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Abstract

Background Early reports raised alarms that intimate partner violence (IPV) increased during the COVID-19
pandemic, but initial studies showed that visits to emergency departments (EDs) decreased. This study assessed the
impact of the prolonged pandemic and its associated restrictions on both rates of urgent care-seeking and injury
severity for IPV.

Methods Data from the Kingston Health Sciences Centre's (KHSC) ED were utilized to compare IPV presentations
during 'Pre-COVID' (December 17, 2018 — March 16, 2020) and ‘COVID’ (March 17,2020 - June 16, 2021), as well as
three periods of heightened local restrictions:’Lockdown-1"(March 17 - June 12, 2020), 'Lockdown-2' (December 26,
2020 - February 10, 2021) and ‘Lockdown-3' (April 8 — June 2, 2021). The primary outcomes were incidence rate of [PV
visits and injury severity, which was assessed using the Clinical Injury Extent Score (CIES) and Injury Severity Score (ISS).

Results A total of 128 individuals were included. This sample had mean age of 34 years, was comprised of mostly
women (97%), and represented a variety of intimate relationship types. Some individuals presented multiple times,
resulting in a total of 139 acute IPV presentations. The frequency of IPV visits during COVID was similar to the Pre-
COVID time period (67 vs. 72; p=0.67). Incidence rate was 13% higher during COVID, though this difference was
non-significant (6.66 vs. 5.90; p=0.47). IPV visit frequency varied across lockdown periods (11 in Lockdown-1, 12 in
Lockdown-2 and 6 in Lockdown-3), with the highest incidence rate during Lockdown-2 (12.71). There were more
moderate and severe injuries during COVID compared to Pre-COVID, but mean CIES was not statistically significantly
different (1.91 vs. 1.69; p=0.29), nor was mean ISS (11.88 vs. 12.52; p=0.73).

Conclusions During the 15-months following the start of COVID-19, there were small, but non-significant increases
in both incidence rate and severity of IPV presentations to the KHSC ED. This may reflect escalation of violence as
pandemic restrictions persisted and requires further investigation.
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Background

Intimate partner violence (IPV) is a major public health
problem globally. In Canada, as many as 44% of women
and 36% of men experience some form of IPV within
their lifetimes [1]. IPV carries substantial short- and
long-term negative impacts for those who experience
it, as well as their families and their communities more
broadly [2—4]. Moreover, IPV is associated with signifi-
cant morbidity and mortality [2, 5]. This ranges from
exacerbation of physical and mental health conditions, to
severe violence and death. In Canada, intimate partners
kill approximately one woman every week [6]. This pub-
lic health crisis seems to have escalated since March 2020
when the COVID-19 pandemic was first declared [7],
based on numerous reports of increased IPV worldwide
[8-13]. This “shadow pandemic’, as the United Nations
has named it, has caused many organizations to call for
more resources and research to be directed towards IPV
(8,9, 14].

In response to the pandemic, governments enacted a
variety of policies in order to curb the spread of the virus,
including quarantines, social isolation, travel restrictions
and “stay-at-home” orders. Such restrictions fluctuated
over time, often tightening in association with the emer-
gence of new, more virulent variants [15, 16]. While such
measures were necessary and effective for infection con-
trol, they led to significant social, economic and psycho-
logical disruption that may have inadvertently increased
and exacerbated IPV [17, 18]. The situational factors that
heighten risk for IPV, including increased social isolation,
unemployment, greater exposure to a violent partner
at home, increased substance use, and restricted access
to public spaces, were largely increased with COVID-
19 lockdown periods [18-22]. Amid lockdowns, many
healthcare appointments shifted to phone and virtual for-
mats, which often occurred in the home where patients
lived with violent partners [21, 23]. This made it increas-
ingly challenging to identify IPV in the outpatient setting
and highlights the importance of the Emergency Depart-
ment (ED) as a unique clinical environment to recognize
IPV and offer specialized care.

Despite rising risk of violence, some studies showed
that ED presentations for IPV decreased during the
early pandemic [24, 25]. However, these studies did not
evaluate data beyond June 2020, thus making the impact
of prolonged and recurrent pandemic restrictions on
urgent care-seeking for IPV largely unknown. Further-
more, no Canadian studies have assessed severity of
IPV-associated injuries during COVID-19, despite stud-
ies showing an increase in IPV-related traumatic injuries

internationally [24, 26, 27]. This study sought to fill these
gaps by assessing how the COVID-19 pandemic and its
associated restrictions affected the rate of presentation
and injury severity for people experiencing IPV in the
15-months before and after the start of the pandemic in
Kingston, Ontario, Canada.

Methods

Study design, setting and time period

This retrospective chart review study took place at the
Kingston Health Sciences Centre (KHSC), a large aca-
demic tertiary care hospital located across two sites in
Kingston, Ontario. KHSC provides complex, acute and
specialty care for southeastern Ontario, a catchment area
of more than 500,000 people. Data were obtained pri-
marily from the KHSC’s Sexual Assault/Domestic Vio-
lence (SADV) Program, and were supplemented using
ED (including Urgent Care Centre) charts and inpatient
records (if applicable). The SADV is a specialized service
within KHSC’s Department of Emergency Services and
Ambulatory Care that offers 24/7 clinical care for people
experiencing IPV and sexual assault (SA). It is also part
of a broader network of centres (the Ontario Network of
Sexual Assault/Domestic Violence Treatment Centres)
offering comprehensive trauma-specific care and treat-
ment. Patients of all ages and genders can access the
program through self-referral, community-referral, or
referral from a KHSC provider, typically an emergency
physician.

The study timeline was based on the province of Ontar-
io’s response to the pandemic [28]. On March 17th 2020,
the province declared a state of emergency in response to
the rising threat of COVID-19, which serves as the ‘pan-
demic start date’ for the purposes of this study. The pri-
mary study periods of interest consisted of ‘Pre-COVID’
(December 17, 2018 — March 16, 2020) and ‘COVID’
(March 17, 2020 — June 16, 2021). In order to also assess
the impact of heightened restrictions on care-seeking,
three COVID lockdown periods were identified, whereby
stay-at-home orders and closures of most public estab-
lishments were in place regionally: ‘Lockdown-1" (March
17 — June 12, 2020), ‘Lockdown-2’ (December 26, 2020 —
February 10, 2021) and ‘Lockdown-3’ (April 8 — June 2,
2021).

Population

This study included any adult patient who was seen by
or referred to the KHSC SADV for IPV during the study
periods. IPV was defined as any “behaviour by an inti-
mate partner or ex-partner that causes physical, sexual
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or psychological harm’, typically as an attempt to assert
power or control over the other [3, 29]. Patients who were
identified as experiencing acute IPV, regardless of their
original reason for presenting to care, were included.
Additionally, those who consented to being referred to
the SADV but subsequently declined care were included.
Patients <14 years of age (SADV’s ‘pediatric’ cut-off) and
those seen for non-IPV reasons (e.g. SA by a stranger,
family violence, etc.) were excluded.

Data collection

Ethics approval was obtained from the Queen’s Univer-
sity Health Sciences Research Ethics Board (TRAQ#:
60333039) prior to data collection. The medical and
SADV records from patients that met inclusion criteria
were reviewed. All relevant sociodemographic details,
presentation characteristics, assault-related information,
medical management and forensic data were extracted by
two chart reviewers (AR, JL). A third chart-reviewer (ED)
audited 10% of charts for quality assurance.

Injury data were extracted from charts using free-text
notation and International Classification of Diseases-10
(ICD-10) codes [30]. These data were scored by two
independent raters who were blinded to the date of pre-
sentation. Injury severity was assessed using two tools:
the Clinical Injury Extent Score (CIES, summarized in
Table 1), and the Injury Severity Score (ISS, 0-75). The
CIES is a simple, validated tool for the assessment of
physical injuries in the context of IPV [31]. The ISS is
an anatomic scoring system used widely in the setting
of multi-system trauma, with scores ranging from 0
(no injuries) to 75 (unsurvivable injuries), and whereby
“major trauma” is typically defined a 1SS>16 [32-34].
To adequately capture the full spectrum of injuries, each
presentation was initially graded with the CIES and
those presentations deemed to be severe (CIES=3) sub-
sequently had an ISS calculated by an experienced data
administrator. Inter-rater reliability for the CIES was

Table 1 Clinical Injury Extent Score (CIES) Criteriat
Score

Criteria

0 (No Injury)
1 (Mild)

No documented signs or symptoms.

Redness or tenderness only or minor injuries with
no expected effect on physical function.

Injuries or injury expected to have some effect on
function and/or more than redness-tenderness of
the genitalia (including anal-rectal injuries; e.g. lacer-
ations, bruising, abrasions) and/or injuries requiring
treatment (lacerations requiring suturing, wounds
requiring dressings) and/or bruising of the head and
neck expected to result in significant headache.
Head injury with concussion and/or evidence of
attempted strangulation and/or other major injuries
(e.g. limb fracture, internal organ contusion).

T CIES criteria created by McGregor et al., 1999

2 (Moderate)

3 (Severe)
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calculated using k-statistics and disagreements were set-
tled by consensus.

Outcome measures

The primary outcome measures were: (1) frequency of
IPV presentations, (2) incidence rate of IPV presenta-
tions, (3) CIES, and (4) ISS. These primary outcome
measures were compared across the 15-months before
and after the start of the pandemic, as well as across lock-
down periods.

Data analysis

Descriptive statistics included frequencies and percent-
ages for categorical variables and means with 95% Cls
for continuous variables. Characteristics of IPV presen-
tations were analyzed between Pre-COVID and COVID
using x>-tests for categorical variables and ¢-tests for con-
tinuous variables (or Wilcoxon rank-sum tests for skewed
data).

Frequency of IPV presentations was calculated using
the total number of presentations to the SADV and total
all-cause KHSC ED visits for the study population. These
were compared using x*-tests. The incidence rate of IPV
presentations, expressed as a case-rate per 10,000 ED vis-
its, was calculated by dividing the number of IPV visits
in a given time-frame by the total number of ED visits
during that same time-frame and multiplying by 10,000.
Absolute differences were calculated by subtracting the
pre-COVID values from the corresponding COVID val-
ues. The relative percentage change was calculated by
dividing the absolute difference by the pre-COVID value,
expressed as a percentage. Differences in injury severity
were evaluated using mean CIES and ISS group scores
and compared using ¢-tests and one-way ANOVA.

All tests were two-tailed and p-values<0.05 were con-
sidered statistically significant. Data were analyzed using
SPSS Ver-27, SAS Ver-9.4 (TS1IM6) and SAS/STAT
Ver-15.1.

Results

A total of 128 individuals were included. The mean par-
ticipant age was 34.1 years (SD=11.1), 97% were women,
and 45% had at least one child/dependant. IPV occurred
across a variety of relationships, including dating-type
relationships (45%), marriages/common-law (38%), and
former relationships (17%). The sociodemographic char-
acteristics of participants who presented during COVID
were similar to those who presented during Pre-COVID
(Table 2).

Of the 128 participants, eight presented more than
once for acute IPV events during the study timeline (five
presented twice, three presented three times). These
repeat presentations were counted as unique IPV vis-
its, resulting in a total of 139 IPV presentations. Table 3
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Table 2 Characteristics of the study population presenting to SADV for IPV before and during COVID-19 (N=128)
Demographic Characteristics Pre-COVID (Dec 17 2018-Mar 16 2020) COVID (Mar 17 2020-Jun 16 2021) p-value
N=69, n (%) N=59,n (%)
Age (years) 33.0(30.5-35.5) F 35.5(32.4-386) T 0.19
Female vs. Male/Trans® 67 (97) 57 (97) 0.87
Relationship Status with Assailant 097
Marriage or Common-Law 27 (39) 22 (37)
Intimate Relationship* 30 (43) 27 (46)
Previous Intimate Relationship 12(17) 10(17)
Number of Dependants 0.56
None 20 (29) 13 (22)
One 15 (22) 17 (29)
>Two 17 (25) 11(19)
Missing Data 17(25) 18 (30)
Current or Previous Mental Health Diagnosis 48 (70) 40 (68) 0.83
Disclosed History of Abuse/Trauma 12(17) 6(10) 042
Current Homelessness or Housing Instability 4 (6) 8(14) 035

Note: patients that presented multiple times during the study period are only represented once in this table (based on their first visit to care). Unless otherwise
indicated, data in parentheses are percentages and p-values are calculated with Pearson x? tests.

* Data are means with 95% confidence intervals and p-value was calculated using an independent sample t-test

5 Due to small cell sizes, males, trans and non-binary people are combined

*Includes any dating-type relationship (i.e. boyfriend, girlfriend, partner, etc.)

summarizes the various characteristics of these visits.
The majority of presentation and assault characteristics
were similar across the two study periods. Many, and
often multiple, forms of IPV were experienced, with 83%
of events involving physical abuse, 19% involving sexual
abuse, and 56% involving other forms of abuse (e.g. ver-
bal, psychological, emotional or financial). Strangulation
was reported in 28% of overall visits and 12% involved
the use of a weapon (such as a knife, gun or other blunt
force object). The most common location for an assault
to have occurred was in a common/shared residence
(43%). Approximately 31% of visits arrived by ambulance
and only 27% of all visits had IPV (or equivalent) as the
triage “reason for visit” Major differences noted between
the two time periods included more police involvement
during COVID compared to Pre-COVID (66% vs. 53%;
p=0.03), IPV visits were generally triaged as less urgent
(Canadian Triage and Acuity Scale (CTAS) Levels 3-5
vs. Levels 1-2; p=0.01), fewer visits were mental health-
related at triage (10% vs. 27%; p=0.02), and fewer patients
were accompanied by a visitor (16% vs. 43%; p<0.01).

Overall, there were 72 IPV visits during pre-COVID
and 67 during COVID, an absolute decrease of 6.9%
(p=0.67). During this same period, all-cause ED visits
to KHSC decreased by 17.6%, from 122,094 visits during
Pre-COVID to 100,605 visits during COVID (p<0.001).
As shown in Table 4, IPV visits therefore made up a
larger proportion of ED presentations during COVID
(6.66 cases per 10,000 ED visits) when compared to Pre-
COVID (5.90 cases per 10,000 ED visits), a clinically
important but non-statistically significant increase of
12.9% (p=0.47).

In terms of severity of IPV presentations, inter-rater
reliability for CIES was strong (k=0.91, 95% CI 0.86—
0.96) and Table 3 outlines the breakdown of scores across
study periods. There were more moderate and severe
injuries (CIES 2 and 3) during COVID (46/67 presenta-
tions) than during Pre-COVID (43/72 presentations). In
turn, mean CIES was 13% higher during COVID (1.91;
95% CI 1.64—2.18) when compared to Pre-COVID (1.69;
95% CI 1.39-2.00), although not statistically significantly
different (p=0.29). Overall, a similar number of visits in
each time period involved severe injuries (CIES=3) —
26/67 presentations during COVID and 29/72 during
Pre-COVID. Comparison of this sub-group did not reveal
any significant differences in terms of mean ISS (12.52 in
Pre-COVID vs. 11.88 in COVID; p=0.73). Within this
whole sample, ISS scores ranged from 1 to 26, and a total
of 18 visits had scores of 16 or higher, therefore meeting
criteria for major trauma (33, 34].

Table 5 summarizes data from each of the three
lockdown periods. There were 11 IPV visits during
Lockdown-1, 12 during Lockdown-2, and 6 during Lock-
down-3 (p=0.11). Notably, Lockdown-2 had the high-
est frequency of IPV visits, despite being the shortest
in duration at 47 days. When compared to the entire
Pre-COVID period, Lockdown-2 saw a 115.6% increase
in the incidence rate of IPV visits per 10,000 ED visits
(p=0.012). There were no significant differences in terms
of injury scores across lockdown periods, although Lock-
down-1 had the highest mean CIES and ISS overall.
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Table 3 Comparison of presentation, assault and management characteristics for IPV-related visits before and during COVID-19

Variables Pre-COVID (Dec 17 2018-Mar 16 2020) COVID (Mar 17 2020-Jun 16 2021) p-value

N=72,n (%)

N=67,n (%)

Presentation Characteristics

Time between Assault & Presentation to Care (days) 2.7 (0-5.4)t
Accompanied by Someone to Hospital 31(43)
Arrival by Ambulance 20 (28)
Seenin ED 64 (89)
Police Involvement 38(53)
Child Welfare Involvement 20 (28)
Assault Characteristics
Physical Abuse 59 (82)
Sexual Abuse 15(21)
Other Forms of Abuse® 41 (57)
Strangulation 23 (32)
Assault with a Weapon 10 (14)
Location of Assault
Patient's Own Residence 12(017)
Assailant’s Residence 14 (19)
Shared/Common Residence 36 (50)
Other (incl. public location, outdoors, etc.) 10 (14)
Recent Life Changes/Stressors
Separation or Change in Relationship Status 17 (24)
Change/Loss of Employment 5(7)
Pregnancy or New Child (< 1yo) 7 (10)
ED & Medical Management
CTAS*
Level 1 or 2 (Resuscitation, Emergency) 32(50)
Level 3,4 or 5 (Urgent, Less Urgent, Non-Urgent) 32 (50)
Triage “Reason for Visit"was IPV (or equivalent)® 2031
Presented with a Mental Health Concern at Triage® 17 (27)
Inpatient Admission 4 (6)
Specialist Referral(s) Required for IPV Injuries 11 (15)
Injury Severity
CIES
0 (No Injuries) 22 (31)
1 (Mild) 7(10)
2 (Moderate) 14 (19)
3 (Severe) 29 (40)
SADV/Forensic Management
Collection of Sexual Assault Evidence Kit (SAEK)* 2(13)
Collection of Forensic Photography 28 (39)

2.1 0.1-4.1)" 0.72

11(16) <001

23 (34) 0.30

60 (89) 0.90

44 (66) 0.03

19 (28) 0.26

56 (84) 0.80

12(18) 0.66

37 (55) 0.84

16 (24) 048

609 0.36
0.26

18(27)

12(18)

24 (36)

13(19)

25 (37) 0.08

8(12) 031

6(9) 0.88
0.01

17 (28)

43(72)

18 (30) 0.88

6(10) 0.02

7(10) 0.29

16 (24) 0.20
0.15

11(16)

10(15)

20 (30)

26 (39)

2(17) 0.99

23 (34) 068

Note: unless otherwise indicated, numbers represent frequencies, data in parentheses are percentages, and p-values are calculated with Pearson

X? tests. Some variables contain missing data points (< 5% of total sample), which were excluded from analyses.

T Data are means with 95% confidence intervals and p-values are calculated using independent samples t-tests

$ Other forms of abuse included: verbal abuse, psychological abuse, emotional abuse, stalking, confinement/isolation, cyber-violence, destruction/theft of property,

coercion, spiritual abuse, and financial abuse

* Data and p-values for these variables represent the sub-group of visits that were seen in the ED (n=124) only

* Data and p-values for this variable represents the sub-group of visits that were associated with a sexual assault (n=27) only

ED=Emergency Department | CTAS=Canadian Triage Acuity Scale | CIES=Clinical Injury Extent Score

Discussion

This study was the first in Canada to assess prolonged
pandemic restrictions on urgent care-seeking and
injury severity for IPV. Findings showed that there was
no change in the frequency of IPV visits during the

15-months following the start of COVID-19 restric-
tions in our region. However, there was a non-significant
increase in the incidence of IPV visits when compared
to all-cause ED visits during this time. Analysis of three
time periods of heightened restrictions (“lockdowns”)
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Table 4 Comparison of all-cause ED visits, SADV visits, and injury severity in Pre-COVID vs. COVID
PRE-COVID coviD Abs. Difference % Relative Change p-value

ED Visits

Total 122,094 100,605 -21,489 -17.6 <0017
SADV Visits

Total 72 67 -5 -6.9 067"

Case rate per 10,000 ED visits® 5.90 (4.61-7.42) 6.66 (5.16-8.46) +0.76 +129 047
Injury Severity

Mean CIES Scores” 1.69 (1.39-2.00) 1.91(1.64-2.18) +0.22 +13.0 0.29

Mean ISS Scores” 12.52(10.33-14.70) 11.88 (8.74-15.02) -0.64 -5.11 0.73

Note: the ‘Pre-COVID Period’ was December 17, 2018 — March 16, 2020 (456 days). The ‘COVID Period’ was March 17, 2020 - June 16, 2021 (456 days).

*P-values calculated using one-sample x? test with assumption of equal probabilities (since both time periods were of equal duration)

$ Case rates per 10,000 ED visits calculated using the number of ED visits in that time period as the denominator. Values in parentheses are 95% confidence intervals

* Data are means with 95% confidence intervals. P-values are calculated using independent samples t-tests

Table 5 Comparison of case presentations and injury severity during three COVID-19 lockdown periods

Lockdown-1 Lockdown-2 Lockdown-3 p-value

Number of Days 88 47 56
% of total COVID Time 19.3 103 12.3
ED Visits

Total 16,132 9,440 12,402 <0017
SADV Visits

Total 11 12 6 ot

Case-Rate per 10,000 ED visits® 6.82 (3.40-12.20) 12.71(6.57-22.20) 484 (1.78-10.53) 0.10
Injury Scores

Mean CIES* 2.09 (1.39-2.79) 1.67 (0.80-2.54) 1.83 (0.29-3.38) 0.73

Mean ISS* 17.0 (7.63-26.37) 10.0 (0.03-19.97) 7.33(0-34.57) 0.28

Note: Lockdown-1 was from March 17 - June 12 2020, Lockdown-2 was from December 26 2020 - February 10 2021 and Lockdown-3 was from April 8 - June 2 2021.

P-value calculated using one-sample x? tests with the assumption of frequencies reflective of percent time within the total COVID period

$ Case rates per 10,000 ED visits calculated using the number of ED visits in that time period as the denominator. Values in parentheses are 95% confidence intervals.

P-value is calculated using a ¥ test

* Data are means with 95% confidence intervals. P-values are calculated using a one-way ANOVA

showed that the proportion of IPV visits to the ED was
highest during the second-wave of the pandemic (Lock-
down 2: December 26, 2020 — February 10, 2021), and,
to a lesser extent, the first-wave (Lockdown-1: March
17 — June 12, 2020). Evaluation of severity of IPV vis-
its showed a non-significant increase in injuries dur-
ing COVID compared to pre-COVID, with the highest
degree of injury observed during the first wave of the
pandemic (Lockdown-1).

These findings add to the growing body of literature
assessing the impacts of the COVID-19 pandemic and its
associated restrictions on IPV. While global data suggest
that COVID-19 and its related policy response measures
contributed to increases in IPV, clinical data have largely
shown decreases in urgent care-seeking for IPV during
the pandemic [10-13]. Both Muldoon et al. [25] and Gos-
angi et al. [24] found that rates of presentation to the ED
for IPV decreased by around 50% during the initial phase
of the pandemic (March—May 2020), compared to previ-
ous years. In contrast, we found that the absolute number
of IPV visits during COVID was similar to that of Pre-
COVID, and that relative rates showed a non-significant
increase of 13%. This discrepancy may be related to our

study’s longer timeline, potentially suggesting that initial
decreases in urgent care-seeking for IPV were transient,
and may have subsequently increased then eventually
levelled-out to pre-pandemic rates over time. This is sup-
ported by Holland et al. [35], who found that while rates
of IPV ED visits in the United States decreased during
March 2020, they increased slightly from March—Octo-
ber of that same year. Subjective accounts from IPV ser-
vice providers, including those working at shelters and
crisis lines, also describe an initial decrease in contact
volumes when COVID-19 lockdowns were first estab-
lished, subsequently followed by an increase in volume
after initial lifting of such restrictions [36]. An alternative
explanation for this discrepancy could be related to the
fact that Kingston and its surrounding area saw relatively
low regional case-rates of COVID-19 during the first
year of the pandemic [37, 38], which may have contrib-
uted to individuals feeling safer seeking-care at our ED
compared to those in larger cities with higher COVID-19
transmission [39]. Given lower community transmission,
local IPV services were largely able to remain operational
throughout the pandemic, which was publicized through
mass media campaigns [40]. These public outreach
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campaigns may also have contributed to more individuals
seeking care in general, including in the ED, due to less
confusion over what services were open, something pre-
viously cited as a barrier to accessing care and services
during the pandemic [36].

With regards to injury severity, we did not find any
significant difference between COVID and Pre-COVID.
This is in contrast to Gosangi et al. [24] who reported
more severe IPV-related injuries during the initial phase
of COVID-19 (March 11 — May 3, 2020). Interestingly,
this initial COVID period corresponds roughly to Lock-
down-1 in our study, which was also the period with the
highest average injury scores. While injury scores were
not statistically different, we did observe a significant
increase in police involvement during COVID, which
is surprising given that previous literature has found
police involvement to be a marker of more severe IPV
[41, 42]. This incongruity may reflect that violence did
in fact escalate over the course of the pandemic, but
that our study was inadequately powered to detect it.
Alternatively, it may be related to confounders unique
to COVID-19, such as potentially more bystander inter-
vention. For example, during stay-at-home orders neigh-
bours may have witnessed/overheard IPV and reported
it, resulting in earlier police involvement, de-escalation of
violence and less severe injuries. Further, people experi-
encing IPV may have engaged police more often during
COVID-19, given fewer safety options available to them
amid increased strain on shelters [43, 44]. Other studies
from different centres would be helpful to assess whether
these data trends apply elsewhere. Regardless, we did
find a relatively high severity of injuries across both study
periods, with a max reported ISS of 26 — much higher
than the max ISS of 10 reported by Gosangi et al. [24].
Further, 13% of the overall sample met criteria for major
trauma and many individuals were strangulated and
assaulted with weapons. This re-emphasizes the degree
of morbidity associated with IPV and should serve as a
reminder for emergency medicine practitioners to screen
for and manage IPV appropriately, particularly given the
potential for violence to escalate to fatal ends [45, 46].

The data presented herein have several important
limitations. First, the study sample was relatively small,
which made it difficult to compare trends in IPV-related
care-seeking, particularly across lockdown-periods. Sec-
ond, while injury scores are a helpful metric for injuries,
they are a poor proxy for “severity” of IPV, as they do not
reflect the many negative impacts of IPV beyond acute
physical injuries. Finally, this study does not capture
those who presented to the ED for IPV without disclos-
ing to a care provider (which presumably could be quite
numerous, given that less than 30% of visits disclosed
IPV at triage), those who declined SADV engagement,
those who sought care elsewhere, or those who did not
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seek healthcare at all. Therefore, these data have limited
generalizability and should be considered an underesti-
mate of the total number of individuals experiencing IPV
in the community more broadly. Nevertheless, this study
has various notable strengths, including the use of vali-
dated tools for the assessment of IPV injury severity, col-
lection of comprehensive sociodemographic and assault
characteristics from charts, use of blinding for subjective
outcome measures (CIES and ISS), and high inter-rater
agreement.

Overall, more studies are needed to assess the impact
of the prolonged pandemic and its associated restric-
tions on urgent care-seeking for IPV, particularly in
regions that initially saw decreases in IPV-related visits.
Future research would benefit from qualitative data from
patients to assess whether changes in community IPV
services and outreach may have impacted the decision to
seek care in the ED.

Conclusion

This single-centre study from Kingston, Ontario, Canada
showed that while there was no difference in the absolute
number of IPV visits during COVID-19 compared to the
15-months prior, IPV did make up a higher proportion of
ED visits during the pandemic, particularly during lock-
downs. Additionally, there was a non-significant increase
in IPV-related injury severity observed during COVID-
19 that warrants further investigation.

Abbreviations

IPV Intimate Partner Violence

SADV  Sexual Assault/Domestic Violence Program
ED Emergency Department

KHSC  Kingston Health Sciences Centre

CIES Clinical Injury Extent Score

ISS Injury Severity Score

CTAS  Canadian Triage Acuity Scale

SA Sexual Assault

Acknowledgements

Thank you to Sarah Roberts for her assistance in calculating the ISS. Thank you
as well to Wilma Hopman, David Barber, Dr. Vlad Latiu, Nicole Giouridis and
Jessica Montagner for their assistance in realizing this study.

Authors’ Information: not applicable.

Authors’ contributions

The project was conceptualized by AR, ED, SB, MW and NR, in consultation
with JL. Chart review and data extraction was conducted by AR, ED and JL.
Data analysis was conducted by AR, PN and MW. The manuscript was initially
drafted by AR, but all co-authors reviewed and approved the final paper being
submitted.

Funding

This project was supported by the Queen’s University Fund for Scholarly
Research and Creative Work and Professional Development (Adjuncts, PI: M.
Walker). This funding body did not play a role in any part of the study design
or completion.

Data Availability

The data analysed in this study are not publicly available due to their sensitive
nature. They are, however, available from the corresponding author (AR) on
reasonable request.



Ross et al. BMC Public Health (2023) 23:2169

Declarations

Ethics approval and consent to participate

This study was conducted in accordance with the Declaration of Helsinki
and was approved by the Queen’s University Health Sciences Research Ethics
Board (TRAQ##: 60333039). Due to the retrospective, de-identified nature of
this study, the need to collect informed consent was waived by the Queen's
University Health Sciences Research Ethics Board.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

]Faculty of Health Sciences (School of Medicine), Queen’s University,
Kingston, ON, Canada

2Kings‘[on Health Sciences Centre, 76 Stuart St, Victory 3, Kingston,

ON K7L 2V7, Canada

3Department of Emergency Medicine, Queen’s University, Kingston, ON,
Canada

“Sexual Assault & Domestic Violence Program, Kingston Health Sciences
Centre, Kingston, ON, Canada

5Kings‘[on General Health Research Institute, Kingston, ON, Canada
®Department of Public Health Sciences, Queen’s University, Kingston, ON,
Canada

Received: 14 December 2022 / Accepted: 13 October 2023
Published online: 06 November 2023

References

1. Cotter A. Intimate partner violence in Canada, 2018: An overview. Juristat:
Canadian Centre for Justice Statistics. 2021:1-23.

2. Campbell JC. Health consequences of intimate partner violence. The Lancet.
2002;359(9314):1331-6.

3. Intimate Partner Violence: World Health Organization (WHO). Available from:
https://apps.who.int/violence-info/intimate-partner-violence/. Accessed
September 1 2022.

4. Wood SL, Sommers MS. Consequences of intimate partner violence on child
witnesses: a systematic review of the literature. J Child Adolesc Psychiatric
Nurs. 2011;24(4):223-36.

5. Beydoun HA, Beydoun MA, Kaufman JS, Lo B, Zonderman AB. Intimate part-
ner violence against adult women and its association with major depressive
disorder, depressive symptoms and postpartum depression: a systematic
review and meta-analysis. Soc Sci Med. 2012;75(6):959-75.

6.  Trends & Patterns in Femicide. Canadian Femicide Observatory for Justice
and Accountability (CFOJA). Available from: https://www.femicideincanada.
ca/about/trends. Accessed September 1 2022.

7. Cucinotta D, Vanelli M. WHO declares COVID-19 a pandemic. Acta Biomed.
2020,91(1):157-60.

8. States must combat domestic violence in the context of COVID-19 lock-
downs - UN rights expert [press release]. United Nations Human Rights:
Office of the High Commissioner, March 27 2020.

9. UN chief calls for domestic violence ‘ceasefire’amid ‘horrifying global surge’
[press release]. United Nations: UN News, April 6 2020.

10.  Peterman A, O'Donnell M, Palermo T. COVID-19 & violence against women
and children: what have we learned so far? CGD notes. Center for Global
Development; 2020.

11. Peterman A, O'Donnell M. COVID-19 and violence against women and
children: a second research round up. CGD Notes. Center for Global Develop-
ment; 2020.

12. Peterman A, O'Donnell M. COVID-19 and violence against women and chil-
dren: a third research round up for the 16 days of activism. CGD Notes. Center
for Global Development; 2020.

13. Bourgault S, Peterman A, O'Donnell M. Violence against women and children
during COVID-19—one year on and 100 papers in. CGD notes. Center for
Global Development; 2021.

14.  Evans ML, Lindauer M, Farrell ME. A pandemic within a pandemic — intimate
partner violence during Covid-19. N Engl J Med. 2020;383(24):2302-4.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

Page 8 of 9

COVID-19 Intervention Timeline in Canada: Canadian Institute for Health
Information (CIHI). Available from: https://www.cihi.ca/en/covid-19-interven-
tion-timeline-in-canada. Accessed April 4 2022.

Berry |, Soucy J-PR, Tuite A, Fisman D. Open access epidemiologic data and
an interactive dashboard to monitor the COVID-19 outbreak in Canada. Can
Med Assoc J. 2020;192(15):E420-E.

Peterman A, Potts A, O'Donnell M, Thompson K, Shah N, Oertelt-Prigione S et
al. Pandemics and violence against women and children. Working Paper 528.
Center for Global Development. April 2020.

van Gelder N, Peterman A, Potts A, O'Donnell M, Thompson K, Shah N, et al.
COVID-19: reducing the risk of infection might increase the risk of intimate
partner violence. eClinicalMedicine. 2020;21.

Feder G, Lucas d'Oliveira AF, Rishal P, Johnson M. Domestic violence during
the pandemic. BMJ. 2021,372:n722.

Usher K, Bhullar N, Durkin J, Gyamfi N, Jackson D. Family violence and COVID-
19:increased vulnerability and reduced options for support. Int J Ment
Health Nurs. 2020;29(4):549-52.

Bradley NL, DiPasquale AM, Dillabough K, Schneider PS. Health care prac-
titioners'responsibility to address intimate partner violence related to the
COVID-19 pandemic. Can Med Assoc J. 2020;192(22):E609-E10.

Moffitt P, Aujla W, Giesbrecht CJ, Grant |, Straatman A-L. Intimate partner
violence and COVID-19 in rural, remote, and northern Canada: relationship,
vulnerability and risk. J Family Violence. 2020.

Glazier RH, Green ME, Wu FC, Frymire E, Kopp A, Kiran T. Shifts in office and
virtual primary care during the early COVID-19 pandemic in Ontario, Canada.
Can Med Assoc J. 2021;193(6):E200-E10.

Gosangi B, Park H, Thomas R, Gujrathi R, Bay CP, Raja AS, et al. Exacerbation
of physical intimate partner violence during COVID-19 pandemic. Radiology.
2021;298(1):E38-E45.

Muldoon KA, Denize KM, Talarico R, Fell DB, Sobiesiak A, Heimerl M, et

al. COVID-19 pandemic and violence: rising risks and decreasing urgent
care-seeking for sexual assault and domestic violence survivors. BMC Med.
2021;19(1):20.

Socea B, Bogaciu C, Nica AA, Smaranda A, Ciobotaru V, Craciun R, et al.
Polytrauma during COVID-19 pandemic: an increasing incidence of domestic
violence. Romanian J Emerg Surg. 2020;2(1):20-4.

Zsilavecz A, Wain H, Bruce J, Smith M, Bekker W, Laing G, et al. Trauma pat-
terns during the COVID-19 lockdown in South Africa expose vulnerability of
women. SAMJ: South African Medical Journal. 2020;110(11):1110-2.

Nielsen K. A Timeline of COVID-19 in Ontario GlobalNews.ca: Global News;
2021. Available from: https://globalnews.ca/news/6859636/ontario-coronavi-
rus-timeline/. Accessed April 4 2021.

Intimate Partner Violence and Abuse: Royal Canadian Mounted Police
(RCMP). 2021. Available from: https://www.rcmp-grc.gc.ca/en/relationship-
violence/intimate-partner-violence-and-abuse. Accessed September 1 2022.
The ICD-10 classification of mental and behavioural disorders. Genéve,
Switzerland: World Health Organization (WHO). 2019. Available from: https://
icd.who.int/browse10/2019/en. Accessed January 10 2022.

McGregor MJ, Le G, Marion SA, Wiebe E. Examination for sexual assault: is the
documentation of physical injury associated with the laying of charges? A
retrospective cohort study. Can Med Assoc J. 1999;160(11):1565-9.

Baker SP, O'Neill B, Haddon WJ, Long WB. The injury severity score: a method
for describing patients with multiple injuries and evaluating emergency care.
JTrauma Acute Care Surg. 1974;14(3).

Palmer C. Major trauma and the injury severity score—where should we set
the bar? Annu Proc Assoc Adv Automot Med. 2007;51:13-29.

Van Ditshuizen JC, Sewalt CA, Palmer CS, Van Lieshout EMM, Verhofstad

MHJ, Den Hartog D, et al. The definition of major trauma using different
revisions of the abbreviated injury scale. Scand J Trauma Resusc Emerg Med.
2021:29(1):71.

Holland KM, Jones C, Vivolo-Kantor AM, Idaikkadar N, Zwald M, Hoots B, et

al. Trends in US emergency department visits for mental health, overdose,
and violence outcomes before and during the COVID-19 pandemic. JAMA
Psychiatry. 2021,78(4):372-9.

Leigh JK, Pefia LD, Anurudran A, Pai A. Are you safe to talk? Perspectives of
service providers on experiences of domestic violence during the COVID-19
pandemic. J Family Violence. 2022.

Ontario COVID-19 Data Tool: Public Health Ontario (PHO). Available from:
https://www.publichealthontario.ca/en/data-and-analysis/infectious-
disease/covid-19-data-surveillance/covid-19-data-tool?tab=trends. Accessed
September 1 2022.


https://apps.who.int/violence-info/intimate-partner-violence/
https://www.femicideincanada.ca/about/trends
https://www.femicideincanada.ca/about/trends
https://www.cihi.ca/en/covid-19-intervention-timeline-in-canada
https://www.cihi.ca/en/covid-19-intervention-timeline-in-canada
https://globalnews.ca/news/6859636/ontario-coronavirus-timeline/
https://globalnews.ca/news/6859636/ontario-coronavirus-timeline/
https://www.rcmp-grc.gc.ca/en/relationship-violence/intimate-partner-violence-and-abuse
https://www.rcmp-grc.gc.ca/en/relationship-violence/intimate-partner-violence-and-abuse
https://icd.who.int/browse10/2019/en
https://icd.who.int/browse10/2019/en
https://www.publichealthontario.ca/en/data-and-analysis/infectious-disease/covid-19-data-surveillance/covid-19-data-tool?tab=trends
https://www.publichealthontario.ca/en/data-and-analysis/infectious-disease/covid-19-data-surveillance/covid-19-data-tool?tab=trends

Ross et al. BMC Public Health

38.

39.

40.

42.

43.

(2023) 23:2169

Goodyear S. Kingston made it through this pandemic year with one death.
Here's why. [Radio]. CBC; 2021. CBC Radio. Available from: https://www.cbc.
ca/radio/asithappens/as-it-happens-the-wednesday-edition-1.5944166/
kingston-made-it-through-this-pandemic-year-with-one-death-here-s-
why-1.5944169. Accessed May 5 2022.

Czeisler ME, Marynak K, Clarke KE, Salah Z, Shakya |, Thierry JM, et al. Delay or
avoidance of medical care because of COVID-19-related concerns—United
States, June 2020. Morb Mortal Wkly Rep. 2020,69(36):1250.

KLF&A Community Supports for Domestic Violence/Intimate Partner Vio-
lence: United Way KFL&A. 2020. Available from: https://www.unitedwaykfla.

ca/wp-content/uploads/2020/05/Domestic-Violence-Community-Resources.

pdf. Accessed October 15 2022.

Bonomi AE, Holt VL, Martin DP, Thompson RS. Severity of intimate partner
violence and occurrence and frequency of police calls. J Interpers Violence.
2006;21(10):1354-64.

Felson RB, Paré P-P. The reporting of domestic violence and sexual assault by
nonstrangers to the police. J Marriage Family. 2005;,67(3):597-610.

Many shelters for victims of abuse see increases in crisis calls and demand
for external supports in the first year of the COVID-19 pandemic.: Statistics

Page 9 of 9

Canada. 2022. Available from: https://www150.statcan.gc.ca/n1/daily-quoti-
dien/220412/dq220412b-eng.htm. Accessed September 1 2022.

McLean |, Wathen N. Planning shelter service spaces and structures for
resilience: a spatial analysis of women's shelters during COVID-19. Int J Home-
lessness. 2022;2(1):68-79.

45.  Kafonek K, Gray AC, Parker KF. Understanding escalation through
intimate partner homicide narratives. Violence Against Women.
2022;28(15-16):3635-56.

46. Zara G, Gino S. Intimate partner violence and its escalation into femicide.
Frailty thy name is "violence against women”. Front Psychol. 2018,9.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://www.cbc.ca/radio/asithappens/as-it-happens-the-wednesday-edition-1.5944166/kingston-made-it-through-this-pandemic-year-with-one-death-here-s-why-1.5944169
https://www.cbc.ca/radio/asithappens/as-it-happens-the-wednesday-edition-1.5944166/kingston-made-it-through-this-pandemic-year-with-one-death-here-s-why-1.5944169
https://www.cbc.ca/radio/asithappens/as-it-happens-the-wednesday-edition-1.5944166/kingston-made-it-through-this-pandemic-year-with-one-death-here-s-why-1.5944169
https://www.cbc.ca/radio/asithappens/as-it-happens-the-wednesday-edition-1.5944166/kingston-made-it-through-this-pandemic-year-with-one-death-here-s-why-1.5944169
https://www.unitedwaykfla.ca/wp-content/uploads/2020/05/Domestic-Violence-Community-Resources.pdf
https://www.unitedwaykfla.ca/wp-content/uploads/2020/05/Domestic-Violence-Community-Resources.pdf
https://www.unitedwaykfla.ca/wp-content/uploads/2020/05/Domestic-Violence-Community-Resources.pdf
https://www150.statcan.gc.ca/n1/daily-quotidien/220412/dq220412b-eng.htm
https://www150.statcan.gc.ca/n1/daily-quotidien/220412/dq220412b-eng.htm

	﻿Urgent care-seeking and injury severity for intimate partner violence during COVID-19: a Canadian retrospective chart review
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design, setting and time period
	﻿Population
	﻿Data collection
	﻿Outcome measures
	﻿Data analysis

	﻿Results
	﻿Discussion
	﻿Conclusion
	﻿References


