency leader shared:

We've been noticing an increase in male survivors
when it comes to our workshops, or support groups,
or counseling. More male survivors are ... I don't know
if it's the stigma of actually being present and the pub-
lic seeing it's a male survivor. They could just kind of
hide ... Not hide, but just be behind a screen. That's
one thing.

This was echoed by a community prevention worker, who
noted the usefulness of anonymity in allowing folks to reach
out, particularly via virtual routes that don’t require the sur-
vivor to disclose their identity to the service worker, saying
“Yeah. In some of the trainings that I do I've been using the
chat functions for people to message me privately and ask

anonymous questions. That has been great. Or just reach out
and form contact that way.”

Challenges presented by virtual services While most of the
service providers interviewed had a neutral to positive over-
all outlook on the pandemic-facilitated expansion of virtual
services, they nonetheless highlighted a wide range of chal-
lenges, some of which are inherent to the virtual medium
and some unique to the challenges of adapting to new work
styles in the midst of a global public health crisis.

Difficulty Connecting The challenges of connection in vir-
tual work was frequently mentioned, although it emerged in
different ways with different service providers. For many in
client-facing roles, a key point of challenge was develop-
ing authentic emotional connections over a virtual platform,
while others felt unable to engage in important parts of their
job virtually, and others highlighted literal challenges with
connection- an inability to contact clients, or challenges with
technology once a contact has been made. Several partici-
pants reflected on the new challenges of building strong and
therapeutic relationships in virtual environments. As one
advocate shared, “I think the biggest stress is not being able
to see the client. And a lot of misunderstandings can hap-
pen.” Even when there is a strong bond between service
provider and survivor, virtual environments create additional
challenges. For students and survivors whose lives also
shifted predominantly online in the wake of the pandemic,
another screen was often not what they wanted. As one advo-
cate noted, “A lot of us struggle to get the clients online,
especially with minors...it's even harder. They're already
on the computer all day. So then they will have an appoint-
ment at five o'clock with a case manager and forget it.” Also
reflecting on the challenges connecting with children, one
participant shared:

I feel like I've gotten more gimmicky because I work in
child welfare and it's harder to get younger children to
stay engaged in a video call than an in-person interac-
tion... [I] would spend a lot of time and energy, trying
to find ways to help kids actually feel engaged and not
like just zone out.

This difficulty with connection virtually was further
compounded by challenges with specific tasks that some
anti-violence service providers need to perform, like child
advocates who assess the safety and well-being of children
during in-person home visits. One advocate gave a number
of examples unique to the challenges of doing virtual safety
checks with children:

The ability to have private discussions has been really
altered, especially with young kids who need to have
the phone held up. And then it's very easy for parents
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to just show part of the child and we don't get a good
sense of if there's any bruising or any marks that we
should be aware of..... And then I also had a situation a
few weeks ago where I did an unannounced call into a
visit with a mom and her children to try to see if there
was anyone else at the visit because we'd had concerns
of that. And there was nobody there, but then come to
find later on the children said there was someone there
and mom just didn't show the camera.

The challenges assessing what is going on outside of the
small area of camera view was echoed by another child wel-
fare worker, who shared: It has gotten more difficult to feel
like I have an accurate sense of the home environment that
the child is in because I can't physically go into the home
and to see their caregivers in-person. For service provid-
ers working with adult survivors, this same challenge took
on a different form, with fear related to who might be lis-
tening into a session or tracking a participants movements
electronically.

As ever, service providers had a wide range of strategies
and work arounds that they attempted to address these chal-
lenges with connection. For assessing the safety of a child’s
environment, one worker noted that: [She] might ask them
to show me things. Or if they're talking about a meal that
they have, I might have, well, like I don't know, I'd have to
see different parts of their home.

While there are specific challenges for children’s services,
services providers also noted the difficulty of connecting
with adult clients, partly brought on by the challenges of
connecting via phone, especially from a protected or blocked
number used by many service providers. As one provider
noted:

And one of the frustrating things is I emailed them
and tell them, "I'm going to call you from a blocked
number at the time of your appointment. Answer the
phone." And they haven't been answering the phone,
I think one person answered...And even the number
that they see is a fake number. So even if you redial it,
it'll say, "I'm sorry. This phone is not in service." So
I also have to tell them that too is, "Look, that phone
number that popped up, that's not how you reach us.
This is my number. Here's my email."

Participants also felt that, with survivors who had lim-
ited access to technological mediums beyond the phone
(for example, ZOOM or computer-based chat with stable
internet or cellular data) access has been more limited
than ever. This further exacerbated disparities in service
access based on economic stability and geographic region.
This not only limited the venues in which services are
accessible, but makes many of the activities that advocates
complete with survivors more challenging. For some, the
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limitations of technology meant that working with docu-
ments or legal advocacy that involves filling out forms or
reviewing materials posed a specific challenge. As one
advocate shared:

For many or most of my clients... all they have is
their phone. Still that's not enough because it's hard
to do... Accessing the internet and the hearings on
zoom and etc. It's difficult to do on a phone, right,
and be switching back and forth to documents or
things like that that they need. The technology access
has been really difficult for many.

Boundaries The challenge of virtual connection takes on
unique contours for service providers who engage in trauma-
focused work with survivors of violence. For those who have
roles as counselors or therapists in particular, the boundaries
they draw around their work-life shifted significantly as work
‘came home.” As one counselor noted, “Boundaries are my
favorite thing ever. So I, at first even struggled so much with
like, I don't want people to see a wall of my house that felt
like this is weird.” Both the advantages of and the chal-
lenges posed by this new intimacy- being in each other’s
space- were echoed frequently, as advocates and counselors
felt some level of invasion of their work into their personal
space, but noting that survivors sometimes felt more com-
fortable being in their own ‘safe’ spaces. Service provid-
ers gave many examples of how they worked to develop a
therapeutic virtual environment, including thinking about
digital backgrounds, providing music or other sound cues,
and using verbal check ins to help clients make sure their
own environments were as comfortable as possible. An
advocate who did many virtual trauma-focused visits early
in the pandemic shared:

They get to be in their house and they maybe have
some of the things that help them cope or feel safe at
their house. Like maybe, they can be with their pets
during their session or they have more coping skills
available right then and there. We've noticed for
some that it's a positive thing because they're already
somewhere they're really comfortable. There's actu-
ally clients where it felt almost like they do feel more
comfortable to talk and to open up.

While another advocate also echoed the role of being
able to be at home, having access to pets and enhanced
therapeutic connection:

There's interestingly some aspects of the more thera-
peutic relationship that are opened up by Zoom in
the sense that I see their rooms when they talk to me
so we can get to know each other- that way or their
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pets come up to them and I can integrate those into
a conversation.

Still, there are aspects of trauma work that are subtle but
important, which service providers felt were lacking in their
digital environments. One counselor noted:

There are a lot of...tricks that you could do with cli-
ents. You have some water available. You try and
arrange your office in a certain way, have the lighting
a certain way, maybe have some candy or something
available. There were a lot of things you could do to
improve the trauma-informed-ness of your practice
that you can't do over Zoom.

Tech Safety as Part of the Work Now The emergence of vir-
tual services in an increasingly technology mediated world
led to changes in not only the platform of service provision,
but the content of those services as well. Ensuring on-going
safety, and educating survivors about the risks of virtual
services, became the first thing service providers needed to
attend to at the outset of every interaction. Checking in about
a survivors’ current safety, as well as coaching about digi-
tal surveillance and developing a safety plan in case things
changed mid-visit, became the new “how are you feeling
today” as a way of opening any session. As one advocate
articulated:

I mean the biggest change right away. [Technology and
safety] is just like the first thing we're talking about.
Normally they'd be in my office so I could see that and
know like we're in the same space and abusers are not
here. I don't know that if someone's video chats and
they're called, so literally the very first thing we're say-
ing and talking about it, I'm wondering if you're safe
right now. I'm wondering if, uh, someone could walk
in and if so, what are plan? Are we going to completely
end the chat in my, your friend from math class? And
we have one professor to get it like right away, what's
in safety plan. Will the students want this other person
know who I am from campus? I know you're accessing
resources. Is there a different, you know, could you go
to a friend's house to talk to me that they won't see me?

Social Distancing for In-person Services

In victim serving agencies, the shift to heavy reliance on
virtual services to promote social distancing during the
pandemic response was complimented by extensive shifts
in how in-person services were implemented. This created
specific challenges for services that include communal
living settings, and mandated significant shifts in clean-
ing and space planning, even as social distancing rules

sometimes got pushed to the side when service providers
felt they limited their ability to connect with survivors.

Creating social distance in communal living For many sur-
vivors of IPV, safe housing through emergency shelter is
a critical ‘front door’ into services. Historically, shelter is
often seen as the first step in a survivor’s journey with ser-
vices. This option, which often involves communal living,
brought up new anxiety in the context of a pandemic, where
living with a large group brings with it an increased risk of
infection. An advocate in July 2020 shared:

There's only so much we can do to try to make them
feel safe when there's something like a virus... For
some of them, they've known their abuser for a dec-
ade or who knows how long. They think that they
know, "Okay, I know what he's capable of, but this
virus could kill me." So they think, at the time, mak-
ing irrational decisions like victims do, staying with
him may be safer than risking getting COVID in a
shelter.

Another advocate had similar sentiments, while highlight-
ing other potential factors influencing survivors’ decisions
about help seeking in the context of the pandemic, sharing
in August 2020 that they knew of survivors saying: "How do
I hedge my bets between possibly getting Coronavirus in the
shelter or just that increased control that shelters have to put
in place in order to prevent Coronavirus or hedge my bets
with my abuser?" Indeed, several advocates talked about
various new shelter policies and protocols, from enforced
isolation upon entrance to heightened sanitation standards,
to limitations on coming and going that in some ways rep-
licated the experience of living in an abusive context. For
many survivors, these stressors and restrictions mirrored the
experience of living with an isolating or controlling partner,
potentially adding another trauma trigger to deal with. Many
service providers shared similar reflections to this advocate,
who shared:

We're still on a stay home order with our shelter. We
still have increasing cases, and so we monitor where
they go and what they do. So if you're not working,
you're not just going to go in and out all day. Sorry.
You're just not. If you don't have an appointment,
and if it's not medical or an emergent need, you're
not going. I have to be the bad guy and say no. So
when they can't leave property whenever they want to,
they're like, "I feel like I'm right back with my abuser.”

For some, the isolation that shelters implemented in
order to reduce the risk of a COVID outbreak increased the
difficulty of living in an already emotionally challenging
environment.
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A victims’ advocate working with military connected
survivors shared in October 2020:

It's been harder for shelter reasons. A lot of my clients
were already hesitant to go to a physical shelter, and
then this just made that trying to convince somebody
to go to a shelter even harder...I know them here and
they were reassuring all the measures they were taking,
and that they hadn't had any positive cases, and were
updating us regularly, but still even with that it was
really hard to commit somebody to take that step. Like
I said, it's already hard enough, and that just make it
even harder, but they reassured us that they had sepa-
rate housing units and all of that, that they could access
if they needed to if there was a family, or if somebody
had been exposed and needed to be quarantined, or
something to that effect. I've had a handful of clients
need to go into hotels, or on base we have a transitional
living facility. It's sort of like a hotel, but for military
on base.

These concerns piled on top of the already significant
challenges of living in shelter, and particularly created bur-
dens for parents working to keep their children safe from
both violence and illness, and for those children who are
experiencing such significant life transitions. As shared by
one agency leader:

Communal living is hard, it's miserable even in the
best of scenarios, you add now I'm trying to keep you
safe from a pandemic too, it just becomes a nightmare.
I think that we're starting to see children come back
into shelter, not young children but teenagers like 10
and up, 11 and up with their parents. Even if a parent
understands it, staying in a single room by yourself
with two, three kids, I just cannot even fathom that
myself, and it's really hard for them. There are sched-
uled times for people to be in communal spaces, so
we have a big backyard, and we have a kitchen and
a dining room which are all open, but the playroom
and the living room are still not open because there's
not a really good way to keep them clean. They have
scheduled times, and I don't know, I think that it's hard
on everybody, but I think it's especially hard on kids
who aren't fully functioning on the same level about
the pandemic and the situation they're in overall to be
in a shelter.

Evolving public health guidance meant frequent shifts
in policies and procedures. For many shelter programs, ini-
tial steps included dramatically cutting shelter capacity to
allow for greater space between residents, with many ser-
vice providers echoing an advocate who shared that “we've
reduced our shelter capacity so that everybody has their
own bathroom, so that cut our rooms in half.” While some
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providers talked about reduction in capacity, others noted
that, in periods of the greatest community transmission, or
at the pandemic outset, they stopped bringing survivors into
shelter completely. One advocate shared: “They weren't let-
ting anybody in. When the numbers started to spike, they
were like, "Wait. We can't just let other people in because we
don't know if you have the virus or not. So we can't jeopard-
ize everybody else.” Capacity was further limited in agen-
cies who set aside specific quarantine rooms, as shared by
an advocate:

So, we are normally a 40-bed shelter, and our capacity
was cut in half because we have a lot of bunk beds. It's
top and bottom bunk. That's not a six-foot distance, so
we had to close all the top bunks to relate to social dis-
tancing. We had far less capacity than normal. Addi-
tionally, we had to close a bedroom entirely to retain
it as a quarantine room

In the face of these limitations, agencies employed a wide
range of creative solutions to house as many survivors as
possible. Agencies worked with local hotels to increase the
availability of short term hotel placements which could dou-
ble as initial quarantine periods prior to shelter entry. Others
developed new community partnerships to quickly increase
access to transitional housing units in order to move folks
through shelter more quickly and get families into their own
units in which they could more effectively social-distance.
Programs even took steps to re-work their outreach office
space to provide additional space for shelter, or to deploy
trailers or RVs on agency property to provide more safe,
socially distanced housing.

Cleaning and Space adaptations Along with shifting hous-
ing capacities and rules limiting social interactions in shel-
ter settings, agencies were adopting new cleaning strategies
and implementing space adaptations in order to increase
the safety of in-person services. New office features, like
plexiglass, hand sanitizing stations, and distancing stickers
emerged, as cleaning took on an added intensity for staff just
as the volunteers who often help with those tasks were sent
home. Residents and staff needed access to masks and other
PPE, and agencies faced challenges accessing and affording
cleaning supplies and PPE, especially early in the pandemic,
as they were not considered essential health care services in
many communities’ pandemic response plans. As noted by
one agency leader:

We were also really challenged with maintaining
cleanliness to the CDC recommendations. That was a
challenge because, of course, cleaning products were
not available widely. So here when we're supposed
to be as clean as possible, we couldn't get anything
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because we weren't a medical facility. At that stage,
they were limiting quite a lot of things to medical pro-
viders only, and of course the local stores were out of
many, many things.

Similarly, in an effort to reduce the number of people in
a given space, many agencies cut the number of staff work-
ing in-person at any given time. This led to tension between
“in-person” and “‘stay-at-home” workers. One agency leader
described these tensions:

We also had a lot of dynamics between our outreach
team, who we were able to convert to virtual appoint-
ments for survivors through doxy.me, or the Zoom for
medical providers. Those kind of formats that we felt
comfortable with, we moved a lot of them into those
formats. Then we had our shelter folks who we can't
provide virtual shelter services. I mean you're provid-
ing shelter services. So there began to be quite a rift
between our outreach and shelter team with, "Oh, it's
so stressful. I'm working from home and I've got the
kids everywhere." That blend of how your personal
and professional life, you used to be able to have a nice
boundary and there's no boundary...Then you have
your shelter advocates sitting through a staff meeting
at the same time with those people having "the nerve"
to complain about that when they wished they could
be home, because they're here, and even though we're
providing PPE and so forth, they're wondering, "What
am I bringing home to my family?", and having that
side of the coin to look at.

An additional contributor to these tensions was the
increased workload for in-person folks needing to attend to
physical plant issues along with their normal job duties. As
one counselor noted, “We reduced drastically the amount of
people in the office at a time, which has made the workload
every day just more difficult for everyone.”

In-person connection challenges For some service provid-
ers, particularly those with counseling or therapy job tasks,
social distancing protocols posed challenges even where in-
person services were allowed. Several providers noted that
restrictions like distancing and mask wearing, particularly
in one-on-one interactions, still felt inauthentic. Many pro-
viders highlighted how those protocols limited their ability
to connect with survivors and engage in trauma focused or
therapeutic work with the level of connection they would
desire. As one provider shared, “I think that these masks
have had a huge effect on our ability to interpret clients,
whether it be literally understanding what they're saying
or reading their emotions on their faces and noticing their
facial expressions.” She went on to note that “Even when
you're in a situation like that where someone's trying to be

vulnerable and express their worries and concerns, and
there is a barrier like a mask between them, I think it's just
created an awkwardness.”

The impact of masks on connection was a frequent source
of concern, with providers also raising issues with how they
were experienced by survivors dealing with trauma, particu-
larly those who might have previously experienced strangu-
lation or sexual assaults in which breath was impeded. As
one therapist shared, “We have to wear these masks. And
I'm a therapist, and when they have emotions and they can't
breathe because there's a mask over them, that's very frus-
trating and makes me not want to do it.” Finding strategies
to allow survivors to breath during trauma work became a
task many advocates or therapists undertook, lobbying to
allow survivors to use face shields or do therapy outside,
because masks were experienced by some survivors as sti-
fling and sometimes triggering.

Along with masking, many in-person therapeutic services
moved out of carefully curated therapeutic office spaces into
sterile rooms which allowed for greater physical distance
between therapist and survivor. This adaptation was also fre-
quently cited as impacting therapeutic quality. One therapist
noted “We were supposed to do it six feet apart but it just felt
so strange...We were probably more like three or something.
After you develop relationships with folks it seems so odd to
do it.” Several participants shared about times when they felt
strongly that being accessible and approachable (and thus,
mask-less or physically close) was critical to the work they
were doing with survivors- that the risk of illness was ‘worth
it’ in some situations where survivors were in extreme dis-
tress. This attitude was more frequent among participants
who felt less personal risk from COVID, while others who
felt increased COVID risk expressed that the challenges of
masking and distancing sometimes made ‘ZOOM therapy’
preferable for survivors dealing with trauma for whom feel-
ing ‘together but separate’ due to COVID in-person restric-
tions was too emotionally fraught.

Discussion

Interpersonal violence victim service providers continued
their efforts to provide critical, survivor-centered interven-
tions throughout the COVID-19 pandemic, with frequent
shifts in service modality, duration, location, and dynamics
as public health guidance evolved. These interviews with
33 victim service providers highlight how advocates and
survivors learned together what new risks and opportuni-
ties an increasingly digital world provides. Further, they
describe the way victims services rapidly shifted to virtual
and telehealth modalities, while in-person services became
physically distant, but not always ‘socially distant.’
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Virtual Services

For service providers, the primary benefit of expanded vir-
tual services was their ability to be accessible to survivors.
Removing barriers related to transportation and child care
reduces the challenges of accessing services for survivors
who juggle multiple roles, including managing safety and
relationship challenges. Further, providers felt that digital
services could facilitate language access in emergency situ-
ations where survivors may not otherwise have access to
crisis care, and the ability to be anonymous (either actu-
ally anonymous to the provider, or simply unseen accessing
services) was seen as a benefit to survivors who fear stigma
related to service seeking, or fear that law or immigration
enforcement could be called to an agency.

These findings point to important changes in the service
delivery model for survivors of interpersonal violence,
which could be maintained even as society emerges from
some forms of social distancing. They suggest that, for
agencies to continue to offer a virtual service model, ser-
vice providers need to focus attention on their virtual front
door. Steps which providers take to enhance survivor com-
fort in an in-person environment, such as providing water
and snacks and creating a safe calm space for survivors to
meet with advocates, should be replicated as much as pos-
sible in the digital environment, with additional attention to
safety and digital security. This could include ensuring that
advocates have a calming background, appropriate lighting,
and a space free of background noise in order for survivors
to feel comfortable and safe discussing their trauma, as well
as encouraging survivors to create a comfortable space for
themselves. In addition, ensuring that survivors are given
clear instructions and ongoing support on the safe use of
technology will be critical. Providing survivors with infor-
mation about the selected virtual platform and suggestions
for how to create a space for them to conduct video confer-
ence could assist advocates with being able to clearly com-
municate with survivors. This information could be provided
via the agency website or in an initial intake session to allow
for questions and answers and support survivors in imple-
menting specific strategies.

In addition to creating a virtual front door, the findings
of this study point to the importance of continuing virtual
services and potentially adding them as part of an a la carte
service model. The results revealed several benefits to offer-
ing virtual services, such as eliminating barriers regarding
transportation, child-care, and lack of time to seek services.
Offering a virtual option could allow more survivors to seek
services in a more immediate fashion rather than having to
wait for the opportunity to seek help. While there were chal-
lenges associated with connectivity and privacy, the results
revealed that survivors’ potentially feel safer attending ser-
vices and accessing help online. Additionally, survivors who
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previously may have felt stigmatized for seeking services
(such as male identified survivors), and those who do not
want to be seen accessing interpersonal violence services
in person, may feel more comfortable with the anonymity
provided by virtual services. As such populations that are
hard to reach for interpersonal violence service providers, or
populations that experience marginalization may especially
benefit from services expansion in this area.

Technology and internet access is critical for both sur-
vivors and advocates. During the pandemic when many
advocates shifted to working exclusively in their homes,
agencies realized quickly the technology needs and training
associated with offering virtual services. Advocates needed
encrypted laptops and tablets as well as a phone to call survi-
vors from a protected number. In addition to providing advo-
cates the opportunity to conduct services from their homes,
the new technology allowed advocates to be flexible in con-
necting with clients. They could call survivors from multiple
locations and connect with them from wherever they were.
Allowing agencies to continue to use these resources, even
if advocates return to offices, could open up more opportu-
nities for advocates to connect with survivors in ways that
meet survivors needs and eliminate barriers to help-seeking
for survivors. Providing funding to train advocates on virtual
platforms could also open doors for advocates and survivors
to connect. These results also highlight to the importance
of all community members having access to reliable wifi
as a basic right. If virtual platforms are to continue to be a
vital part of the service delivery models, advocacy for com-
munity access to internet and wifi is critical. The internet
was a critical resource during the pandemic and it will con-
tinue to play a central role in the success of all community
members. Providing advocates and survivors access to the
internet by offering funding for hot spots is an important step
to the success of a virtual service model. Similarly, provid-
ing consistent and high quality language access services in
virtual environments will be crucial, as relying on tools like
Google Translate and other limited strategies could further
gaps in services for survivors who speak languages other
than English.

The pandemic has accelerated the trend toward the use of
virtual services, with accompanying implications for service
providers responding to IPV. The trend towards institutional-
izing and normalizing virtual services includes the expan-
sion of virtual modalities, including chat and text-based
hotlines, remote counseling, web-based electronic health
platforms, and mobile health. Beyond these remote services,
other innovative digital health practices, such as stepped-
care models and provision of preventive and self-manage-
ment services are on the horizon and may augment or even
replace some traditional services (Taylor et al., 2020). How-
ever, the institutionalization of these virtual services cre-
ates both new policy implications for managing the quality,
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security, and safety of services. Taylor et al. (2020) present
a partial roadmap of the systems- and policy-level require-
ments to address needs associated with training, licensing,
safety, privacy, payment, and evaluation to institutionalize
service delivery to promote use and access to promising
interventions as a mainstream platform.

Agencies could look to the training approach outlined for
nurses and midwives implementing IPV screening in tel-
ehealth for practical guidance in the implementation of I[PV
services in telehealth contexts (Jack et al., 2021). This exam-
ple highlights the process of scaling up telehealth training
and intervention across geographic locations, cultural con-
texts, and populations, prioritizing safety and promoting pri-
vacy while initiating, managing, or terminating a telehealth
encounter with patients who may be at risk for or experienc-
ing IPV. Emerging intervention guidance demonstrates ways
that safety steps for virtual services are being institutional-
ized, for example the use of passcodes and emergency exit
buttons for mobile apps, encrypted messaging, and person-
nel training related to screening for other people in a virtual
meeting (NNEDV, 2021). Moving this work forward will
have myriad benefits for survivors and service providers
alike. These include logistical convenience and immediacy
of the service provision, increased engagement, accessibil-
ity, and anonymity of services, and enhanced opportunities
to extend services to historically underserved populations.

In-person social distancing

Findings also identified steps that could be taken to enhance
agencies’ ability to provide safe in-person services during
future public health emergencies. First, agencies need to
have on hand essential items for keeping people and spaces
clean and sanitary. This includes PPE for workers and sur-
vivors, cleaning supplies, and sanitation kits, as well as con-
sidering the ability to be physically distant within residential
spaces. This study identified that some agencies, such as
shelters and food resources, had to continue to offer in-
person services which caused advocates to be exposed to
COVID-19. Offering hazard pay and additional sick leave
during a future pandemic will protect advocates and pre-
vent loss of staffing during future pandemics. Furthermore,
for housing environments, having a community disaster
response plan that includes emergency funding to provide
extra space for housing for those living in shelters, or those
needing shelter, can help agencies reduce their capacity to
keep people safe. This could include resources to pay for
hotel rooms, trailers or RVs, or expanded transitional hous-
ing units so that survivors in need of shelter can reduce their
exposure and maintain access to safe housing. Shifts were
also needed for ongoing in-person services in order to help
survivors cope with social distancing while addressing expe-
riences of interpersonal violence during the pandemic. For

future public health emergencies, communal living settings
could be better prepared to provide child focused program-
ing, including offering games and supports for children so
that parents can have some relief, as well as providing sup-
port and activities for adult survivors to reduce the sense of
feeling trapped.

Despite the challenges in transitioning to virtual services,
there is much to be gained in expanding services. Similar
to efforts to expand telehealth for sexual assault survivors
(Miyamoto et al., 2021; Walsh et al., 2019), virtual services
may offer additional access to hard-to-reach populations and
may reduce burden on clients in obtaining in-person ser-
vices such as transportation and child-care costs. Emerging
research examining telehealth and teletherapy approaches
implemented during the pandemic indicate that clients and
practitioners/service providers have adapted well to such
remote services and it has allowed for consistency in ser-
vice provision (Burgoyne & Cohn, 2020; Mental Health
America, 2021). Given this preliminary evidence, many
are considering a continuation of such virtual services and
implementing a hybrid approach that includes in-person and
virtual components. Funding stemming from the Violence
Against Women Act and the Victims of Crime Act could be
used to support different approaches to service delivery that
may consist of any combination of face-to-face and virtual
services. Part of such funding could provide access to tablets
or phones for those in need of such items and support the
development of formal policies and guidance on providing
effective, safe, and trauma-informed care in these modes.
Research examining in-person, hybrid, and virtual models of
domestic violence services would contribute to the evidence
base on telehealth programs that are becoming a widely used
method across the world (De Luca & Calabro, 2020).

Rapid shifts in service provision and increased work-
load from changes in practice approach have created risk
for occupational stress for interpersonal violence services
workforce, including burnout and secondary traumatic
stress (STS). Before the onset of COVID-19, the victim ser-
vice workforce was noted for heightened risk occupational
stress due to low pay, stressful working conditions, and
inconsistent organizational support (Slattery & Goodman,
2009; Kulkarni et al 2012; Wachter et al., 2020) contrib-
uting to burnout, STS, and turnover. Early data from the
pandemic suggests that the workforce is under intensified
stress, and experiencing a lack of resources (Wood et al.,
2020). The stress of practice shifts and increased service
requests, coupled with an already stressful working envi-
ronment, increases the risks for turnover. As such, agencies
should use individual and relational strategies to mitigate
the impact of occupational stress, such as peer support and
individual counseling and organizational approaches, such
as trauma-informed supervision, increased pay and leave,
and supportive policies (Kulkarni et al., 2013) to reduce the
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impact of the pandemic on the workforce. Given the detri-
mental impact of turnover on client services (Mor Barak
et al., 2001), strategies to reduce stress and help people stay
in their positions positively impacts service efficacy.

Limitations

There are several limitations that should be taken into con-
sideration when evaluating the findings and implications
of this study. Although interviews were conducted anytime
from three to nine months after the beginning of the pan-
demic response in the United States, participant contact
information was collected via web-based survey within the
first twelve weeks of the response. As such, service provid-
ers with greater comfort with and access to technology may
have been more likely to be interviewed, as well as those
who experienced less initial burden during the pandemic
response. Practices will continue to shift and service pro-
viders will begin to establish new, more permanent service
modes as public health restrictions are lifted and guidance
changes. As such, continued work is needed to explicate the
lessons of the pandemic response and understand the land-
scape of victims services going forward. Further, the find-
ings are limited to voluntary victim services in the United
States, and experiences may be dramatically different for
workers in other settings.

Conclusion

Victim service providers faced new challenges as they
adapted their services and tried to maintain life-saving con-
nections with survivors in the wake of the COVID-19 pan-
demic. Based on the testimony of 33 service professionals,
it is clear that the adaptability and creativity of its workforce
are two of the great strengths of this service sector. Providers
have met increased need and reduced in-person capacities
with new ways of working, highlighting the important role
that virtual services will play in the future of anti-violence
work.
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