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Term Definition

Cognitive Behavioral Therapy A broad label for types of psychological therapy(including cognitive processing, 
stress inoculation exposure, and eye movement desensitization and reprocessing 
therapies) in which cognitions/thoughts are challenged and changed and coping 
strategies are developed. Cognitive behavioral therapies are generally accepted 
as well-supported by robust scientific evidence for reducing symptoms of a num-
ber of psychological conditions such as depression,anxiety and post-traumatic 
stress disorder [1]

Cognitive Processing Pherapy A type of cognitive behavioral therapy for treating post-traumatic stress disorder 
in which individuals exposed to violence or other forms of trauma as well as 
survivors, develop a new understanding of their trauma and associated thoughts 
in order to reduce associated psychological distress [1]

(Complex) Post-Traumatic 
Stress Disorder (PTSD)

A psychological condition which is triggered by experiencing a traumatic event 
and often includes symptoms such as flashbacks, avoidance of traumatic re-
minders, and anxiety or being ‘on edge. Complex PTSD involves multiple, 
repeated or chronic traumatic events [1]

Domestic Violence Any situation where an individual employs abusive behavior to control and/or 
harm a spouse or someone with whom they have an intimate relationship [2]

Gender-Based Violence Violence that is committed against someone based on their gender identity, gen-
der expression or perceived gender [3]

Intimate Partner Violence Physical violence, sexual violence, stalking, or psychological harm by a current 
or former partner or spouse. This type of violence can occur among heterosexu-
al or same-sex couples and does not require sexual intimacy [4]

Mobile (mHealth) Internet or technology mediated approaches to provision of health interventions 
or resources [5]

Sexual Assault An assault of a sexual nature that violates the sexual integrity and safety of the 
person at risk[6]

Trauma-Focused Treatment 
or Therapy

A specific approach to therapy that recognizes and emphasizes understanding 
how the traumatic experience impacts a person’s mental behavioral, emotional, 
physical, and spiritual well-being [7]

Primary Care Setting A setting where one receives basic, everyday health needs. It is the first point of 
entry into the health-care system. This may include visit to a family doctor, a 
call to Health Link or an appointment with a therapist [8]

Practitioner A health worker or professional working within the domestic violence sector 
providing care and/or supports to individuals and families experiencing domes-
tic violence and sexual assault[9]
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Questions
• What is the evidence on trauma-focused virtual care interventions to respond 

to domestic violence and sexual assault?
• What factors influence the e!ectiveness, feasibility and acceptability of trau-

ma-focused virtual care interventions to address psychological risk and harm 
resulting from domestic violence and sexual assault?

• What is the experience of practitioners and clients in using virtual care to 
provide trauma-focused treatment to diverse populations at-risk of domestic 
violence and sexual assault in the context of a global pandemic?

Importance of the issue
The COVID-19 pandemic has had a profound impact on the psychological and 
mental wellbeing of individuals and families, and the incidence of domestic 
violence and sexual assault has increased since the start of the pandemic [10-12]. 
Across Canada, calls to domestic violence and sexual assault hotlines increased 
by 50% - 300% during the COVID-19 pandemic [13]. In Alberta alone calls to 
sexual assault hotlines during the pandemic have increased by 57% [14].With the 
rapid shift to virtual care during the pandemic there is a need to examine the e!ec-
tiveness feasibility and acceptability of virtual care interventions across a range of 
diverse domestic violence and sexual assault populations, including interventions 
that incorporate gender-responsive, cultural, historical and immigration-related 
approaches to trauma. Towards this end, our knowledge synthesis aims to specif-
ically understand the potential of trauma-focused virtual interventions that can 
rapidly be used to support domestic violence and sexual assault populations.

Findings
• The rapid evidence review indicated that despite the broad range of negative 

e!ects associated with domestic violence and sexual assault, virtual care inter-
ventions are scarce and largely limited to online support tools that facilitate 
empowerment and self-e"cacy of individuals who are currently in a violent or 
abusive relationship.

• Research evidence supports the provision of online psychological therapies for 
reducing psychological symptoms such as depression, anxiety and post-trau-
matic stress disorder(PTSD) resulting from domestic violence or sexual 
assault.

• Findings from the rapid evidence review indicate that treatment provided via 
videoconferencing is capable of achieving comparable gains that accrue during 
traditional in-person services. It is also worth noting that when videoconfer-
encing technology is utilized to connect rural clients with distant specialists, 
the relevant comparison is not in-person services but rather, no psychological 
services at all.

• In one study that compared the same trauma-focused intervention delivered on-
line/virtually vs. face-to-face found a minimally significant di!erence in outcome 
measures for mental health distress for those experiencing domestic violence.

• RCTs comparing videoconferencing and in-person treatment are warranted, 
and inclusion of larger samples and structured clinical interviews are needed 
to strengthen conclusions drawn from the research literature. Many of the 
studies involved a small sample size of which can influence research outcomes.

• There are challenges with the provision of services via videoconferencing 
regarding the impact of distal services on the therapeutic relationship between 
practitioner and clients,confidentiality, and patient safety.

Key Messages
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• Existing evidence of trauma-focused virtual care interventions (including mo-
bile applications and safety decision support aids) for individuals and families 
exposed to domestic violence and sexual assault provided little to no knowl-
edge of how these virtual care interventions can be promoted or o!ered by 
practitioners in a range of primary care and community settings.

• Some scholars have noted that virtual care interventions (such as mobile ap-
plications that support self-e"cacy and coping skills) for people experiencing 
domestic violence and sexual assault is likely to be most e!ective when used to 
supplement or facilitate (rather than replace) in-person professional care.

• Stakeholder interviews conducted in Alberta helped to contextualize knowl-
edge from the rapid evidence review and support understanding of the expe-
riences of providers and clients in using virtual care to treat trauma-related 
symptoms resulting from domestic violence and sexual assault.

• Stakeholder interviews outlined several barriers for virtual care for at-risk 
populations experiencing domestic violence and sexual assault during a pan-
demic. These include the practitioners’ inability to assess safety in the clients’ 
environment; challenges in making connection with new clients in virtual 
settings; and the loss of human connection in virtual settings that is vital in 
healing trauma.

• Stakeholder interviews also highlighted challenges their clients faced in re-
ceiving trauma-focused or mental health interventions virtually, such as lack 
of safe and private space to attend virtual session and barriers with access to 
technology or reliable internet connection.

• The acceptability and e!ectiveness of virtual trauma-focused care to a range 
of populations at risk of domestic violence and sexual assault was also dis-
cussed during the stakeholder interviews. Virtual delivery of care is largely 
accepted by practitioners and clients. However, practitioners underlined some 
key concerns regarding e!ectiveness of virtual trauma-focused care. These 
include the comfort-level and preferences of the client and the practitioner in 
using virtual approaches of care, and the level of readiness of organizations to 
adopt virtual care in their practice.
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The objectives of the knowledge syn-
thesis are to: (1) conduct a rapid review 
of existing trauma focused virtual care 
interventions for the domestic violence 
and sexual assault population, and the 
factors influencing their acceptabili-
ty, feasibility and e!ectiveness across a 
range of individuals and families as-risk; 
(2) conduct stakeholder interviews to 
understand the particular barriers and 
challenges with virtual care delivery 
among practitioners and clients; and (3) 
provide recommendations to the domes-
tic violence sector for the implementa-
tion of trauma-focused virtual care in-
terventions to address growing concerns 
of domestic violence and sexual assault 
during the COVID-19 pandemic and be-
yond.

A rapid review of the literature following 
the principles of rapid evidence assess-
ment(REA) was undertaken from May–
June 2020. REA provides a timely, valid 
and balanced assessment of available 
empirical evidence related to a particular 
policy or practice issue [15].To contex-
tualize the findings of our rapid review 
we conducted semi-structured interviews 
with24 stakeholders caring for or work-
ing with individuals and families at-risk 
of and experiencing domestic violence 
and sexual assault in the province of Al-
berta. Stakeholders include practitioners 
in the domestic violence and sexual as-
sault sector and primary care settings. 
All interviews were conducted virtually 
and lasted approximately one hour. The 
qualitative, semistructured interviews 
provided additional insights into the 
barriers or challenges experienced by 
practitioners in delivering virtual care to 
individuals at risk and/or experiencing 
domestic and sexual violence including 
survivors during the current COVID-19 
pandemic.

The findings from the rapid review 
demonstrate that despite the broad 
range of negative e!ects associated 
with domestic and sexual assault, vir-

1. Executive Summary

tual care interventions that incorporate 
trauma-focused treatment are scarce and 
largely limited to online support tools 
that facilitate empowerment and self-ef-
ficacy of individuals who are currently in 
a violent or abusive relationship. Avail-
able online interventions that incorpo-
rate trauma-focused treatment for this 
at risk group are limited in scope, and 
e!ectiveness data are preliminary in na-
ture.

In the interviews, stakeholders shared 
their experiences and their clients’ feed-
back in using virtual care technology to 
deliver and receive trauma-focused in-
terventions during the COVID-19 pan-
demic. The rapid shift to remote delivery 
of care due to COVID-19 related restric-
tions was challenging to practitioners 
and organizations. However, these pro-
viders and organizations quickly adapt-
ed and provided their clients with vir-
tual support. Several opportunities and 
challenges to delivering virtual services 
to domestic violence and sexual assault 
populations during this pandemic were 
also identified. The opportunities in-
clude (1) providing access to remote 
communities (2) convenience of virtual 
services; (3) improving client attendance 
rates; and (4)giving clients the choice to 
receive in-person or virtual care. On the 
other hand, challenges with virtual deliv-
ery of care include (1) not being able to 
a!ord technology and access to reliable 
internet connection; (2) the loss of hu-
man connection in virtual settings; and 
(3) safety concerns(e.g. safely accessing 
care while abuser is in the house). Al-
though, these delivery approaches are 
acceptable and considered feasible by 
practitioners, in-person delivery of ser-
vices were largely considered more e!ec-
tive. Respondents provided further in-
sight and understanding on the role that 
digital divide and social inequity (e.g. 
low socio-economic status and language 
barrier) play in accessing virtual care by 
a range of population groups.

The knowledge synthesis will provide 
policy and decision-makers, as well as 
key knowledge users on our project, with 
a summary of the knowledge about trau-
ma-focused virtual care interventions for 
domestic violence and sexual assault 
populations. There is a high urgency to 
support individuals and families at-risk 
and experiencing domestic violence and/
or sexual assault during the COVID-19 
pandemic as reported rates of both re-
main high across the globe[16]. 
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Across the globe, the Coronavirus 
(COVID-19) pandemic has been linked 
to increases in domestic violence reports, 
crisis calls and shelter intakes. Domestic 
and sexual assault is a form of trau-
ma that can result in significant mental 
health distress for victims. The presence 
of domestic violence has significant long-
term psychological consequences that 
range from stress,frustration and anger 
to severe depression and post-traumatic 
stress disorder (PTSD) [17]. For children 
domestic violence related trauma left 
unrecognized is cumulative and associ-
ated with social behavioral, emotional, 
and cognitive problems, persisting into 
adulthood [18]. Exposure to domestic 
violence is associated with a significant 
risk to children’s physical and psycho-
logical safety and well-being across the 
lifespan [19]. Similarly, experiencing 
sexual abuse is associated with increased 
risk of mental health problems including 
PTSD [20].

The COVID-19 pandemic had led to 
many community agencies and health 
professionals who previously provided 
support and/or services to individuals 
exposed to or experiencing domestic vio-
lence or sexual assault, struggling to find 
ways to reach and support many individ-
uals and families at-risk. Families have 
also been cut-o! from community and 
support networks. With the rapid shift 
to virtual care during the pandemic there 
is a need to examine the e!ectiveness fea-
sibility and acceptability of virtual care 
interventions across a range of diverse 
domestic violence and sexual assault 
populations, including interventions that 
incorporate gender-responsive, cultural, 
historical, and immigration-related ap-
proaches to trauma and address system-
ic discrimination faced by Indigenous, 
LGBTQI2+, rural, newcomer and other 
marginalized communities. Moreover, 
accessing services and supports through 
virtual mechanisms poses particular 
barriers for some individuals and fami-
lies at-risk, including domestic violence 

2. Purpose & Background

survivors seeking medical attention. For 
example, issues with confidentiality and 
privacy may be a challenge during physi-
cal distancing and social isolation. Other 
barriers include unstable internet con-
nection in rural and remote locations, 
and cultural acceptability and appropri-
ateness of virtual care tools for cultural/
and or ethnic population groups [21]. 

Virtual care interventions, such as e-men-
tal health programs, designed to reduce 
trauma induced mental health symptoms 
among individuals and families either 
experiencing violence or who are at in-
creased risk, have been developed. How-
ever, evidence of their e!ectiveness and 
acceptability across a range of diverse 
domestic violence populations is limited. 
Furthermore,how to e!ectively imple-
ment virtual care in safely addressing do-
mestic violence and sexual assault whilst 
physical distancing restrictions remain in 
place is unknown.

2.1 Review scope
Domestic Violence includes a number of 
di!erent types of experiences that may 
reflect di!erent needs for di!erent popu-
lations. For example:
• intimate partner violence
• historical and/or intergenerational 

violence
• childhood sexual abuse
• gender-based violence
• family violence
• lived experiences of Indigenous peo-

ples, refugees and immigrant popu-
lations, low income groups, people 
living with disability, the elderly, 
and children

The definition of trauma defined here is 
the experiences that overwhelm an indi-
vidual’s capacity to cope [22].

Sexual assault is any unwanted sexu-
al act done by one person to another. 
Forms of sexual assault include sexual 
harassment, sexual abuse, sexual ex-
ploitation and rape.

2.2 Review Questions
• What is the evidence on trauma-fo-

cused virtual care interventions to 
address domestic violence and sex-
ual assault?

• What factors influence the e!ective-
ness, feasibility and acceptability of 
trauma-focused virtual care inter-
ventions to address psychological 
risk and harm resulting from domes-
tic violence and sexual assault?

• What is the experience of practi-
tioners and clients in using virtu-
al care to provide trauma focused 
treatment to diverse populations 
at-risk or experiencing domestic vi-
olence and sexual assault?

2.3 Methodology
A rapid review of the literature follow-
ing the principles of rapid evidence as-
sessment (REA) was undertaken from 
May–June 2020. REA provides a time-
ly, valid and balanced assessment of 
available empirical evidence related to a 
particular policy or practice issue [15]. 
REA is a rigorous and explicit method 
that avails evidence required for poli-
cy and practice recommendations in a 
short timeframe. The process is char-
acterized by developing a focused re-
search question, a less developed search 
strategy, literature searching, a simpler 
data extraction and quality appraisal of 
the identified literature [23]. A monthly 
search alert was created using our search 
terms to allow for notifications of new 
published literature on the topic. In ad-
dition to the REA, we conducted stake-
holder interviews with practitioners that 
serve the domestic violence and sexual 
assault population in the province of Al-
berta (see section 2.8).

2.4 Search Strategy
As per our primary objective of this 
knowledge synthesis to examine trau-
ma-focused virtual care interventions 
for the domestic violence and sexual as-
sault population, an initial search result 
of the evidence combining keywords 
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representing trauma-focused interven-
tions, virtual care interventions and ex-
posure to violence (domestic violence, 
sexual assault, family violence, and re-
lated childhood trauma) within the con-
text of a pandemic or epidemic such as 
COVID-19yielded a small number arti-
cles. Thus, three comprehensive search 
strategies were executed by a trained 
research librarian. The first search strat-
egy was performed using keywords rep-
resenting the concepts of “remote care 
delivery” AND “people experiencing 
domestic violence” AND“COVID 19 or 
pandemic* or epidemic* or quarantine* 
or Ebola*”. For the second search strate-
gy the same keywords were used without 
“COVID 19 or pandemic* or epidemic* 
or quarantine* or Ebola*”. The third 
search strategy was executed using key-
words representing the concepts“remote 
care delivery” AND “trauma informed 
care.” Searches were performed on the 
following databases OVID Medline, 
OVID EMBASE, Ovid Global Health, 
Ovid PsycInfo, Cochrane Library (CDSR 
and Central), and EBSCO CINAHL. Ad-
ditional search was also conducted using 
Google and Google Scholar to identify 
studies not published in indexed jour-
nals. Results were exported to Covi-
dence review management software. 
Detailed search strategies are available 
in Appendix 1.

2.5 Screening & Study
Selection Two reviewers independently 
screened all potential articles assisted by 
Covidence — a web-based tool aimed 
to provide support with study identifi-
cation and data extraction processes. In 
the case of disagreement, both reviewers 
read the paper and discussed until con-
sensus was reached. Full texts of eligible 
articles were independently screened by 
these two reviewers, and papers were in-
cluded into this review if they satisfied all 
of the following inclusion criteria: (1) if 
they included trauma-informed interven-
tion to individuals and families exposed 
to or experiencing domestic violence, 
sexual assault and/or related childhood 
trauma; (2) if the intervention was deliv-
ered virtually; and (3) if the article was 
published in the English-language.

The first search strategy (virtual care 
interventions + experience of violence 
+ COVID-19)identified 138 potential-
ly relevant articles. The second search 
strategy (virtual care interventions+ ex-
perience of violence) resulted in 1058 
potentially relevant articles. The third 
search strategy(trauma informed inter-
ventions + experience of violence) iden-
tified 236 potentially relevant articles. A 
review of the titles and abstracts result-
ed in the selection of n=52, n=206 and 
n=44articles respectively for full text as-
sessment. The full text was retrieved for 
all articles, and after a careful review of 
each article, 21 studies that incorporated 
trauma focused virtual interventions to 
support individuals and families exposed 
to domestic violence, sexual assault and/
or related childhood trauma from all 
three search outputs were included in 
the review. The PRISMA Flow Diagrams 

[24] provide a flow chart for the litera-
ture search (Appendix A).

2.6 Quality Review & Data Extraction
The quality of studies was assessed us-
ing the Critical Appraisal Skills Pro-
gram (CASP) quality assessment tools 
(CASP Systematic Review Checklist, 
CASP Qualitative Checklist, and CASP 
Randomized Controlled Trial Checklist) 
[25]. The developers do not recommend 
using a scoring system when applying 
this tool. Thus, included studies were 
assessed based on the clarity of research 
objectives, the appropriateness of data 
collection strategy for the study design, 
quality of the methodology, whether 
findings clearly correspond to objectives 
and if the research is valuable and/or ap-
plicable to local settings [25]. 

Table 1: Organizations Type, Participants Profile and Service Provision

Organizations • Primary Care Networks (PCNs)
• Primary Care Clinics
• Women’s Shelters
• Networks and Collaboratives 

addressing gender-based violence
• Non-Profit Organizations
• Community--based Agencies
• School Division

Participant Roles • Directors
• Program managers 

and coordinators
• Provisional certified counselors 

and psychologists
• Primary care physicians
• Mental health support workers

Types of platforms used to deliver 
virtual care interventions and sup-
ports during COVID-19

• Zoom or Zoom Health
• Microsoft Teams
• Doxy
• Google Meets
• Telephone

Types of services provided • Group therapy
• Individual interventions 

and services
• Family therapy
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Two reviewers independently extracted 
the following information from included 
studies into a standard extraction form 
(Appendix B): author(s), publication 
date, publication type,population stud-
ied, country, study setting, type of vir-
tual care intervention, if the virtual care 
solution was implemented in the context 
of a pandemic, outcome measures and 
results, equity considerations and chal-
lenges or barriers to implementing the 
virtual care intervention. This double 
extraction of information ensured the 
accuracy of included data and that any 
relevant information was not missed.

2.7 Qualitative Study:
Stakeholder Interviews
To better understand the barriers and 
challenges that providers might experi-
ence in delivering virtual care to individ-
uals at risk of or experiencing domestic 
violence, sexual assault and survivors; 
as well as the barriers to access for this 
population, interviews were conducted 
with key stakeholders within Alberta. 
Potential stakeholders working with and 
serving survivors and individuals at risk 
and experiencing domestic violence and 
sexual assault in the province of Alberta 
were invited to participate in an inter-
view. Interview participants were recruit-
ed from existing relationships among the 
research team. We conducted interviews 
with 24 stakeholders(see Table 1 below 
for a summary of organization types 
and participant profile). All interviews 
were completed via telephone or video 
conference and lasted approximately 
one hour in duration. These interviews 
have allowed us to contextualize our re-
view findings, ensure that the results are 
grounded in everyday practice, and pro-
vide a di!erent lens to examine current 
knowledge on this topic.

2.8. Interview Data Analysis
Qualitative data analysis was undertak-
en by the first and second authors. In-
terview transcripts and field notes were 
analyzed in NVivo v.12 using a themat-
ic analysis approach. Codes were con-
solidated into emergent representative 
themes in an iterative process throughout 
coding. Once all qualitative content was 

coded, we reviewed the emergent codes 
and overarching themes all together and 
mapped them to four themes. Recurrent 
themes were identified as they emerged 
from the data, rather than on the basis 
of researcher preconceptions. Summary 
of these themes and sub-themes are in-
cluded in Figure 1.

2.9. Ethical Considerations
This study was reviewed for its adher-
ence to ethical guidelines by a Research 
Ethics Board at the University of Alberta 
(REB # Pro00101547).



10

3. Rapid Review Findings

engaged within the abusive relationship; 
seven interventions focused on safety 
planning to support women to physical-
ly leave an abusive relationship; and four 
interventions focused on the provision of 
services and resources to support women 
in the immediate aftermath of leaving an 
abusive partner. A more recent system-
atic review included three studies that 
provided empowerment and support for 
women such as self-e"cacy and safety 
decision aids [29]. The authors report-
ed, in one of the included studies 90% of 
the women left the abusive relationship 
within a year, and in two of the includ-
ed studies 78% of the women reported 
gaining important decision-making and 
self-e"cacy skills [29]. However, none 
of the interventions reviewed focused on 
supporting women to “move on” from 
an abusive relationship and none of the 
interventions appeared to consider the 
broader social implications related to 
DV.

Findings from RCT studies of the fol-
lowing SDAs reported positive outcomes 
on reduced depression, fear and anxiety, 
as well as increased self-e"cacy.
• iCAN Plan 4 Safety, a Canadian de-

veloped personalized safety decision 
support aid intended to help women 
assess their particular situation in 
terms of setting priorities and safe-
ty risks through the use of a online 
platforms [30]. The tool also fea-
tures exercises to help women take 
care of their health and well-being.

• HELPP (Health, Education on Safe-
ty, and Legal Support and Resources 
in IPV Participant Preferred) inter-
vention is comprised of six modules 
delivered by e-mail once a week for 
6 weeks and focus on education on 
safety, self-reflection and self-evalu-
ation of risk for mental health dis-
tress. When delivering the HELPP 
intervention online compared to 
face-to-face there were consistent 
significant improvements in all out-
come measures (i.e., anger, anxiety, 

depression, personal and social sup-
port) in a random sample of female 
survivors of IPV who received the 
HELPP intervention via e-mail and 
less consistent significant improve-
ments in IPV survivors receiving 
HELPP face-to-face [31].

• I-DECIDE, an online tool, aims to 
help women self-inform, self-reflect, 
and self-manage, and focuses more 
on healthy relationships, rather than 
only safety decisions. The interven-
tion consists of three modules: a 
healthy relationship tool, a safety 
module and a priority-setting exer-
cise. The healthy relationship tool 
provided information on a healthy 
versus unhealthy relationship, and 
asked women to reflect and rate 
the health of their own relation-
ship their level of fear, and level of 
safety using visual analogue scales. 
This intervention adds to the on-
line counseling techniques of moti-
vational interviewing and non-di-
rective problem solving, and also 
provides messaging tailored to each 
women’s individual situation (e.g., 
level of intimate partner violence 
and danger, and whether the woman 
has children) and an individualized 
plan of action that is responsive to a 
woman’s priorities and plans for her 
relationship (staying or leaving) and 
location [32]. There was no mention 
by the authors if the intervention 
was tested among women from dif-
ferent ethnic cultural or socioeco-
nomic groups.

The authors from these studies conclud-
ed that internet-based SDA tools were re-
ported to be safe,acceptable and accessi-
ble by its users. Digital SDAs allow both 
privacy and real-time access to resources 
and may be appropriate for a hard-to-
reach population disclosing information 
about their experience with violence 
or abuse. Qualitative findings from the 
I-DECIDE intervention indicated that 
participants found the intervention to 

3.1 Trauma-Focused Online Interven-
tions for the Prevention of Domestic 
Violence and Sexual Assault
Findings from three systematic reviews 
and three Randomized Control Trial 
(RCT) studies of internet-based inter-
ventions highlighted several important 
online support tools such as apps for 
delivering needed safety services to in-
dividuals who are highly impacted by 
domestic violence or sexual assault. 
These online interventions predominant-
ly focused on women creating a safety 
and or action plan in the event of a fu-
ture partner abuse incident , which in-
volves clarifying the choices individuals 
have for leaving an abusive relationship. 
Safety planning is defined as a dialogic 
process that informs and supports an 
individual exposed to violence or abuse 
by identifying behaviors they can adopt 
to increase safety and decrease expo-
sure to violence for themselves and their 
family (i.e., children) at risk [26]. The 
educational apps reviewed incorporated 
psycho education modules about PTSD, 
stress management, and the impact of 
trauma on emotions and relationships; 
as well as aimed to promote self-e"ca-
cy and empowerment of individuals to 
make di"cult decisions about leaving an 
abusive relationship. These educational 
apps are not considered self-help tools, 
but rather incorporate a collaborative 
interface for health professionals and 
users to interact [27]. Furthermore, it is 
important to note that all safety decision 
aids studied were only administered to 
women exposed to domestic violence 
IPV or sexual assault.

3.1.1 Internet-based safety decision 
aids (SDAs):
In their systematic review, Rempel et 
al. [28] identified eleven interventions 
focused on personal safety planning 
that enable women’s safety while in an 
abusive relationship. Of the eleven in-
terventions six interventions focused 
on personal safety planning that would 
enable women’s safety while remaining 
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be supportive and a motivation for ac-
tion. However there is limited evidence 
from these studies to suggest that online 
decision aids can reduce decisional con-
flict among individuals who are current-
ly in a violent or abusive situation.

3.2 Online Psychological Therapies 
for Individuals with more Severe 
Needs Such as Complex Post-trau-
matic Stress Disorder (PTSD)
Research evidence supports the provision 
of online psychological therapies for re-
ducing psychological symptoms such as 
depression, anxiety and PTSD resulting 
from domestic or sexual violence [27, 29, 
32-36], especially when the needs of the 
person exposed to such violence are com-
plex, severe or delayed (e.g., exhibiting 
symptoms of complex PTSD, have expe-
rienced multiple or ongoing traumas, and/
or in victims who have experienced child-
hood sexual abuse). E!ective online psy-
chological therapies in these circumstanc-
es include cognitive processing therapy, 
cognitive behavioral therapy, and telepsy-
chotherapy (e.g., real-time(synchronous) 
technologies, such as videoconferencing) 
[29, 37-40]. Trauma-focused treatments 
were also delivered using a range of virtu-
al technologies such as telehealth, mobile 
health(mHealth), and videoconferencing 
[29, 37, 39-46].

3.2.1 Mobile Health (mHealth)
Mobile health (mHealth) technologies 
are increasingly being used for domestic 
violence prevention to optimize screen-
ing, educational outreach, and linkages 
to care. Scholars advocating for virtual 
solutions to reaching domestic violence 
and sexual assault populations have 
noted that individuals exposed to such 
violence and abuse are often isolated by 
their partners, have limited friendships 
or social supports, and limited access to 
social resources; thus increasing global 
access to digital technologies provides an 
avenue to search for information, report 
experiences of violence or receive treat-
ment for domestic violence-related men-
tal health conditions such as anxiety and 
depression. In one recently published 
systematic review of mobile (mHealth)
interventions, the findings showed that 

dropout rates in mHealth interventions 
were lower than in-person interventions. 
The authors attributed this to partici-
pants feeling more comfortable to dis-
close their circumstances through virtual 
mechanisms than in-person [41].

Findings from a formative evalua-
tion of a new trauma-focused smart-
phone-based mobile application called 
THRIVE was tested on eight IPV sur-
vivors and 16 hospital-based sta! (nine 
health care providers, four social work-
ers, one mental health provider, and 
three IPV advocates)[47]. Participants 
were asked to provide feedback on the 
application’s content, design,safety fea-
tures and applicability. The purpose of 
the application was to address the unmet 
health needs and improve the well-being 
of mothers who have experienced IPV. 
Thrive includes three sections Myself 
(maternal self-care, stress coping skills), 
My Child (stress signs in children,talking 
to children about IPV, mother–child dy-
adic communication), and My Life (hos-
pital and community-based resources). 
This was the only study of an virtual 
care intervention that included IPV sur-
vivors in the development of the appli-
cation, demonstrating a focus on user or 
patient-centered care.

3.2.2 Video conferencing & telemental 
health
Results from primary studies support 
the e!ectiveness of videoconferencing as 
a medium for providing evidence-based 
trauma-focused treatment to domestic 
violence and sexual assault populations 
[41, 44, 48, 49]. Videoconferencing can 
be used to reach patients with barriers to 
care that may include stigma, language, 
and where one lives. In addition, these 
technologies can be used to deliver em-
pirically-based treatments for PTSD. The 
Wyoming Trauma TelehealthTreatment 
Clinic (WTTTC) [29, 44] has been cit-
ed as a successful example of a program 
that delivers trauma-focused treatments 
using remote videoconferencing to rural 
survivors of domestic violence and sex-
ual assault. The research team studied 
the e!ectiveness and feasibility of using 
videoconferencing to provide treatment 

to rural domestic violence and sexual as-
sault populations. A recent study of the 
WTTTC recruited 15 participants, who 
were clients of the clinic and received 
psychological services via videoconfer-
encing from distal domestic violence and 
rape crisis centers located in the state of 
Wyoming. Participants completed mea-
sures of PTSD and depression symptom 
severity and client satisfaction. The au-
thors reported large treatment gains 
among clients on measures of PTSD 
and depression symptom severity after 
receiving psychological services via vid-
eoconferencing. Additionally, clients re-
ported a high degree of satisfaction with 
videoconferencing administered services. 
Findings from this study suggest that 
videoconferencing provides an e!ective 
means to deliver services to under-served 
rural domestic violence and sexual as-
sault populations.

The use of telemental health has also 
been reported to reduce mental health 
care disparities by increasing access to 
culturally and linguistically competent 
clinicians for those living in rural and re-
mote communities [50]. Furthermore, of 
the studies that examined the e!ective-
ness and feasibility of videoconferencing 
as a means of delivering trauma-focused 
treatment to this at-risk population [44, 
48, 50] the findings indicate that vid-
eoconferencing is capable of achieving 
comparable gains that accrue during 
traditional in-person services. However 
it is worth noting that when videocon-
ferencing technology is utilized to con-
nect rural clients with distant specialists, 
the relevant comparison is not in-person 
services, but rather, no psychological ser-
vices at all.

3.3 Challenges or Barriers to Deliver-
ing Virtual Care to Address Domestic 
Violence and Sexual Assault
Among the studies that identified bar-
riers and challenges to delivering virtu-
al or remote care interventions (n=7), 
several accessibility barriers were noted. 
User attrition was identified as potential 
challenge to implementing web-based 
applications of domestic violence and 
sexual assault interventions. Barriers 
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to delivering online or web-based appli-
cations to some domestic violence and 
sexual assault populations, particularly 
in rural communities, included access to 
reliable internet or devices such as smart 
phones, tablets and computers to use the 
online application [26, 27].

Some scholars have also noted challeng-
es related to privacy, confidentiality and 
patient safety when using videoconfer-
encing [29, 48], which can be mitigated 
by creating ethical practice guidelines 
for professionals delivering the virtual 
program and conducting comprehensive 
intake procedures to assure appropriate-
ness for treatment for patients [29, 48].
Specific equity considerations (including 
language, socioeconomic status, cul-
tural-relevance,geography, and techno-
logical access) when delivering virtual/
remote care to individuals and families 
exposed to domestic violence or sexu-
al assault was seldom discussed in the 
literature;with the exception of studies 
that examined virtual care delivery in 
rural and remote settings. However in 
the most recent systematic review by El 

Morr and Layal [29] the authors noted 
that technology required to participate 
in virtual care (i.e. computer, tablets, 
phones) are costly and basic knowledge 
of IT is beneficial. This creates inequity in 
access to technology, and a digital divide 
among some population groups experi-
encing or at-risk of domestic violence. In 
particular,these interventions may not be 
accessible to individuals from lower-so-
cioeconomic statuses and those without 
basic digital literacy. Additionally, the 
authors highlighted that women with 
disabilities immigrant women or Indig-
enous women were seldom included in 
these virtual intervention studies [29]. 
Furthermore, some scholars have not-
ed that internet-based applications and 
e-mental health programs are likely to be 
most e!ective when used to supplement 
or facilitate (rather than replace) pro-
fessional care and practitioner-patient 
engagement. Brigone and Edleson [27] 
referred to this as ‘supportive account-
ability’ – where there is an interface be-
tween practitioners and clients, and the 
online tools or programs are not solely 
approached as a self-help tool.
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4. Findings from Stakeholder Interviews

over the phone, it’s much more 
exhausting because there is a 
lot more talking. There is a lot 
more checking in, so my num-
bers are decreasing because I’m 
burning out.” [P#17]

“I think we have to think about 
the on-line in terms of caring for 
the sta!, because we all know 
about Zoom fatigue, right? And 
there’s something about online 
counseling that’s very demand-
ing. Spending any amount of 
time looking at a screen is very 
draining. When you’re in the 
room with someone there’s en-
ergy that comes from interac-
tion, personal interactions one 
of those things you can’t put a 
finger on, but you know when it 
happens.” [P#18]

Several respondents were concerned 
about the health and mental well-being 
of their fellow sta! members:

“… sta! [need] to take care of 
themselves, because what tends 
to happen – you work from the 
o"ce, you have a time when 
you quit working, five o’clock, 
four o’clock, whatever. But what 
many of us are finding is that 
that time was blurred when they 
worked from home.” [P#18]

“I’m a little bit concerned that 
many of my colleagues are start-
ing to burn out already in the 
last two/three months.” [P#17]

In addition to having to provide men-
tal health support during COVID-19, 
practitioners were also grappling with 
impacts to their personal lives and 
well-being resulting from the pandemic. 
Such as the loss of childcare, attending 
to the needs of family, and other logis-
tical issues when working from home. 
The following quotes from practitioners 

illustrate the ways in which COVID-19 
a!ected them personally:

“Many of the people that work 
for us have small children. 
During this time, it was highly, 
highly stressful for sta!.” [P#15]

“…have sta! who have not 
been able to adequately engage 
in Zoom calls because they have 
one device in their house and 
the kid is using it.” [P#3]

“For me the worst part was ac-
tually working from home. It 
was honestly, the people work-
ing from home who are in the 
field of mental health, I noticed 
my mental health was really im-
pacted.” [P#5]

Practitioners who expressed going 
through similar circumstances as their 
clients expressed a deeper understand-
ing and connection to their clients, as 
one practitioner stated, “going through 
COVID ourselves because, of course, all 
of us are going through COVID, it really 
helped us to understand better what that 
mass trauma actually looked like and 
what some of the di!erent stresses are 
that we need to deal with.” [P#6] More-
over, some practitioners (n= 5) highlight-
ed how uncomfortable or overwhelmed 
they were with using di!erent modes of 
technology to provide virtual services to 
clients:

“I struggle with technology be-
cause it’s not natural for me. If 
all of a sudden, my screen froze 
I’d be like, I don’t know what 
to do. It just feels like this big, 
insurmountable, I have no idea 
how to troubleshoot or fix this 
problem.” [P#3] 

4.1. Practitioner and client experi-
ence with virtual care delivery during 
COVID-19
The quick shift to virtual delivery of 
care during COVID-19 was challenging 
for many practitioners within the social 
service sector and primary care. Respon-
dents described how the loss of in-per-
son contact with clients was di"cult and 
technological barriers a!ected how they 
delivered care or treatment to clients. 
Respondents spoke about the additional 
work they had to undertake to conduct 
virtual counseling and safety assessment. 
This is explained by one respondent who 
described virtual delivery of services as 
demanding and strenuous:

“Sta! are reporting feeling more 
drained after the session [with 
clients]… When you have them 
in person, you have them in your 
four walls and a closed door. 
You know exactly what’s hap-
pening in the room. But when 
you’re working with a client re-
motely,you’re attuned to the en-
vironment around them on the 
screen or over the phone, you’re 
listening for sounds in their 
background. You’re looking for 
unusual body movements,above 
and beyond the screen.” [P#7]

Similarly, other practitioners stated:

“I think that there’s more ener-
gy required from the care pro-
vider to find ways to engage 
people online, to make sure that 
their environment is ready, and 
that they don’t have the tools 
to rely on the same they would 
in a room. Even to grab a pad 
and draw something for some-
one, they have to be able to use 
the technology just to be able to 
share a screen.”[P#12]

“I’m able to do maybe five to 
six clients a day in o"ce, but 
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feedback that we got from people was 
very good. Like, they felt that it helped a 
lot, but what we know from the literature 
is that there can be a gap between what 
people say …and what they enjoyed and 
what actually improves their symptoms. 
And I think that’s what it is that we need 
to understand better.” [P#6]

While some clients reported a positive 
experience with virtual care, respon-
dents noted that there were clients who 
were hesitant to use virtual technology. 
One practitioner explained how some 
of their clients preferred to wait until 
in-person appointments resumed instead 
of receiving virtual care: 

“…some people enjoyed it, 
some people were hesitant but 
were like, well, we’ll just wait to 
come until you bring back your 
in-person services.” [P#10]

Another practitioner added, “the very 
small population we’ve had to find some 
workarounds with that, but others were 
actually okay to wait until we could 
come back in person.” [P#7]

4.2 Organizational changes and ser-
vice adaptations required to support 
virtual care delivery during COVID-19
Organizational changes were required to 
support the fast-paced adoption of virtu-
al care delivery of services in response to 
quarantine and stay-at-home restrictions 
imposed in Alberta during the pandem-
ic. Some changes include implementing 
new organizational policies and proce-
dures,providing employees with train-
ing on the use of virtual care platforms, 
providing important guidelines and tuto-
rials to clients, and adapting services to 
a secure online platform. As a first step 
however, most organizations had to en-
sure their employees were situated safely 
to work from home; this included pro-
viding them with stable internet, equip-
ment and the technology access that 
they needed. A manager of a community 
agency states:

Quickly getting laptops sorted, 
getting them programmed, getting 

everything done that way giving 
sta!… We gave them little USBs 
so that they can put all of their files 
and stu! on the USB to take home 
if they’re using their home comput-
ers. It was putting protocol in place 
about, if you’re coming into an o"ce 
space, what does this look like?So, 
we had an agency-wide emergency 
management COVID plan and then 
each department put in their own lit-
tle operational procedures or opera-
tional guidelines, kind of thing, and 
came up with some di!erent reports 
that we might have to do. [P#10]

At the same time, these organizations 
had to make sure new policies, proce-
dures and guidelines were in place to en-
sure continuity of work and to be able 
to provide services in a secure platform. 
Additional measures were also taken to 
ensure practitioners were comfortable 
with online platforms and that they 
understood the protocols of providing 
services virtually. Furthermore, writ-
ten informed consent procedures were 
adapted to verbal consents by many of 
the organizations. One practitioner de-
scribes the procedures taken by their or-
ganization:

“We had to do sta! training 
about how to use the tech-
nology and the di!erent plat-
forms,why we chose the certain 
ones. We did a paper where 
we had our clinicians and our 
lawyers pulling together what 
platforms were okay for what 
and why, because all these legis-
lative requirements that people 
[had to be informed]. Some of 
our sta! weren’t really realizing 
you needed end-to-end encryp-
tion and those kinds of things.” 
[P#12] 

“For me it’s even just been a 
struggle to try to all of a sudden 
now you’re going to do every-
thing on-line, you;re going to 
rely on these platforms, and if 
something goes down you have 
to figure it out. So it’s been quite 
a challenge.” [P#5]

“For me, as a practitioner, it’s 
very biased. I don’t think I will 
be able to adapt easily to being 
online with people and to carry-
ing about my work in the same 
way as I do when I’m with peo-
ple [in person].” [P#8]

In addition to describing their own ex-
perience with virtual care, practitioners 
shared the feedback they received from 
clients using virtual care. Virtual deliv-
ery of services was largely welcomed and 
perceived positively by clients. For these 
clients, what was important to them was 
the ability to continue to receive care 
and support from a health professional 
during COVID-19. For example, one re-
spondent illustrated how grateful their 
clients were to stay connected and to be 
able to receive support during this di"-
cult time:

“I was even more diligent with 
[reaching out to clients during] 
COVID, because it was so new 
to our workers and also very 
new to the clients. And I must 
tell you that the majority of the 
time, again, it was these respons-
es of complete gratitude and feel-
ing absolutely overwhelmed that 
somebody cared enough about 
the family that they reached out 
to them.”[P#16]

Another respondent added, “they’ve 
been really grateful to just have that con-
nection still and that we still are taking 
the time to meet with them.” [P#10]

Despite positive feedback from clients 
on the use of virtual care, it is unclear 
whether clients felt that remote delivery 
of care e!ectively treated their symp-
toms. According to one respondent,“the 
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more, most practitioners (n= 15) see the 
benefits of providing their care virtual-
ly,especially for rural and remote clients 
who experience transportation barriers. 
Stakeholders(managers, directors and 
practitioners) indicated that they will 
continue to o!er their services remotely 
as an option for their clients even if there 
is not a second wave of COVID-19:

“For the rural and remote, I 
could see me continuing to do 
lots of this work virtually. It 
makes sense for everybody for 
every reason. Some of it, the 
urban stu!, I can see me going 
back to more meetings in per-
son than virtual. Will I have the 
ability to do virtual meetings 
within the urban setting? Ab-
solutely. And if that’s what the 
person chooses,really, what it’s 
doing is giving that victim an-
other option.” [P#13]

On the other hand, many providers and 
clients prefer in-person delivery of ser-
vices and interventions if given the op-
tion. Some practitioners (n=7) indicated 
that some of their clients preferred to 
meet in-person during the pandemic, 
and when in-person care resumed they 
requested face-to-face appointments. 
One practitioner describes:

“Now that I’m back in clinic 
most of my patients are, like, 
I’m not doing phone calls, I 
want to see your face, I need 
to see you, and so I have a big 
enough o"ce that I can easily 
do it and everyone gets to be 
safe. So, my patients said it was 
wonderful hearing my voice, 
and hearing the advice and our 
conversations, but missing that 
last piece of seeing us be able 
to see our non-verbal, and then 
going away with our handouts, 
they really missed that.” [P#5]

In some cases, during COVID-19 restric-
tions a few practitioners (n=2) had to 
find a way to accommodate their clients’ 
needs to meet in-person. One respondent 

explains, “there were some clients that 
still were not really that comfortable, 
and really preferred the face-to-face 
meeting,and so we tried to meet, if that 
was their need, or especially if they were 
in high crisis, they really needed to meet 
face-to-face.” [P#18]

Two practitioners recognized that vir-
tual care seemed to be readily accepted 
by new clients,rather than pre-existing 
clients:

“We’re finding that the peo-
ple that seem to be asking for 
[in-person session] are longer 
term clients that were already in 
our system and were already used 
to having a relationship with the 
counselor. And so, to make that 
shift to online has been more dif-
ficult. Whereas, new clients com-
ing in, their expectations have 
been di!erent, and they have 
been quite happy with the online 
platform.” [P#12]

Although some practitioners (n=3) were 
confident about the e!ectiveness of vir-
tual delivery of trauma-informed care, 
many (n=15) cautioned that it should 
not substitute in-person care. Given the 
circumstances surrounding COVID-19, 
practitioners indicated that virtual deliv-
ery of services and interventions were as 
e!ective as they could be, however, when 
possible in-person approaches are quick-
er and at times more e!ective. For exam-
ple, one practitioner stated, “I think it’s 
highly e!ective during a pandemic when 
people have to be isolated. Once we start 
loosening restrictions, I think there has 
to be a combination.” [P#15]

Another respondent states,

“Under the circumstances, yes, 
it was a good means of doing it. 
In an urban setting where every-
thing is good and no COVID, 
I think that face-to-face interac-
tion and that personal contact 
is more e!ective. You can move 
ahead quicker, is a better way of 
putting it. Not to say that the  

Another respondent adds,
“All of our volunteers and sta! 
did training on how to use 
Zoom. Because at the end of the 
day, as providers of treatment, 
we make sure that the room that 
the client walks into feels like a 
calm place that is well appoint-
ed, that isn’t chaotic, that meets 
their needs.”[P#3]

As a result of these changes, most of these 
organizations incurred additional costs 
to purchase online platforms and equip-
ment needed to work from home. Some 
organizations lost funding opportunities 
due to the pandemic context, and oth-
ers lost employees to voluntary layo!s. 
A program director of a non-profit or-
ganization summarizes the types of costs 
incurred by their organization

“Estimate over $25,000. Yes, 
because I have a large team. 
I have a team of over 23indi-
viduals and getting everybody 
set up with a reasonable set-up 
for their video counseling and 
phone, the ask that we put out 
and that we got back, I think at 
the end of the day is going to be 
about $25,000. And that’s not 
including extra sta! time. That’s 
just for the technology.” [P#7]

4.3. Acceptability and e!ectiveness 
of virtual care technology for trauma 
treatment
Overall, virtual delivery of services and 
interventions are largely acceptable and 
perceived as feasible by organizations, 
practitioners and their clients. One re-
spondent stated, “We have actually 
found it to be incredibly successful…. 
I would suggest that it was easy, it was 
acceptable[and] it was feasible. For us, 
it was not an overwhelming piece of 
work.” [P#3] On the one hand, some 
practitioners (n= 5) indicated that some 
clients found virtual care delivery al-
lowed them to feel comfortable and safe 
to express how they are feeling. They 
explained that these clients preferred the 
option to receive virtual care even after 
in-person services resumed. Further-
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Determining whether virtual interven-
tions were e!ective also depended on the 
preferences of clients:

“I think it’s e!ective if that’s 
what the person wants….I 
think it can actually give some 
folks another opportunity who 
may not normally want to come 
to a space, or may not want to 
leave their home necessarily, but 
that gives them more options 
which is also I think trauma in-
formed.” [P#10]

“There are people that do pre-
fer that [virtual care], and you 
know, I think it’s about having 
multiple avenues to receive ser-
vice. So, for those who prefer 
online, have that available, for 
those who prefer in person, 
have that available, so there’s 
many doors to walk in to get the 
service that you need.” [P#18]

Some practitioners (n=5) highlight the 
need for more research, knowledge ex-
change and training to comment on the 
e!ectiveness of virtual delivery of trau-
ma-informed services and interventions.

“I think it would really be do-
ing some back work of, what 
does it mean to still be trauma 
informed in this virtual setting? 
I don’t think it means actually 
just taking these components 
and putting it here. I don’t think 
that that’s it. I think that there 
needs to be other work involved 
in that to truly make it trauma 
informed.” [P#10]”

“I think, very honestly, I feel 
like we need to do the research 
on it because what we were of-
fering especially in the time of 
COVID-19, was like a stopgap 
measure. And we essentially pro-
vided the best services that we 
could come up with based on 
what we already know. But we 
didn’t, just the way that it was 
designed, have an opportunity 

to rigorously look [if] people 
[are] showing an improvement 
in their symptoms. I think that 
we would require more of a sys-
tematic, scientific approach to 
really research whether that is 
e!ective.” [P#6]

4.4 Opportunities and drawbacks of 
virtual delivery of trauma-informed 
interventions and supports
Practitioners identified various opportu-
nities with the virtual delivery of trau-
ma-informed care and treatment. These 
include the ability to provide access to 
care for remote communities who may 
not otherwise be able to receive these 
services; the convenience it provides in 
terms of saving time, removing trans-
portation barriers; and maintaining con-
nection with their care provider during 
the pandemic. Furthermore, some prac-
titioners (n=4) indicated that virtual op-
tions reduced the number of no shows 
and improved clients’ attendance rates. 
Other providers (n=2) added they were 
able to reduce their wait lists because 
they could accommodate more clients 
virtually than they were able to in-per-
son. In addition, some clients are more 
comfortable with the virtual delivery of 
services. Below are some quotes from 
practitioners that highlight opportuni-
ties presented by virtual care.

Access to remote communities

“There’s a lot of women that 
are geographically isolated, they 
may be in communities where 
they don’t have counseling ser-
vices that specializes in domestic 
violence. I think would be able 
to get some of the supports they 
need virtually that would not 
necessarily have access to these 
resources.” [P#18]

“I think in remote communities, 
I think it creates opportunities 
where it’s feasible for face-to-
face interventions to occur. I 
think there probably is an op-
portunity to at least get some 
kind of service and support 

virtual one isn’t e!ective, but I 
think when you do it in
person, you get down the road 
quicker.” [P#13]

“Some practitioners (n= 8) specifically 
used the phrase “one tool in a toolkit” 
to describe the e!ectiveness of virtual de-
livery of trauma-informed interventions 
and services.

“I think it’s one tool. I think 
there’s many tools to be able to 
provide that trauma care. And 
I think that it can be provided 
e!ectively, and it can be provid-
ed e"ciently, which we’re doing 
right now. But I think it’s one 
of many ways for families that 
are isolated,maybe families who 
for whatever reason aren’t able 
to come to you, or you’re not 
able to come to them, I think it 
can be very e!ective. Is that the 
best way of providing service? I 
think a lot of us would probably 
say perhaps not. But I think that 
it can be also an e!ective way of 
providing trauma-related care.” 
[P#18]

Other practitioners suggest that the ef-
fectiveness of remote care depends on 
the provider’s experience practice and 
ability to deliver trauma-informed care 
virtually.

“The virtual care is just a mo-
dality. It’s just a means of com-
munication. It’s a tool. So, I still 
think that people that are help-
ing you matter… The hammer 
can’t become the person ham-
mering. It’s a tool. You still need 
an e!ective carpenter behind the 
hammer.” [P#2]

“I think if you have good trau-
ma informed practice to start 
with, you continue that trauma 
informed practice in the work 
that you’re doing, whether it’s 
in person or virtually. And so, 
our experience has generally 
been really good.” [P#3]
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everybody would just be alone.” 
[P#10]

“Being able to continue the 
care during this whole pandem-
ic, virtual care has been amaz-
ing. Because I don’t know how 
many people would be able to 
have lasted this long and gone 
through everything they have if 
they hadn’t had an option to, 
like, you know what this isn’t 
what we want to do, but you 
have this option, they’re going 
to jump on it. The fact that is 
was there and available really 
helped people get through some 
tough, tough times. So that is 
amazing.” [P#5]

Improved attendance rates and reduced 
no shows

“Counselors were noting for a 
bit that they actually had better 
attendance rates during COVID 
than they did in person because 
people are always home. You 
have no reason to cancel be-
cause you’re home.” [P#10]

“The one thing, too, that I 
have realized from our ther-
apist standpoint is prior to 
COVID,they weren’t operating 
with a full caseload. They still 
had room. You had people who 
would cancel, you’d have peo-
ple who would not show up. 
[…] they don’t have people not 
showing up to a Zoom meet-
ing.” [P#14]

Virtual delivery of services has created a 
more comfortable space for some clients

“Maybe [providing our services 
virtually] is opening it up to 
people who are not comfortable 
with accessing an actual physi-
cal space.” [P#10]

“I think the opportunities have 
to do with [the fact that virtu-
ally delivered services] are less 

scary for a client. [It is less scary 
for a client] to be able to jump 
on a Zoom call than to have to 
come in and actually see some-
body in person.” [P#3]

“I think it’s really an individual 
preference. Some people have 
expressed that they feel more 
comfortable, especially if they 
have diagnoses such as anxiety, 
to be able to initially develop 
the relationship with their on-
line coach. Other people feel 
disconnected from not being in 
person.” [P#1]

Drawbacks of virtual delivery of trau-
ma-informed interventions and sup-
ports

Practitioners highlighted multiple draw-
backs to delivering trauma-informed 
care virtually. Their responses are sum-
marized into three categories as follow-
ing: (1) challenges in accessing virtual 
care; (2) the loss of human connection in 
virtual settings; and (3) safety concerns.

Challenges in accessing virtual care

Accessibility to virtual services and inter-
ventions was discussed in terms of access 
to Wi-Fi and technology and the digital 
divide due to social inequity. Many prac-
titioners (n=15) highlighted the chal-
lenges their clients face in their ability 
to a!ord laptops, cell phones, desktop 
computers,stable internet, or even inter-
net at all:

“I think the big barrier right 
now is that we don’t consider 
internet connectivity as funda-
mental right or as a utility. I 
think that’s really major that in 
this day and age and particular-
ly in a pandemic environment, 
connectivity is literally a lifeline 
for some people. So, that’s a re-
ally serious barrier.” [P#9]

“How do we get these services 
to folks if they don’t have that 
technology, if they don’t 

electronically. Again, depending 
on how remote they are, they 
may or may not have internet, 
so they may have to go to a 
health center or something like 
that to access the technology.” 
[P#11]

Convenience

“I think the flexibility is always 
a strength of this format, flexi-
bility of doing on phone versus 
in person or over the computer 
versus in person. So that does… 
It does give an opportunity for 
some who aren’t able to find the 
time to do a round trip, drive 
downtown, park and then go 
back home.” [P#17]

“I mean, in the situation where 
the technology and what not are 
not a barrier then in theory it 
does become more accessible and 
more convenient, a bit more fea-
sible perhaps, to achieve getting 
help and accessing care.” [P#4]

“I think there’s families where 
childcare is an issue, and I know 
that it’s hard to do counseling 
and therapy with kids running 
around, and I get that, but it’s 
going to be easier if you want 
to put the baby to sleep and be 
able to do this as opposed to 
finding sitter where does this 
child go, you know, who can 
a!ord day care? Removing all 
of those barriers, and book a 
session at a time when you can 
actually just do it in the comfort 
of your own home because of all 
the other commitments that you 
have.” [P#18]

The opportunity to create connection 
when in-person contact is not possible

“If we’re not traveling, we can 
still get to you. We can still 
meet you. We can still have that 
contact, whereas if we didn’t 
have this virtual intervention 
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di"cult [communicating with] 
women who were ESL on the 
phone because usually when 
you’re communicating with ESL 
families the verbal cues help you 
to understand what they’re say-
ing, right? Potentially language 
is a big barrier if you’re not un-
derstanding them very well, and 
so became somewhat challeng-
ing to communicate to those 
families if you were only on the 
phone or ESL was an issue. Be-
cause there’s the gestures, you 
use all of those to communicate, 
and when that’s not available it 
was challenging.” [P#18]

“The massive digital divide 
that exists amongst our clients. 
Many of our sex work clients 
had no access to safe or e!ective 
digital means to get in touch 
with us, or to sustainably be in 
touch with us enough to be able 
to do a session online. So, they 
can call but they’re either living 
on the street or living unsafely 
or relying on free hotspots and 
not having data and all of those 
sorts of things.” [P#3]

Some respondents (n=5) provided ideas 
on how this issue of inequity and digi-
tal divide can be addressed. One prac-
titioner gave an example of how local 
businesses in their community donated 
laptops to those in need. Other provid-
ers indicated that it is important to work 
with the clients,and understand what the 
needs are for under served populations:

“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 
comforted? Does it [provide] 
you more safety or less safety 
in terms of emotional safety. 
Let’s find out from the other 
side of the table what do they 
think about [virtually delivered 
care].” [P#18]

Another respondent spoke about pro-
viding trauma-focused treatment that is 
culturally appropriate for di!erent pop-
ulation groups:

“I think I would suggest that 
trauma focused treatment 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 under-
standing with our client about 
their context and their world is 
exactly how we do that work. 
And I think that we do it to the 
best of our ability with any cli-
ent that we work with, trying to 
understand the specific barriers 
that our client might walk in 
the door with and how we can 
support them to deal with those 
barriers as well as the content of 
their trauma.” [P#3]

Loss of human connection in 
virtual settings

Practitioners identified strengths with 
in-person care and service provision 
and mental health interventions that 
are missed when transitioning to virtual 
care. These include the need for in-per-
son human connection to healing trau-
ma, the challenges with building new 
relationships and establishing trust vir-
tually, and the possibility of missing im-
portant non-verbal cues when delivering 
trauma-informed interventions through 
virtual means.

The value of human connection in heal-
ing and the impact of its potential loss 
in virtual settings was widely recognized 
by practitioners (n=10). Respondents 
expressed that human connection helps 
some of their clients to deal with trau-
ma: “that face-to-face contact seems to 
matter for clients because we’re dealing 
with a highly traumatized population.” 
[P#12] Many practitioners (n=9) think 
some forms of human connection can-
not be transferred electronically and the 
technology may act as a barrier in 

have stable Wi-Fi or any Wi-
Fi to access? So, I think it ex-
acerbated 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.” [P#10]

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 location. 
One practitioner 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 
e!ective data or Wi-Fi, or whatever it is. 
And some rural and remote places in Al-
berta definitely don’t have that.” [P#3]

Financial barriers and poverty also play 
a role in an individual’s ability to access 
virtual services and interventions as ex-
plained by one respondent, “financially 
and economically the victim may not 
have, frankly, a cell phone, or a secure 
platform by internet or whatever to be 
able to access virtual care, potentially.” 
[P#4] For instance, Indigenous, immi-
grant and homeless clients are socially 
disadvantaged and experience inequita-
ble access to virtual services. Below are 
some quotes from practitioners that de-
scribe these challenges.

“A lot of the clients that are 
served in Alberta – 50%, 55% 
are indigenous women and chil-
dren. And in their homes and 
on reserve and even o! reserve, 
whether or not they have the 
laptops, the internet, Wi-Fi, to 
be able to access services elec-
tronically – I think that would 
disadvantage them and prob-
ably newcomers. So, I think 
there would be some disparity 
in terms of access to services if it 
went virtual. Like, if that was to 
become the method of counsel-
ing.” [P#11]

“We found it a little bit more 
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of crisis living in the body, if we 
can bypass that humans need to 
be together to heal. I actually 
would say I have an opinion on 
that that they can’t, but I know 
that that would be very unpop-
ular right now, with the health 
community.” [P#8]

“Drawbacks are that we’re very 
relational as human beings. 
There’s something about com-
ing into a room together and 
breathing the air together and 
feeling each other’s energy that 
I think is lost through virtual 
interventions. So, I think that’s 
definitely a drawback of it, but 
I don’t think it’s insurmount-
able.” [P#3]

Additionally, the challenges with build-
ing new relationships and with estab-
lishing trust virtually were identified by 
practitioners. Some practitioners (n=4) 
find it di"cult to invite new clients,and 
to gain their trust in a virtual setting. As 
stated by one respondent: “If it was a 
new client who didn’t know you, who 
you didn’t have that relationship with, 
it was increasingly di"cult to have that 
in-depth conversation, to have that in-
depth interview. That was increasingly 
di"cult on-line.” [P#18]

Another respondent adds,

“And from a service provider 
point of view, it’s much hard-
er to build trust over Zoom 
or over the phone than it is in 
person. Sometimes, it takes two 
or three meetings to gain that 
trust that I could gain in one 
meeting. It’s colder. I keep going 
back to the trust and building 
that relationship. For you to re-
ally help someone, they have to 
trust you and you have to build 
a relationship, and it’s harder to 
do virtually than it is to do in 
person. So,those are all sorts of 
things that you can overcome, 
but it just takes a little bit lon-
ger.” [P#13]

The possibility of missing important 
non-verbal cues during a virtual session 
was also recognized as a potential bar-
rier:

“Over the phone, I don’t have 
any support around immediate 
observation, which could be 
something like I noticed this fist, 
you made a fist when you were 
talking about this. Those are 
usually quite helpful in draw-
ing insight to the immediacy 
of whatever the content in the 
conversation is. So that’s a pret-
ty big loss, especially with folks 
that have been through trau-
ma, it’s much more di"cult to 
maintain attention sometimes. 
Again, it’s harder to read full 
body cues if you’re only seeing 
the face.” [P#17]

“Counseling by phone was a bit 
scary, because there’s no visu-
al clues. You don’t really know 
and there’s no ability to read 
the non-verbal cues. And so, if 
somebody was sobbing quiet-
ly, or just listening quietly, you 
wouldn’t be able to tell. Like, 
one of our counselors described 
it as driving blind.” [P#18]

Safety Concerns

Safety concerns were discussed in terms 
of practitioners’ ability to assess client’s 
safety and the concerns for clients’ abili-
ty to access virtual services safely. Many 
practitioners (n=12) indicated that their 
inability to control the room where the 
clients are and not being able to see who 
may be in the same room as the clients 
contributed to di"culties with safety as-
sessment.

“With domestic violence or sex-
ual violence, I think there are is-
sues in terms of you don’t know 
who else is in the room. So, you 
can’t be certain that people are 
speaking freely. There’s a big 
di!erence between having 

this process of healing. The following 
quotes from practitioners illustrate the 
importance of human connection in the 
care experience:

“Our healing is done through 
relationships, and relationships 
being face-to-face is incredibly 
important in the work that we 
do.” [P#1]

“I think in a client counseling 
relationship it’s that human 
connection. And electronical-
ly you just don’t get that same 
human connection. And when 
you’re talking about trauma, 
you know, and doing trauma 
counseling, you’re looking for 
physiological reactions you’re 
looking for facial reactions. At 
times people need some support 
in being grounded they need a 
cup of tea or a co!ee. They need 
to take a break.” [P#11]

“You have to wonder, although 
we’re trying to do the best we 
can, is providing virtual care 
really providing that care? Be-
cause we’re wired for connec-
tion, we’re wired for…when 
you’re sitting across the table 
from somebody, I think you can 
be more empathetic because that 
person is sitting right in front of 
you than on computer, you are 
quite removed. So, are we really 
providing people with the level 
of care that is as e!ective as in 
o"ce support?” [P#14]

“If I was in a family violence 
situation, the first thing I think 
I would need would be just a 
hug. I can’t even imagine. Or 
not a hug but I would need to 
discharge a cry that was so ugly 
that… I don’t know, I’m too 
embodied with my own healing 
journey, and putting me back 
in my body what has always 
helped me recover from my own 
trauma from childhood I’m not 
sure, from a somatic experience 
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access services at all: “I think that was 
huge and I think if women are home 
with their abusers, they’re not getting 
that chance to make those calls.” [P#10] 
Another practitioner adds, “if I was 
someone in a relationship right now 
where I didn’t feel safe even expressing 
any of my concerns, there is no way I 
would go on even a webinar, listening 
about domestic violence, if my partner 
could hear. There is no way.” [P#5]

Another practitioner gave an example of 
such scenario based on her experience:

“Like this kid who was stuck 
with her dad. She wanted in-per-
son visits because she knows 
they would be more confidential 
than she might be able to pull 
o! at home. She’s scared he’s 
listening to her. But when she 
can come into the exam room 
and talk to me with the door 
closed, she knows it’s confiden-
tial. So sometimes the knowing 
something is truly confidential 
there is a safety net in our exam 
room… Yes, some people can’t 
do on the phone.” [P#2]

Furthermore, one practitioner highlight-
ed receiving services and interventions in 
the same space where the abuse occurs 
maybe re-traumatizing to the clients:
“I think some people in their places,their 
living spaces, it’s going to be quite 
triggering and re-traumatizing. Every-
thing around them could be a trigger.” 
[P#17] 

your assaulter within six feet 
away and being able to talk 
about how you’re doing or how 
things are. That’s definitely an 
aspect which is di!erent.” [P#6]

“Ensuring their safety and con-
fidentiality and accessing the 
services is probably number one 
the biggest barrier. How do you 
ensure that they are able to con-
tact you without alerting the of-
fender or the perpetrator? How 
do you provide space for say, 
the victim to talk about what’s 
going on without impacting 
children who might be listening 
nearby?”[P#7]

“What happens when you don’t 
know the safety of the environ-
ment that the child or adoles-
cent or family is in, but you’re 
having an online conversation, 
and the security of that? So, if 
there’s an o!ender or an abuser, 
what kind of information [can 
you share]?You have much less 
control to be able to support a 
client safely given those circum-
stances.” [P#1]

At the same time, clients may not have 
private and safe place where they can 
access virtual services especially if they 
are quarantined with their perpetrator. 
For victims of domestic violence, being 
caught in the act of talking to a practi-
tioner could exacerbate the risk of vio-
lence and thus they may choose not to 
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5. Considerations for Research & Policy

dence review and the stakeholder 
interviews demonstrated positive 
aspects from delivering care virtual-
ly to this population. This warrants 
future research to evaluate a range 
of virtual care interventions (includ-
ing e-mental health) across diverse 
population groups to improve our 
understanding of their e!ectiveness 
and acceptability. This will also 
strengthen the evidence-base for vir-
tual care solutions that benefit this 
at-risk population;

• There is strong evidence from RCT 
trials to support the provision of 
online psychological therapies 
for reducing psychological symp-
toms such as depression, anxiety 
and post-traumatic stress disorder 
(PTSD) among individuals exposed 
to domestic violence or sexual as-
sault. These online therapies can be 
safely used to support individuals 
and families in violent or abusive 
situations; and

• Lastly, there is an urgent need to 
tackle inequities in digital access 
to care and treatment. Some policy 
measures to narrow the digital di-
vide including funding broadband 
infrastructure and increasing digital 
health literacy for the most vulnera-
ble clients. 

Based on our findings from the rapid evi-
dence review and stakeholder interviews 
our research team has identified a few 
considerations for future research and 
policy decisions on the use of virtual care 
for domestic violence and sexual assault 
populations during the current pandem-
ic and into the future.

• Virtual care interventions for this 
population should not be used to 
completely replace in-person profes-
sional care for trauma and is most 
e!ective when used to supplement 
or facilitate care or supports;

• Most of the research evidence on 
e!ective implementation of trau-
ma-focused virtual care has been 
examined in rural and remote com-
munities. Therefore, guidance from 
available evidence for how to deliv-
er virtual care interventions across a 
range of diverse domestic violence 
and sexual assault populations, in-
cluding interventions that incorpo-
rate gender-responsive approaches 
to trauma (e.g., cultural, historical, 
and immigration-related trauma) 
is not provided. Therefore, further 
research is needed that examines 
virtual care interventions from an 
intersectional lens;

• The findings from our rapid evi-
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Search Strategy 1: PRISMA Flow Diagram

Records identified through
database searching

(n = 168)

Full-text articles assessed
for eligibility

(n = 52)

Full-text articles excluded,
with reasons

(n = 43 )

Records after 
duplicates removed

(n = 138)

Relevant Studies with or
without trauma-focused

intervention
(n = 9)

Records screened
(n = 138)

Records excluded
(n = 86)

Studies included in
synthesis (trauma-focused

interventions only)
(n = 1)

INCLUDED

ELIGIBILITY

SCREENING

IDENTIFICATION
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Search Strategy 2: PRISMA Flow Diagram

Additional records identified
through other sources

(n = 2)

Records identified through
database searching

(n = 1614)

Full-text articles assessed
for eligibility

(n = 206)

Full-text articles excluded,
with reasons

(n = 127)

Records after 
duplicates removed

(n = 1058)

Relevant studies including
non-trauma focused

interventions
(n = 79)

Records screened
(n = 1058)

Records excluded
(n = 849)

Studies included in
synthesis (trauma-focused

interventions only)
(n = 10)

INCLUDED

ELIGIBILITY

SCREENING

IDENTIFICATION
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Search Strategy 3: PRISMA Flow Diagram

Records identified through
database searching

(n = 351)

Full-text articles assessed
for eligibility

(n = 44)

Full-text articles excluded,
with reasons

(n = 34 )

Records after 
duplicates removed

(n = 236)

Studies included in
synthesis
(n = 10)

Records screened
(n = 236)

Records excluded
(n = 192)

INCLUDED

ELIGIBILITY

SCREENING

IDENTIFICATION
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Author(s)
Date of
Publication

Title
Type of
Publication

Population Studied 
and Country

Setting (e.g., Prim
ary 

Care, Com
m

unity)
Virtual Care
Intervention/Technology
Im

plem
ented

to Address
Dom

estic
Violence and/or
Intim

ate Partner
Violence

O
utcom

es M
easured and

Results (w
hat do the authors

include about the
a) acceptability,
b) feasibility, and 
c) e!

ectiveness of the 
intervention)

Equity Considerations (i.e., 
gender-responsive
approaches to traum

a, 
subpopulation
di!

erences;
inclusion of vulnerable
population groups)

Challenges or Barriers to
Im

plem
enting Virtual Care

to Address Dom
estic

Violence

A
n

d
e

r
s

o
n

, 
K

rause, K
rause,

W
elter, 

M
cC

lel-
land, et al.

2019
W

eb-Based 
and m

H
ealth 

Interventions 
for Intim

ate 
Partner V

iolence 
V

ictim
ization 

Prevention: 
A

 System
atic 

R
eview

System
atic

R
eview

Population 
of 

study 
w

ere adults or youth in 
rom

antic 
relationship 

(including 
sex 

w
ork-

ers, 
sam

esex 
couples, 

pregnant 
and 

prenatal 
m

others, 
perpetrators 

and 
victim

s).T
he 

au-
thors 

did 
not 

provide 
the 

com
plete 

list 
of 

countries, how
ever, they 

indicated that 23 studies 
w

ere conducted in U
SA

 
and only one w

as from
 

low
- 

or 
m

iddleincom
e 

country (C
am

bodia).

O
utpatient 

m
edical 

Psychology/therapy A
c-

adem
ic/research 

C
om

-
m

unity organization

Y
es, the system

atic review
 w

as 
focused 

on 
m

H
ealth 

inter-
ventions for IPV. T

he authors 
provide 

their 
findings 

as 
fol-

low
ing: “T

he m
ost com

m
only 

identified m
H

ealth com
ponents 

w
ere 

w
eb-based 

educational 
content that w

as not respon-
sive to user input (e.g., self-
paced, 

clickthrough 
tutorials; 

and 
interventions 

w
here 

the 
outcom

e w
as dependent on use 

of 
com

puter 
hardw

are 
(e.g., 

tablet-based 
screening 

that 
autom

atically flagged a health-
care provider)....tw

o studies de-
veloped or tested a proprietary 
or m

ade-forpurpose prevention 
app 

(including 
one 

proof-of 
concept study w

ith no field test-
ing), and no studies used m

ajor 
social 

m
edia/com

m
unication 

platform
s 

(e.g., 
Facebook, 

Instagram
, 

and 
W

hatsA
pp) 

to deliver their respective in-
terventions. 

T
he 

rem
aining 

studies 
program

m
ed 

w
eb- 

or 
hardw

are-accessible 
platform

s 
(e.g., e-m

ail) w
ithout develop-

ing new
 softw

are (or else did 
not describe the platform

)” (pg. 
4-5). 

T
hree 

interventions 
in-

cluded C
BT

 (2 studies delivered 
C

BT
 through telehealth video 

and 
one 

through 
w

eb-based 
system

).

T
he 

authors 
state 

the 
fol-

low
ing: 

“Feasibility 
and 

ac-
ceptability w

ere found to be 
generally high w

here assessed 
(23%

 of studies, n= 7). T
here 

w
as 

lim
ited 

evidence 
around 

w
hether m

H
ealth interventions 

better 
addressed 

population 
needs 

com
pared 

to 
conven-

tional 
interventions. 

m
H

ealth 
tools 

for 
IPV

 
prevention 

are 
especially acceptable in health-
care settings, on m

obile phone 
platform

s, or w
hen connecting 

victim
s to health care. D

espite 
enthusiasm

 
in 

pilot 
projects, 

evidence for e"
cacy com

pared 
to conventional IPV

 prevention 
approaches is lim

ited. A
 m

ajor 
strength of m

H
ealth IPV

 pre-
vention 

program
m

ing 
is 

the 
ability to tailor interventions to 
individual victim

 needs w
ithout 

extensive hum
an resource ex-

penditure by providers.” (pg. 
1). In general, m

H
ealth inter-

ventions 
are 

acceptable 
and 

feasible in term
s of ensuring 

anonym
ity, easy access to re-

sources and ability to provide 
personalized service.

T
he authors used equity lenses 

to assess their findings. T
hey 

reported that interventions that 
w

ere 
“victim

 
oriented” 

w
as 

focused 
only 

on 
w

om
en 

(no 
other genders included), 77%

 
of the interventions indicated 
they w

ere exclusively delivered 
in English and only one w

as de-
livered in Spanish. T

hree stud-
ies included pregnant w

om
en, 

and three considered cultural 
adaptation 

for 
the 

included 
m

inority 
w

om
en. 

O
ne 

study 
w

as from
 low

-incom
e country 

(C
am

bodia).

T
he 

authors 
indicated 

that 
barriers w

ere not clearly de-
scribed in the included studies. 
H

ow
ever, they highlight “unac-

ceptable platform
s, especially if 

participants have to dow
nload 

softw
are or learn how

 to use 
new

 
hardw

are” 
(pg. 

10) 
are 

potential 
barriers 

to 
im

ple-
m

enting m
H

ealth. T
hat being 

said, dropout rates in m
H

ealth 
interventions 

are 
low

er 
than 

in-person 
interventions. 

T
his 

w
as 

explained 
as 

people 
are 

m
ore com

fortable to disclose 
their 

circum
stances 

virtually 
better than in-person.

Appendix B: Extraction Table for Rapid Review
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Author(s)
Date of
Publication

Title
Type of
Publication

Population Studied 
and Country

Setting (e.g., Prim
ary 

Care, Com
m

unity)
Virtual Care
Intervention/Technology
Im

plem
ented

to Address
Dom

estic
Violence and/or
Intim

ate Partner
Violence

O
utcom

es M
easured and

Results (w
hat do the authors

include about the
a) acceptability,
b) feasibility, and 
c) e!

ectiveness of the 
intervention)

Equity Considerations (i.e., 
gender-responsive
approaches to traum

a, 
subpopulation
di!

erences;
inclusion of vulnerable
population groups)

Challenges or Barriers to
Im

plem
enting Virtual Care

to Address Dom
estic

Violence

Bloom
, G

lass, 
C

ase, W
right, 

N
olte &

 Parsons

2014
Feasibility 
of an O

nline 
Safety Planning 
Intervention for 
R

ural and U
rban 

Pregnant A
bused 

W
om

en

Evaluation Study
Pregnant 

m
others 

at 
risk of D

V
 in rural and 

urban area

C
om

m
unity

T
he researchers used and eval-

uated a tailored version of the 
Internet-based 

safety 
decision 

aid. T
his tool w

as initially de-
veloped w

ith input from
 IPV

 
survivors, 

dom
estic 

violence 
advocates, 

and 
IPV

 
experts. 

T
his tool provides personalized 

“safety plan, including assess-
m

ent of w
om

en’s safety behav-
iors, a priority-setting activity, 
and risk assessm

ent” (pg. 2).

T
he program

 w
as m

ore accessi-
ble to urban m

others com
pared 

to rural. T
he authors attribute 

this to “isolation and/or con-
cerns about privacy, anonym

i-
ty, or confidentiality m

ay also 
have increased rural w

om
en’s 

reluctance to identify friends or 
fam

ily as safe contacts or to use 
less private options, such as a 
com

puter at a fam
ily m

em
ber’s 

or friend’s house, library, or 
a 

public 
health 

departm
ent” 

(pg. 7).

T
he study focused on vulnera-

ble population (pregnant m
oth-

ers, 
rural 

pregnant 
m

others). 
T

he tool also includes a feature 
that is specific for m

others in 
sam

e sex relationships. H
ow

-
ever, the authors also highlight 
that this tool is not accessible 
to w

om
en w

ho are not com
-

puter literate or lack Internet 
or safe com

puter access, and 
those w

ho do not know
 En-

glish. 
T

hat 
being 

said, 
such 

tools could also be “attractive 
to w

om
en of color is critically 

im
portant, given that abused 

pregnant racial m
inorities are 

less likely to access help from
 

the form
al system

s w
here they 

m
ight receive safety planning” 

(pg. 8).

Barrier in accessibility in term
s 

of access to internet or devices 
(com

puter, m
obile).

Brignone &
 

Edleson
2019

T
he D

ating 
and D

om
estic 

V
iolence 

A
pp R

ubric: 
Synthesizing 
C

linical Best 
Practices and 
D

igital H
ealth 

A
pp Standards 

for R
elationship 

V
iolence Preven-

tion Sm
artphone 

A
pps

Evaluation Study
N

/A
N

/A
T

his review
 specifically assessed 

sm
artphone apps for dating and 

dom
estic violence. In general, 

the authors indicate that there 
is im

portant requirem
ent for an 

app to be eligible to serve D
V

 
population the: the app’s ability 
to address the safety of users 
(e.g. put into consideration that 
the perpetrator m

ay have access 
to 

the 
victim

’s 
sm

artphone). 
T

he authors rated all the in-
cluded 

apps 
as 

low
-quality, 

m
iddle quality and high-quality 

in term
s of perform

ance as apps 
and their perform

ance as inter-
ventions for dating and D

V.

T
he authors indicated that m

ost of 
the apps included in the study w

ere 
di"

cult to find on A
pp store reducing 

their visibility and accessibility. A
lso, 

m
any of the apps have lim

ited scope 
(target), i.e. fem

ale victim
s w

ith m
ale 

perpetrator. In term
s of A

pp e"
cacy, 

the authors highlight “because sm
art-

phone apps do not undergo a form
al 

vetting 
process 

before 
release, 

the 
health- 

or 
safety-related 

quality 
of 

their content is not guaranteed” (pg. 
8). A

pps that provide collaborative 
m

easures 
and 

that 
are 

interactive 
have better health benefits and are 
used m

ore frequently, thus are rated 
higher. Exam

ples of these apps are 
LifeFree, A

SK
, Y

outh Pages. O
n the 

other spectrum
, there are A

pps that 
w

ere 
not 

properly 
developed 

such 
as iH

ope and W
IC

 w
hich tend to be 

m
ore harm

ful to survivors by proving 
advice 

contrary 
to 

evidence-based 
practice. 

T
hese 

apps 
include 

“vic-
tim

-blam
ing 

language 
and 

recom
-

m
endations to seek couples counsel-

ing or anger m
anagem

ent” (pg. 9). 
T

herefore, 
the 

authors 
recom

m
end 

that “app consum
ers, especially those 

recom
m

ending apps to other poten-
tial users, m

ust be m
eticulous about 

w
hich apps they recom

m
end” (pg. 9). 

In term
s of A

pp security, som
e app 

features such as push notifications, 
and G

PS can put victim
s at higher risk 

because the perpetrator can track, ac-
cess, or view

 the lock screen of the 
victim

’s phone. “For this reason, app 
features such as passw

ords, hidden 
panels, no-cost accessibility and the 
user’s ability to disable push notifica-
tions, location access, and other fea-
tures are critically im

portant” (pg. 9).

T
he authors highlighted gen-

der-gap 
in 

interventions 
cur-

rently 
available 

through 
an 

app 
(fem

ale 
victim

 
focused). 

A
dditionally, 

they 
addressed 

the 
issue 

of 
applicability 

of 
intervention content based on 
the di!erent contexts of users. 
In this case, apps such as C

ircle 
of 6 and C

ircle of 6 U
, LiveFree 

and Y
outh Pages w

ere identi-
fied as being m

indful of “their 
users, their users’ context, the 
desired outcom

es of the inter-
vention 

and 
the 

appropriate-
ness of their theory of change 
to an app-based platform

” (pg. 
10).

U
ser 

attrition 
w

as 
identified 

as 
a 

potential challenge to im
plem

enting 
app-based 

D
V

 
interventions. 

T
he 

authors state, “app-based and oth-
er 

eH
ealth 

interventions 
are 

likely 
to be m

ost e!ective w
hen used to 

supplem
ent or facilitate (rather than 

replace) professional care, a concept 
know

n as supportive accountability” 
(pg. 8). In term

s of technical quality, 
the authors state, “sm

artphone indus-
try norm

s predict regular hardw
are 

updates and frequent softw
are up-

dates; these m
ay change the display of 

user interfaces program
m

ed prior to 
the update and the nature of interfac-
es w

ith w
hich users expect to interact. 

A
s a result, apps that are not regularly 

updated m
ay experience flaw

s in their 
display and outdated interfaces that 
m

ay no longer be natural to users. 
T

hese issues a!ect apps (such as D
ai-

sy and O
ver the Line) that in all other 

w
ays are considered high quality by 

this review
” (pg. 9). A

lso, m
ost apps 

do not store user data w
ith adequate 

security provisions, w
hich is poten-

tially harm
ful to the users.



30

Author(s)
Date of
Publication

Title
Type of
Publication

Population Studied 
and Country

Setting (e.g., Prim
ary 

Care, Com
m

unity)
Virtual Care
Intervention/Technology
Im

plem
ented

to Address
Dom

estic
Violence and/or
Intim

ate Partner
Violence

O
utcom

es M
easured and

Results (w
hat do the authors

include about the
a) acceptability,
b) feasibility, and 
c) e!

ectiveness of the 
intervention)

Equity Considerations (i.e., 
gender-responsive
approaches to traum

a, 
subpopulation
di!

erences;
inclusion of vulnerable
population groups)

Challenges or Barriers to
Im

plem
enting Virtual Care

to Address Dom
estic

Violence

C
onstantino,

Braxter, R
en,

Burroughs,
D

osw
ell,

W
u, ... &

G
reene

2015
C

om
paring 

O
nline w

ith 
Face-to-Face 
H

ELPP Interven-
tion in W

om
en 

Experiencing 
Intim

ate Partner 
V

iolence

R
C

T
Fem

ale survivors of IPV
 

(w
ho are not living w

ith 
perpetrator) 

in 
Pitts-

burgh, 
Pennsylvania, 

U
SA

Participant H
om

e
(com

puter)
T

he 
intervention 

group 
re-

ceived 
online 

version 
of 

the 
H

ELPP (H
ealth, Education on 

Safety, and Legal Support and 
R

esources 
in 

IPV
 

Participant 
Preferred) intervention. T

he in-
tervention consisted of six m

od-
ules: 

(1) 
Personal 

T
houghts, 

Em
otions, and Behavior; (2) In-

terpersonal 
R

elationships 
and 

H
ealing in Telling; (3) H

ealth in 
H

ELPP; (4) Education on Safe-
ty in H

ELPP; (5) Legal M
atters 

in H
ELPP; and (6) C

om
m

unity 
and the A

-B-C
s of Em

pow
er-

m
ent. T

hese m
odels w

ere deliv-
ered through em

ail w
eekly.

T
he researchers used the W

H
O

 
ecological 

m
odel 

to 
assess 

research outcom
e. A

t the per-
sonal level they m

easured for 
anxiety and depression; at the 
interpersonal 

level 
they 

m
ea-

sured for anger and personal 
support; and at the com

m
unity 

level 
they 

m
easured 

for 
so-

cial support and em
ploym

ent. 
“T

he H
ELPP intervention (1) 

decreased anxiety, depression, 
anger, and (2) increased per-
sonal 

and 
social 

support 
in 

the O
nline group. T

he H
ELPP 

inform
ation 

and 
intervention 

w
as show

n to be feasible, ac-
ceptable, and e!ective am

ong 
IPV

 survivors com
pared w

ith 
participants 

in 
the 

[control] 
group” (pg. 430).

T
he researchers enrolled only 

fem
ale survivors (45%

 A
sian, 

32%
 W

hite, and 23%
 Black). 

A
ll survivors had protection or-

der against their perpetrators. 
T

he survivors had to speak and 
read English and ow

n a com
-

puter w
ith internet connection 

to be able to participate in this 
study. T

hus, it m
ay not have 

been accessible to people from
 

low
er socioeconom

ic status or 
those w

ith language barrier

T
he 

authors 
did 

not 
discuss 

challenges or barriers to im
-

plem
entation; 

how
ever, 

they 
identified som

e lim
itations of 

the 
study 

w
hich 

include: 
(1) 

due to the short duration of 
the intervention (6 w

ks.) they 
could not be sure how

 sustain-
able 

the 
outcom

es 
could 

be; 
and (2) they indicate having a 
follow

-up w
ould have provided 

better 
understanding 

of 
how

 
long the outcom

es could last.

El M
orr &

Layal
2020

E!ectiveness 
of IC

T-based 
intim

ate 
partner violence 
interventions: 
a system

atic 
review

System
atic

R
eview

W
om

en 
w

ho 
experi-

enced 
intim

ate 
partner 

violence 
or 

dom
estic 

violence. 
M

ajority 
of 

studies w
ere from

 U
SA

 
(n=20) 

follow
ed 

by 
C

anada 
(n=3), 

N
ew

 
Z

ealand (n=1) and A
us-

tralia (n=1)

“D
i!erent setting (com

-
prim

ary care clinic, hos-
pital, 

university, 
social 

servicesd 
legal 

ervices 
facilities)”

T
hese 

researchers 
review

ed 
studies that used Inform

ation 
and C

om
m

unication Technolo-
gies (IC

T
) to provide care and 

services to w
om

en experiencing 
IPV

 or D
V. T

hey included all 
types of potential interventions 
(aw

areness, screening, preven-
tion, m

ental health treatm
ent). 

Six of the 25 included studies 
used 

online 
tools 

to 
address 

the 
m

ental 
health 

of 
w

om
en 

experiencing IPV
 or D

V. W
ithin 

these studies five studies m
ea-

sured depression, three studies 
m

easured 
anxiety 

and 
tw

o 
m

easured stress. O
ne study in 

particular addressed the treat-
m

ent 
of 

IPV-related 
traum

a 
through 

video 
conferencing, 

and m
easured PT

SD
 outcom

es 
(N

ote this study is already in-
cluded in our analysis: H

assija 
and G

ray). T
he other type of 

studies included are those that 
provide em

pow
erm

ent and sup-
port for w

om
en such as self-ef-

ficacy and safety decision aids 
(n=3). T

hese studies focused on 
w

om
en creating a safety and/

or action plan in the event of 
a future partner abuse incident 
and tw

o of them
 also provided 

additional local resources.

T
he researchers used the W

H
O

 
ecological 

m
odel 

to 
assess 

research outcom
e. A

t the per-
sonal level they m

easured for 
anxiety and depression; at the 
interpersonal 

level 
they 

m
ea-

sured for anger and personal 
support; and at the com

m
unity 

level 
they 

m
easured 

for 
so-

cial support and em
ploym

ent. 
“T

he H
ELPP intervention (1) 

decreased anxiety, depression, 
anger, and (2) increased per-
sonal 

and 
social 

support 
in 

the O
nline group. T

he H
ELPP 

inform
ation 

and 
intervention 

w
as show

n to be feasible, ac-
ceptable, and e!ective am

ong 
IPV

 survivors com
pared w

ith 
participants 

in 
the 

[control] 
group” (pg. 430).

T
his review

 focused on w
om

-
en 

experiencing 
D

V
 

or 
IPV, 

thus w
as not inclusive of all 

genders. 
T

his 
review

 
focused 

on w
om

en experiencing D
V

 or 
IPV, thus w

as not inclusive of 
all genders. T

he authors also 
highlight that given the devices 
required for the interventions 
(i.e. com

puter, tablets, phones) 
are costly for som

e individuals, 
these interventions m

ay not be 
inclusive of those w

ith low
er-

socioeconom
ic statuses. A

ddi-
tionally, they indicated given 
using these interventions w

ould 
also require basic know

ledge of 
technology, it m

ay not be inclu-
sive of those w

ithout basic IT
 

literacy. In term
s of diversity of 

the included participants, the 
authors claim

 that im
m

igrant 
and 

Indigenous 
w

om
en 

w
ere 

not included in these studies. 
T

he 
authors 

also 
note 

that 
w

om
en w

ith disabilities w
ere 

not included in these studies, 
and 

m
inim

al 
literature 

w
as 

available on IC
T

 intervention 
accessibility for the population.

T
he authors highlight this as an 

actual lim
itation of the includ-

ed studies. T
hey indicate that 

studies do not discuss challeng-
es and barriers to im

plem
ent-

ing IC
T. T

he authors, how
ever, 

bring up an im
portant point 

regarding 
safety 

and 
ethics. 

T
hey state, “Ethical challenges 

related to the safety of w
om

en 
increase w

hen w
om

en are shar-
ing cell/sm

art phones w
ith per-

petrators; in such contexts spe-
cial considerations should be 
taken care of, including “safety 
by design” [109].” (Pg. 8) 
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Publication

Population Studied 
and Country

Setting (e.g., Prim
ary 

Care, Com
m

unity)
Virtual Care
Intervention/Technology
Im

plem
ented

to Address
Dom

estic
Violence and/or
Intim

ate Partner
Violence

O
utcom

es M
easured and

Results (w
hat do the authors

include about the
a) acceptability,
b) feasibility, and 
c) e!

ectiveness of the 
intervention)

Equity Considerations (i.e., 
gender-responsive
approaches to traum

a, 
subpopulation
di!

erences;
inclusion of vulnerable
population groups)

Challenges or Barriers to
Im

plem
enting Virtual Care

to Address Dom
estic

Violence

H
assija &

G
ray

2011
T

he E!ectiveness 
and Feasibility of 
V

ideoconferenc-
ing Technology 
to Provide 
Evidence-based 
Treatm

ent to 
R

ural D
om

estic 
V

iolence and 
Sexual A

ssault 
Populations

Prim
ary

R
esearch

R
ural survivors of do-

m
estic violence and sex-

ual assault in W
yom

ing 
U

SA

R
ural dom

estic violence 
and rape crisis centers 
(W

yom
ing Traum

a Tele-
health Treatm

ent C
linic 

(W
T

T
T

C
))

Fem
ale 

survivors 
(n=15) 

of 
dom

estic 
violence 

and 
sexual 

assault w
ere given four sessions 

of traum
afocused treatm

ent us-
ing rem

ote videoconferencing

T
he authors indicate that the 

provision 
of 

traum
a-focused 

treatm
ent to D

V
 and SA

 survi-
vors is e!ective and acceptable 
because the survivors’ show

ed 
“large reductions on m

easures 
of PT

SD
 and depression sym

p-
tom

 
severity 

follow
ing 

treat-
m

ent 
via 

videoconferencing” 
(pg. 1). A

lso, the participants 
reported “high degree of satis-
faction w

ith video conferencing 
adm

inistered services” (pg. 1).

Participants in this study w
ere 

all fem
ale and 80%

 w
ere w

hite 
residing in rural W

yom
ing. A

d-
ditional inform

ation on their 
socioeconom

ic, education, em
-

ploym
ent, etc. status w

as not 
provided. T

hus, it is not clear 
if an equity lens w

as applied in 
delivering the traum

a-focused 
treatm

ent.

T
he 

authors 
did 

not 
specifi-

cally 
discuss 

im
plem

entation 
barriers; 

how
ever, 

they 
w

ere 
only able to enroll 15/39 par-
ticipants 

into 
the 

full 
study 

because “clients [w
ere] unable 

to 
com

m
it 

to 
an 

extended 
course of therapy by virtue of 
relocation, 

unyielding 
w

ork 
schedules, etc.” (pg. 3). W

hich 
could be considered as a chal-
lenge w

hen providing such care 
to 

rural 
residents. 

A
lso, 

the 
authors highlight that virtual 
delivery 

of 
traum

a 
focused 

treatm
ent m

ay not be safe for 
suicidal 

survivors 
because 

of 
“unclear 

ability 
to 

m
anage 

such crises distally” (pg. 5).

H
egarty, Tarzia, 

V
alpied, M

urray, 
H

um
phreys, 

Taft, ... &
 G

lass

2019
A

n online 
healthy relation-
ship tool and 
safety decision 
aid for w

om
en 

experienc-
ing intim

ate 
partner violence 
(ID

EC
ID

E): a 
random

ized 
controlled trial

R
C

T
W

om
en (16-50 yrs. old) 

in 
IPV

 
relationships, 

w
ith 

safe 
access 

to 
com

puter/internet 
and 

understood 
English. 

In 
A

ustralia

W
herever 

participants 
could find safe access to
com

puter/internet

O
nline interactive healthy re-

lationship tool and safety deci-
sion aid (I-D

EC
ID

E)

“T
he intervention w

ebsite consisted 
of m

odules on healthy relationships, 
abuse 

and 
safety, 

and 
relationship 

priority setting, and a tailored action 
plan. T

he control w
ebsite w

as a static 
intim

ate partner violence inform
ation 

w
ebsite” (pg. 301). T

he hypothesized 
outcom

e w
as that the I-D

EC
ID

E pro-
gram

 w
ould increase self-e"

cacy and 
im

prove depression, fear, and helpful 
actions. H

ow
ever, results show

 that 
the intervention w

as not e!ective in 
com

parison w
ith the control group. 

T
hat 

being 
said, 

the 
participants 

in both study arm
s im

proved their 
scores 

for 
selfe"

cacy, 
depression, 

and fear of partner over tim
e and had 

better perceptions of support. T
he au-

thors state, “evidence to date suggests 
that in the general population, online 
interactive intim

ate partner violence 
interventions are no m

ore e!ective 
than static intim

ate partner violence 
w

ebsites 
in 

reducing 
w

om
en’s 

ex-
posure to violence or victim

ization, 
im

proving m
ental health sym

ptom
s, 

or strengthening selfe"
cacy. H

ow
ev-

er, these interventions are acceptable 
to w

om
en and can be safely used. 

T
here is a sm

all am
ount of evidence 

that online decision aids can reduce 
decisional 

conflict, 
but 

how
 

useful 
this outcom

e is for w
om

en rem
ains 

to 
be 

elucidated. 
Further 

research 
is urgently needed into m

eaningful 
outcom

es 
and 

helpful 
com

ponents 
in online intim

ate partner violence 
trials” (pg. 302).

T
his intervention did not apply 

equity lens to enrolling partic-
ipants, 

the 
participants 

w
ere 

w
om

en, 
w

ith 
access 

to 
safe 

com
puter and/or internet, and 

understood English.

C
hallenges 

and 
barriers 

to 
im

plem
entation w

ere not dis-
cussed.
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Publication

Title
Type of
Publication
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and Country

Setting (e.g., Prim
ary 

Care, Com
m

unity)
Virtual Care
Intervention/Technology
Im

plem
ented

to Address
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estic
Violence and/or
Intim

ate Partner
Violence

O
utcom

es M
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di!

erences;
inclusion of vulnerable
population groups)

Challenges or Barriers to
Im

plem
enting Virtual Care

to Address Dom
estic

Violence

H
ill, Z

achor,
Jones, Talis, 
Z

elazny &
 

M
iller

2019
Traum

a-In-
form

ed Person-
alized Scripts to 
A

ddress Partner 
V

iolence and R
e-

productive C
oer-

cion: Prelim
inary 

Findings from
 an 

Im
plem

entation 
R

andom
ized 

C
ontrolled Trial 1 

R
C

T
English-speaking 

fe-
m

ales, 
ages 

16–29 
years) in C

hicago, Illi-
noia, U

SA

Fam
ily Practice clinic

T
he virtual care w

as provided 
using an interactive app that 
facilitated 

discussion 
betw

een 
provider 

and 
client. 

Study 
participants 

w
ere 

random
ized 

either into a Traum
a- Inform

ed 
Personalized 

Scripts 
(T

IPS)-
Plus or T

IPSBasic. Both study 
arm

s received an app prom
pt-

ed 
tailored 

provider 
scripts, 

and 
those 

in 
the 

(T
IPS)-Plus 

received 
psycho 

educational 
m

essages in addition. T
he app 

random
ized 

individual 
partic-

ipant either study arm
, “then 

presented questions about the 
patient’s 

sexual/reproductive 
health 

and 
experiences 

w
ith 

IPV
 

and 
R

C
; 

her 
responses 

triggered a series of specialized 
scripts. 

T
hese 

scripts 
w

ould 
prom

pt the provider to discuss 
specific 

topics, 
such 

as 
fear, 

safety, harm
 reduction strate-

gies, 
and 

universal 
education 

about IPV
/R

C
, w

ithout neces-
sitating 

disclosure 
during 

the 
visit; only the scripts, not the 
patient’s 

specific 
responses, 

w
ere show

n to the provider. Pa-
tients assigned to T

IPSPlus also 
received 

psychoeducational 
feedback on healthy/unhealthy 
relationships 

w
hile 

answ
ering 

questions on the tablet-based 
app. T

he m
essages w

ere em
bed-

ded into the app and tailored to 
their responses” (pg. 2).

To be clear this study aim
ed to 

assess the e!ectiveness of the 
app 

in 
prom

pting 
discussion 

betw
een provider and client on 

sensitive topics such as IPV. In 
that sense, the researchers did 
not find statistically significant 
di!erence in disclosure of IPV

 
by participants in either study 
arm

. T
hey indicate, “the lack 

of 
significant 

findings 
points 

to 
the 

extraordinary 
barriers 

patients have to overcom
e to 

initiate 
a 

conversation 
about 

harm
ful 

partner 
behaviors, 

including fear of judgm
ent by 

providers, 
fear 

of 
retribution 

by a partner, and societal stig-
m

a m
ore generally” (pg. 870). 

H
ow

ever, they note that their 
research can contribute to “the 
larger evidence base on how

 to 
utilize apps to provide patients 
w

ith 
personalized, 

tailored, 
health 

education 
m

essages” 
(pg. 872).

Participants w
ere all young fe-

m
ale (16 - 29 years old); 70%

 
w

ere w
hite and all spoke En-

glish.

Barriers 
and 

challenges 
w

ith 
im

plem
entation w

ere not dis-
cussed
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Publication
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Type of
Publication
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and Country

Setting (e.g., Prim
ary 

Care, Com
m

unity)
Virtual Care
Intervention/Technology
Im

plem
ented

to Address
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estic
Violence and/or
Intim

ate Partner
Violence

O
utcom

es M
easured and

Results (w
hat do the authors

include about the
a) acceptability,
b) feasibility, and 
c) e!

ectiveness of the 
intervention)

Equity Considerations (i.e., 
gender-responsive
approaches to traum

a, 
subpopulation
di!

erences;
inclusion of vulnerable
population groups)

Challenges or Barriers to
Im

plem
enting Virtual Care

to Address Dom
estic

Violence

Jones, Shealy, 
R

eid-Q
uiñones,

M
oreland, D

a-
vidson, López, ... 
&

 de A
rellano

2014
G

uidelines for 
Establishing 
a Telem

ental 
H

ealth Program
 

to Provide 
Evidence-based 
T

herapy for 
Traum

a-Exposed 
C

hildren and 
Fam

ilies

O
ther

Y
outh and Fam

ilies ex-
posed to traum

a, South 
C

arolina, U
SA

N
ot 

specifically 
dis-

cussed, but this paper is 
m

ore focused on provid-
ing guidelines for how

 
to setup evidence-based 
traum

a-focused 
tele-

m
ental health.

G
uidelines 

on 
how

 
to 

setup, 
use and deliver traum

a focused, 
cognitive-behavioral 

therapy 
(T

FC
BT

) via telem
ental health 

videoconferencing 
technology 

through an existing com
m

unity 
outreach program

 is discussed 
in this paper.

T
here 

is 
no 

discussion 
of 

out-
com

es because this is a guideline. 
H

ow
ever, it m

ay be im
portant to 

include 
here 

the 
recom

m
ended 

guidelines and the background of 
the com

m
unity outreach program

 
that participated in this program

 
developm

ent and delivery. “T
he 

C
om

m
unity 

O
utreach 

Program
- 

Esperanza (C
O

PE) is a com
m

uni-
ty-based program

 in South C
aro-

lina that provides evidence-based, 
traum

a-focused assessm
ent, thera-

peutic interventions, and referral 
for youth ages 4–18 and fam

ilies 
w

ho have experienced a range of 
traum

atic events” (pg. 3). C
O

PE 
serves 

a 
range 

of 
underserved 

com
m

unities, 
how

ever, 
w

as 
not 

able to reach som
e fam

ilies w
ho 

live far from
 the center. T

herefore, 
they introduced encrypted, con-
fidential 

videoconferencing 
tech-

nology to serve m
ore people in 

need. Based on the experience of 
C

O
PE in delivering rem

ote trau-
m

a focused care, the authors pro-
vided the follow

ing guidelines for 
setting up telehealth services: (1) 
M

ake sure to establish and/or uti-
lize partnership w

ith com
m

unities 
in need; (2) Ensure to have a clear 
understanding of all expectations 
from

 all parties of the partnership; 
(3) Ensure to have the necessary 
technological and equipm

ent set-
up; (4) Ensure to have the neces-
sary videoconferencing softw

are; 
(5) “T

he physical space of the sat-
ellite clinic in w

hich services are 
conducted should m

im
ic a therapy 

room
 as m

uch as possible” (pg. 
8); (6) Setup a clinical adm

inis-
tration system

 w
here referrals are 

processed or have a plan how
 re-

ferrals and other adm
in related is-

sues are processed; (7) K
now

 how
 

to cover startup costs (govt fund, 
grants, etc.) and how

 service re-
im

bursem
ents w

ork in your state 
(province); (8) T

herapists should 
do the necessary preparations and 
possible m

odifications to deliver 
the treatm

ent virtually; (9) Ensure 
the content is culturally-relevant 
to target population.

C
O

PE the com
m

unity agency 
that provided the virtual care 
focuses its services to under-
served 

populations 
(ethnic 

m
inorities, individuals residing 

in rural/rem
ote areas, and eco-

nom
ically disadvantaged popu-

lations). T
his agency “attem

pts 
to address cultural barriers by 
o!ering 

culturally-m
odified, 

evidence-based 
traum

a 
treat-

m
ents, led by bilingual/bicul-

tural 
clinicians, 

for 
H

ispanic 
children and fam

ilies” (pg. 4). 
T

he authors also cite the lit-
erature to recom

m
end “clini-

cians be aw
are of the fam

ily’s 
view

s of traum
a and potential 

cultural constructs, such as ac-
culturation and ethnic identity, 
w

hich m
ay im

pact the treat-
m

ent process.” (pg. 4).

C
hallenges and barriers w

ere 
not discussed because this w

as 
not an im

plem
entation study.
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O
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erences;
inclusion of vulnerable
population groups)

Challenges or Barriers to
Im
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Violence

M
cFarlane, 

M
alecha, G

ist,
W

atson, Batten, 
H

all &
Sm

ith

2004
Increasing the 
safety-prom

oting 
behaviors of 
abused w

om
en

R
C

T
English 

or 
Spanish 

speaking 
w

om
en 

that 
qualified 

for 
a 

protec-
tion 

order 
against 

a 
partner. Texas, U

SA
.

W
herever 

participants 
could find safe access to 
a phone

Safety-prom
oting 

behaviour 
checklist 

provided 
over 

the 
course of 6 phone calls, w

ith 
follow

up calls at 3, 6, 12, and 
18 m

onths post-intervention.

T
he authors state that the inter-

vention w
as e"

cacious in that 
the num

ber of safety prom
ot-

ing behaviours in the treatm
ent 

group w
as greater than in the 

control group, an e!ect w
hich 

w
as 

consistent 
throughout 

the duration of the study. T
he 

participants 
in 

the 
treatm

ent 
group also increased the num

-
ber of safety-prom

oting behav-
iors that they perform

ed, and 
the behaviors rem

ained stable 
through the study.

T
he 

behaviour 
checklist 

w
as 

provided in both English and 
Spanish, 

and 
A

frican 
A

m
eri-

can, Latino, and W
hite partic-

ipants w
ere fairly evenly repre-

sented across both control and 
treatm

ent groups

C
hallenges and barriers w

ere 
not discussed

M
oeini

2004
D

evelopm
ent 

and Evaluation 
of  aM

obile- 
based W

eighted 
W

ellbeing Scor-
ing Function For 
Traum

a A
!ected 

C
om

m
unities

D
issertation

English-speaking partic-
ipants residing in Pitts-
burgh, 

Pennsylvania, 
U

SA

Free H
ealth C

enter
T

his is a dissertation w
ith m

ul-
tiple phases and lots of techni-
cal steps (app design, develop-
m

ent and application). For the 
purposes 

of 
our 

project, 
w

e 
w

ill extract data related to the 
Traum

a 
focused 

intervention 
delivered through an app. T

he 
author tailored and evaluated 
an 

app-based 
traum

a-focused 
intervention specifically for the 
needs of com

m
unities in w

hich 
traum

a and violence.

T
he author m

ainly m
easured 

the e"
cacy of the app by test-

ing the usability and user sat-
isfaction, and the participants 
rated 

the 
final 

product 
w

ith 
high satisfaction. T

he author 
concludes that “has helped to 
initiate projects w

hich w
ill help 

to address the area of TA
C

s 
w

ith novel im
plem

entations of 
various 

m
obile 

based 
tools” 

(pg. 93).

A
ll participants spoke English; 

thus language barrier w
as not 

addressed. 
T

he 
participants 

w
ere 

representative 
of 

m
ale 

and fem
ale genders, of various 

age group (18 - over 55), w
ith 

various 
levels 

of 
education 

(G
ED

 to PhD
). A

ll participants 
ow

ned a sm
art phone and 88%

 
use it daily.

Barriers 
and 

challenges 
w

ith 
im

plem
entation w

ere not dis-
cussed because this study w

as 
only in the prototype phase. 
It w

as not im
plem

ented in a 
com

m
unity or other setting for 

larger use.

M
oring, D

on-
danville , Fina,
H

assija, C
hard,

M
onson et al.

2020
C

ognitive Pro-
cessing T

herapy 
for Posttraum

at-
ic Stress D

isorder 
via Telehealth: 
Practical C

onsid-
erations D

uring 
the C

O
V

ID
-19 

Pandem
ic

N
arrative or

Literature
R

eview

N
/A

N
/A

In this paper, the authors specif-
ically discuss the utilization of 
telehealth in providing therapy. 
T

hey define telehealth as “be-
havioral health services that are 
delivered 

via 
com

m
unication 

technologies, such as telephone 
and 

clinical 
video 

teleconfer-
encing” (pg. 2). T

he focus of 
this paper is the use of video 
conferencing.

T
he authors indicate that the ef-

fectiveness of C
PT

 stays consistent 
w

ith in-person delivery w
hen it is 

provided through telehealth. T
his 

m
ethod w

as specifically tested for 
e!ectiveness 

and 
feasibility 

on 
D

V
 and sexual assault survivors 

(n=15) 
in 

2011, 
results 

of 
this 

uncontrolled 
R

C
T

 
indicate 

that 
C

PT
 delivered through telehealth 

w
as able to reduce sym

ptom
s of 

PT
SD

 and depression in the survi-
vors of D

V
 and SA

. T
he authors 

conclude 
“the 

existing 
research 

show
s that telehealth can be used 

e!ectively to deliver C
PT

 to a di-
verse range of traum

a survivors” 
(pg. 3). H

ow
ever, for the current 

C
ovid-19 

context, 
they 

provide 
specific guidelines on how

 to im
-

plem
ent 

C
PT

 
via 

telehealth. 
In 

term
s of acceptability, the authors 

indicate that evidence regarding 
acceptability of telehealth by cli-
ents is lim

ited, how
ever, com

pared 
to other m

odalities of delivering 
virtual care telephone care seem

s 
to be m

ore acceptable.

Equity considerations w
ere not 

discussed in detail this paper.
Som

e barriers to im
plem

enting 
telehealth include technological 
issues such as unstable or unre-
liable video stream

ing. Specific 
to C

PT
 how

ever, the authors 
highlight “telehealth can create 
other challenges due to factors 
that m

ay be apparent during an 
in-person visit that m

ay be easy 
to m

iss in telehealth sessions” 
(pg. 7).
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ary 

Care, Com
m
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Virtual Care
Intervention/Technology
Im

plem
ented

to Address
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Intim

ate Partner
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O
utcom

es M
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a) acceptability,
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c) e!
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gender-responsive
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di!

erences;
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Im

plem
enting Virtual Care

to Address Dom
estic

Violence

N
guyen-Fang,

Frazier,G
reer,

M
eredith, H

ow
-

ard &
 Paulsen

2016
Testing the 
e"

cacy of three 
brief w

eb-based 
interventions for 
reducing distress 
am

ong interper-
sonal violence 
survivors

R
C

T
U

ndergraduate students 
w

ith and w
ithout a his-

tory of IPV
 at a large 

M
idw

estern 
university, 

U
SA

W
herever 

participants 
access 

their 
personal 

com
puters

T
he authors developed 3 w

eb-
based 

interventions 
based 

on 
the concept of present control 
(PC

) to reduce perceived stress. 
T

he 
original 

PC
 

intervention 
w

as 
tested 

previously, 
and 

2 
new

 
versions 

w
ere 

developed 
and 

tested 
in 

com
parison. 

T
he 

original 
PC

 
intervention 

involved 
educational 

m
od-

ules describing areas in w
hich 

participants 
do 

and 
do 

not 
have 

control. 
T

he 
enhanced 

PC
 intervention has the sam

e 
m

odules as the original w
ith 

the addition of system
atic and 

detailed PC
 exercises. T

he PC
 

+ m
indfulness intervention also 

has 
the 

original 
PC

 
m

odules 
plus 

m
indfulness 

exercises 
to 

reduce rum
ination.

T
he e!ect of all 3 interventions 

on participants w
ith a history 

of IPV
 resulted in significant 

reductions in distress and per-
ceived stress m

easures. T
he en-

hanced PC
 intervention had the 

m
ost significant e!ect on out-

com
e m

easures for IPV
 partic-

ipants. T
he authors state that 

although the e!ect sizes w
ere 

in the sm
all to m

edium
 range, 

likely due 
to 

the 
num

ber 
of 

participants, all 3 interventions 
have show

n to be e"
cacious 

in 
reducing 

distress, 
stress, 

and w
orry in participants w

ith 
a 

history 
of 

IPV. 
T

his 
e!ect 

w
eaker for participants w

ith-
out a history of IPV.

T
he participants w

ere predom
i-

nantly fem
ale (63%

) and w
hite 

(79%
).

C
hallenges and barriers w

ere 
not discussed.

Paul, H
assija

&
 C

lapp
2012

Technological 
A

dvances in 
the Treatm

ent 
of Traum

a: A
 

R
eview

 of Prom
-

ising Practices

N
arrative or Lit-

erature R
eview

N
/A

N
/A

T
his paper provides overview

 
of the three m

ost com
m

on tech-
nologies that are used to pro-
vide traum

a focused treatm
ents

(videoconferencing, 
e-H

ealth, 
virtual reality) specifically for 
PT

SD
.

(1) 
V

ideoconferencing: 
T

he 
authors 

state, 
“em

pirical 
investigations 

of 
videoconferencing 

have 
generated 

initial support for the technology as 
a feasible and e!ective m

eans to pro-
vide psychological services to diverse 
client populations” (pg. 899) specific 
to traum

a focused care. T
hese include 

provision of Telepsychiatry, Individual 
Psychotherapy and G

roup- Based Psy-
chotherapy. T

he authors add, studies 
indicate 

that 
videoconferences 

are 
acceptable by clients and have sam

e 
retention rate as in person treatm

ent. 
T

hese studies are focused on delivery 
of videoconferencing in rem

ote com
-

m
unities. (2) e-H

ealth: the fact that 
80%

 of population in U
SA

 have access 
to Internet and search for health-re-
lated inform

ation online, the authors 
assum

e that e-H
ealth is an e!ective 

approach to also delivering traum
a-fo-

cused treatm
ents for people su!ering 

w
ith PT

SD
. T

hey add, e-H
ealth in-

terventions have been show
n to be 

e!ective w
ith respect to sym

ptom
 re-

duction in R
C

Ts. (3) V
irtual R

eality: 
“appear acceptable to clinicians and 
patients, 

and 
evidence 

e!ectiveness 
in 

populations 
that 

are 
historically 

di"
cult to treat. T

he existing data are 
inconclusive as to w

hether V
R

assisted 
interventions provide additional bene-
fit beyond established exposure-based 
therapies 

for 
PT

SD
” 

(pg. 
912). 

A
dditionally, 

the 
authors 

highlight 
that virtual realities are supposed to 
supplem

ent 
not 

replace 
traditional 

approaches.

T
he authors state, “videocon-

ference technology a!ords not 
only 

convenience 
but 

also 
a 

m
eans 

to 
specialized 

m
ental 

health services for underserved 
and 

rural 
populations” 

(pg. 
903). Sim

ilarly, they indicate 
that e- H

ealth services can be 
used to provide treatm

ent to 
those w

ho w
ould not otherw

ise 
receive it. H

ow
ever, the authors 

do not consider other vulnera-
ble populations in their discus-
sion. 

A
lthough 

these 
services 

are possibly accessible to rural 
com

m
unities, they are not tak-

ing in to consideration cultural 
needs, language barrier, a!ord-
ability and access to internet by 
other 

underserved 
com

m
uni-

ties. T
he authors also support 

this 
concept 

by 
indicating, 

“further em
pirical evaluations 

are greatly needed in this area, 
including the use of broader, 
m

ore generalizable participant 
populations” (pg. 907).

In term
s of videoconferencing 

challenges w
ere m

entioned in 
regards to the im

pact of dis-
tal services on the therapeutic 
alliance, 

confidentiality, 
and 

patient safety, thus the authors 
recom

m
end adherence to ethi-

cal guidelines, conducting com
-

prehensive 
intake 

procedures 
to assure appropriateness for 
treatm

ent, 
and 

ensuring 
pa-

tients and providers access to 
on-site m

ental health providers 
and security sta! (pg. 903). A

d-
ditionally, technical issues w

ere 
m

entioned 
as 

possible 
chal-

lenges. In the case of e H
ealth, 

“m
any 

concerns 
have 

arisen 
about e-H

ealth, including lo-
gistical 

(e.g., 
attrition, 

under 
engagem

ent) and ethical (e.g., 
health disparities, user-identity 
assurance, privacy, crisis m

an-
agem

ent) issues” (pg. 907).
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Author(s)
Date of
Publication

Title
Type of
Publication

Population Studied 
and Country

Setting (e.g., Prim
ary 

Care, Com
m

unity)
Virtual Care
Intervention/Technology
Im

plem
ented

to Address
Dom

estic
Violence and/or
Intim

ate Partner
Violence

O
utcom

es M
easured and

Results (w
hat do the authors

include about the
a) acceptability,
b) feasibility, and 
c) e!

ectiveness of the 
intervention)

Equity Considerations (i.e., 
gender-responsive
approaches to traum

a, 
subpopulation
di!

erences;
inclusion of vulnerable
population groups)

Challenges or Barriers to
Im

plem
enting Virtual Care

to Address Dom
estic

Violence

R
agavan &

 
Bair-M

erritt
2020

T
hrive: A

 N
ovel 

H
ealth Edu-

cation M
obile 

A
pplication for 

M
others W

ho 
H

ave Experi-
enced Intim

ate 
Partner V

iolence

Evaluation
R

esearch
T

he 
researchers/app 

developers are based in 
the U

SA

N
ot discussed

T
his article describes “the de-

velopm
ent and form

ative eval-
uation of a traum

a-inform
ed, 

user-friendly Sm
artphone based 

m
obile application (app) to ad-

dress the unm
et health needs 

and im
prove the w

ell-being of 
m

others w
ho have experienced 

IPV. A
 m

ultidisciplinary team
 

of IPV
 experts developed the 

app (called T
hrive) in partner-

ship w
ith softw

are developers. 
T

hrive includes three sections: 
M

yself 
(m

aternal 
self-care, 

stress coping skills), M
y C

hild 
(stress signs in children, talking 
to children about IPV, m

other–
child 

dyadic 
com

m
unication), 

and 
M

y 
Life 

(hospital- 
and 

com
m

unity-based 
resources)” 

(pg. 160).

T
he app w

as evaluated through 
feedback from

 IPV
 survivors, 

social w
orkers, IPV

 advocates, 
and 

health 
care 

providers. 
T

hese users reported that the 
app is user friendly, inform

a-
tive, traum

a inform
ed, and a 

potential alternative to hand-
outs. Based on the initial feed-
back the authors indicate that 
the 

app 
is 

acceptable. 
Som

e 
survivors 

even 
indicated 

that 
the app could have been help-
ful for w

hen they w
ere in the 

abusive relationship. T
he app 

also includes som
e safety fea-

tures such as passw
ord protec-

tion, quick exit button and the 
nam

e and design of the app is 
not indicative of IPV

 support 
(disguised w

ell). H
ow

ever, the 
researchers plan to update the 
app 

(T
hrive) 

based 
on 

addi-
tional user feedback, dissem

i-
nate it to IPV

 survivors around 
the 

country 
and 

evaluate 
it 

using a longitudinal outcom
e 

evaluation. T
hus, they did not 

provide m
ore detail on its ef-

fectiveness and feasibility. T
he 

users also recom
m

ended that 
the app “be m

ore interactive, 
allow

ing users to create goals, 
talk w

ith other IPV
 survivors, 

and 
personalize 

the 
resource 

section. Participants also sug-
gested providing m

ultiple op-
tions for audio portions, so us-
ers can choose a voice they find 
m

ost calm
ing” (pg 161). T

his 
is potentially key inform

ation 
in term

s of know
ing w

hat IPV
 

survivors need from
 a virtually 

provided care.

T
he app w

as developed in col-
laboration w

ith key stakehold-
ers 

including 
IPV

 
survivors, 

these 
stakeholders 

requested 
that the app be “be tailored to 
the local com

m
unity, be rel-

evant for a diverse audience, 
and 

include 
m

ultiple 
m

edia 
types” (pg. 161) and thus the 
pilot app w

as designed per the 
requests 

and 
needs 

of 
these 

stakeholders. H
ow

ever, details 
of socio-cultural and socioeco-
nom

ic 
backgrounds 

of 
these 

stakeholders w
as not provided.

C
hallenges and barriers w

ere 
not discussed.
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Author(s)
Date of
Publication

Title
Type of
Publication

Population Studied 
and Country

Setting (e.g., Prim
ary 

Care, Com
m

unity)
Virtual Care
Intervention/Technology
Im

plem
ented

to Address
Dom

estic
Violence and/or
Intim

ate Partner
Violence

O
utcom

es M
easured and

Results (w
hat do the authors

include about the
a) acceptability,
b) feasibility, and 
c) e!

ectiveness of the 
intervention)

Equity Considerations (i.e., 
gender-responsive
approaches to traum

a, 
subpopulation
di!

erences;
inclusion of vulnerable
population groups)

Challenges or Barriers to
Im

plem
enting Virtual Care

to Address Dom
estic

Violence

R
em

pel, D
onelle,

H
all &

 R
odger

2019
Intim

ate partner 
violence: a 
review

 of online 
interventions

Scoping R
eview

T
his 

review
 

included 
studies conducted in the 
U

SA
; N

ew
 Z

ealand and 
C

anada. Target groups 
w

ere m
others and their 

children, 
pregnant 

w
om

en, 
rural 

w
om

en, 
and 

college 
students 

w
ho 

have 
experienced 

IPV
 

(currently 
experi-

encing 
IPV

 
and 

survi-
vors). Participants w

ho 
have access to internet

T
he setting w

as not spe-
cifically discussed, how

-
ever, given m

others w
ho 

have access to internet 
w

ere 
the 

participants 
in the study, it m

ust be 
com

m
unity setting.

Included 
studies 

focused 
on 

Sm
art phone A

pp -or com
put-

er-based decision support safe-
ty aids (please see additional 
notes for m

ore inform
ation on 

how
 the authors assessed and 

reported their findings). Specifi-
cally studies used the follow

ing 
form

s of intervention: 1. C
om

-
puterized 

safety 
decision 

aid 
(three studies); 2. O

nline Sur-
vey; 3. Em

ail interaction w
ith a 

nurse; 4. LEA
F: A

 privacy-con-
scious 

social 
netw

ork-based 
intervention tool for IPV

 sur-
vivors; 

5. 
Internet-based 

or 
app-based safety planning (tw

o 
studies); 

7. 
Traum

a-focused 
treatm

ent via videoconferences; 
8. C

onfidential online sessions; 
9. O

nline H
ELPP (H

ealth, Ed-
ucation on Safety, and Legal 
Support and R

esources in IPV
 

Participant Preferred) interven-
tion

T
he 

authors 
reported 

their 
re-

sults in term
s of the R

eclaim
ing 

Self theory Fram
ew

ork, w
hich is 

an im
portant fram

ew
ork but not 

relevant to our study. T
herefore, 

the outcom
es of each included in-

tervention w
ill be discussed here. 

(1) C
om

puterized safety decision 
aids w

ere described as useful and 
private 

by 
the 

participants. 
(2) 

T
he online survey does not seem

 
like an intervention because re-
searchers only collected data on 
frequency of IPV

 and aw
areness of 

victim
ization or perpetration be-

haviors. (3) Em
ail betw

een nurses 
and survivors included concepts of 
safety, job-, school-, health-, and 
parenting-related issues, and the 
authors indicate that such an ap-
proach is feasible and acceptable 
by survivors of IPV. (4) T

he find-
ings of LEA

F (A
 privacy-conscious 

social netw
ork-based intervention 

tool for IPV
 survivors) w

ere not 
discussed. (5) T

he internet-based 
safety planning intervention w

as 
considered 

safe 
and 

accessible 
(74%

 of participants com
pleted 

the 
sessions 

w
ith 

“no 
adverse 

events” 
(pg. 

7). 
(6) 

T
he 

app-
based safety planning intervention 
w

as 
considered 

acceptable, 
and 

feasible 
based 

on 
participants’ 

feedback. T
he app app provides 

personalized 
inform

ation 
about 

abusive dating relationships and 
appropriate resources in a private, 
safe, and nonjudgm

ental m
anner. 

(7) T
he evidence-based traum

a-fo-
cused treatm

ent w
as provided via 

videoconference to rural survivors 
of dom

estic violence and sexual 
assault. 

“Participants 
received 

at least four treatm
ent sessions) 

treatm
ent 

via 
videoconferenc-

ing-based 
technology 

at 
crisis 

centers.” (pg. 7). the delivery of 
treatm

ent 
via 

videoconferenc-
ing 

w
as 

considered 
e!ective 

in 
this study. (8) T

he online-based 
H

ELPP 
(H

ealth, 
Education 

on 
Safety, 

and 
Legal 

Support 
and 

R
esources in IPV

 Participant Pre-
ferred) intervention w

as e!ective 
in reducing anxiety and depres-
sion and increasing social support 
in survivors of IPV.

T
he included papers w

ere in-
clusive of rural residents, and 
pregnant 

m
others. 

H
ow

ever, 
although this level of assess-
m

ent m
ay not have been w

ithin 
the scope of this scoping re-
view

, the equity considerations 
in 

term
s 

of 
language-barrier, 

technological access, socioeco-
nom

ic barrier (unable to a!ord 
internet access, phones, com

-
puters) and cultural-relevance 
w

ere not discussed. A
lso, all 

the included studies are from
 

high-incom
e 

countries. 
T

hat 
being 

said, 
A

nderson 
et 

al 
(2019) (study extracted below

) 
reported that 90%

 of people 
residing 

in 
U

SA
 

have 
access 

to 
internet. 

A
dditionally, 

the 
included interventions included 
only w

om
en (excluding other 

genders).

C
hallenges and barriers w

ere 
not discussed.
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Author(s)
Date of
Publication
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Publication

Population Studied 
and Country

Setting (e.g., Prim
ary 

Care, Com
m

unity)
Virtual Care
Intervention/Technology
Im

plem
ented

to Address
Dom

estic
Violence and/or
Intim

ate Partner
Violence

O
utcom

es M
easured and
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include about the
a) acceptability,
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c) e!
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gender-responsive
approaches to traum

a, 
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di!

erences;
inclusion of vulnerable
population groups)

Challenges or Barriers to
Im

plem
enting Virtual Care

to Address Dom
estic

Violence

Stew
art, O

rengo 
A

guayo, C
ohen,

M
annarino &

 de 
A

rellano

2017
A

 Pilot Study of 
Traum

a-Focused 
C

ognitive– Be-
havioral T

herapy 
D

elivered via 
Telehealth 
Technology

Prim
ary 

R
esearch

C
hildren and youth (7-

16 
years 

old) 
referred 

to a traum
a treatm

ent 
center in SE U

SA

H
om

e or local school
Traum

a-focused 
cognitive– 

behavioral 
therapy 

(T
FC

BT
) 

w
as 

delivered 
to 

underserved 
traum

a-exposed youth via tele-
health technology (i.e., via one-
on one videoconferencing).

T
his w

as a pilot test w
ith n=15 

participants, how
ever, the pre-

lim
inary 

results 
indicate 

that 
participants 

show
ed 

clinically 
significant reduction in PT

SD
 

sym
ptom

s and the dropout rate 
w

as zero. T
herefore, the au-

thors conclude that the delivery 
of 

T
F-intervention 

via 
video 

conferencing is prom
ising. T

he 
videoconferencing 

softw
are, 

V
idyo, w

as used to rem
otely 

deliver care in this study.

T
he participants profile looks 

like the follow
ing: “93.3%

 fe-
m

ale, 46.7%
 H

ispanic, 40.0%
 

A
frican A

m
erican, and 13.3%

 
C

aucasian. 
Five 

participants 
lived in a rural location (dis-
tance to clinic 40– 110 m

iles) 
and 10 participants lived in un-
derserved urban locations. Five 
youth had an index traum

a of 
sexual abuse, one had an index 
traum

a of physical abuse, three 
experienced the traum

atic loss 
of a loved one, tw

o w
itnessed 

the arm
ed robbery of a fam

i-
ly m

em
ber, one w

itnessed the 
physical 

abuse 
of 

a 
sibling, 

and three experienced m
ultiple 

traum
as. A

ll children m
et crite-

ria for PT
SD

” (pg. 326). Before 
this study, the participants had 
barriers in accessing care due 
to 

language 
barrier, 

lack 
of 

transportation, caregiver w
ork 

schedule 
and 

rural 
settings; 

these barriers w
ere m

itigated 
by the rem

ote delivery of care. 
T

he 
treatm

ent 
w

as 
provid-

ed in tw
o languages: English 

and Spanish. In addition, the 
researchers ensured that logis-
tical, perceptual, and cultural 
barriers 

including 
“ethnocul-

tural beliefs and attitudes relat-
ed to m

ental health treatm
ent” 

(pg. 6) w
ere addressed during 

the interventions.

T
he 

authors 
m

ention 
som

e 
technical 

challenges 
w

ith 
the 

telehealth equipm
ent (e.g. log-

in problem
) and delays due to 

W
IFI problem

s.

Stew
art, O

rengo-
A

guayo, Y
oung,

W
allace, C

ohen,
M

annarino &
de A

rellano

2020
Feasibility and 
E!ectiveness 
of a Telehealth 
Service D

elivery 
M

odel for Treat-
ing C

hildhood 
Posttraum

atic 
Stress: A

 C
om

-
m

unity- Based, 
O

pen Pilot Trial 
of Traum

a- Fo-
cused C

ognitive– 
Behavioral 
T

herapy

Prim
ary

R
esearch

C
hildren 

and 
adoles-

cents aged 7 to 18 strug-
gling 

w
ith 

PT
SD

 
as 

a 
result of physical abuse, 
sexual abuse, w

itnessing 
dom

estic 
or 

com
m

uni-
ty 

violence, 
violent 

or 
unexpected death of a 
loved one in South C

ar-
olina, U

SA

M
edical C

enter
Telepsychotherapy a type of e 
m

ental health or telehealth w
as 

delivered 
to 

traum
a 

exposed 
children and youth (n=70).

T
he authors indicate, “88.6%

 
com

pleted 
a 

full 
course 

of 
T

FC
BT

 
and 

96.8%
 

of 
these 

treatm
ent com

pleters no lon-
ger m

et diagnostic criteria for 
a 

traum
a-related 

disorder 
at 

post-treatm
ent. R

esults dem
on-

strated 
clinically 

m
eaningful 

sym
ptom

 
change 

post-treat-
m

ent, 
w

ith 
large 

e!ect 
sizes 

evident 
for 

both 
youth 

and 
caregiver-reported 

reduction 
in posttraum

atic stress disor-
der sym

ptom
s. T

he results ob-
served in this pilot evaluation 
are 

prom
ising 

and 
provide 

prelim
inary evidence of the fea-

sibility and e!ectiveness of this 
novel treatm

ent form
at” (pg. 

274-275).

T
he children and youth w

ere 
identified as being from

 an un-
derserved population of South 
C

arolina. A
dditionally, a w

id-
er range of diverse subgroups 
w

ere included (58.6%
 H

ispan-
ic, 30.0%

 A
frican A

m
erican; 

34.3%
 of children and 57.1%

 
of 

parents 
requesting 

Span-
ish-language 

m
aterials 

and 
services) 

(pg. 
284-285). 

T
he 

treatm
ent 

w
as 

also 
available 

in tw
o languages (English and 

Spanish).

T
he intervention w

as success-
fully im

plem
ented and barriers 

or 
challenges 

w
ere 

not 
dis-

cussed, how
ever, this is a pilot 

study w
ith sm

all sam
ple.
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O
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di!

erences;
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Im

plem
enting Virtual Care

to Address Dom
estic

Violence

V
alentine, 

D
onofry, Bro-

m
an, Sm

ith,
R

auch, &
 Sexton

2019
C

om
paring 

PT
SD

 treatm
ent 

retention am
ong 

survivors of 
m

ilitary sexual 
traum

a utilizing 
clinical video 
technology and 
in-person 
approaches

Prim
ary 

R
esearch

M
ilitary Sexual A

ssault
Survivors, U

SA
V

eteran M
edical C

enter 
and H

om
es of survivors

Traum
a 

focused 
Treatm

ent 
(Prolonged Exposure or C

og-
nitive 

Processing 
T

herapy) 
w

as delivered via clinical video 
technology to m

ilitary sexual 
traum

a 
survivors 

struggling 
w

ith 
PT

SD
. 

T
hese 

survivors 
w

ere given a choice to enrol in 
rem

ote delivery (clinical video 
technology) or in person ther-
apy.

O
verall, 

full 
com

pletion 
rate 

w
as sim

ilar betw
een in-person 

delivery 
and 

video 
delivery. 

H
ow

ever, 
“these 

results 
sug-

gest survivors of M
ilitary Sex-

ual Traum
a w

ere less likely to 
receive 

a 
m

inim
um

 
adequate 

dose of traum
a-focused treat-

m
ent and that early attrition 

w
as particularly salient w

hen 
care 

w
as 

delivered 
rem

otely 
via C

linical V
ideo Technology” 

(pg. 5).

T
he participants w

ere m
ostly

fem
ale (74%

) and 69%
 identi-

fied as w
hite.

T
he 

authors 
state, 

“attrition 
speed w

as greater for veterans 
in 

C
linical 

V
ideo 

Technolo-
gy-delivered 

treatm
ent, 

w
ith 

veterans in this group m
arkedly 

m
ore likely to attrite quite early 

in care. T
he attrition patterns 

observed 
tended 

to 
coincide 

w
ith interventions such as early 

im
aginal exposure and w

ritten 
traum

a 
accounts. 

T
his 

is 
an 

unfortunate tim
e for patients 

to 
dropout, 

as 
they 

m
ay 

be 
experiencing tem

porary sym
p-

tom
 exacerbation, w

hich m
ay 

reduce their likelihood of reen-
gaging in treatm

ent in the fu-
ture and m

ay negatively im
pact 

treatm
ent expectancy. It m

ay 
be helpful for C

V
T

 clinicians 
to assess for m

otivation to re-
turn at the end of each session 
and 

have 
specific 

discussion 
about retention throughout the 
course of treatm

ent” (pg. 7).

V
illegas-G

old
2018

D
eveloping a 

Prototype of an 
Internet-based 
D

ecision A
id to 

A
ssist Student 

Survivors of 
Sexual A

ssault 
at C

olleges and 
U

niversities 
w

ith M
aking 

Inform
ed 

C
hoices about 

Seeking C
are and 

Pursuing Justice 
in R

eal-tim
e

Prim
ary 

R
esearch

Sexual 
A

ssault 
Survi-

vors (students) at A
rizo-

na State U
niversity, U

SA

A
rizona State U

niversity
T

his 
is 

a 
PhD

 
dissertation 

w
here the researcher developed 

and 
designed 

a 
prototype 

of 
an 

internet-based, 
traum

a-in-
form

ed decision aid specifically 
tailored 

to 
assist 

students 
at 

A
rizona State U

niversity w
ho 

experience sexual. T
he virtual 

decision aid supports survivors 
w

ith m
aking inform

ed choices 
about 

reporting 
and 

seeking 
care, advocacy, and support on 
and o! cam

pus.

Based on the prelim
inary re-

sults of the pilot test the au-
thors conclude, “1. It is feasible 
to adapt decision aids for use 
w

ith 
the 

target 
population, 

and 
2. 

W
hile 

aspects 
of 

the 
tool can be im

proved during 
the next phases of redrafting 
and redesign, m

em
bers of the 

target population find it to be 
acceptable, 

com
prehensible, 

and usable” (pg. 3).

T
he participants w

ere fem
ale 

U
niversity 

students, 
and 

the 
researcher developed the proj-
ect w

ith fem
inist approach in 

m
ind. 

H
ow

ever, 
additional 

considerations regarding equity 
w

ere not discussed.

G
iven 

this 
w

as 
a 

prototype 
test, the authors indicate that 
“survivors’ 

voices 
m

ay 
have 

been underrepresented due to 
sam

pling 
issues” 

(pg. 
127). 

A
lso, it is di"

cult to com
m

ent 
on im

plem
entation challenges 

because this prototype w
as not 

im
plem

ented for larger use.
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Author(s)
Date of
Publication

Title
Type of
Publication

Population Studied 
and Country

Setting (e.g., Prim
ary 

Care, Com
m

unity)
Virtual Care
Intervention/Technology
Im

plem
ented

to Address
Dom

estic
Violence and/or
Intim

ate Partner
Violence

O
utcom

es M
easured and

Results (w
hat do the authors

include about the
a) acceptability,
b) feasibility, and 
c) e!

ectiveness of the 
intervention)

Equity Considerations (i.e., 
gender-responsive
approaches to traum

a, 
subpopulation
di!

erences;
inclusion of vulnerable
population groups)

Challenges or Barriers to
Im

plem
enting Virtual Care

to Address Dom
estic

Violence

W
arshaw

, Sulli-
van &

 R
ivera

2013
A

 System
atic 

R
eview

 of 
Traum

a-Focused 
Interventions for 
D

om
estic V

io-
lence Survivors

System
atic 

R
eview

D
iverse groups in U

SA
 

(A
frican 

A
m

erican, 
W

hite, Latina, A
sian)

D
i!erent settings (shel-

ter, com
m

unity, Prim
ary 

care).

N
o, how

ever, all the interven-
tions discussed in this paper are 
traum

a-based 
treatm

ents 
tai-

lored for IPV
 survivors. T

hese 
include 

C
ognitive 

Traum
a 

T
herapy for Battered W

om
en 

(C
T

T
BW

); H
O

PE: H
elping to 

O
vercom

e PT
SD

 through Em
-

pow
erm

ent; a traum
a focused 

intervention for abused K
ore-

an W
om

en residing in shelters; 
traum

a focused treatm
ent that 

w
as tailored specifically for A

f-
rican A

m
erican w

om
en, Latina 

w
om

en, suicidal w
om

en, and 
low

-incom
e pregnant m

others. 
Som

e of these w
ere also cultur-

ally tailored for the w
om

en.

T
he results show

 that each in-
tervention has a positive out-
com

e in term
s of low

ering signs 
of PT

SD
 and depression. H

ow
-

ever, authors of this system
atic 

review
 indicate that these find-

ings should be interpreted w
ith 

caution 
because 

there 
w

ere 
m

ethodological 
lim

itations 
in 

the included studies (sm
all par-

ticipant num
ber, higher drop-

out rates) and the intervention 
delivery also varied from

 one 
study 

to 
another 

(e.g. 
som

e 
w

ere group based, som
e w

ere 
individual based). T

he studies 
that tailored the intervention 
to specific cultural groups had 
higher attrition rate, but the 
authors again caution in inter-
pretation of this data by point 
out that other factors such as 
hom

elessness or other factors 
could have been confounders 
to 

attrition 
rates. 

T
herefore, 

all around the authors recom
-

m
end caution be taken w

hen 
discussing e!ectiveness of the 
intervention. 

Feasibility 
and 

acceptability are not discussed 
but this review

 did not discuss 
rem

otely 
(virtually) 

delivered 
interventions.

Equity considerations are at the 
center of this review

. Studies 
included w

ere inclusive of var-
ious underserved population in 
U

SA
 (A

frican A
m

erican, A
sian, 

Latina, 
low

-incom
e, 

suicidal, 
drug addicted). H

ow
ever, the 

authors 
note 

the 
follow

ing: 
“W

hile a num
ber of the inter-

ventions review
ed in this paper 

included diverse groups of par-
ticipants and culturally tailored 
interventions, 

approaches 
to 

traum
a recovery that are based 

on the values and healing tradi-
tions of particular com

m
unities 

that not only m
ay be m

ore rele-
vant for those com

m
unities but 

w
hich 

o!er 
approaches 

that 
touch on dom

ains a!ected by 
traum

a not addressed by exist-
ing evidence-based practices.” 
(pg. 16)

N
ot applicable, because this-

study is not focused on virtual 
care delivery.


