
International  Journal  of

Environmental Research

and Public Health

Review

Intimate Partner Violence during the COVID-19 Pandemic:
A Review of the Phenomenon from Victims’ and Help
Professionals’ Perspectives

Giulia Lausi *,† , Alessandra Pizzo † , Clarissa Cricenti , Michela Baldi , Rita Desiderio,
Anna Maria Giannini and Emanuela Mari

����������
�������

Citation: Lausi, G.; Pizzo, A.;

Cricenti, C.; Baldi, M.; Desiderio, R.;

Giannini, A.M.; Mari, E. Intimate

Partner Violence during the

COVID-19 Pandemic: A Review of

the Phenomenon from Victims’ and

Help Professionals’ Perspectives. Int.

J. Environ. Res. Public Health 2021, 18,

6204. https://doi.org/10.3390/

ijerph18126204

Academic Editors: Carmela Mento,

Spatari Giovanna and Maria Rosaria

Anna Muscatello

Received: 5 May 2021

Accepted: 6 June 2021

Published: 8 June 2021

Publisher’s Note: MDPI stays neutral

with regard to jurisdictional claims in

published maps and institutional affil-

iations.

Copyright: © 2021 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

Department of Psychology, Sapienza University of Rome, 00185 Rome, Italy; alessandra.pizzo@uniroma1.it (A.P.);
cricenticlarissa@gmail.com (C.C.); michela.baldi@uniroma1.it (M.B.); desiderio.ri@gmail.com (R.D.);
annamaria.giannini@uniroma1.it (A.M.G.); e.mari@uniroma1.it (E.M.)
* Correspondence: giulia.lausi@uniroma1.it
† Both authors contributed equally to this work.

Abstract: Social isolation is considered one of the main risk factors leading to intimate partner
violence episodes; this evidence also emerged during the application of stay-at-home policies to
contain the COVID-19 pandemic. For this reason, we aimed to collect data on intimate partner
violence over the last year, comparing data reported by victims with data collected by help profes-
sionals. In accordance with PRISMA guidelines, through keywords related to abuse, pandemic and
containment measures, 3174 articles were identified for screening. After full-text reading and risk of
bias analysis, 19 studies were included, and a thematic synthesis was conducted according to two
categories: “studies with victims” and “studies with help professionals”. The results of the present
review showed that there were significant differences between the data provided by victims and
the data collected by health care facilities and police departments; additionally, differences among
different forms and severity of victimization emerged. The results have been discussed according to
the literature; in particular, we reflected on how containment measures have apparently made it more
difficult for victims to report, thus making the existence of the dark figure of crime even more salient.

Keywords: stay at home; coronavirus; thematic synthesis; aggressive behavior; helping professions;
psychological violence; lockdown; forced cohabitation; victimization

1. Introduction

Domestic violence abuse (DVA) is a widespread public health problem [1,2] that
includes different kinds of abuse, such as that upon elderly individuals and children in the
family, while intimate partner violence (IPV) refers to violence by a current or former spouse
or partner in an intimate relationship with the victim. IPV can be physical, psychological,
sexual, or economic and can have negative health consequences on the victim [3–6].

Both geographical and social isolation may contribute to violence among people living
together and the sequential consequences of a lack of social networks and support, a main
protective factor in IPV episodes [7,8]. This aspect was severely challenged in 2020 and was
characterized by a sudden and unexpected event: the identification of a new virus isolated
in China and its subsequent spread, which led the World Health Organization (WHO) to
declare a global pandemic in March of the same year [9]. Worldwide, several confinement
measures have been taken to reduce the risk of infection; measures have differed among
different countries, but all agreed on the advice (or, in some cases, orders) to stay at home
(SAH), reduce mobility and increase social distancing across individuals [3,10]. The SAH
policies were effective in limiting the spread of the virus but resulted in profound crises on
several levels: public health, economic crisis, increased unemployment, and difficulties of
forced cohabitation [11,12]; moreover, there has been an impact on society, which suffered
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from a lack of social support systems, and repercussions on, in particular, in intimate
partner violence situations. This impact occurred both in new and in pre-existing IPV
conditions [3,13–17]. According to some authors, forced cohabitation with an abusive
partner may exacerbate individual and social vulnerability and limit coping skills and
reliance on support networks [4,18].

DVA and IPV, during the different pandemic responses and situations of social iso-
lation, were apparently associated with several factors: loss, bewilderment in facing an
uncontrollable disaster, economic stress, increased exposure to risky and dysfunctional
relationships, and lack of access to support systems, including health, law enforcement,
and justice [2,18–22]. For instance, during previous pandemics, the fear of violence, as well
as the fear of infection, seemed to lead women not to access health services, representing
an important risk factor for recurring episodes of IPV during forced cohabitation [22].
Moreover, substance abuse, isolation and financial strain have been shown to be IPV risk
factors that may be intensified during a pandemic period, as these factors can increase
loneliness, increase psychological and financial stress, and increase the use of negative
coping strategies, such as substance abuse [2,4,18]. Concerning the COVID-19 pandemic,
early data collected on a global scale suggest that as isolation measures take effect, there
has been a significant increase in IPV episodes since 2019 [4,13,23] regarding both reports
and access to support services and websites [1,3,16,18,24,25]. Disruption of the individual’s
social network during periods of quarantine and social distancing [16] may result in higher
vulnerability for the victim and increased opportunities for the partner to commit vio-
lence [7,8]. Nonetheless, it is not possible to simply assume that the pandemic is the cause
of the increase in violence, as this may be misleading and represent a justification for the
perpetrator. For this reason, it is important to emphasize that an increase in violence is not
related to the coronavirus per se as much as it is related to triggers such as isolation, anger,
and stress that would seem to be intensified by the pandemic situation [17]. However, most
data regarding the impact of COVID-19 social isolation measures on IPV have come from
media and reports from victim support organizations [1,2,22,26].

As the restriction measures went into effect, the media highlighted a spike in IPV
cases, sometimes with data that seemed to conflict. In Italy, for instance, during the SAH
orders, a decrease in calls to the intimate partner violence hotline has been recorded; similar
data have been found in Norway and in New York [27]. A possible explanation for this
phenomenon may be the difficulty of victims seeking help, either because of social isolation
that may amplify individual vulnerability and abusive behavior [1,4,10,28–30] or because
of the coping strategies implemented by victims without incurring an increased risk [17].

Notwithstanding, several studies report different attitudes towards IPV reporting
between victims and help professionals, both with regard to the perceived risk of reof-
fending [31] and the possibility of receiving/providing effective help [32,33]. Specifically,
help professional reports—particularly those made by health providers [34–36]—seem to
acknowledge a lower percentage of IPV cases than the victims, making it difficult to under-
stand the real extent of this phenomenon. Nevertheless, health providers work through
social services and shelters, allowing for systematic data collection and support and practical
help for victims, both in recognizing the abusive situation and in getting out of it.

Crucially, the pandemic condition has drawn media attention to a phenomenon that
should not be viewed through a causal filter but throughout its evolution. The fragmentary
nature of data and news does not emphasize that IPV is a pattern of abusive behavior
that stems from social and gender culture, nor is it a direct consequence of the COVID-19
emergency [13,17,28].

Aim of the Study

Several reviews have examined the issue of IPV and its characteristics from the per-
spectives of victims, police, and healthcare facilities. However, to the best of our knowledge,
no reviews have assessed the impact of the COVID-19 pandemic on IPV. Particularly, our
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study would like to fill the dark figure of crime issues through a multiperspective phe-
nomenon analysis (i.e., victims, police, healthcare).

From these premises, the purpose of our review was (1) to collect research data on
IPV during the COVID-19 pandemic to identify possible trends and (2) to highlight the
features of this phenomenon by comparing data from victims (e.g., data collected from
anonymous online surveys) and from help professionals. This includes all professionals
(e.g., law enforcement officers, psychologists, doctors, health workers, educators) who
activate supportive and helpful services in numerous fields, from social care and healthcare
to security and prevention.

It is assumed that victims, because of the risk of infection, have preferred not to seek
emergency care; moreover, hospitals and specialty facilities have limited access to support
services for IPV victims, because of cases of staff contamination and because they are
prioritizing the reception and care of those with COVID-19 [11,17].

2. Materials and Methods

This systematic review was performed according to the recommendations of the “Pre-
ferred Reporting Items for Systematic Reviews and Meta-Analyses” (PRISMA) [37–40]. The
study was registered in the “International Prospective Register of Systematic Reviews” (PROS-
PERO) in March 2021 (CRD42020226376), and the detailed protocol is available upon request.

2.1. Inclusion Criteria

A systematic review of data concerning IPV (including physical, sexual, economic,
or psychological abuse perpetrated by the partner) during the COVID-19 pandemic was
conducted. To this aim, several electronic databases were screened: PubMed/MEDLINE,
PsycINFO, Web of Science, Scopus, WHO (COVID-19 global literature on coronavirus
disease), and CINAHL. In addition, a manual search of reference lists from relevant
retrieved articles was performed.

The keywords used were related to abuse (“abuse” OR “violence” OR “IPV”), the ongo-
ing COVID-19 pandemic (“Coronavirus” OR “COVID-19” OR “2019-ncov” OR “sars-cov-2”
OR “pandemic”), and the containment measures adopted (“Lockdown” OR “lock-down”
OR “isolation” OR “Quarantine” OR “social distanc*” OR “stay* home” OR “cohabitation”).
After duplicate removal, 3174 records were selected for screening.

Articles selected included English, Italian, French, and Spanish languages and had to
meet the following criteria: (1) article reported data on IPV; (2) violence reported was related
to the ongoing COVID-19 pandemic; (3) articles were qualitative/quantitative/cross-
sectional/cohort/non-report studies. Some studies were included even if they reported
data on domestic violence, when it was specifically intended as any form of violence
(i.e., physical, psychological, sexual, economic) perpetrated by a partner.

Articles were excluded if they addressed other forms of family violence, such as child
or elder abuse, or if they reported witnessed or domestic violence in general. As a result,
3062 records were excluded based on title and abstract, and a total of 112 full-text articles
were assessed for eligibility. Of these, 92 studies were excluded for the following reasons:
incorrect focus, incorrect design or incorrect population. This resulted in a final number of
20 records reviewed.

The review process was as follows: three of the authors (AP, CC and RD) indepen-
dently reviewed the titles and abstracts for relevance. In the next step, the authors read
through the full articles and selected original studies that met the inclusion criteria. Dis-
agreements were solved through discussion. The references in the selected articles were
then checked to identify additional references of potential relevance. Pertinent editorials
and reports that emerged from the literature search were retained as background papers.
Subsequently, a methodological quality assessment and data abstraction were performed
by three authors for all of the original studies selected.

The methodological criteria included adherence to the inclusion/exclusion criteria, appro-
priateness of the study population, and sampling and outcome definition and measurement.
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2.2. Risk of Bias Assessment

Two authors also performed a risk of bias assessment using two NIH quality assess-
ment tools (https://www.nhlbi.nih.gov/, accessed on 20 January 2021): one for observa-
tional cohort and cross-sectional studies (N = 8) and one for before-after (pre-post) studies
with no control group (N = 12). A third author performed a final review to ensure the
appropriateness of the assessment procedure. A general quality rating assessment was
performed to identify the general risk of bias amount: studies were rated as “good” if they
showed ≥ 75% of positive answers to NIH tool questions (N = 11), they were rated as “fair”
if they showed 50%–75% of positive answers to NIH tool questions (N = 5), and they were
rated as “poor” if they showed 25%–50% of positive answers to NIH tool questions (N = 3).
Studies reporting ≤ 25% of positive answers to the tool were rated as “very poor” and thus
excluded (N = 1). Hence, 19 studies were reviewed (see Figure 1; Tables 1 and 2).Int. J. Environ. Res. Public Health 2021, 18, x  5 of 17 

 

 

 
Figure 1. Flow chart of research articles selection, according to PRISMA criteria. 

Table 1. Results of quality assessment of the cross-sectional studies (Victims Data). 

Studies 1. 2. 3.  4. 5. 6. * 7. * 8. ** 9. 10. *** 11. 12. 13. **** 14. Quality 
Rating 

[41] Y Y Y Y NR N N NA N NA Y Y NA Y Good 
[42] Y Y CD Y NR N N NA N NA N Y NA Y Fair 
[43] Y Y Y NR NR N N NA N NA N Y NA N Poor 
[44] Y N Y Y NR N N NA Y NA Y Y NA Y Good 
[45] Y Y Y Y Y N N NA N NA Y Y NA Y Good 
[46] Y Y Y Y Y N N NA N NA Y Y NA N Good 

Figure 1. Flow chart of research articles selection, according to PRISMA criteria.

2.3. Data Analysis

Because of the complexity of the phenomenon and its importance, a thematic synthesis
was carried out to provide a first overview of the current state of the research on the
topic [40]. Studies were categorized according to the target sample in “Studies with
victims” (8) and “Studies with help professionals” (i.e., police officers, anti-violence center
workers, health providers) (11). Data were treated as two independent studies to investigate
whether there was a common trend in IPV reporting from the perspective of the victims as
compared to that of the help professionals (Tables 3 and 4).

https://www.nhlbi.nih.gov/
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Table 1. Results of quality assessment of the cross-sectional studies (Victims Data).

Studies 1. 2. 3. 4. 5. 6. * 7. * 8. ** 9. 10. *** 11. 12. 13. **** 14. Quality Rating

[41] Y Y Y Y NR N N NA N NA Y Y NA Y Good
[42] Y Y CD Y NR N N NA N NA N Y NA Y Fair
[43] Y Y Y NR NR N N NA N NA N Y NA N Poor
[44] Y N Y Y NR N N NA Y NA Y Y NA Y Good
[45] Y Y Y Y Y N N NA N NA Y Y NA Y Good
[46] Y Y Y Y Y N N NA N NA Y Y NA N Good
[47] Y Y Y Y NR N N NA N NA Y Y NA CD Fair
[48] Y N CD Y NR N N NA N NA N Y NA CD Poor

Note. Quality of included studies was assessed using the National Institutes of Health (NIH) Quality Assessment tool for Observational Cohort and Cross-Sectional Studies (https://www.nhlbi.nih.gov/health-
topics/study-quality-assessment-tools, accessed on 20 January 2021). 1. Was the research question or objective in this paper clearly stated? 2. Was the study population clearly specified and defined? 3. Was the
participation rate of eligible persons at least 50%? 4. Were all the subjects selected or recruited from the same or similar populations (including the same time period)? Were inclusion and exclusion criteria for
being in the study prespecified and applied uniformly to all participants? 5. Was a sample size justification, power description, or variance and effect estimates provided? 6. For the analyses in this paper, were
the exposure(s) of interest measured prior to the outcome(s) being measured? 7. Was the timeframe sufficient so that one could reasonably expect to see an association between exposure and outcome if it existed?
8. For exposures that can vary in amount or level, did the study examine different levels of the exposure as related to the outcome (e.g., categories of exposure, or exposure measured as continuous variable)? 9.
Were the exposure measures (independent variables) clearly defined, valid, reliable, and implemented consistently across all study participants? 10. Was the exposure(s) assessed more than once over time? 11.
Were the outcome measures (dependent variables) clearly defined, valid, reliable, and implemented consistently across all study participants? 12. Were the outcome assessors blinded to the exposure status of
participants? 13. Was loss to follow-up after baseline 20% or less? 14. Were key potential confounding variables measured and adjusted statistically for their impact on the relationship between exposure(s) and
outcome(s)? CD: cannot determine; NA: not applicable; NR: not reported; N: no; Y: yes; *: For cross-sectional analyses, the answer to Questions 6 and 7 should be “no”; **: If there are only two possible exposures
(yes/no), then this question should be given an “NA”, and it should not count negatively towards the quality rating; ***: Cross-sectional studies do not assess the exposure(s) more than one time, because of their
own nature; ****: Cross-sectional studies do not require a follow-up.

https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
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Table 2. Results of quality assessment of the Before-After (Pre-Post) studies (Help-professionals Data).

Studies 1. 2. 3. 4. * 5. ** 6. 7. 8. 9. *** 10. 11. 12. **** Quality Rating

[10] Y Y Y CD NA Y Y Y NA N N NA Good
[15] Y Y Y CD NA Y Y Y NA Y Y NA Good
[20] Y Y Y CD NA Y Y Y NA Y Y NA Good
[28] Y Y N CD NA N Y N NA Y N NA Fair
[29] Y Y N CD NA Y Y NR NA Y N NA Fair
[39] Y CD Y CD NA N N CD NA N N NA Excluded
[49] NR N Y CD NA Y Y Y NA Y Y NA Good
[50] Y Y N CD NA Y Y Y NA Y Y NA Good
[51] Y Y N CD NA Y Y CD NA N N NA Fair
[52] NR Y N CD NA Y Y NR NA N N NA Poor
[53] Y Y Y CD NA Y Y Y NA Y Y NA Good
[54] Y N Y CD NA Y Y Y NA Y Y NA Good

Note. Quality of included studies was assessed using the National Institutes of Health (NIH) Quality Assessment tool for Before-After (Pre-Post) Studies with No Control Group (https://www.nhlbi.nih.gov/
health-topics/study-quality-assessment-tools, accessed on 20 January 2021). 1. Was the study question or objective clearly stated? 2. Were eligibility/selection criteria for the study population prespecified and
clearly described? 3. Were the participants in the study representative of those who would be eligible for the test/service/intervention in the general or clinical population of interest? 4. Were all eligible
participants that met the prespecified entry criteria enrolled? 5. Was the sample size sufficiently large to provide confidence in the findings? 6. Was the test/service/intervention clearly described and delivered
consistently across the study population? 7. Were the outcome measures prespecified, clearly defined, valid, reliable, and assessed consistently across all study participants? 8. Were the people assessing the
outcomes blinded to the participants’ exposures/interventions? 9. Was the loss to follow-up after baseline 20% or less? Were those lost to follow-up accounted for in the analysis? 10. Did the statistical methods
examine changes in outcome measures from before to after the intervention? Were statistical tests done that provided p values for the pre-to-post changes? 11. Were outcome measures of interest taken multiple
times before the intervention and multiple times after the intervention (i.e., did they use an interrupted time-series design)? 12. If the intervention was conducted at a group level (e.g., a whole hospital, a
community, etc.) did the statistical analysis take into account the use of individual-level data to determine effects at the group level?; CD: cannot determine; NA: not applicable; NR: not reported; N: no; Y: yes. *:
Our studies reported data on IPV during lockdown, so we cannot determine if all of the participant enrolled were included according to prespecified entry criteria; **: I The sample taken into account for our
study does not allow a measurement on confidence about his size; ***: Studies do not require a follow-up; ****: The studies we considered do not report any intervention; our finding is represented by the
percentage of IPV reported itself.

https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
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Table 3. Coding Victim Data.

Authors
2020

SAH Period
(*)

2020 Target
Period Country Sample Details Assessment of

IPV
Assessment of

Other Variables

N Mean Age
(SD) Gender Ethnicity

[41] March–July April–July Nepal 556 25.93
(6.88)

F = 48.7%
PnS = 0.4% NA AdHoc_Q SA

WHO-5

[42] March–
(May) May Argentina 1502 43.04

(11.43) F NA AdHoc_Q
COVID-19_RB

SC
SEC

[43] March–
(June) April–May Tunisia 751 37

(8.2) F NA AdHoc_Q DASS-21
FBAS

[44] - March–May USA 2045 46.63
(17.19)

F = 49.9%
Ot = 1.5%

Af-Am = 11.9%
As-Am = 2%

Hs = 3.3%
Ot = 20.1%

Wt/Eu-Am = 62.6%

J-IPV
COVID19_CxS
COVID-19_RB

COVID-19 Status

[45] (April–
September) April–May Ethiopia 682 29.78

(5.78) F
Ethiopian:

Tigray = 99%
Amara = 1%

WHO VAW SDF

[46] March–May May–June Bangladesh 2424 24.1
(4.8) F NA WHO_MST GAD-7

HFIAS

[47] - April USA 1730 42
(13) F = 59%

Hs = 8%
Ot = 6%

Wt = 73%
E-HITS COVID-19_RB

SDF

[48] - - USA 45 - F Af
As Interview -

Note. * Retrieved from https://www.imf.org/en/Topics/imf-and-covid19/Policy-Responses-to-COVID-19 (accessed on 26 May 2021), https://www.acaps.org/covid-19-government-measures-dataset (26 May
2021) and https://eu.usatoday.com/storytelling/coronavirus-reopening-america-map/ (26 May 2021); AdHoc_Q: Ad Hoc Questionnaire; Af: African; Am: American; As: Asian; COVID19_CxS: Covid19 cases
per state; COVID19_RB: Covid19 Related Behaviours; DASS-21: Depression Anxiety and Stress Scales; E-HITS: Extended Hurt, Insulted, Threated and Scream; Eu: European; F: Female; FBAS: Facebook Bergen
Addiction Scale; GAD-7: Generalised Anxiety Disorder; HFIAS: Household Food Insecurity Access Scale; HS: Hispanic; J-IPV: Jellinek Inventory for Assessing Partner Violence; Ot: Other; PnS: Prefer not Say; SA:
Substance Abuse; SAH: Stay-at-Home; SC: Substance Consumption; SDF: Socio-Demographic Factor; SEC: Socio-Economic Characteristics; WHO-5: World Health Organization Wellbeing Index; WHO_MST:
WHO Multicountry Survey Tool; WHO WAV: World Health Organization Violence Against Women; Wt: White.

https://www.imf.org/en/Topics/imf-and-covid19/Policy-Responses-to-COVID-19
https://www.acaps.org/covid-19-government-measures-dataset
https://eu.usatoday.com/storytelling/coronavirus-reopening-america-map/
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Table 4. Coding Official Data.

Authors 2020 SAH
Period (*)

2020 Target
Period

Country
(USA State) Sample Details Assessment

of IPV
Assessment

of Other
Variable

N Mean Age (SD) Gender Ethnicity

Covid Period No Covid
Period Covid Period No Covid

Period Covid Period No Covid
Period Covid Period No Covid

Period

[10] (March–May) January–May Australia - - - - - - - - COPS -

[15] March–(May) January–June UK
PR: (2015-20):

385873
CP: (2019-20):

328385
- - - - - - PR/

CP -

[20] (March–May) January–
March

USA
(CA) 47252 685615 - - - - - - PR -

[28] (April–June) March–May USA
(MA) 62 342 37

(13)
41

(15) F = 96% F = 95%
AfAm = 8%

Hs = 15%
Ot = 12%
Wt = 65%

AfAm = 36%
Hs = 24%
Ot = 14%
Wt = 26%

EMR ISS

[29] March–April March–April USA
(SC) 50 78 34.3 (12.4) 33.1

(15.6) F = 38% F = 47.4%
Bk = 22.0%

Ot = 6%
Ukn = 0%
Wt = 72%

Bk = 28.2%
Ot = 10.3%
Ukn = 1.3%
Wt = 60.3%

EDA -

[49] (March–May) January–July Peru 4075 - - - - - - - CH DSH

[50] March–(May) February–
May Mexico - - - - F - - - CH -

[51] (March–May) March–April USA
(IL) 62 88 32.4 (19.1) 36.9

(18.7) F = 27.42% F = 27.27%

AfAm =
80.7%

As = 0%
Cc = 12.9%
Hs = 6.5%

AfAm =
75.0%

As = 2.3%
Cc = 13.6%
Hs = 9.9%

EMR -

[52] (March–May) March–April UK 30 94 30.6 31 F = 10% F = 4.26% - - EMR -

[53] March–May January–
April

USA
(IL) - - - - - - - - PR/

CP/Arrests

L-Train
SafeGraph
Vehicular

Traffic

[54] March–(May) January–May Mexico - - - - - - - - PR -

Note. * Retrieved from https://www.imf.org/en/Topics/imf-and-covid19/Policy-Responses-to-COVID-19 (accessed on 26 May 2021), https://www.acaps.org/covid-19-government-measures-dataset
(accessed on 26 May 2021) and https://eu.usatoday.com/storytelling/coronavirus-reopening-america-map/ (accessed on 26 May 2021); AfAm: African-American; As: Asian; Bk: Black; Cc: Caucasian; CH: Calls
to the Helpline; COPS: Computerised Operational Policing System; CP: Calls for Police service; DSH: Demographic and Health Survey; EDA: Emergency Department Admissions; EMR: Electronic Medical
Records; EuAm: European-American; F: Female; HS: Hispanic; ISS: Injury Severity Scale1; Ot: Other; PR: Police Records; SAH: Stay-at-Home; UKn: Unknown; Wt: White.

https://www.imf.org/en/Topics/imf-and-covid19/Policy-Responses-to-COVID-19
https://www.acaps.org/covid-19-government-measures-dataset
https://eu.usatoday.com/storytelling/coronavirus-reopening-america-map/
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3. Results
3.1. Studies with Victims

Most of the studies were cross-sectional and observational cohort studies. A total of
9752 participants joined IPV screening during the COVID-19 pandemic.

The studies were conducted on different continents: North America (3), Africa (2),
Asia (2), and South America (1). Half of the studies (4) were conducted in the first months
of the pandemic, during restrictive measures such as closing many activities and ordering
people to stay at home; 12.5% of the studies (1) were conducted during the loosening
of restrictive measures; 37.5% of the studies (3) involved the general population of the
USA and, since each state implemented different measures for different periods, it was
not possible to know the actual restrictive measure in place. However, as these were
self-reported measures, all studies investigated the influence of pandemic-derived changes
in IPV experiences.

3.1.1. IPV Assessment

The following tools were used to assess IPV: ad hoc questionnaires (studies = 3) [41–43],
validated instruments (studies = 4) [44–47] and interviews (study = 1) [48].

3.1.2. Other Variables Assessment

Other variables that may have influenced the IPV assessment were also considered:
COVID-19-related behaviors (studies = 3) [42,44,46] and COVID-19 cases (study = 1) [44];
depression and anxiety (studies = 2) [43,46]; general well-being and sociodemographic
variables (studies = 4) [41,42,45,46] and addiction (studies = 3) [41–43].

3.1.3. Results

Research findings showed that the effect of forced cohabitation led to increasing time
spent together compared to before the COVID-19 period [47], which led to an increase in
IPV on women [41–46,48]. A study conducted in Tunisia [43] showed an increase from
4.4% to 14.8% in the period before and during SAH policies. All examined data were
the result of self-reported measures, showing an increase in IPV with a prevalence of
verbal violence [41], together with emotional violence [46] and psychological violence [45],
followed by economic [43], physical, and sexual violence [42,44,46,48]. A study conducted
between the start of the lockdown and the loosening of restrictive measures showed the
same results [46]. Notably, women in this study living with their husbands reported an
increase in IPV in the periods before and during lockdown, with a higher prevalence of
emotional violence (19.9%) than physical (6.5%) and sexual violence (3%).

These data seemed to increase when there was a COVID-19 positivity and therefore
a forced quarantine with effects on the main dimensions of IPV: emotional, sexual and
physical violence [44], as well as an increase in authors self-reporting physical violence [42].
This finding was strongly related to those who lost their jobs because of COVID-19 [44,47].

From the results that emerged in a study conducted at Johns Hopkins University in
Baltimore (USA) [48], evidence suggests a correlation between the increase in life stressors
(e.g., fear of losing one’s job, caregiving) and the increase in IPV incident frequency and
severity because of the COVID-19 pandemic.

Gender Differences in IPV Victimization

Women who already experienced abuse before the pandemic event reported higher rates
of violence (73%) than those who did not have a history of abuse (12%). Nearly 90% of the
women who experienced violence during the SAH period did not seek help or report that
abuse to authorities. None of the women who experienced emotional abuse reported it [43].

Violence during isolation has been associated with higher levels of depression, anxiety,
stress, and Facebook addiction [43,48].

Two studies found a male prevalence of victimization during the pandemic period
when compared to women [41,47].
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Risk Factors for IPV Victimization

Among the most frequently found risk factors were age, educational level, and the
possible presence of mental disorders [41,45]. According to a study from Nepal [41],
younger respondents were more likely to experience violence; the same findings emerged
in people with a lower educational level [41]. It was further found that participants with
a previously diagnosed mental disorder were more likely to report having experienced
physical and verbal violence [41]. Moreover, a study carried out in Ethiopia [45] showed
how being a housekeeper and/or being married in an arranged union seemed to be
associated with episodes of IPV from their respective husbands. In contrast, one study
found that people who have never been married experienced IPV more than married people;
furthermore, participants living alone with their spouse were more likely to experience
violence, followed by those living with their friends [41].

A study by Nepalese Lalitpur University [41] found an increase in tobacco, drug, and
alcohol use during SAH policies; this finding was also related to the number of victims of
physical violence, thus substantiating the hypothesis of a causal relationship [41]. However,
a study commissioned by the Inter-American Development Bank in Argentina [42] showed
that even if an increase in drug and alcohol intake was found, a causal relationship in
the increase in reported violence was not found. Finally, in only two studies [41,44], both
IPV victimization and IPV perpetration were assessed. Both studies showed that those
who had lost their jobs due to COVID-19 or tested positive for COVID-19 were more
likely to perpetrate IPV [44]. Furthermore, during the lockdown, participants who said
they perpetrated violence (18.2%) were more likely to have perpetrated both physical and
psychological violence than those who only perpetrated one of the two forms [41].

3.2. Studies with Help-Professionals

Most of the studies evaluated data collected among help professionals (e.g., medical
reports, calls to help lines, calls for police services) on IPV before and after the COVID-19
pandemic. Data were collected from North America (5), Central America (2), Europe (2),
South America (1), and Oceania (1). A total of 81.8% of the studies (9) took into account
data referring to the first months of the pandemic (coinciding with the introduction of
the restrictive measures related to the closure of many activities and the order to stay at
home), and 18.2% of the studies (2) also took into account data referring to the start of the
loosening of restrictive measures.

3.2.1. IPV Assessment

For data collection and comparison between the period of research interest (SAH
restriction period vs. earlier years), the instruments referred to three contexts: the help
lines (studies = 2) [49,50], the healthcare system (studies = 4) [28,29,51,52], and the police
system (studies = 5) [10,15,20,53,54].

3.2.2. Other Variables Assessment

Other variables that may have influenced the IPV assessment were also considered:
health status and demographic variables (study = 1) [49], the severity of the injuries
(study = 1) [28], and the change in traffic during the different time periods (study = 1) [53].

3.2.3. Results

Research findings have shown that overall, the incident rate of calls to help services
increased over time after the SAH policies [49–51,53], with several differences among
countries. Data patterns also differed by whether the data were collected through access to
healthcare facilities—through medical records or calls to help lines—or whether data were
collected by police through reports and calls.
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Data Collected from Healthcare Facilities

Data reporting access to healthcare services varied depending on the facilities that vic-
tims referred to; for instance, a study conducted in Peru [49] on calls to national help lines
during the first months of the pandemic and the first period of the easing of restrictive mea-
sures, specifically from mid-March 2020 to July 2020, showed a 48% increase in calls to help
lines for IPV compared to the same period in previous years. In particular, the call increase
started in April (1.02 times) and accelerated in the following months (May: 1.58 times;
June: 1.72 times; July: 2.12 times). Therefore, the loosening of restrictive measures did
not appear to have affected the prevalence of IPV. The results also showed no differences
among demographic groups, even considering the predetermined prevalence of IPV.

In contrast, data referring to hospital access and medical services differed. In fact,
according to some studies [28,29], victims’ access to hospitals during the pandemic was
lower on average than that during the same period in 2017–2019; however, the severity of
injuries increased during the pandemic. In contrast, according to a study by the University
of Chicago Medicine [51], the percentage of injuries from IPV increased after the SAH
orders; it was observed that IPV incidents occurred more frequently during the nighttime
period (6 pm–8 am) and during the week for those who spent most of their time at home.
Moreover, comparing records between 2020 during SAH orders and previous years, a
decrease in violence perpetrated by husbands toward wives was found, and there was
also an increase in violence when perpetrated by nonmarital partners and other nonfamily
members [29].

Data Collected from Police Records

Calls to the police increased from the previous year by 7.5%; furthermore, there was a
more than two-fold increase in calls from people who had never sought help for IPV-related
services [53]. Moreover, the data reported an increase in IPV calls and reports starting
as early as the weeks before the official lockdown began, with an increase throughout
the entire period of the containment measures for the spread of COVID-19 [52]. A study
conducted in the UK [15] using data from police records and calls for police services
collected during the early months of the pandemic and the first period of loosening
restrictive measures showed an 8.1% increase in IPV during the pandemic period compared
with the same period in previous years. In particular, in the first week of March, the number
of calls and, to a lesser extent, the number of police reports, started to increase compared to
previous years and remained higher throughout the lockdown period. Notably, the main
increase in IPV calls was from third parties (e.g., neighbors) and high-density area reports;
reports from third parties increased by 30% compared to previous years, while calls made
by victims did not increase. Eventually, in the last weeks considered in the study (June),
the general trend of increasing IPV began to decrease, as did calls made by third parties,
although IPV was still significantly higher than in previous years. The role of third parties
was also demonstrated in a study conducted in the USA [53], with an increased likelihood
of reporting IPV via increased time spent at home because of the COVID-19 pandemic.

In contrast, several studies have found no significant differences in IPV during the
SAH period; a research carried out on Los Angeles (USA) crime rates [20] found that
virus containment policies caused no significant change in intimate partner aggression,
regardless of the period examined (the first two weeks, March 4–16, or the entire period,
March 4–28). Additionally, increased access to IPV calls was not observed, even though
there was a change in the type of IPV call services requested from victims. In fact, there
was an increase in IPV calls for psychological support services and a decrease in IPV calls
for legal services [50]; in addition, a significant decrease in IPV (to −77%) was reported by
Mexico City’s Attorney General’s Office [54]. Finally, a report released by the Australian
NSW Bureau of Crime Statistics and Research [10] found that the number of IPV incidents
did not significantly change between 2019 and 2020; nevertheless, victims could be unable
to report because of home confinement with their perpetrator.
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4. Discussion

This review allowed us to investigate the phenomenon of intimate partner violence
from different perspectives. On the one hand, there were data from the victims themselves;
on the other hand, there were data from reports and calls to healthcare facilities. This
approach allowed a third observation, the comparison between the data provided by the
authorities and the data from the victims, taking into account the difficulty of victims in
reporting their abusive partners.

Data collected from this review showed an increase in the episodes of IPV reported
by victims during SAH policies, particularly with a prevalence of verbal, emotional and
psychological violence, followed by physical and sexual violence. It is worth noting that
among the different forms of victimization, physical assault episodes decreased, although
the severity of the assaults worsened among the victims [47]. Similar results have been
found through data collected from healthcare facilities. In fact, victims’ access to hospitals
was lower during the pandemic than in the same period in previous years; however, the
severity of injuries increased during the pandemic [28,29]. This result might be explained
by the perpetrators wanting to avoid hospitals, thus ensuring that the victimization was
less harmful than that in normal conditions; moreover, the victims were not able to reach
hospitals due to the spread of the virus and the at-home confinement with their abusers.
Most IPV episodes occur through controlling behaviors of the abusive partner toward the
victim. The implementation of SAH policies increased the difficulty of victims escaping the
abusive behavior; it can also be assumed that SAH policies provided more control over the
victims for the perpetrators, who had more knowledge of their movements [55–59]. This
assumption was also supported by the data from this review; while victims reported more
IPV episodes, the data collected by the police and healthcare services showed little change
compared to previous periods [10,20], sometimes even significant declines [54], while a
significant change seemed to emerge especially from those who had never sought help for
IPV episodes [53].

Based on the data collected through the victims, it was found that physical violence
was the one most associated with the increase in tobacco, drug and alcohol intake [41]; how-
ever, there is no certainty of a causal relationship between the two phenomena [42]. Addi-
tionally, it could be seen that most of the risk factors already found in the literature [60–64]
were influential in the period of SAH policies, such as age, educational level, presence
of mental disorders, or having previously experienced IPV [41,45]. In addition, having
contracted the coronavirus or experienced a state of job uncertainty caused by the pan-
demic situation, with the subsequent increase in life stressors, seemed to represent new
risk factors related to the specific time frame [44,47]. The association between coronavirus
positivity and job loss because of COVID-19 and an increase in IPV emerged from both
self-reports of victims and self-reports of IPV perpetrators [41,44].

With regard to perpetrator data, it should be noted that they were not sufficient to
highlight an in-depth IPV perpetrator perspective; thus, we could not structure a specific
discussion on this issue. In particular, there were no studies that specifically considered the
perspective of offenders, especially regarding an increase or decrease in pre- and post-SAH
violence, with a significant sample.

According to several studies [1,4,18,28], increasing the amount of time spent together
with an abusive partner because of forced cohabitation has led to an exacerbation of a
victim’s vulnerability and, moreover, to an abusive partner’s opportunity to perpetrate
violence, failing to rely on social support, social networks, and the networking considered
among the most important protective factors [7,8]. This result (that spending time together
leads to increased vulnerability and therefore violence) is also in line with a UK study [15],
which showed that despite a continuous increase in calls and police reports during the
lockdown in June, coinciding with a loosening of restrictive measures, IPV started to
decrease. However, the same result was not found in a study conducted in Peru [49]. It
should be noted, however, that apart from the fact that these were calls to the help line
and police calls/reports, the post lockdown period considered was very short and did not
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represent the focus of the study. In addition, the same study showed that the increase in IPV
calls during the first months of the pandemic was mainly due to reports from neighbors
rather than victims because COVID-19 caused people to stay at home more and they were
more likely to notice worrying situations. This changed the victims’ seeking-help modality,
making IPV calls for psychological support rather than legal support more accessible [50],
while increasing the control of the abusive partner, which may have led to greater isolation
for the victim. While there were mixed responses regarding the number of calls, both
increases and decreases were attributed to an increase in IPV (e.g., fewer calls due to
increased stalking and control by an abuser). Many participants consistently referred to the
barriers survivors face when attempting to seek help, such as difficulties with new virtual
platforms, closed court services that restrict access to necessary restraining orders, and
closed shelters [48].

5. Conclusions

These results acquired considerable importance in addressing a phenomenon as com-
plex as intimate partner violence. In fact, one of the main issues of data collection concerns
the obscure number, i.e., the number of episodes of violence that are never reported, there-
fore affecting the estimations of the incidence of the phenomenon worldwide. On this
subject, in a recent study conducted in Italy on the consequences of forced cohabitation
during SAH orders, participants assumed an increase in episodes of IPV and an increase in
separations as a result of forced cohabitation caused by restrictive measures in the territory.
Although the data reported by research participants did not show a worsening within
their daily lives [12], these findings provide a deeper understanding of the result shown
by Freeman [10], who reported no change between the SAH period and the previous year
but highlighted the increasing difficulty for victims to be able to report while living with
their perpetrators.

The dark figure of crime is a pervasive limitation in domestic violence studies and,
more specifically, with regard to intimate partner violence. In the interpretation of data
from the reviewed studies, a substantial gap has already emerged between data reported by
victims and those reported by professionals; although this finding supports the literature
on the subject [65–72], the limitation that results in not being able to consider the data
generalizable must be considered.

Beyond the limitation due to the obscure number, some inherent limitations in the
present review must be considered. First, the wide range of methods and measures used
for collecting and analyzing the data did not allow for more in-depth comparisons between
the research examined; given the different research designs, this also led to the choice of
using two different tools for the analysis of risk of bias.

Furthermore, it should be noted that most of the studies were carried out in the
first few months following the onset of the pandemic, and there was no single restrictive
measure for all countries, ranging from social distancing measures to more restrictive
measures such as lockdowns. Despite this, some studies have considered data from the
period of loosening of restrictive measures. However, the period following the first months
of the pandemic has not been specifically taken into account. It would be interesting to
evaluate these data in greater depth, for example with a future review of the literature
using the restrictive measures implemented in the various countries as a variable, not only
with respect to the official data but also with respect to what the victims self-reported.
In fact, although some of the studies considered were conducted during the period of
relaxation of the restrictive measures, the questions asked were focused on the violence
experienced during the lockdown period, whereas it would be interesting to focus the study
on the post lockdown period. Moreover, lacking sufficient data from all over the world,
it was not possible to proceed with a comparison by area; the problem of gender-based
violence is mainly due to cultural factors, and being able to highlight the different aspects
from different parts of the world could allow more extensive and in-depth work. Future
studies could analyze the data regarding IPV by comparing them with the coming years
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to identify whether the increase in episodes found in most of the studies examined will
return to decrease or, on the contrary, the patterns will continue to change. Furthermore,
intimate partner violence involves different dynamics than domestic violence and other
forms of abuse; thus, future studies could investigate the phenomenon more extensively.
Having a broader picture of violence could have practical implications for training health
professionals to better support victims, mainly because of the constant change in these
phenomena, both in how violence is perpetrated (e.g., increased control through electronic
devices) and in how victims seek support and assistance.

Future research could further investigate the perspective of perpetrators to high-
light the motivations and factors underlying the increase/decrease in violence during the
pandemic period, as well as the types of violence most commonly used. As previously
mentioned, distancing policies and orders to stay at home might have led to greater control
over the victim by the partner, which might explain why in some situations a decrease in
violence in the COVID-19 period and a decrease in severity were shown. Furthermore, it
might be interesting to take gender differences into account in these terms. Highlighting
the perspective of perpetrators could ultimately lead to a better understanding of the phe-
nomenon and, consequently, to additional elements that could form the basis for combating
the phenomenon of violence.

In terms of application, the results of this literature review could lead to the imple-
mentation of specific training for professionals (e.g., police, psychologists, and doctors),
focusing on how to correctly receive requests for help, based on specific trainings with the
use of role playing, both in person and on the help line. The training could also concern
raising awareness and training with respect to the correct reading of signal or sentinel
crimes, with the activation of standardized procedures at the national level. Raising aware-
ness among the general population may also be worthwhile, as it has been found that the
role of third parties, particularly neighbors, may be relevant in highlighting IPV episodes
that otherwise remain unreported [15,53]. Awareness of IPV alarm signals and of increased
risk in spending time with perpetrators in the general population may be an opportunity
to decrease the dark figures of crime while increasing social support, as it is an important
protective factor [7,8]. Therefore, developing interventions both on a large scale and in
individual neighborhoods may contribute to preventing the IPV phenomenon.

It will be essential, however, to propose support and social reintegration projects
for the victims, in light of the results of our study, whose objective will always be to
put the needs of the victims at the center of the reintegration process. According to the
available data, it would also seem useful to implement procedures that could make it easier
to connect victims with institutions, especially in all cases where the victim has limited
possibilities to communicate with the outside world. During the pandemic, progress was
made regarding the use of “tele-health” [28,48,73,74]. Although there are still limitations to
this procedure, it is a method that could help, even after the pandemic, all victims who
are unable to visit a professional in person. It is also worth considering that the end of the
pandemic will give victims a greater possibility to seek help and break out of the cycle
of violence. This might mean making the availability of all those who help victims, from
mental and physical health professionals to authorities, even more visible. Therefore, more
effort might be needed to increase the possibilities for victims to meet these professionals.

Author Contributions: Conceptualization, G.L., E.M., A.P., C.C., M.B.; methodology, G.L., E.M., A.P.;
review protocol, G.L., database search, A.P., C.C., R.D., risk of bias, A.P., C.C., R.D., data screening,
A.P., C.C., R.D.; writing—original draft preparation, G.L., A.P., C.C., E.M., M.B., writing—review and
editing, G.L., E.M.; supervision, A.M.G., G.L., E.M.; project administration, A.M.G. All authors have
read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.



Int. J. Environ. Res. Public Health 2021, 18, 6204 15 of 17

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Ertan, D.; El-Hage, W.; Thierrée, S.; Javelot, H.; Hingray, C. COVID-19: Urgency for Distancing from Domestic Violence.

Eur. J. Psychotraumatol. 2020, 11, 1800245. [CrossRef]
2. van Gelder, N.; Peterman, A.; Potts, A.; O’Donnell, M.; Thompson, K.; Shah, N.; Oertelt-Prigione, S. COVID-19: Reducing the

Risk of Infection Might Increase the Risk of Intimate Partner Violence. EClinicalMedicine 2020, 21, 100348. [CrossRef]
3. Boserup, B.; McKenney, M.; Elkbuli, A. Alarming Trends in US Domestic Violence during the COVID-19 Pandemic. Am. J.

Emerg. Med. 2020, 38, 2753–2755. [CrossRef] [PubMed]
4. Barbara, G.; Facchin, F.; Micci, L.; Rendiniello, M.; Giulini, P.; Cattaneo, C.; Vercellini, P.; Kustermann, A. COVID-19, Lockdown,

and Intimate Partner Violence: Some Data from an Italian Service and Suggestions for Future Approaches. J. Womens Health 2020,
29, 1239–1242. [CrossRef]

5. Santos, L.; Monteiro Nunes, L.M.; Rossi, B.A.; Taets, G. Impacts of the COVID-19 Pandemic on Violence against Women:
Reflections from the Theory of Human Motivation from Abraham Maslow. SciELO 2020. [CrossRef]

6. Stavrou, E.; Poynton, S.; Weatherburn, D. Intimate Partner Violence against Women in Australia: Related Factors and Help-Seeking
Behaviours. BOCSAR NSW Crime Justice Bull. 2016, 200, 16. Available online: https://www.bocsar.nsw.gov.au/Publications/
CJB/Report-2016-Intimate-partner-violence-against-women-in-Australia-CJB200.pdf (accessed on 12 January 2021).

7. Lanier, C.; Maume, M.O. Intimate Partner Violence and Social Isolation across the Rural/Urban Divide. Violence Against Women
2009, 15, 1311–1330. [CrossRef] [PubMed]

8. Choi, S.Y.; Cheung, Y.W.; Cheung, A.K. Social Isolation and Spousal Violence: Comparing Female Marriage Migrants with Local
Women. J. Marriage Fam. 2012, 74, 444–461. [CrossRef]

9. World Health Organization (WHO). Violence against Women during COVID-19. Available online: https://www.who.int/news-
room/q-a-detail/coronavirus-disease-covid-19-violence-against-women (accessed on 15 January 2021).

10. Freeman, K. Monitoring Changes in Domestic Violence in the Wake of COVID-19 Social Isolation Measures. Crime Justice
Stat. Bur. Brief. 2020, 145. Available online: https://www.bocsar.nsw.gov.au/Pages/bocsar_publication/Pub_Summary/BB/
Summary-DV-COVID-19-BB145.aspx (accessed on 12 January 2021).

11. Matoori, S.; Khurana, B.; Balcom, M.C.; Koh, D.M.; Froehlich, J.M.; Janssen, S.; Kolokythas, O.; Gutzeit, A. Intimate Partner
Violence Crisis in the COVID-19 Pandemic: How Can Radiologists Make a Difference? Eur. Radiol. 2020, 30, 6933–6936. [CrossRef]

12. Mari, E.; Fraschetti, A.; Lausi, G.; Pizzo, A.; Baldi, M.; Paoli, E.; Giannini, A.M.; Avallone, F. Forced Cohabitation during
Coronavirus Lockdown in Italy: A Study on Coping, Stress and Emotions among Different Family Patterns. J. Clin. Med.
2020, 9, 3906. [CrossRef]

13. Barbosa, J.P.M.; Lima, R.C.D.; de Brito Martins, G.; Drumond Lanna, S.; Carvalho Andrade, M.A. Intersectionality and Other
Views on Violence against Women in Times of Pandemic by COVID-19. SciELO 2020. [CrossRef]

14. Perez-Vincent, S.M.; Carreras, E.; Gibbons, M.A.; Murphy, T.E.; Rossi, M.A. (Eds.) Evidence from a Domestic Violence Hotline in
Argentina In COVID-19 Lockdowns and Domestic Violence; Inter-American Development Bank: Washington, DC, USA, 2020.

15. Ivandic, R.; Kirchmaier, T.; Linton, B. Changing Patterns of Domestic Abuse during COVID-19 Lockdown. SSRN Electron. J. 2020.
[CrossRef]

16. Speed, A.; Thomson, C.; Richardson, K. Stay Home, Stay Safe, Save Lives? An Analysis of the Impact of COVID-19 on the Ability
of Victims of Gender-based Violence to Access Justice. J. Cri. Law 2020, 84, 539–572. [CrossRef]

17. Williamson, E.; Lombard, N.; Brooks-Hay, O. Domestic Violence and Abuse, Coronavirus, and the Media Narrative. J. Gend.
Based Violence 2020, 4, 289–294. [CrossRef]

18. 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, 549–552. [CrossRef] [PubMed]

19. Brantingham, P.J.; Brantingham, P.L. Patterns in Crime; Collier Macmillan: New York, NY, USA, 1984.
20. Campedelli, G.M.; Aziani, A.; Favarin, S. Exploring the Effects of COVID-19 Containment Policies on Crime: An Empirical

Analysis of the Short-term Aftermath in Los Angeles. arXiv 2020, arXiv:2003.11021. [CrossRef]
21. Cohen, L.E.; Felson, M. Social Change and Crime Rate Trends: A Routine Activity Approach. Am. Sociol. Rev. 1979, 44, 588–608.

[CrossRef]
22. Fraser, E. Impact of COVID-19 Pandemic on Violence against Women and Girls. VAWG Helpdesk Research Report. 2020, Volume

284. Available online: https://www.sddirect.org.uk/media/1881/vawg-helpdesk-284-covid-19-and-vawg.pdf (accessed on 18
January 2021).

23. United Nation Women. COVID-19 and Ending Violence against Women and Girls. Gender-Based Violence. 2020, Volume 1.
Available online: https://digitalcommons.wcl.american.edu/wlpviolence/1/ (accessed on 15 January 2021).

24. Kagi, J. Crime Rate in WA Plunges Amid Coronavirus Social Distancing Lockdown Measures. ABC News Australia. Available
online: https://www.abc.net.au/news/2020-04-08/coronavirus-shutdown-sees-crime-rate-drop-in-wa/12132410 (accessed
on 18 January 2021).

http://doi.org/10.1080/20008198.2020.1800245
http://doi.org/10.1016/j.eclinm.2020.100348
http://doi.org/10.1016/j.ajem.2020.04.077
http://www.ncbi.nlm.nih.gov/pubmed/32402499
http://doi.org/10.1089/jwh.2020.8590
http://doi.org/10.1590/SciELOPreprints.915
https://www.bocsar.nsw.gov.au/Publications/CJB/Report-2016-Intimate-partner-violence-against-women-in-Australia-CJB200.pdf
https://www.bocsar.nsw.gov.au/Publications/CJB/Report-2016-Intimate-partner-violence-against-women-in-Australia-CJB200.pdf
http://doi.org/10.1177/1077801209346711
http://www.ncbi.nlm.nih.gov/pubmed/19755628
http://doi.org/10.1111/j.1741-3737.2012.00963.x
https://www.who.int/news-room/q-a-detail/coronavirus-disease-covid-19-violence-against-women
https://www.who.int/news-room/q-a-detail/coronavirus-disease-covid-19-violence-against-women
https://www.bocsar.nsw.gov.au/Pages/bocsar_publication/Pub_Summary/BB/Summary-DV-COVID-19-BB145.aspx
https://www.bocsar.nsw.gov.au/Pages/bocsar_publication/Pub_Summary/BB/Summary-DV-COVID-19-BB145.aspx
http://doi.org/10.1007/s00330-020-07043-w
http://doi.org/10.3390/jcm9123906
http://doi.org/10.1590/SciELOPreprints.328
http://doi.org/10.2139/ssrn.3686873
http://doi.org/10.1177/0022018320948280
http://doi.org/10.1332/239868020X15893043718030
http://doi.org/10.1111/inm.12735
http://www.ncbi.nlm.nih.gov/pubmed/32314526
http://doi.org/10.1007/s12103-020-09578-6
http://doi.org/10.2307/2094589
https://www.sddirect.org.uk/media/1881/vawg-helpdesk-284-covid-19-and-vawg.pdf
https://digitalcommons.wcl.american.edu/wlpviolence/1/
https://www.abc.net.au/news/2020-04-08/coronavirus-shutdown-sees-crime-rate-drop-in-wa/12132410


Int. J. Environ. Res. Public Health 2021, 18, 6204 16 of 17

25. Poate, S. 75% Increase in Domestic Violence Searches Since Coronavirus. NBN News. Available online: https://www.nbnnews.
com.au/2020/03/31/dvsearches-coronavirus/ (accessed on 18 January 2021).

26. Campbell, A.M. An Increasing Risk of Family Violence during the Covid-19 Pandemic: Strengthening Community Collaborations
to Save Lives. Forensic Sci. Int. 2020, 2, 100089. [CrossRef]

27. Council of Europe. Promoting and Protecting Women’s Rights at National Level. Available online: https://www.coe.int/en/
web/genderequality/promoting-and-protecting-women-s-rights (accessed on 12 January 2021).

28. Gosangi, B.; Park, H.; Thomas, R.; Gujrathi, R.; Bay, C.P.; Raja, A.S.; Seltzer, S.E.; Balcom, M.C.; McDonald, M.L.; Orgill, D.P.; et al.
Exacerbation of Physical Intimate Partner Violence during COVID-19 Pandemic. Radiology 2021, 298, E38–E45. [CrossRef]
[PubMed]

29. Rhodes, H.X.; Petersen, K.; Lunsford, L.; Biswas, S. COVID-19 Resilience for Survival: Occurrence of Domestic Violence during
Lockdown at a Rural American College of Surgeons Verified Level One Trauma Center. Cureus 2020, 12, e10059. [CrossRef]

30. World Health Organization (WHO). Health Care for Women Subjected to Intimate Partner Violence or Sexual Violence. A Clinical
Handbook. Available online: https://apps.who.int/iris/bitstream/handle/10665/136101/WHO_RHR_14.26_eng.pdf (accessed
on 15 January 2021).

31. Cattaneo, L.B. Contributors to Assessments of Risk in Intimate Partner Violence: How Victims and Professionals Differ.
J. Community Psychol. 2007, 35, 57–75. [CrossRef]

32. Meyer, S. Seeking Help for Intimate Partner Violence: Victims’ Experiences when Approaching the Criminal Justice System for
IPV-related Support and Protection in an Australian Jurisdiction. Fem. Criminol. 2011, 6, 268–290. [CrossRef]

33. Loke, A.Y.; Wan, M.L.E.; Hayter, M. The Lived Experience of Women Victims of Intimate Partner Violence. J. Clin. Nurs. 2012, 21,
2336–2346. [CrossRef] [PubMed]

34. Waalen, J.; Goodwin, M.M.; Spitz, A.M.; Petersen, R.; Saltzman, L.E. Screening for Intimate Partner Violence by Health Care
Providers-Barriers and Interventions. Am. J. Prev. Med. 2000, 4, 230–237. [CrossRef]

35. Djikanovic, B.; Celik, H.; Simic, S.; Matejic, B.; Cucic, V. Health Professionals’ Perceptions of Intimate Partner Violence against
Women in Serbia: Opportunities and Barriers for Response Improvement. Patient Educ. Couns. 2009, 80, 88–93. [CrossRef]

36. Chang, J.C.; Buranosky, R.; Dado, D.; Cluss, P.; Hawker, L.; Rothe, E.; McNeil, M.; Scholle, S. Helping Women Victims of Intimate
Partner Violence: Comparing the Approaches of Two Health Care Settings. Violence Vict. 2009, 24, 193–203. [CrossRef] [PubMed]

37. Panic, N.; Leoncini, E.; de Belvis, G.; Ricciardi, W.; Boccia, S. Evaluation of the Endorsement of the Preferred Reporting Items for
Systematic Reviews and Meta-Analysis (PRISMA) Statement on the Quality of Published Systematic Review and Meta-Analyses.
PLoS ONE 2013, 8, e83138. [CrossRef]

38. Moher, D.; Shamseer, L.; Clarke, M.; Ghersi, D.; Liberati, A.; Petticrew, M.; Shekelle, P.; Stewart, L.A.; PRISMA-P Group. Preferred
Reporting Items for Systematic Review and Meta-analysis Protocols (PRISMA-P) 2015 Statement. Syst. Rev. 2015, 4. [CrossRef]
[PubMed]

39. Boman, J.H.; Gallupe, O. Has COVID-19 Changed Crime? Crime Rates in the United States during the Pandemic. Am. J.
Crim. Justice 2020, 45, 537–545. [CrossRef]

40. Thomas, J.; Harden, A. Methods for the Thematic Synthesis of Qualitative Research in Systematic Reviews. BMC Med.
Res. Methodol. 2008, 8. [CrossRef]

41. Ghimire, C.; Acharya, S.; Shrestha, C.; KC, P.; Singh, S.; Sharma, P. Interpersonal Violence during the COVID-19 Lockdown Period
in Nepal: A Descriptive Cross-sectional Study. JNMA J. Nepal Med. Assoc. 2020, 58, 751–757. [CrossRef]

42. Gibbons, M.A.; Murphy, T.E.; Rossi, M.A. Confinement and Intimate Partner Violence: The Short-Term Effect of COVID-19.
In COVID-19 Lockdowns and Domestic Violence; Perez-Vincent, S.M., Carreras, E., Gibbons, M.A., Murphy, T.E., Rossi, M.A., Eds.;
Inter-American Development Bank: Washington, DC, USA, 2020.

43. Sediri, S.; Zgueb, Y.; Ouanes, S.; Ouali, U.; Bourgou, S.; Jomli, R.; Nacef, F. Women’s Mental Health: Acute Impact of COVID-19
Pandemic on Domestic Violence. Arch. Womens Ment. Health 2020, 23, 749–756. [CrossRef]

44. Davis, M.; Gilbar, O.; Padilla-Medina, D. Intimate Partner Violence Victimization and Perpetration among U.S. Adults during
COVID-19: A Brief Report. medRxiv 2020. [CrossRef]

45. Gebrewahd, G.T.; Gebremeskel, G.G.; Tadesse, D.B. Intimate Partner Violence against Reproductive Age Women during COVID-19
Pandemic in Northern Ethiopia 2020: A Community-based Cross-sectional Study. Reprod. Health 2020, 17. [CrossRef]

46. Hamadani, J.D.; Hasan, M.I.; Baldi, A.J.; Hossain, S.J.; Shiraji, S.; Bhuiyan, M.S.; Mehrin, S.; Fisher, J.; Tofail, F.; Tipu, S.;
et al. Immediate Impact of Stay-at-Home Orders To Control COVID-19 Transmission on Socioeconomic Conditions, Food
Insecurity, Mental Health, and Intimate Partner Violence in Bangladeshi Women and their Families: An Interrupted Time Series.
Lancet Glob. Health 2020, 8. [CrossRef]

47. Jetelina, K.K.; Knell, G.; Molsberry, R.J. Changes in Intimate Partner Violence during the Early Stages of the COVID-19 Pandemic
in the USA. Inj. Prev. 2020, 27, 93–97. [CrossRef]

48. Sabri, B.; Hartley, M.; Saha, J.; Murray, S.; Glass, N.; Campbell, J.C. Effect of COVID-19 Pandemic on Women’s Health and Safety:
A Study of Immigrant Survivors of Intimate Partner Violence. Health Care Women Int. 2020, 41, 1294–1312. [CrossRef] [PubMed]

49. Agüero, J.M. COVID-19 and the Rise of Intimate Partner Violence. World Dev. 2021, 137, 105217. [CrossRef] [PubMed]
50. Silverio-Murillo, A.; Balmori de la Miyar, J.R.; Hoehn-Velasco, L. Families under Confinement: COVID-19, Domestic Violence,

and Alcohol Consumption. SSRN Electron. J. 2020. [CrossRef]

https://www.nbnnews.com.au/2020/03/31/dvsearches-coronavirus/
https://www.nbnnews.com.au/2020/03/31/dvsearches-coronavirus/
http://doi.org/10.1016/j.fsir.2020.100089
https://www.coe.int/en/web/genderequality/promoting-and-protecting-women-s-rights
https://www.coe.int/en/web/genderequality/promoting-and-protecting-women-s-rights
http://doi.org/10.1148/radiol.2020202866
http://www.ncbi.nlm.nih.gov/pubmed/32787700
http://doi.org/10.7759/cureus.10059
https://apps.who.int/iris/bitstream/handle/10665/136101/WHO_RHR_14.26_eng.pdf
http://doi.org/10.1002/jcop.20134
http://doi.org/10.1177/1557085111414860
http://doi.org/10.1111/j.1365-2702.2012.04159.x
http://www.ncbi.nlm.nih.gov/pubmed/22788565
http://doi.org/10.1016/S0749-3797(00)00229-4
http://doi.org/10.1016/j.pec.2009.09.028
http://doi.org/10.1891/0886-6708.24.2.193
http://www.ncbi.nlm.nih.gov/pubmed/19459399
http://doi.org/10.1371/journal.pone.0083138
http://doi.org/10.1186/2046-4053-4-1
http://www.ncbi.nlm.nih.gov/pubmed/25554246
http://doi.org/10.1007/s12103-020-09551-3
http://doi.org/10.1186/1471-2288-8-45
http://doi.org/10.31729/jnma.5499
http://doi.org/10.1007/s00737-020-01082-4
http://doi.org/10.1101/2020.06.08.20125914
http://doi.org/10.1186/s12978-020-01002-w
http://doi.org/10.1016/S2214-109X(20)30366-1
http://doi.org/10.1136/injuryprev-2020-043831
http://doi.org/10.1080/07399332.2020.1833012
http://www.ncbi.nlm.nih.gov/pubmed/33085577
http://doi.org/10.1016/j.worlddev.2020.105217
http://www.ncbi.nlm.nih.gov/pubmed/33012955
http://doi.org/10.2139/ssrn.3688384


Int. J. Environ. Res. Public Health 2021, 18, 6204 17 of 17

51. Hassan, K.; Prescher, H.; Wang, F.; Chang, D.W.; Reid, R.R. Evaluating the Effects of COVID-19 on Plastic Surgery Emergencies:
Protocols and Analysis From a Level I Trauma Center. Ann. Plast. Surg. 2020, 85, S161–S165. [CrossRef] [PubMed]

52. Olding, J.; Zisman, S.; Olding, C.; Fan, K. Penetrating Trauma during a Global Pandemic: Changing Patterns in Interpersonal
Violence, Self-harm and Domestic Violence in the Covid-19 Outbreak. Surgeon 2021, 19, e9–e13. [CrossRef] [PubMed]

53. Bullinger, L.R.; Carr, J.; Packham, A. COVID-19 and Crime: Effects of Stay-at-Home Orders on Domestic Violence. Natl. Bur.
Econ. Res. 2020. [CrossRef]

54. Balmori de la Miyar, J.R.; Hoehn-Velasco, L.; Silverio-Murillo, A. Druglords don’t Stay at Home: COVID-19 Pandemic and Crime
Patterns in Mexico City. J. Crim. Justice 2021, 72, 101745. [CrossRef]

55. Pattojoshi, A.; Sidana, A.; Garg, S.; Mishra, S.N.; Singh, L.K.; Goyal, N.; Tikka, S.K. Staying Home is NOT ‘Staying Safe’: A Rapid 8-
Day Online Survey on Spousal Violence against Women during the COVID-19 Lockdown in India. Psychiatry Clin. Neurosci. 2020.
[CrossRef]

56. Moreira, D.N.; da Costa, M.P. The Impact of the Covid-19 Pandemic in the Precipitation of Intimate Partner Violence. Int. J.
Law Psychiatry 2020, 71, 101606. [CrossRef]

57. Kaukinen, C. When Stay-at-Home Orders Leave Victims Unsafe at Home: Exploring the Risk and Consequences of Intimate
Partner Violence during the COVID-19 Pandemic. Am. J. Crim. Law 2020, 45, 668–679. [CrossRef]

58. Bradbury-Jones, C.; Isham, L. The Pandemic Paradox: The Consequences of COVID-19 on Domestic Violence. J. Clin. Nurs. 2020,
29, 13–14. [CrossRef]

59. Fawole, O.I.; Okedare, O.O.; Reed, E. Home Was Not a Safe Haven: Women’s Experiences of Intimate Partner Violence during the
COVID-19 Lockdown in Nigeria. BMC Womens Health 2021, 21, 32. [CrossRef] [PubMed]

60. Salom, C.L.; Williams, G.M.; Najman, J.M.; Alati, R. Substance Use and Mental Health Disorders are Linked to Different Forms of
Intimate Partner Violence Victimisation. Drug Alcohol Depend. 2015, 151, 121–127. [CrossRef]

61. Sanz-Barbero, B.; Pereira, P.L.; Barrio, G.; Vives-Cases, C. Intimate Partner Violence against Young Women: Prevalence and
Associated Factors in Europe. J. Epidemiol. Community Health 2018, 72, 611–616. [CrossRef]

62. Yakubovich, A.R.; Stöckl, H.; Murray, J.; Melendez-Torres, G.J.; Steinert, J.I.; Glavin, C.E.Y.; Humphreys, D.K. Risk and Protective
Factors for Intimate Partner Violence against Women: Systematic Review and Meta-analyses of Prospective-Longitudinal Studies.
Am. J. Public Health 2018, 108, e1–e11. [CrossRef]

63. Herbert, A.; Heron, J.; Barter, C.; Szilassy, E.; Barnes, M.; Howe, L.D.; Feder, G.; Fraser, A. Risk Factors for Intimate Partner
Violence and Abuse among Adolescents and Young Adults: Findings from a UK Population-based Cohort. Wellcome Open Res.
2020, 5, 176. [CrossRef] [PubMed]

64. Schreiber, E.; Salivar, E.G. Using a Vulnerability-stress-adaptation Framework to Model Intimate Partner Violence Risk Factors in
Late Life: A Systematic Review. Aggress. Violent Behav. 2021, 57. [CrossRef]

65. Gracia, E. Unreported Cases of Domestic Violence against Women: Towards an Epidemiology of Social Silence, Tolerance, and
Inhibition. J. Epidemiol. Community Health 2004, 58, 536–537. [CrossRef]

66. Hester, M. Making it through the Criminal Justice System: Attrition and Domestic Violence. Soc. Policy Soc. 2006, 5, 79–90.
[CrossRef]

67. Fanslow, J.L.; Robinson, E.M. Help-seeking Behaviors and Reasons for Help Seeking Reported by a Representative Sample of
Women Victims of Intimate Partner Violence in New Zealand. J. Interpers. Violence 2006, 25, 929–951. [CrossRef]

68. Fernández-González, L.; O’Leary, K.D.; Muñoz-Rivas, M.J. We Are Not Joking: Need for Controls in Reports of Dating Violence.
J. Interpers. Violence 2012, 28, 602–620. [CrossRef]

69. Birdsey, E.; Snowball, L. Reporting Violence to Police: A Survey of Victims Attending Domestic Violence Services. Crime Justice Stat.
2013, 91, 1–8.

70. Palermo, T.; Bleck, J.; Peterman, A. Tip of the Iceberg: Reporting and Gender-Based Violence in Developing Countries.
Am. J. Epidemiol. 2014, 179, 602. [CrossRef]

71. Sleath, E.; Smith, L.L. Understanding the Factors that Predict Victim Retraction in Police Reported Allegations of Intimate Partner
Violence. Psychol. Violence 2017, 7, 140–149. [CrossRef]

72. Holliday, C.N.; Kahn, G.; Thorpe, R.J.; Shah, R.; Hameeduddin, Z.; Decker, M.R. Racial/Ethnic Disparities in Police Reporting for
Partner Violence in the National Crime Victimization Survey and Survivor-Led Interpretation. J. Racial Ethn. Health Disparit. 2020,
7, 468–480. [CrossRef]

73. Andrews, E.; Berghofer, K.; Long, J.; Prescott, A.; Caboral-Stevens, M. Satisfaction with the use of telehealth during COVID-19:
An integrative review. Int. J. Nurs. Stud. Adv. 2020, 2, 100008. [CrossRef] [PubMed]

74. Asad, M.; Sabzwari, S. Telemedicine: A New Frontier in Clinical Practice. Pak. J. Med. Sci. 2021, 37, 588–590. [CrossRef] [PubMed]

http://doi.org/10.1097/SAP.0000000000002459
http://www.ncbi.nlm.nih.gov/pubmed/32501839
http://doi.org/10.1016/j.surge.2020.07.004
http://www.ncbi.nlm.nih.gov/pubmed/32826157
http://doi.org/10.3386/w27667
http://doi.org/10.1016/j.jcrimjus.2020.101745
http://doi.org/10.1111/pcn.13176
http://doi.org/10.1016/j.ijlp.2020.101606
http://doi.org/10.1007/s12103-020-09533-5
http://doi.org/10.1111/jocn.15296
http://doi.org/10.1186/s12905-021-01177-9
http://www.ncbi.nlm.nih.gov/pubmed/33472627
http://doi.org/10.1016/j.drugalcdep.2015.03.011
http://doi.org/10.1136/jech-2017-209701
http://doi.org/10.2105/AJPH.2018.304428
http://doi.org/10.12688/wellcomeopenres.16106.1
http://www.ncbi.nlm.nih.gov/pubmed/33553678
http://doi.org/10.1016/j.avb.2020.101493
http://doi.org/10.1136/jech.2003.019604
http://doi.org/10.1017/S1474746405002769
http://doi.org/10.1177/0886260509336963
http://doi.org/10.1177/0886260512455518
http://doi.org/10.1093/aje/kwt295
http://doi.org/10.1037/vio0000035
http://doi.org/10.1007/s40615-019-00675-9
http://doi.org/10.1016/j.ijnsa.2020.100008
http://www.ncbi.nlm.nih.gov/pubmed/33083791
http://doi.org/10.12669/pjms.37.2.3592
http://www.ncbi.nlm.nih.gov/pubmed/33679955

	Introduction 
	Materials and Methods 
	Inclusion Criteria 
	Risk of Bias Assessment 
	Data Analysis 

	Results 
	Studies with Victims 
	IPV Assessment 
	Other Variables Assessment 
	Results 

	Studies with Help-Professionals 
	IPV Assessment 
	Other Variables Assessment 
	Results 


	Discussion 
	Conclusions 
	References

