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Abstract 

Background Increased numbers of domestic abuse cases were reported at the start of the COVID-19 pandemic. 
Many people experiencing abuse faced barriers to seeking support with service closures affecting the sector. Avail-
able evidence suggests women are overrepresented in the reported cases of intimate partner violence (IPV) and we 
aimed to learn more about how their lives were impacted by social distancing restrictions.

Methods We conducted an online qualitative interview study, using reflexive thematic analysis. Interviews were 
conducted between April 2021 and March 2022. 18 women in the UK with past experiences of IPV provided informed 
consent and participated in this study.

Results During the analysis, we identified five themes relating to the impact of lockdown restrictions on participants’ 
lives, including: (1) Lockdown meant being confined to a place where abuse was escalating, (2) Barriers to accessing 
support, including “cancelled” services and missed opportunities to intervene during interactions in lockdown with 
frontline workers. (3) Increased feelings of fear, isolation, and loss of control, particularly during the early stages of the 
pandemic from the combination of abuse and pandemic-related changes to daily life. (4) Some forms of support were 
more accessible during the pandemic, such as provision of online psychological support and social groups. Partici-
pants also accessed new forms of support for the first time during the pandemic, in some cases sparked by posts 
and content on social media about abuse awareness. (5) For some, psychosocial wellbeing transformed during the 
pandemic, with several participants using the word “freedom” when reflecting on their experience of simultaneously 
escaping abuse and living through the COVID-19 pandemic.

Conclusions In this study, we explored the views of female survivors of IPV in the UK during the COVID-19 pandemic. 
Our results highlight the importance of combined public awareness campaigns and community intervention points 
for victims to safely seek help during social distancing restrictions. Having the time and space to reflect on healing 
after escaping abuse was described by women in our study as a benefit from their lives in lockdown, which is a factor 
that could be incorporated into future initiatives developed to support people subjected to violence and abuse.

*Correspondence:
A. R. McKinlay
a.mckinlay@ucl.ac.uk
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12889-023-14987-3&domain=pdf


Page 2 of 17McKinlay et al. BMC Public Health          (2023) 23:123 

Keywords Intimate partner violence, Domestic violence, Public health, Mental health, Wellbeing, Social support

Introduction
After first being detected in 2019, coronavirus disease 
(COVID-19) caused by SARS-CoV-2 spread rapidly 
across the world until it was declared a global pandemic 
by the World Health Organisation in March 2020 [1]. The 
pandemic necessitated governments to implement social 
distancing restrictions in order to limit the spread of 
the virus. Throughout England, this meant that citizens 
in non-keyworker roles were ordered to “stay at home” 
under “lockdown” (see Supplementary file 1). People 
with pre-existing health conditions were identified as 
extremely clinically vulnerable with additional “shield-
ing” guidance to protect themselves against serious infec-
tion from the virus. These restrictions resulted in safety 
concerns because the incidence of domestic violence and 
abuse was feared to rise [2]. Not everyone feels safe at 
home, and so, the stay at home guidance created a sec-
ondary problem for people who were living with violence 
and abuse when the pandemic was declared.

Intimate partner violence (IPV) is an indiscriminate 
crime; it affects people of all genders, all ages and all 
backgrounds, in all corners of society [3, 4]. The socio-
economic cost of domestic abuse (DA) in the UK alone 
is estimated at £66 billion [5]; but in reality, the true cost 
of abuse can never be quantified. Although all people are 
at risk of experiencing violence and abuse,  women are 
overrepresented in reported cases of IPV [6] and their 
experiences of this crime warrant specific focus [7]. On 
average in Britain, women are more likely than men to 
earn less [8] and have more unpaid care responsibili-
ties [9]. Research suggests that women in the UK expe-
rienced less equality during COVID compared with 
pre-pandemic times [10, 11] owing to these pre-existing 
gender inequalities. Women are more likely to experi-
ence fatal consequences of IPV such as femicide, and are 
more often victims in reports of physical abuse, sexual 
violence, and coercive control cases [6, 12]. IPV has far-
reaching and long-lasting consequences; survivors of 
IPV are twice as likely to develop depression and anxiety 
compared with the general population [13].

Reports of violence and abuse often increase during 
times of adversity, such as natural disasters [14], emer-
gencies [15], and epidemics [16]. Various explanatory 
factors have been proposed including economic col-
lapse, closure of violence prevention initiatives and 
social support services, breakdown of social networks 
and heightened psychological distress [17–19]. The 
frequency of IPV [20, 21] reports rapidly increased 
around the world after the first COVID-19 lockdown 

restrictions commenced. Reports to crisis services have 
suggested more severe cases of abuse [22, 23], particu-
larly physical IPV [21]. The first week of lockdown in 
the United Kingdom (UK) saw a 25% increase in calls 
to abuse hotlines and a 150% increase in DA website 
visits [24], which might have been indicative of increas-
ing tensions in homes and pressurised local services 
[25]. However, some research suggests a decrease in 
reporting of IPV [26], due to difficulties in reporting 
crimes and seeking help under lockdown, due to digi-
tal poverty, financial hardship, lack of childcare, ser-
vice closures, COVID fears, or being under the watch 
of an abuser [22, 27]. Women’s support services pre-
lockdown have been crucial in reducing victimisation 
and improving the overall well-being of survivors [28]. 
However, under lockdown restrictions, many UK ser-
vices for IPV were closed, discontinued and in some 
cases, moved online [29].

Emerging research into violence against women dur-
ing COVID-19 has highlighted concerning findings 
regarding the reality of life for people experiencing IPV 
in lockdown [30], suggesting this group require specific 
focus in efforts to support the health of the public. A 
number of qualitative studies conducted internation-
ally in the early stages of the pandemic reported a 
deterioration in mental health amongst IPV survivors, 
including worsening of existing mental health concerns 
(such as depression and anxiety) and heightened finan-
cial distress [31, 32]. Little is known about the mental 
health impacts or support needs reported by women 
in the UK experiencing IPV in the various stages of the 
COVID-19 outbreak. Women’s abuse support services 
have been identified as vital in providing shelter and 
counselling, although in some instances, victims report 
that shelters under isolation can cause re-traumatisa-
tion [32], which means alternative means of ensuring 
safety are essential in cases of future pandemics. Vic-
tims and survivors have also mentioned difficulty in 
receiving remote women’s health services during the 
COVID-19 pandemic due to lack of accessibility or 
feeling uncomfortable [23, 33], and therefore, alterna-
tive means of remote psychosocial support warrant 
investigation.

At the time of writing, no published qualitative stud-
ies to our knowledge had been undertaken with a 
focus on female survivors of IPV in the UK, which saw 
one of the worlds’ longest lockdowns during the pan-
demic [34]. There remains a need for further qualita-
tive research into the impact of lockdown measures in 
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order to explore improvements to service provision and 
public policy. We asked the following research ques-
tions to guide the conduct of the research: (1) How did 
social distancing restrictions affect the lives of women 
experiencing IPV during the COVID-19 pandemic? 
(2) What were the social and mental health impacts 
of pandemic-related changes on women experiencing 
IPV? (3) How were women’s access to support for IPV 
affected by pandemic-related disruptions?

Methods
The research was conducted as part of the University 
College London (UCL) COVID-19 Social Study (CSS), 
which was a large mixed methods study, exploring the 
social and mental health impacts of the pandemic [35]. 
Ethical approval was obtained from the UCL Research 
Ethics Committee (14,895/005).

Recruitment and sample
Interviews took place between April 2021 and March 
2022, with the majority of interviews occurring between 
October 2021 until early 2022. There were two sam-
pling strategies employed during recruitment; we first 
employed convenience sampling methods, whereby, 
we advertised the study through specialist third-sector 
services providing domestic abuse support. We invited 
women who were “safe from abuse” (i.e., not currently 
experiencing abuse or living with someone carrying out 
abuse) to contact us if they were interested in partici-
pating. This was to ensure that women contacting the 
researchers were less likely to be put at-risk by contacting 
us. We were cognizant that during the pandemic many 
abuse victims were not able to discuss confidential mat-
ters safely or talk freely without risk of being overheard 
whilst still living with an abusive person [36]. After all 
social distancing restrictions had ended in July 2021, we 
began to display notices about the study on more wide-
spread public platforms such as the CSS social media 
page and newsletter (reaching ≥ 3000 people). During 
this time, we employed more purposive sampling meth-
ods improve diversity within the group of participants in 
terms of age and ethnicity.

Our study eligibility criteria were female, not cur-
rently experiencing abuse but had experienced any form 
of abuse from a partner during the pandemic, aged 18 
or over, and no longer living with an abusive partner. 
Those who were interested and identified themselves 
as eligible contacted the lead researcher (AM) for more 
information. The lead researcher sent potential par-
ticipants an Information Sheet, a study Screening Form 
(see Supplementary file 2), and an offer to answer any 
questions. After screening, 18 women were eligible and 
agreed to participate, while 7 women were not eligible to 

participate (5 were not eligible based on living circum-
stances and 2 were ineligible based on experiences of 
abuse that occurred before rather than during the pan-
demic). Once study eligibility had been confirmed and 
participants had read the information sheet, a consent 
form was sent to participants, which was signed by the 
lead researcher and participant. After completing a writ-
ten informed consent form, participants completed a 
demographics questionnaire, then an interview time and 
day was arranged.

Interview procedure
Participants attended a one-to-one remote video or tel-
ephone interview, conducted by one of two experienced 
female qualitative researchers (AM, AB) with expertise 
in mental health research. Interviews followed a semi-
structured format, with several specific question prompts 
(see Table 1 for examples). The interview process began 
with the lead researcher introducing themselves and the 
COVID-19 Social Study more broadly, before explain-
ing the aims of the current study and focus on support 
for women experiencing IPV during the pandemic. The 
researcher then explained the topics that were of inter-
est: life before the pandemic, impact of social distancing 
restrictions, support for abuse, social life, mental health, 
thoughts about the future. The researcher verbally noted 
key points in the written consent form including the lim-
its of confidentiality (i.e., if immediate risk of harm was 
disclosed during an interview).

The interview procedure was conducted carefully 
and variably, with priority placed on the pace and con-
tent set by participants rather than following a uniform 
procedure. Authors AM and AB met weekly through-
out the study to debrief, reflect, and discuss preliminary 
impressions of the interviews so that any questions or 
approaches could be tailored and refined as the study 
progressed. In some cases, only one or two topics were 
discussed during an interview with minimal questions 
or prompts asked by the interviewer, in favour of allow-
ing the participant space to tell their story. For interviews 
that were more semi-structured, questions asked by the 
interviewer were open-ended, with prompts used such 
as “How do you feel about the changes that have been 
brought about by COVID-19?” (See Supplementary File 

Table 1 Topic guide examples

Questions

1. Could you tell me about any forms of support you accessed to help 
you with domestic abuse?

2. Was there any impact of the pandemic on your ability to receive help?

3. Is there anything that support services could have done better?
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3). Participants were not asked about specific experiences 
of abuse, nor were these topics explored in detail if men-
tioned by participants during the conversation. In some 
cases, interview topics and question examples were sent 
to participants beforehand if this was requested so that 
participants could review topics ahead of their interview. 
Participants were offered a £10 voucher as compensation 
for their time and participation in the research.

Interview duration was on average one hour and 
10  min, ranging from 16  min to two hours. Interviews 
were audio recorded and then transcription conducted 
by an external company with whom the research team 
have a data sharing agreement. All identifiable details 
(e.g., names, locations, etc.) were redacted. Audio files 
and transcripts were saved separately from any other 
information within the UCL Data Safe Haven, a certified 
secure data storage platform.

Qualitative data analysis
We conducted a reflexive thematic analysis informed by 
Braun and Clarke [37], to extract rich and detailed data 
from interview transcripts. Thematic analysis was chosen 
to analyse the interview transcripts, as it provides a ‘start-
ing point’ for analysing complex research data [38], whilst 
allowing the researcher flexibility with concept synthesis 
[39]. We did not seek “thematic saturation” in the study 
analysis, as this concept contains the assumptions of 
realism [40], which were not the principles drawn upon 
in this study. Instead, our research methodology was 
informed by principles of feminist epistemology [41] 
and critical realist ontology [42], whereby, we sought to 
amplify and validate the voices of those who have faced 
inequality and oppression from abuse.

After fieldwork and interview transcription were com-
pleted, files were imported and managed using NVivo 
version 12 [43]. AM read and coded all interview tran-
scripts; however, to enhance depth of understanding of 
the data and subsequent themes amongst the study team, 
AB and YS also read a subsample of transcripts. AM 
coded passages of text that were pertinent to the study 
research questions. Some additional relevant contextual 
information (i.e., whether someone was in temporary 
housing, had informal caring responsibilities, or was 
struggling with substance misuse) were also coded. AM 
labelled all initial codes using language and terms that 
were aligned as closely as possible to the participants’ 
words. After all transcripts had been coded, AM organ-
ised the codes into groups, based on what she felt were 
similar topics, for instance, mentions of abuse becom-
ing “more frequent” or “more intense” were grouped 
together and later labelled: “abuse escalated during the 
pandemic.” These groups of topics were eventually used 

to inform theme development, which were labelled based 
on AM’s interpretations. For instance, the code “abuse 
escalated during the pandemic” helped to form theme 
one, called: “Stay at home orders meant being confined to 
a place where abuse was escalating.”

After the first round of coding was complete, AM pre-
sented preliminary themes to study co-authors (AB, 
YS, TM) and peers working on the CSS, to help “sense-
check” the topics identified [44]. Presenting to peers in 
this way can help to become further immersed in the 
data and improve the depth of insights garnered from the 
dataset [40]. This step was undertaken to elicit co-author 
feedback on initial theme labels, to check that these were 
coherent and relevant to study aims. AM then selected 
themes that responded most directly to the research 
questions, as opposed to selecting analysis themes that 
were frequently endorsed by participants [40]. AM pre-
sented the themes a second time to study co-authors 
(AB, TM), and then finalised the list of themes and 
subthemes.

In the Results section, we present quotes that are 
intended as a representation of subthemes, with full 
quotes presented in Supplementary File 4. Some quotes 
have been shortened in-text for brevity and clarity.

Results
Characteristics of participants
Participants’ ages ranged from 24–61 (41 years on aver-
age), with most participants identifying as White Brit-
ish (see Table  2). Participants had mostly completed 
university-level education. Ten women were living with 
their partner at the time that abuse was occurring. Nine 
women had caring responsibilities at the time of inter-
view. Eight women lived with their young children dur-
ing and prior to the pandemic, or their grown children 
had moved back into the family home because of the 
pandemic (for instance due to university closures). Six 
participants had a physical health condition (including 
diabetes, asthma, and high blood pressure) and eight 
had a mental health condition (including depression, 
anxiety, post-traumatic stress disorder (PTSD), and eating 
disorder).

Qualitative analysis
We generated 5 themes relating to the effect of social 
distancing restrictions on women’s lives, including: (1) 
Lockdown meant being confined to a place where abuse 
was escalating, (2) Barriers to accessing support. (3) 
Increased feelings of fear, isolation, and loss of control. 
(4) Some forms of support were more accessible during 
the pandemic, (5) Psychosocial wellbeing transformed 
during the pandemic (see Fig. 1).
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“Stay‑at‑home” orders meant being confined to a place 
where abuse was escalating
Many women in the study witnessed an increase in the 
frequency and intensity of abuse being carried out in 
their homes with the announcement of lockdown restric-
tions. They described increasingly stressful living situ-
ations, where usual outlets of frustration for all parties 
within the household had been removed and resources 
for adopting healthy coping strategies (such as going for a 
walk or seeing a friend) were restricted.

Social distancing rules coincided with increasing relation-
ship tensions Many participants who were living with 
an abusive partner at the time of the pandemic declara-
tion described how the introduction of social distancing 
restrictions combined with other factors contributed to 
pent-up stress within their homes.

“There was too much stress, and also the pandemic 
and then we also got ill with coronavirus. So, there 
was lots and lots of stress at the same time and accu-
mulating financial stress. All that came out into how 
he interacted with me, how he interacted with the 
kids, becoming a bit more controlling, becoming a 
bit more particular about how things are done, with 
more arguments, more pressure and more control.” 
ID9, aged 20–29, separated, parent, living in tempo-
rary accommodation.

For some, the impact of the pandemic on daily life pre-
empted adoption of unhealthy coping behaviours within 
the household, resulting in arguments that were more 
likely to escalate, putting further strain on relationships.

“Very quickly, my husband was drinking very heav-
ily, staying up very, very late at night, and he was 
clearly, really struggling with the loss of his work, 
his identity, his income… He just found the whole 
pressure, he couldn’t communicate, at all, and what 
it did was highlight all the cracks that were there 
before the pandemic. Every little thing was suddenly 
magnified by the close proximity, by the restric-
tions, by the changes and everything else. Just every-
thing fell apart, very, very quickly.” ID7, aged 50–59, 
divorced, parent, living alone.

Decreased ability to avoid abuse during lockdown One 
of the main topics that participants discussed in rela-
tion to their lives in lockdown was that the usual “escape 
routes” they had built into their lives prior to the pan-
demic to avoid an abusive partner were no longer acces-
sible under social distancing restrictions.

“I was less able to build things into my day, because 
he was here, in my face all the time, and if he needed 
to talk, then we talked and other things would take 
a back seat.” ID4, aged 50–59, separated, no chil-
dren, living alone.

Being able to go to work, go for a walk or to the gym, 
spend time with friends, or physically attend a support 
service for IPV, were routes that participants had previ-
ously utilised to avoid abuse  at home. However, this all 
had to stop because of the pandemic, which meant more 
time spent at home and potentially at risk. Not having the 
ability to escape or access the usual routes to avoid abuse 
or receive support meant some participants felt exposed 
to risk of further abuse.

“Those cycles [of abuse] were happening so quickly, 
during the pandemic, it just really, really built up, 

Table 2 Participant demographic characteristics

Demographic category Result
n = 18

Age 20–29 5

30–39 4

40–49 3

50–59 5

60–69 1

Ethnicity White British 14

White Other 2

Indian 1

Pakistani 1

Number of children 0 10

1 5

2 2

3 1

Education Postgraduate 10

Undergraduate 6

A-Levels or equivalent 1

Post-16 vocational 1

Employment Fulltime 6

Part-time employed 5

Self-employed 3

Unemployed / unable to work / seeking 
work

3

Retired 1

Relationship status Single 11

Divorced / separated 6

Long distance relationship 1

Living situation Lives alone 9

Lives with children, housemates and/
or family

6

Temporary housing 3
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and because I had no way of escaping it, no way 
of going to work and just relaxing, I was tense the 
whole time.” ID10, aged 20–29, single, no children, 
living with family.

A group of participants described feeling trapped in their 
homes prior to the pandemic because of abuse. These 
feelings of being metaphorically trapped at home esca-
lated during the pandemic, due to the length of social 
distancing restrictions, as multiple national lockdowns 
came into effect.

“As the lockdown extended, I became very trapped. 
I was trapped by the crime, and I’m still trapped… 
The pandemic doubled it really. Mainly because 
there was no escape.” ID2, aged 60–69, single, no 
children, living alone.

Although UK rules permitted victims of abuse to leave 
home for reasons relating to abuse, delays in sales of 
homes and separation proceedings meant that some par-
ticipants had to stay for longer in their accommodation 
with their abuser than they would have otherwise chosen.

“We had a buyer, we put it on the market in Novem-
ber, and we had a buyer, very quickly, and it was 
meant to go in January. So, I thought I’ll stay here 
until it goes, and then that fell through, and then the 
abuse started again.” ID10, aged 20–29, single, no 

children, living with family.

There were also “invisible barriers” and family-related 
pressures that participants described as a reason for not 
being able to leave an abusive household during the pan-
demic. For instance, some had family move in with them 
during the lockdown and they did not want to cause a 
family rift or upset the children by leaving:

“And I told…my soon to be ex-husband, that this 
was going to end. We were going to end. But we 
needed to see the boys through… Just logistically, no 
matter how bad it was, I just couldn’t face shuffling 
around.” ID3, aged 50–59, separated, parent, living 
with children.

Manipulation and exploitation of social distancing 
rules by perpetrator to aid abuse Several participants 
described the ways in which perpetrators exploited social 
distancing legislation to carry out further abuse. For 
instance, wearing a mask to obscure identity whilst stalk-
ing, or controlling participants’ movements within the 
home.

“[Social distancing rules were] all taken really lit-
erally, and it got to a thing where my partner was 
okay, ‘you can’t actually leave the house without 
me’… they were taken very seriously by my partner 
and kind of used as another area of control.” ID11, 

Fig. 1 Summary of qualitative themes and subthemes generated during the analysis
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aged 30–39, single, no children, living with family.

Rules around shopping at supermarkets and leaving the 
house alone were another reason some perpetrators 
rationalised their use of control. For several participants 
who were classified as clinically extremely vulnerable, 
they described uncomfortable and at times, hostile situ-
ations, where an abusive ex-partner seemed to deliber-
ately disobey the guidelines to put them at risk. In other 
cases, conflicting interpretations and confusions around 
social distancing rules were the reason some arguments 
developed:

“The only time it’s been an issue has been if he’s 
been thinking I haven’t been, in his view, been care-
ful enough… if I walk along the street, I can’t wear a 
mask, he think[s] I should have worn a mask in the 
street as well. But I tried to explain I couldn’t see, 
because of the glasses, but he didn’t really, fully, 
take that on board, and that was a bit of a bone of 
contention.” ID4, aged 50–59, separated, no chil-
dren, living alone.

The importance of specific government guidelines for 
abuse victims and survivors during the pandemic A key 
announcement in the UK during the first lockdown was 
the ability for victims to leave home in cases of DA: “The 
pandemic has absolutely not helped with domestic abuse, 
until the government did allow domestic abuse victims to 
leave their home.” ID2. However, the announcement that 
people could leave their homes in instances of abuse was 
not enough to protect all people, particularly because 
there were not always places to them to go if they did 
leave. Some participants called for plans for victims to 
have been announced more clearly from the outset of 
the pandemic to provide much needed reassurance and 
safety for people being subjected to abuse.

“It was good hearing things on the news about 
you don’t have to follow these rules if you’re going 
through this, it came in quite late, perhaps too 
late… I kept thinking it’s all very well people saying 
you have to stay in your home, and stay with peo-
ple you live with. I’m living with somebody who’s so 
vile to me, why am I not allowed to see anybody else, 
safely… that was very, very hard.” ID5, aged 40–49, 
divorced, parent, living with children.

Events in the news such as #PartyGate where politicians 
were alleged to have attended illegal gatherings during 
lockdown were especially difficult to hear when partici-
pants reflected on what they had been living through at 
the time of the events. The announcement of the “support 

bubble” system was perceived as helpful because it meant 
that could see others for emotional and practical support. 
In some cases, this resulted in stronger connections with 
friends and family.

“I see a lot more of my family because I’ve moved 
area. I think, in the second lockdown, I was able to 
bubble with my parents because I’m a single parent, 
so I saw a lot more of them then as well, which was 
nice.” ID12, aged 30–39, single,  parent, living with 
children.

Pre‑existing and pandemic‑related barriers prevented access 
to support
For those who had been living with abuse for many years 
prior to the pandemic onset, they described pre-existing 
barriers to support that were exacerbated by the pan-
demic, such as services that were not tailored to their 
needs or that they were not eligible for. While some par-
ticipants received formal support from the NHS, govern-
ment and third-sector organisations, most tried to access 
informal support via their friends and family networks. 
During the various lockdowns and lifting of restrictions, 
however, this proved to be a considerable challenge, leav-
ing many feeling alone and turning to self-help strategies 
to support their mental health and wellbeing.

Missed opportunities to intervene and unhelpful refer-
rals Pre-existing gaps in services were exacerbated by 
the pandemic. In some instances, the help that women 
did receive was unsuited to their needs, based on demo-
graphic characteristics such as age or sexuality.

“A lot of [services are] so directed to younger peo-
ple, I wouldn’t feel comfortable. I looked into what’s 
available in the past, and just thought, I can support 
myself better.” ID8, aged 50–59, no children, living 
alone.
Several women were discharged from the support 
they were accessing for being “too traumatised” or 
not “critical” enough: “They sent me somewhere else, 
and they sent me to a couple of other places, one I’m 
not in critical need enough for, and the other I’m in 
too critical need for.” ID20, aged 30–39, parent, liv-
ing with children.

A group of participants said that they felt there were 
missed opportunities to intervene to divert the course 
of their experience of abuse during the pandemic. As 
one participant explained, she had interacted with the 
police on two occasions during the lockdown. On the 
first encounter the police officers did not take any action, 
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but at the second police visit she was signposted to sev-
eral forms of support and given the contact details of the 
officer, which helped her feel supported. Some partici-
pants felt that their local GP surgery could have provided 
an intervention point to access help for ongoing abuse 
during the pandemic.

“The last time I saw a doctor there, she was really 
nice… she said, ‘if you ever just want to come in 
and have a chat, just come in and have a chat.’ 
And if that had been possible [during lockdown], 
that would have been my nearest version of hav-
ing a family member, it was just that one-to-one, it 
wasn’t therapy, it would have just been nice to go in 
and say, oh, I’m having a hard time with this. And I 
would have done that, and there wasn’t that option, 
and I could have maybe dealt with it a bit sooner.” 
ID8, aged 50–59, no children, living alone.

Some participants attributed online service provision as 
one of the reasons that many professionals seemed to 
miss the opportunity to help:

“With the GP, they don’t like you to go to the doc-
tor. It’s all ‘send a photograph’ and like we’re talking 
right now. Again, you can’t see my hands. And a lot 
of a diagnosis of anxiety, you can tell by the hands. 
So, to me, the GPs don’t necessarily get a true pic-
ture. “ ID2, aged 60–69, single, no children,  living 
alone.

Remote consultations created a barrier for support pro-
fessionals to be able to pick up on nuances when partici-
pants were trying to communicate that their partner they 
were living with  was being abusive, as one participant 
described of her interactions with a health visitor:

“In terms of support for me, I felt like a lot of people 
didn’t pick up on what I was going through because 
I didn’t have that face-to-face contact with people. I 
can remember talking to a health visitor about my 
partner shouting at my baby, and she was like, oh, 
yes, men can suffer with post-natal mental health 
as well.” ID12, aged 30–39, single, parent, living with 
children.

When participants did interact with services in-person, 
and tried to indirectly get the attention of those provid-
ing care, conversations about safeguarding issues were 
perceived as  inadequate or avoided, as one participant 
explained regarding her contact with a community 
prescriber:

“I think, because it was lockdown, I don’t think there 
was (pause) Almost, even professionals, in their 
heads, were making more excuses and being like, oh, 
well, what was normal isn’t normal anymore, so… 
You know? I think there’s a number of people who I 
probably hinted at stuff to who didn’t do anything, 
or missed what I was saying, or didn’t think about it 
in the right way. Yes.” ID12, aged 30–39, single, par-
ent, living with children.

Some participants that were interacting with formal ser-
vices described feeling as though they were receiving 
a low standard of care because the behaviour that they 
needed to change was not being addressed:

“We can talk all beautiful things about how we think 
the relationship should be and it all looks nice, but 
then the actual behaviour which is abusive was not 
addressed at all. Nobody hears that. What is the 
point of the social service meeting at all if that is 
not addressing the behaviour which would happen?” 
ID9, aged 20–29, separated, parent, living in tempo-
rary accommodation.

Some support options disappeared suddenly during the 
pandemic Several participants described an escala-
tion of abuse alongside a complete withdrawal of formal 
support. Contacting a service was often met with the 
response that they were unable to help: “Contacting any-
body they would say ‘oh, we are overwhelmed, we can’t 
provide too much support.’” ID9. Although some abuse 
support group meetings proceeded remotely, this was 
not universal, leaving some participants with support 
options that disappeared suddenly. For those unable to 
access online support groups, one of the most important 
losses was that of discussing shared experiences with 
other peers:

“It was really difficult. I used to go to… domestic vio-
lence groups, and meet other women… And we used 
to have breakfast clubs in the morning… And I loved 
it. It was the place where I could actually meet other 
women like me… And then it all went overnight.” 
ID14, aged 20–29, single, no children, living in tem-
porary accommodation.

Some participants felt that the reduction in support was 
due to Violence Against Women and Girls (VAWG) pro-
fessionals facing higher workloads and increased respon-
sibilities in their personal lives associated with the pan-
demic. One of the consequences of support services 
being overwhelmed or unable to operate during the pan-
demic was that some participants disengaged altogether 
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from services that they were previously in touch with. 
Some even stopped asking for help:

“In the second or third lockdown, I didn’t engage 
with them (support services) anymore, because I 
knew there was nothing they could do. So, what was 
the point? Everywhere was shut. I still felt like a sit-
ting duck.” ID14, aged 20–29, single, no children, liv-
ing in temporary accommodation.

Friends and family unable to help because they were fol-
lowing COVID rules Support from neighbours, friends 
and family was restricted because many of those who 
provided help in pre-pandemic times were concerned 
about their own COVID-19 risk and upholding the rules. 
This was particularly so when social contacts were con-
sidered clinically extremely vulnerable:

“Our older neighbours were left really fearful, and 
suddenly, all of their support went, so I was running 
round after them as well, make sure they were okay. 
Yes, it was pretty bad, really, pretty scary times.” ID7, 
aged 50–59, divorced, parent, living alone.

As one participant explained, this meant having to live 
in an abusive situation for longer than they would have 
wanted:

“I asked [my ex-husband] to find somewhere to go. 
And he phoned round all his friends, and nobody 
would take him because of the restrictions, we’ve 
got friends who were really sticking to everything, as 
we were, everyone had come so far, nobody wanted 
to breach it, so there was nowhere he could go.” ID5, 
aged 40–49, divorced, parent, living with children.

Some felt that they did not want to bother their social 
networks for emotional or practical support because they 
perceived the weight of domestic violence (DV) and the 
pandemic on others to be too “immense.” For one par-
ticipant, the shift in social dynamics and perceived lack 
of privacy due to families being together at home all the 
time meant she was unable to approach her friends living 
with their families for support.

“All my family were having their own struggles, all 
my friends were mutual friends with my husband, 
I couldn’t turn to any of them, and my one friend 
in [Location], was locked down with her [family], 
so she couldn’t even speak privately. So, I just went 
from one day to the next… waiting it out.” ID7, aged 
50–59, divorced, parent, living alone.

Other participants said that neighbours around them 
knew of the abuse occurring during lockdown but did not 
intervene, perhaps because of the lockdown situation:

“We had neighbours both sides… They must have 
heard all sorts, and yet they never did anything…. 
And I do wonder, if we weren’t in a lockdown, 
whether they would’ve thought that behaviour less 
acceptable and actually thought this isn’t normal. 
But I think, probably because we were in lockdown, 
I think a lot of people justified, ‘oh, people are going 
to be more shouting at each other’.” ID5, aged 40–49, 
divorced, parent, living with children.

Some participants pointed out that their experiences of 
long-standing gender bias and homophobia in their com-
munity were more pronounced during the lockdown. For 
example, as one participant described, her  neighbours 
witnessed IPV from a woman towards another woman, 
but they did not acknowledge it or intervene, leading to 
further feelings of exclusion and isolation from her local 
community.

“When I was reading about all these or was going 
online and hearing about all these idyllic streets of 
people, around the country, looking after their neigh-
bours. And not one neighbour on my street asked if 
I was okay… And I thought, at the time, this, again, 
it shows people like me where we don’t stand in the 
community, because you’d think, during a pandemic, 
there would be something.” ID8, aged 50–59, sin-
gle, no children, living alone.

Increased feelings of fear, isolation, and loss of control
Although many participants experienced an improve-
ment in aspects of their social lives during the pandemic, 
there were still points in the pandemic where a decline in 
mental health and wellbeing was more pronounced than 
others. For some participants, the start of the pandemic 
was the most difficult time due to pressurised relations 
in the family home, but for others living alone, it was the 
extended periods of time spent in lockdown without for-
mal and informal support that was attributed to a decline 
in their mental health.

Feelings of fear and isolation that collided with the pan-
demic and abuse Most participants described feelings 
of loneliness and isolation throughout their pandemic 
experience. Some attributed these feelings to differ-
ent seasons or waves of the pandemic and an increase 
in severity of social distancing restrictions. Feelings of 
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loneliness were often attributed to being alone after leav-
ing an abusive relationship during the pandemic: “other 
than him, I wasn’t seeing anybody” and therefore, the abil-
ity to engage in any post-break up rituals was restricted. 
Other participants described feeling lonely because the 
abuse had taken up so much of their time, thinking space 
and energy.

“I think I did have this empty space, when my ex left. 
Empty, like I’d spent a lot of time worrying about this 
relationship, for the past five years, and expending a 
lot of energy on it… a fourth of my brain was prob-
ably engaged in dealing with that situation, and now 
that situation was gone. And then, [Location] locked 
down, I’m here, I have this empty space, what do I 
do with it? And I didn’t know how to deal with it… 
So, that was my sort of thing, and then this whole I’d 
left this abusive relationship, and the post-abuse sit-
uation… But mine exactly coincided with the pan-
demic.” ID19, aged 30-39,  divorced, parent, living 
with children

Feelings of loneliness were often pronounced for those 
who lived alone, were not working, had recently moved, 
or lived in a rural area. For instance, this was depicted 
by one participant describing feeling additional layers of 
loneliness during the pandemic after ending her relation-
ship with an ex-partner.

“I felt that even though there are people there, it’s 
not the same as having somebody in the house, next 
door, down the road. That was the hardest part… 
I’ve lost a lot coming out of this. She hasn’t lost any-
thing, because she’s living with her friend. I’ve said, 
I don’t have that cushion.” ID8, aged 50–59, no chil-
dren, living alone.

The pandemic took away certainty and control Par-
ticipants who had experienced mental health difficulties 
prior to the pandemic, described feeling that the cer-
tainty and control that they had previously gained was 
taken away.

“I think one of the most difficult things when you 
have experienced domestic abuse is your life is out 
of your control. So, somebody else is trying to take 
control. And the more you try and take control back, 
it actually becomes more frightening because the 
abuser gets worse… So, with the lockdown, a pan-
demic situation, I was here. I have no idea where 
he was. Everybody has to be at home. That doesn’t 
mean to say he was. He’s a criminal, for heaven’s 

sake… and it’s that unknown. The unknown is very 
frightening.” ID2, aged 60–69, single, no children, 
living alone.

For some participants, one consequence of not feeling in 
control was the adoption of riskier behaviours, such as 
undertaking sex work that conflicted with their bounda-
ries or entering situations with strangers that they knew 
posed dangers during the pandemic. Others said they 
sought out harmful relationships that they knew were 
unhealthy, as a salve for their emotional wellbeing and to 
help cope with loneliness.

“I was in such a vulnerable place, without realis-
ing it, that I was just pleased to have that kind of 
opportunity to have a relationship with somebody 
that wasn’t two feet away from them. Literally, when 
I look at it now, it really makes sense, because I think 
if it had been last year, I wouldn’t have done what I 
did. I think that that’s what it was, I felt vulnerable 
and alone, and as people say, sometimes negative 
attention’s better than none.” ID8, aged 50–59, sin-
gle, no children, living alone.

Fear about risks from domestic abuse felt far worse than 
fear of being exposed to COVID-19 In the context of 
escalating violence and abuse at home, some participants 
said that their fears about risk of contracting COVID-19 
"paled in comparison" to harmful consequences from 
abuse. There were parallels drawn between “life in lock-
down” and a life of living with some forms of abuse, both 
of which felt like a “prison” to some participants.

“…I think because of what I’d been through with my 
ex-partner being so horrible, I was like, oh, what’s a 
pandemic in relation to that, it really didn’t feel as 
scary or significant as the other stuff that was going 
on.” ID20, aged 30–39, parent, living with children.

As one participant explained, this meant that her experi-
ence of social distancing restrictions during the first lock-
down were not dissimilar to her everyday life before the 
pandemic.

“When we went into the first lockdown, I was still 
strong. People were going, ‘oh God, this is awful.’ 
I just said, ‘welcome to my world.’ This is what I’ve 
lived like… Locked in, not seeing anybody, keeping 
my distance… I have self-isolated [for years] to be 
safe, mentally, for my own self.” ID2, aged 60–69, 
single, no children, living alone.
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Some forms of support were more readily available 
and accessible during the pandemic
Although a majority of participants reported difficulties 
with accessing formal and informal support, a smaller 
group said that their perceived levels of support were 
higher during the pandemic. At a time where many 
access routes to support had been cut off, being able to 
engage with self-help became of utmost importance.

Increased access to formal support during the pan-
demic Although most participants found it difficult to 
access services during the pandemic and found services 
to be unsatisfactory compared with pre-pandemic face-
to-face support, some acknowledged that remote service 
provision had benefits, e.g., rapid responses, around the 
clock availability, and easy access:

“The domestic abuse support from the domestic 
abuse police officer, DAO, used to be face to face, and 
it is telephone now only, which is definitely better.” 
ID2, aged 60–69, single, no children, living alone.

Some participants who were previously supported by ser-
vice providers pre-pandemic experienced a continuation 
of support, which proved to be helpful: “So I was already 
in both DV support and counselling before the pandemic, 
but then it moved online.” Some services, whilst remote, 
did not disappear entirely which meant that for those 
with more complex needs there was still someone to turn 
to via telephone or email. Having access to these services 
was essential, particularly for women who needed help 
with accessing food, benefits, and housing:

“Yes, it was the [redacted] support service. They 
were the ones that got me into the hostel to begin 
with. And they were the ones who really pushed the 
police to move me. And she (the support worker) was 
the one that would ring me up every day and work 
out housing… options for me and stuff like that. I 
couldn’t have done it without her.” ID14, aged 20–29, 
single, no children, living in temporary accommoda-
tion.

Support needs being met through comprehensive and 
innovative interventions Although many participants 
described situations during the pandemic where their 
support needs were not being met, there were some cases 
where support was sought and provided in a meaningful, 
timely and helpful fashion. As one participant described, 
she was referred to an organisation who provided links 
with a range of services that she needed at the time:

“They referred me into the organisation that covers 
my area, and they did a risk assessment based on 
the abuse. And they were like, oh, you’re still quite 
high, you’ll get a support worker, so I got a support 
worker. And they were like, okay, let’s get you a solici-
tor…they [also] run a weekly programme for women 
who’ve been through abuse, which basically looks at 
identifying different types of abuse, I guess, and also 
then looks at what’s healthy. So, that’s been quite 
helpful, but then they also just ring for a check-in.” 
ID12, aged 30–39, single, parent, living with chil-
dren.

For those participants feeling overwhelmed with what 
was happening in their lives in the context of the pan-
demic, receiving clear, decisive support was essential:

“And this person, God bless her, she was like, no, this 
is a really dangerous situation, and she completely 
understood what I was going through, and she was 
like, no, you’re not going through, forget about your 
thing, so basically make sure that I got housing. So, 
I got housing by, I think, 4 PM…. the next morning…
Sometimes you just need actual, substantive sup-
port, [like] housing. Someone to do the research for 
you, maybe, if you’re feeling too overwhelmed, or a 
GP that understands, and is like, okay, maybe you 
have this problem, and maybe this is a solution, and 
is not dismissive.” ID19, aged 30–39, divorced, par-
ent, living with children.

Some participants described new ways of accessing sup-
port during the pandemic. Social media provided an out-
let to talk about DA with existing social contacts, share 
information about DA support, and join groups for social 
support.

“On social media, a couple of friends who didn’t 
know what was going on would signpost people to 
places, websites and stuff, and that felt very sup-
portive. So I think social media could play a part in 
adverts, I suppose, saying if you need help, here it is, 
because you can just see that without having to go 
searching for it.” ID5, aged 40–49, divorced, parent, 
living with children.

Several women posted in online Facebook groups for 
mums, about their experiences for peer support. In other 
cases, women were able to access support and informa-
tion from chance encounters in the community, such as 
finding a flyer in a local park with abuse support helpline 
details, an option to report abuse at the local pharmacy 
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(also known as “Ask for ANI”), or access to a safe room at 
a supermarket shopping centre:

“When I was in [the supermarket], when I had this 
incident, those staff were exceptional. They said, 
we’ve got a safe room. I just had to say, can you look 
after my trolley? I’ve just got to leave. They said, are 
you all right? No, I have a stalker, domestic abuser, 
and he’s here. They said, don’t worry, we’ll take this, 
come into our room. And it was their staff room, but 
they class it as a safe room.” ID2, aged 60–69, single, 
no children, living alone.

Engaged more with self-help and self-care during the lock-
down A number of participants used physical activi-
ties such as running, walking and home exercise to boost 
their mood. Living in lockdown, after escaping abuse, 
meant that there was more time for self-care and prior-
itising mental health and wellbeing.

“Before, I didn’t look after myself. Well, I did, but I 
didn’t prioritise my own self-care. So, prioritising 
the children, working, obviously in the abusive rela-
tionship I was made to prioritise him, which thank-
fully is not an issue anymore. But the pandemic has 
made me view the self-care thing better.” ID13, aged 
30–39, single, parent, living with children.

Most participants used mental relaxation techniques 
(e.g., meditation and mindfulness), gardening, volunteer-
ing, house organising and decorating, reading, art and 
cooking to help cope with their experiences of lock-
down and abuse. “I tried different self-help books, and 
I’ve got one focusing on moving on after domestic abuse.” 
ID10. Some participants used writing to help pro-
cess their experiences to “self-heal” from experiences 
of abuse: “I wrote down these things that I was going 
to tell myself every day.” ID3. Participants reported 
appreciating the “small things” to distract themselves 
from hardships. Some already used these tools before 
the pandemic, whilst others discovered them during 
lockdown.

“It’s doing mindful things, where your brain is not 
distracted by the unwanted thoughts… Appreciating 
sunshine and the weather. I keep a positive diary… 
So, every day, I ended up putting positive things 
in it… So, that was good. And again, these are 
things which I suppose I’ve carried through from 
before.” ID2, aged 60–69, single, no children, living 
alone.

Psychosocial wellbeing underwent a transformation 
during the pandemic
In the absence of ongoing abuse, later lockdowns pro-
vided a protective space for some participants to take 
back control of certain aspects of their lives, leading to 
feelings of freedom, which had not been experienced 
for some time. Identity changes were particularly noted 
by participants with caregiving responsibilities, as many 
were navigating parenthood without an abusive partner in 
their home for the first time. Meanwhile, some described 
a new sense of purpose arising from their experience of 
the pandemic, which coincided with the ending of an 
abusive relationship and lifting of lockdown measures.

Reconnecting with sense of self after abuse ended The 
ending of abuse amidst a global pandemic, meant that 
participants were exploring a new sense of identity out-
side of their abusive relationship. Many felt better able to 
reconnect with themselves due to extra time during lock-
down coupled with the ending of an abusive relationship.

“Living with him was very draining, I had to do a 
lot of work because he was incapable of being an 
adult by himself. So, I’ve been able to focus more on- 
(pause) Focus is the wrong word, just be myself more 
with less distractions.” ID20, aged 30–39, parent, 
living with children.

For those who had been living with abuse for a long time, 
this was the first time that they had experienced single 
life or experimented with their sexuality. Having the com-
bined experience of surviving abuse and living through 
lockdown, brought with it a renewed perspective about 
how participants said they wanted to live their life in the 
future. For example, some participants returned to work 
for the first time in a long time, re-evaluated their diet, 
or changed their spending habits. Some participants had 
been in abusive relationships for many decades before 
deciding to leave during the pandemic. They described 
feeling a renewed sense of resilience and independence 
coming out of the pandemic:

“I’ve made it through that year of being on my own, 
in my own place, and I’ve made it through the seven 
months before that, of horrific pressure.” ID7, aged 
50–59, divorced, parent, living alone

For many who had been confined to their homes during 
lockdown and simultaneously experiencing abuse, the 
lifting of lockdown brought with it an extraordinary 
sense of freedom and confidence.
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“I think the word that for me characterises my learn-
ing from this experience is freedom. And I think free-
dom can be in lockdown because it’s my freedom to 
do what I want. Even though within the limitation 
that I’m allowed to, but I’m still free to do what I 
want as a person.” ID1, aged 20–29, single, no chil-
dren, living with housemates.

Several participants found it a challenge to manage how 
they felt about their changing identity, whilst also navi-
gating how their young children felt about the pandemic 
and abusive parent leaving the family home. As one par-
ticipant described, she was trying to process how she felt 
about being a lone parent without an abusive partner, 
whilst supporting her child, without the usual supports of 
friends and family due to the pandemic.

“I definitely felt like, just as one adult and one child, 
it was worse, because it wasn’t like I was all alone. I 
couldn’t completely zone out, as a mum, I had to be 
zoned in…I couldn’t complete, because of the situa-
tion, because of having my son at home all the time. 
And my son, I think he was feeling, his dad had left, 
his friends had disappeared, his teachers, that he 
loved so much, were cut out, and he really needed 
a lot of attention and a lot of one-on-one con-
tact, and he was really feeling isolated.” ID19, aged 
30-39, divorced, parent, living with children

Socialising more now for the first time in a long time In 
the aftermath of long-term IPV, the social worlds of many 
participants had condensed, through lost friendships, 
and through lives being controlled. Many of the par-
ticipants indicated that the combination of feeling freed 
from abuse and the easing of social distancing restric-
tions was coupled with a reacquaintance with socialising 
again. Changes in socialising were facilitated by online 
access. Some were able to engage with group activities, 
like online quizzes, that they previously had not been 
to before. The shift to online socialising was particularly 
valued by participants with caregiving responsibilities, 
whereby, they could attend events they previously would 
not have been able to.

“The positive things were the online shift whereas 
I could attend some of the social events I wouldn’t 
otherwise be able to attend with a little child. So, if 
it’s after their sleep or I could sort of manage with 
her playing by my side and attending an online 
event. So, that was a good thing where before if it 
wasn’t online, I couldn’t have access to this.” ID9, 
aged 20–29, separated, parent, living in temporary 
accommodation.

Some participants described a lack of confidence about 
making new friendships prior to the pandemic, but hav-
ing a collective experience of being in the lockdown made 
relating to others feel less intimidating:

“I try to have better connections with people… 
I don’t know if it’s made it easier to do that in the 
pandemic because other people are doing that as 
well. It is something being freeing; we just sort of… 
I don’t know, I feel like it’s easier to talk to strangers 
now because everyone again has been in the same 
boat, we all have something in common.” ID20, aged 
30–39, parent, living with children.

Discussion
In this study, we investigated the impact of the COVID-
19 pandemic on the lives of female IPV survivors, 
including how access to services and support was 
affected during lockdown restrictions. As reflected in 
international research, the participants we interviewed 
described pandemic-related tensions within their fam-
ily homes [45], including increased financial strain and 
childcare responsibilities [46]. Participants described 
how their usual routes of escape from abuse had been 
removed due to lockdown measures, and this was 
linked to an increase in the frequency and severity of 
abuse. We identified a number of potential policy impli-
cations arising from this research which we describe 
below, including the need for trauma-informed guide-
lines in the event of future social distancing restric-
tions, prioritising availability of community-based 
intervention points for victims to report abuse, and 
ensuring self-help resources are continuously avail-
able for survivors when formal or face-to-face support 
options are restricted.

Exploitation of pandemic‑related changes to perpetuate 
abuse
The COVID-19 pandemic not only changed the daily 
lives of people being subjected to violence and abuse, but 
also the nature of crimes taking place [47, 48]. Public nar-
ratives about the dangers of abuse during the pandemic 
have focused on the risks of physical harms with little 
emphasis on coercive control and emotional forms of 
abuse [49]. Our research adds to this body of knowledge 
by highlighting how the nature of non-physical forms 
of abuse evolved during the pandemic. Participants 
reported new manifestations of coercive control and 
other harmful behaviours during the COVID-19 pan-
demic. This included having basic needs restricted by 
perpetrators, with no means to leave the house for sup-
plies, over-interpretation of the rules (resulting in being 
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involuntarily confined to the house for months at a time), 
perpetrators disguising their identity with personal pro-
tective equipment (PPE), and those who were extremely 
clinically vulnerable being deliberately exposed to the 
virus. International evidence suggests that prevalence of 
coercive control rose during COVID-19 lockdowns and 
this has highlighted how ineffective many pre-existing 
policies are in supporting those requiring protection 
from it [49]. It is essential that future pandemic restric-
tions are developed with consideration that instances of 
coercive control are likely to rise, with abusive individuals 
seeking to find new ways to exert harm on others.

Communication of clear public health messaging 
combined with a national abuse safety plan
In March 2020, the UK Home Secretary Priti Patel said 
that "Whilst our advice is to stay at home, anyone who 
is at risk of, or experiencing, DA, is still able to leave 
and seek refuge. Refuges remain open, and the police 
will provide support to all individuals who are being 
abused—whether physically, emotionally, or otherwise.” 
[50]. However, the women in our study described why 
leaving was not always an option to them, with reasons 
such as having a long-term illness that pre-dated the 
pandemic or caring for a child that was clinically vul-
nerable. Other reasons directly caused by the pandemic 
included having nowhere to go if they were to leave home 
due to the abuse or feeling compelled to stay in the fam-
ily home with an abusive spouse for the perceived wel-
fare of young or grown children who moved home during 
the lockdown periods. Despite some shelters remaining 
open during the lockdown periods, many were unable to 
take on new clients [51] because they were already facing 
pre-existing challenges from funding cuts and the long-
term impacts of austerity [30]. So, while public awareness 
campaigns and announcements for victims of abuse are 
crucially needed in a pandemic [52], these efforts in the 
future must be also part of a broader plan to address the 
barriers that already prevent victims from being able to 
leave, which are likely to be exacerbated during pandem-
ics and emergencies. Services like refuges must be suffi-
ciently funded and provisioned in the first place to ensure 
they are able to meet the needs of those who can “leave 
and seek refuge” from abuse.

Ensuring access to community‑based intervention points 
are continuously available
The government made several specific announcements 
during the first year of the pandemic regarding support 
for victims and survivors of abuse, including a contribu-
tion of £1.6 billion to local councils for support services. 
Part of the government’s response to abuse concerns 

during the pandemic included partnering with UK phar-
macies in January 2021, with an initiative called “Ask 
for ANI (Action Needed Immediately)” to help improve 
access points for victims to disclose abuse [53]. Perspec-
tives shared by our participants provide support for 
these intervention points, and that multiple initiatives 
are essential for reaching people experiencing abuse, 
irrespective of the presence of a pandemic. Whilst local 
government and third-sector services are well aware of 
the need to tackle abuse in the community, there are still 
barriers that prevent their efforts from reaching victims 
and survivors [54]. Frontline workers, including delivery 
drivers, post office workers and contractors may be more 
likely to recognise and be able to intercept when some-
one is showing signs of needing help with abuse [55]. 
Therefore, specialised training is recommended for these 
customer-facing professions to equip staff with tools to 
appropriately report their concerns to those who can 
intervene [54, 55].

Addressing problems with abuse risk assessment 
during remote service provision
Evidence suggests that some abuse services were underu-
tilised during lockdown conditions, compared to pre-
pandemic times [31, 56]. Our results indicate reduced 
service use was not due to lack of demand but an increase 
in controlling behaviours and risk of being overheard 
by an abusive partner at home. Most participants in our 
study experienced difficulties with remote service provi-
sion when accessing support for their health, safety and 
wellbeing during social distancing restrictions. Many 
described problems with building rapport and identified 
safety risks from being able to hide emotions or physi-
cal signs of abuse when being seen only by video or tel-
ephone. Domestic violence practitioners have voiced 
similar concerns regarding remote risk assessment, with 
some services being directed to use the same assess-
ment tools as pre-COVID times [57], which may not have 
been suited for use during COVID restrictions. Research 
involving social workers highlights how some services 
may not have been equipped with the right training or 
access to resources that would have enabled identifica-
tion of safeguarding concerns during the pandemic, leav-
ing some practitioners feeling alone and unsupported 
[58]. Consequently, more work is needed to address 
these problems in remote risk assessment in order to 
prepare for future pandemics and disasters. This might 
be addressed through development of best practice 
guidelines for risk assessment, regular monitoring of 
changes in service effectiveness, and involving people 
with lived experience throughout service adaptation 
planning [57].



Page 15 of 17McKinlay et al. BMC Public Health          (2023) 23:123  

Provision of self‑help resources in times when service 
provision is adversely affected
Pandemic-related changes meant that for many victims 
and survivors of abuse, formal and informal support was 
harder to access than ever, including cases where ser-
vices shut down completely or when travel restrictions 
were in place [46]. Barriers in access to support in times 
of crisis highlights the importance of self-help options 
for people trying to regulate their mental health and 
wellbeing. Ensuring that self-help resources are avail-
able and promoted in times of future pandemics and 
disasters can help further support many different groups 
including those who have been subjected to violence and 
abuse. All participants we interviewed engaged in cop-
ing techniques to protect their mental health, including 
use of mindfulness meditation and distraction activities, 
which have been shown to decrease depression, anxiety 
and PTSD symptoms in abuse victims and survivors [59, 
60]. Another positive coping strategy utilised by partici-
pants in this study was volunteering, known to be asso-
ciated with improved affect and sense of purpose [61]. 
For future pandemics, it is recommended that additional 
public health campaigns are developed to promote the 
benefits of these coping techniques to improve self-help 
at home where service provision is restricted.

Strengths and limitations
A strength of the study is that we were able to conduct 
rich and detailed interviews with a range of women 
including within the context of straight and queer rela-
tionships, with men, women and people identifying as 
non-binary. Although we did not ask participants to state 
their socioeconomic status, there is evidence of a spec-
trum of socioeconomic positions among participants, 
including some describing financial hardship and tem-
porary housing that intersected with their experiences of 
other difficulties throughout the pandemic. Though rich 
and novel data have been obtained, the study had some 
inherent limitations. Amidst an ongoing pandemic, the 
UK had been in one national lockdown by the time we 
conceived this study plan, but the published literature on 
the gravity of consequences from intimate partner vio-
lence was sparse. We undertook this research with great 
care and caution for the safety of research participants, 
and only interviewed women who were safe from abuse 
at the time of interview. We, therefore, are unlikely to 
have generated themes that fully resonate with the expe-
riences of all people who were subjected to ongoing IPV 
during the COVID-19 pandemic. Although we inter-
viewed women with diverse experiences and relation-
ships, the sample is homogeneous in terms of educational 
attainment and ethnicity, consisting of predominantly 
White women (72%) with postgraduate education (56%). 

People from ethnic minority groups are disproportion-
ately represented in DA statistics [2] and this reflects an 
important perspective that is missing in our research. 
Although we did not examine this topic directly in our 
research, evidence suggests that instances of child abuse 
and child witnessed IPV may have risen during the pan-
demic [62, 63] and this also remains an important avenue 
of future enquiry.

Conclusions
During a time of unprecedented circumstances, the 
COVID-19 pandemic highlighted existing barriers that 
abuse victims and survivors are presented with when 
trying to access support, and these issues only deepened 
during the crisis that COVID-19 posed. Third-sector 
services, health providers, researchers and policymak-
ers must now plan for the after-effects of the COVID-19 
pandemic, where many abuse victims and survivors faced 
support restrictions in the UK for considerable lengths of 
time. There is a pressing need to improve safety plans for 
supporting victims in global emergencies and pandem-
ics. Our results highlight the importance of multifaceted 
intervention points and awareness campaigns so that 
victims can reach out and feel supported in the midst 
of a pandemic. This includes having community-based 
hubs for victims to disclose abuse and online platforms 
for receiving information and peer support. Participants 
in our study described adopting a form of survival mode 
to cope with abuse and the pandemic at the same time, 
which highlights the importance of information and 
offers of support for people who left abusive relationships 
during the pandemic, long after the threat of COVID-19 
has ended.
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