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Impact of COVID-19 on factors promoting alcohol use disorders in female victims of
intimate partner violence
Introduction:
It is widely accepted that alcohol use disorders (AUDs) in perpetrators are a contributing factor
in male-to-female intimate partner violence (IPV; defined as sexual, physical or psychological
violence in an intimate couple relationship)1,2. However, AUDs in female victims of IPV are a
less prevalent area of research. Nevertheless, a clear positive association has been found
between intimate partner victimisation and alcohol use in women3. Furthermore, during the
ongoing COVID-19 pandemic increases in the prevalence of both alcohol abuse and IPV have
been noted4,5. Therefore, it can be hypothesised that this pandemic may directly promote the
incidence AUDs in these women, but also indirectly; for example by contributing to increases
in IPV, which is in turn likely to increase the incidence of AUDs in female victims.
In order to assess the impact of COVID-19 on AUDs in female victims of IPV, it is
important to first understand the factors which promote alcohol misuse in these women: here I
will consider psychosocial factors including the role of socioeconomic status (SES), lack of
social support, and alcohol misuse as a response to the psychological stress induced by
experiences of IPV. Furthermore, I will examine how both these factors and the barriers these
women face when accessing healthcare may have been exacerbated by the COVID-19
pandemic, therefore potentially contributing to the prevalence and severity of AUDs in this
group. I will illustrate these issues with a case study of a patient whom I met in a District
General Hospital during the second wave of the COVID-19 pandemic, a victim of IPV who
was admitted with decompensated alcoholic liver disease. I have chosen to focus on female
victims here as women are disproportionately affected by IPV6, however I do not imply by this
that female-to-male IPV or IPV in homosexual relationships are insignificant issues without
their own links to AUDs.
Epidemiological perspective:
Prior to the COVID-19 pandemic, 4.9% of women living in England and Wales reported having
been a victim of non-sexual intimate partner violence in the previous year, with little change
in prevalence over the last decade6. National data indicate that during the first COVID-19
lockdown in the UK (beginning March 2020), there was a significant increase in domestic
abuse-related crimes (e.g. an increase of 24% for the months of April-June 2020 in comparison
to the same period in 2019)7, although it is important to note that the term ‘domestic abuse’
also encompasses non-IPV crimes such as child abuse. Similar trends have been seen
internationally, including a 3-fold increase in domestic violence in the Hubei province of China
in February 2020 (during the Chinese national lockdown) in comparison to February 20198.
Furthermore, an increase in gender-based violence has been noted in previous epidemics, such
as the 2013-15 Ebola epidemic in West Africa9, suggesting that there are inherent features of
pandemics (or possibly the restrictions which are imposed during pandemics), which promote
violence against women in domestic settings.
Whilst the prevalence of AUDs is higher in men than women10, the mortality rate for
women with AUDs is 50-100% higher than that of men with AUDs11 – a statistic which has
been partially attributed to their increased risk of becoming a victim of violence, alongside
other social and biological factors11. Similarly, positive correlations have also been found
between incidence of AUDs and past history of IPV in women12, with severity of experiences
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of IPV being positively correlated with alcohol use13. Furthermore, during the COVID-19
pandemic a general increase in alcohol consumption has been widely noted both in the media14
and research literature15,4, with a general trend towards both greater frequency and quantity of
alcohol consumption; especially amongst previous heavy drinkers (defined as >7 units per day)
15
and a positive correlation between poorer mental health and increased alcohol consumption4.
There is currently a lack of research specifically regarding the effect of COVID-19 on AUDs
in women who experience IPV. However, the independent increases in both IPV and alcohol
use in the UK population during COVID-19, alongside the increased risk of AUDs in female
victims of IPV, indicate that these women are likely to be at greater risk of AUDs during the
pandemic.
Case study – Maria*
When AUDs are considered in relation to IPV, they are most commonly discussed in
perpetrators, often as a factor which exacerbates violent behaviour2. However, I was lead to
instead consider the issue of AUDs in IPV victims by Maria, a patient whom I met on a medical
ward of a District General Hospital.
Maria* is a 38 year old female who has been a victim of IPV by multiple different partners
for most of her adult life, and has consumed approximately 500ml to 1 litre of vodka per day
for around the last 10 years. She has lived with her current partner, who also drinks harmful
quantities of alcohol and is regularly physically abusive towards her, for the last 4 years.
Maria has a poor social situation; she is unemployed and lives in council housing, relying on
benefits for financial support, and has almost no social support network – having not had
contact with her family in many years. Additionally, she has not seen her limited social circle
in several months due to COVID-19 restrictions.
Several months after the introduction of the first national lockdown, Maria was admitted to
her local District General Hospital following repeated episodes of haematemesis, and appears
unwell with severe ascites and significant peripheral oedema. She has had a stay of several
weeks on the Gastroenterology ward, with treatment including endoscopic band ligation and
ascitic drains. In the past, Maria has had several short-lived episodes of abstinence, however
she states that she has not attempted to stop drinking in the past year, and had in fact increased
her alcohol intake in recent months. As such, while Maria has been diagnosed with
decompensated liver cirrhosis, she is not currently a candidate for liver transplant.
Maria has a history of extensive depressive symptoms, but has never received treatment and
has little or no contact with primary care or psychiatric services. She expresses a lack of
interest in counselling or support groups, and states that her alcohol use is “my way of coping
with life”.
While Maria openly recognises that her partner’s behaviour is abusive, she expresses little
desire to end the relationship and is in fact keen to be discharged home. She perceives this
type of relationship as “normal” for her, having had several abusive partners during her adult
life. Furthermore, she cites her relative lack of social support and financial instability as
barriers to leaving the relationship.

*

Names and other personal details have been changed to maintain confidentiality
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Meeting Maria led me to consider the role of IPV in promoting AUDs, and the factors which
may contribute to this. In particular, Maria implied that her excessive alcohol use was part of
a maladaptive coping mechanism to years of primarily IPV-related trauma, potentially further
exacerbated by a lack of contact with healthcare services. Additionally, Maria’s social situation
appeared to have contributed to her difficulty in leaving an abusive relationship, and her social
isolation at least had been exacerbated by COVID-19. Whilst Maria’s alcohol use has been an
ongoing issue for the last decade and therefore cannot be attributed to COVID-19, it is
interesting that on a background of an AUD her intake had increased over the months since the
pandemic began. Therefore, Maria’s case raises several psychosocial factors which may lead
to increased alcohol use in IPV victims, many of which are likely to have been exacerbated by
the COVID-19 pandemic.
Psychological factors promoting alcohol use in IPV victims:
Experiences of IPV can be considered as a form of chronic trauma16, and have been shown to
be associated with the development of complex post-traumatic stress disorder (CPTSD) 17 –
features of which include increases in impulsivity16. Furthermore, alcohol use has often been
hypothesized to represent a maladaptive coping mechanism to stress and trauma18, a link which
has been demonstrated in samples of IPV victims16. A positive correlation was also found
between alcohol consumption and severity of CPTSD symptoms, with evidence that this link
was mediated by ‘drinking to cope’16. Motivational models have been developed which
propose that some individuals use alcohol to regulate positive and negative emotions, and
therefore ‘coping motives’ (defined as beliefs regarding the use of alcohol to regulate
emotions) can promote alcohol use19. In samples of women with a history of violence-related
trauma, coping motives play an important role in mediating alcohol use20, which can therefore
be considered to be a form of ‘self-medication’16 in trauma-related psychiatric disorders such
as CPTSD.
However, many studies measure only alcohol consumption (i.e. frequency of drinking;
number of drinks on a ‘peak’ drinking day), rather than the actual presence of an AUD. There
is also a lack of longitudinal studies assessing alcohol use as a response to trauma over time in
IPV victims3, although data which show a positive correlation between severity of IPV and
alcohol consumption16 could reasonably be extrapolated to suggest that increased duration of
IPV may also be associated with increased alcohol consumption as a maladaptive coping
mechanism to trauma. Furthermore, while the link between IPV victimization and alcohol use
can be explained as a coping mechanism for CPTSD, there are also alternative explanations
(e.g. there are likely to be confounding social factors), and as data sets are primarily crosssectional the temporal direction of any causative associations is difficult to determine.
If AUDs among female victims of IPV can be considered to be a maladaptive coping
strategy to trauma, then it is likely that alcohol use among this group will have increased during
the COVID-19 pandemic due to increased exposure to stress and trauma. Given the previously
discussed increase in IPV, it could be assumed that severity and/or frequency of trauma has
increased, at least for some women. Therefore, as there is a positive correlation between
severity of trauma-related CPTSD in IPV victims and their alcohol use16 it is likely that some
of these women have increased their drinking. However, there are currently no empirical
studies on this specific topic and this therefore remains a hypothetical link. It is also important
to note that experiences of the COVID-19 pandemic itself (e.g. increased social isolation, fear
of unemployment, health-related fears) may act as stressors, therefore promoting ‘drinking to
cope’ in these individuals.
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Additionally, the noted increases in alcohol consumption in the general UK population
during pandemic restrictions (see previous) have been found to be significantly associated with
poor mental health4, and studies of samples of female IPV victims have found that the majority
of these women meet diagnostic criteria for mental health disorders (most commonly PTSD)21.
Therefore, this evidence suggests that IPV victims may be more susceptible than the average
UK adult to increasing their alcohol use during COVID-19, not only due to the increased
trauma they may be exposed to but also their predisposing mental health conditions.
In summary, while the development of AUDs is a complex process which is unlikely
to be attributable to a single factor, it can certainly be expected that AUDs in many female
victims of IPV have at least partly developed as a coping mechanism in response to chronic
trauma and stress. This is aptly highlighted by Maria’s statement that she utilized alcohol as a
“way of coping with life”, implying that for her, drinking represented a maladaptive coping
strategy for years of abuse.
Social factors promoting alcohol use in IPV victims:
There are numerous socioeconomic factors which have been shown to be associated with IPV
and/or the development of AUDs, such as ethnicity24, however many of these will not be
directly impacted by the COVID-19 pandemic. Therefore, I have chosen to focus upon issues
of financial stability (e.g. unemployment and household income), and social isolation, as these
are particularly pertinent examples, and are highlighted by Maria’s case.
Whilst alcohol consumption is generally higher amongst individuals with greater
household incomes10, it has been demonstrated that alcohol-related morbidity and mortality are
disproportionately high in individuals with lower socioeconomic status22. This trend, often
referred to as the ‘alcohol harm paradox’, has been partly attributed to increased incidence of
other health risk behaviors (e.g. smoking, poor diet, lack of exercise) 23. However, even after
accounting for these alternative risk factors there remains a negative correlation between
socioeconomic status and alcohol-related harm22, and in US samples, annual household income
has been found to be the socioeconomic factor which is most strongly associated with IPV25.
Similarly, unemployment has been clearly identified as a risk factor for IPV24. In
particular, in the UK 8.6% of unemployed adults had experienced domestic violence (although
again this does not only include IPV) in comparison with 5.4% of employed adults6. It could
also be suggested that these unemployed adults are also likely to be more socially isolated due
to the lack of a social interactions in a work environment, and therefore potentially more at risk
of IPV and AUDs (see later). In summary, socioeconomic factors such as financial instability
and lack of employment are independently associated both with harmful alcohol use and IPV,
and can therefore be assumed to be associated with alcohol use in victims of IPV.
It is likely that the COVID-19 has a had a significant negative effect on many of these
socioeconomic factors which may promote alcohol use in IPV victims. For example,
unemployment rose from 3.7% to 4.9% between August 2019 and August 202031. As
unemployment is independently linked to both risk of IPV6 and prevalence of AUDs32, this can
be assumed to have increased risk of AUDs in IPV victims both directly and via increased
frequency and/or severity of IPV, which could then promote increased ‘drinking to cope’.
Similarly, other previously mentioned socioeconomic factors (e.g. annual household income)
are likely to have been negatively impacted by the COVID-19 economic recession, with similar
effects on alcohol use in these women.
Finally, another important social factor in IPV is lack of access to social support (i.e.
social isolation). It has been found in multiple samples that increased social support (e.g.
increased size of network of friends) mitigates the negative impacts of IPV on victims’ mental
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health26,27,28. In particular, increased social support is associated with decreased symptoms of
PTSD among these women27. However, some studies have found that only social support from
family sources is significantly protective in reducing the prevalence of IPV itself28.
Nevertheless, social support is strongly indicated to reduce the negative impacts of IPV on
victims’ mental health, particularly PTSD symptoms. Additionally, in the general population
poor access to social support is associated with increased alcohol use29,30. Therefore, as poor
mental health (particularly PTSD) among these women is believed to be a factor which
promotes alcohol use (see previous), it can be suggested that lack of access to social support
will promote alcohol use, both directly and via negative effects on mental health.
One of the most obvious socioeconomic changes which has occurred as a result of the
COVID-19 pandemic is the increase in social isolation – primarily due to the many months of
restrictions placed on socialising outside households or travelling to workplaces, but also likely
due to a fear of infection. The previously described increases in reports of IPV-related crimes
since March 2020 have been extensively linked to the introduction of lockdown restrictions
and social distancing measures33,34. Therefore, social isolation represents another
socioeconomic factor which already contributed to the prevalence of AUDs among female
victims of IPV, and since the pandemic began is likely to have made an even more significant
contribution.
In summary, COVID-19 has exacerbated many of the socioeconomic factors which
have for many years been strongly linked with IPV and AUDs, and therefore are expected to
contribute to the development of AUDs in victims of IPV. In particular, many months of
isolation have placed strain on these women, limiting their access to family and friends who
may provide psychological support and potentially even assistance in escaping abusive
relationships and reducing alcohol consumption. These women are now spending more time at
home with their abusive partners, and are therefore probably suffering more frequent or severe
violence. It is important to also note that as alcohol use has increased during COVID-19 in the
general population, it can be expected to have also increased in perpetrators. While a detailed
discussion of the role of AUDs in perpetrators is outside the scope of this essay, it is likely that
their increased drinking has to an increase in their violent behaviour2, therefore increasing
exposure to trauma for victims.
Generally, the socioeconomic factors discussed here are suggested to increase alcohol
consumption in victims both directly and via increased exposure to abuse. Therefore, they are
also compounded with psychological factors by promoting alcohol consumption by victims as
a stress response. While Maria stated that drinking was her “way of coping with life”, it is
difficult to know which parts of her life she referred to, however it could be suggested that she
referred not to a single issue, but to her complex background of unemployment, financial
instability, social isolation and experiences of IPV, demonstrating that these factors rarely act
in isolation.
Barriers to treatment for AUDs among IPV victims:
Fewer than 25% of individuals with AUDs utilise healthcare or support services aimed at
assisting their recovery33. Female victims of IPV face not only the barriers faced by the general
population (such as stigma), but also barriers specific to their demographic. Factors such as
stigma or ethnicity, while undoubtedly important in preventing access to AUD treatment, are
unlikely to have been specifically impacted by COVID-19, and will therefore not be discussed
here. Similarly, a wide range of socioeconomic factors are widely accepted to have a significant
impact on healthcare access in general, including the scarcity of available services and funding,
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but these are too extensive to explore here. Instead, this section will focus specifically on
barriers which are relatively unique to IPV victims.
Firstly, a lack of understanding or awareness of IPV can be prevent disclosure of abuse
in healthcare settings, which is in turn likely to also impact full disclosure of issues relating to
AUDs, and adequate access to healthcare. For example, in a qualitative study of female IPV
victims, women emphasised that safe and private surroundings were important; citing examples
where their partners had been kept in the room or even used as interpreters during historytaking36. Therefore, increased awareness among healthcare professionals may encourage them
to ensure they conduct interviews in private, and perhaps utilise screening questions for IPV in
every consultation. Simple measures such as these are likely to increase the chances of victims
disclosing abuse in healthcare settings.
However, this solution may be more difficult to achieve during the COVID-19
pandemic. Primary care consultations are now routinely conducted by telephone, therefore
providing little opportunity for privacy from other members of the patient’s household. In
telephone consultations, healthcare professionals are also not able to visualise their patient,
preventing them observing significant signs such as unusual bruising which could prompt
questioning relating to IPV. Additionally, as discussed previously, due to lockdown restrictions
victims are likely to be spending significantly more time with their violent partners. Therefore,
the likelihood of victims feeling safe enough to disclose violence with a perpetrator likely in
the home is very low, as demonstrated by significantly decreased rates of police reports of IPV
during lockdowns, which then increase as restrictions are lifted37. While lack of disclosure of
IPV to emergency services does not itself prevent victims from seeking support for AUDs, it
can be expected that women who are unable to disclose abuse to healthcare professionals for
fear of their partners are also less likely to present to primary or secondary care due to the same
fear, even if their presentation is related to alcohol use rather than IPV. Furthermore, as many
women (such as Maria) may feel that their drinking is a coping mechanism for the abuse they
suffer, they can be presumed to be less likely to disclose the full extent of an AUD to healthcare
professionals if they are unable to disclose their experiences of IPV.
Finally, while not specific to IPV victims, it should be noted that access to face-to-face
healthcare is itself reduced by fear of COVID-19. In one sample, almost 75% of individuals in
the general population stated that they had reduced their visits to healthcare facilities since the
beginning of the pandemic due to fear of infection38, with some hospital emergency
departments reporting decreases in visits of 73-88% over March 202039. Therefore, fear of
contracting COVID-19 is likely to have prevented access to treatment for alcohol-related health
issues (including AUDs) alongside other health issues in victims of IPV as well as in the
general population.
While Maria had disclosed her experiences of IPV to healthcare professionals, this
could potentially be attributed to the ban on hospital visiting during pandemic restrictions,
meaning her partner would not come into contact with healthcare staff, and does not necessarily
demonstrate that she would feel safe enough to make a similar disclosure under ‘normal’
circumstances. She admitted to a prolonged lack of contact with primary care, and while she
did not explain this it is possible it was the result of isolation imposed by her partner.
Furthermore, she intended to return to her partner and expressed little intention of accessing
alcohol support services, indicating that she potentially did not feel that the healthcare system
could provide the support she needed, or that she had not been given sufficient support in
accessing appropriate care. In summary, while Maria’s case does not necessarily demonstrate
all the barriers to AUD treatment faced by victims of IPV, it is important to note that the late
stage of disease in which she presented indicated that her engagement with healthcare services
had likely not been successful or significant in the past.
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Conclusions:
In conclusion, female victims of intimate partner violence are at significantly increased risk of
AUDs and alcohol-related morbidity and mortality. This association can be at least partly
explained by understanding alcohol use as a coping mechanism for the chronic psychological
trauma they experience. However, a number of socioeconomic factors also have complex roles
in promoting alcohol use, both directly and via increased exposure to violence. Women have
long faced violent behaviour from their partners, and have developed AUDs possibly as a direct
result, however, COVID-19 has led to unprecedented increases in the stresses this group face
in their daily lives, with numerous impacts on their psychological and physical health. In
particular, barriers to healthcare have been exacerbated or created by the pandemic, which have
resulted in this already isolated group being even less likely to seek help for alcohol addiction.
Both during and after the COVID-19 pandemic, I believe that some of the most meaningful
impacts that we as healthcare professionals can have is to ensure screening for IPV is a regular
feature of conversations with patients, that they are provided with a safe space to talk, and to
increase awareness of the complicated factors which promote alcohol use in these women.
(3,483 words)
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