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Abstract 

This article seeks to understand the experiences of bystanders to domestic violence and abuse 

(DVA) during the COVID-19 pandemic in Wales. Globally, professionals voiced concern over 

the COVID-19 restrictions exacerbating conditions for DVA to occur. Yet evidence suggests 

this also increased opportunities for bystanders to become aware of DVA and take action 

against it. This mixed methods study consists of a quantitative online survey and follow-up 

interviews with survey respondents. Conducted in Wales, UK, during a national lockdown in 

2021, this article reports on the experiences of 186 bystanders to DVA during the pandemic.  

Results suggest that bystanders had increased opportunity to become aware of DVA due to the 

pandemic restrictions. Results support the bystander situational model whereby respondents 

have to become aware of the behaviour, recognise it as a problem, feel that they possess the 

correct skills, and have confidence in their skills, before they will take action. Having received 

bystander training was a significant predictor variable in bystanders taking action against DVA; 

this is an important finding that should be utilised to upskill general members of the 

community.  
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Key messages 

• The COVID-19 pandemic and associated restrictions had allowed people to become aware 

of DVA. 

• Participants’ experiences of witnessing or having concerns about DVA and intervening had 

a negative impact upon their wellbeing, yet most would not have done anything differently. 

• When people have knowledge and skills to intervene, most will act as prosocial bystanders 

when they witness DVA, therefore bystander training for DVA should link to public 

awareness campaigns to enable people to act safely. 
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Bystander experiences of domestic violence and abuse during the COVID-19 pandemic 

 

Introduction 

Domestic violence and abuse (DVA) is a major human rights, criminal justice and public health 

issue. It is a significant cause of inequality and ill-health, and has adverse psychological, 

economic and social impacts on individuals, families and communities (World Health 

Organization, 2021a). Preventing DVA can improve the health and wellbeing of individuals 

and communities, which can have a wider positive impact for the economy and society (NICE, 

2014).  

Estimates across England and Wales, suggest 2.4 million adults experienced DVA in the year 

ending March 2022 (ONS, 2022). Between March 2018 and 2019, Welsh police forces 

recorded 80,924 DVA related incidents (ONS, 2020), yet this is likely a fraction of incidents, 

as DVA often goes unreported. 

COVID-19 and DVA 

During the COVID-19 pandemic, countries implemented measures to reduce the spread of the 

virus. In Wales, restrictions included stay at home policy, self-isolation, social distancing, and 

the closure of most retail outlets and public spaces. Whilst these measures were intended to 

keep the population safe, home was not a safe space for everyone, including victims of DVA 

(Campbell, 2020).  

Throughout the pandemic, experts voiced concern that restrictions exacerbated conditions for 

DVA (WHO, 2021b). The restrictions forced victims to stay at home, for extended periods of 

time, with their abusers. Victims may have been unable to obtain support (both formal and 

informal), and had limited access to money, the internet and their phones (Kofman and Garfin, 

2020; Sacco et al., 2020; Speed et al., 2020).  
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In Wales, as with countries around the world, helplines reported dramatic increases in the 

number of contacts from third parties (friends, family, neighbours, and colleagues) looking for 

advice and support regarding someone they were concerned about (Ivandic et al., 2020; ONS, 

2020). This suggests that different groups of people may have had new opportunities to notice 

DVA as a result of the restrictions.  

Bystanders 

Bystanders are “witnesses to negative behaviour (an emergency, crime, rule violating 

behaviour) who, by their presence, have the opportunity to step in to provide help, contribute 

to the negative behaviour, encourage it, or stand by and do nothing but observe” (Banyard, 

2015, p. 8). Mobilising bystanders who are willing and able to help within their communities 

is an effective strategy to prevent violence against women and has been a research focus for 

decades. These studies emanate overwhelmingly from the US, conducted predominantly in 

university settings, with some preliminary studies in the UK (Bovill and White, 2020; Fenton 

and Mott, 2018; Roberts and Marsh, 2021). Recent systematic reviews and meta-analyses 

indicate an upsurge in research across this field, including randomised control trials and quasi-

experimental designs, indicating improvements across a range of measures (Addis & Snowdon, 

2021; Jouriles et al., 2018; Kettrey and Marx 2018; Mujal et al., 2019; Wong et al., 2023). 

Some studies have found complex interactions between racial identity, gender and year of study 

(Brown et al., 2014; Burns et al., 2019), however studies have primarily been carried out with 

white student samples, and race remains understudied both in campus and community settings 

(Banyard et al., 2020). It is within this context of evaluating bystander training in universities 

that much of the research into the experiences and behaviours of bystanders has been 

conducted.  

Bystander programming is based on the idea that everyone in a community or peer group has 

the potential to help when they witness problematic behaviours and by ensuring helping 
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becomes the peer group or community norm will, over time, result in the social unacceptability 

of the non-desirable behaviour. The process to action will be influenced by many different 

intrapersonal, situational and social determinants, with barriers present at each step (Banyard, 

2011; Burn, 2009; McMahon, 2015).  

Latané and Darley’s (1968, 1969) theoretical organising framework, applied by Banyard 

(2011), Berkowitz (2009) and Burn (2009) to sexual assault situations, posits that for 

bystanders to take action, a number of cognitive and behavioural processes must occur at the 

individual level (Berkowitz, 2009). Firstly, the bystander must notice the event, requiring 

knowledge and awareness. Secondly, they must interpret and recognise the event as a problem 

meriting intervention (Burn, 2009). Thirdly, they must feel a sense of responsibility and 

motivation to act (Bennett et al., 2017; McMahon, 2015; Rothman et al., 2019). Personal 

attitudes and beliefs which minimise violence, such as rape myth acceptance, are likely to 

reduce responsibility-taking and are associated with lower likelihood of intervention (Banyard, 

2011). Attitudes to victims such as victim-blaming may influence perceptions of victim 

worthiness of help (Pagliaro et al., 2020). Fourthly, the bystander must possess the skills to act, 

and in the final step, take action and perform a bystander behaviour. Bystanders must have 

confidence in their ability and skills to intervene safely (Burn 2009). Moving through these 

stages is related to increased readiness, intention and confidence to help (Banyard et al., 2014; 

Jouriles et al., 2018; Mujal et al., 2019).  

Intrapersonal characteristics such as gender and age also influence intervention likelihood, as 

does relationship to the victim. Women and girls are more likely to intervene in sexual violence 

and more likely to help victims generally (Banyard, 2011; Rothman et al., 2019). Men are more 

likely to intervene when the situation is deemed an ‘emergency’ (Burn, 2009). Having a 

relationship with the victim is associated with helping in the general bystander literature 

(Levine et al., 2002), and in Burn’s (2009) findings, but not by Banyard’s (2008) study. Studies 



Page | 6  

 

have also found that bystanders are much more likely to take prosocial action if they themselves 

had been a victim (Christensen and Harris, 2019) and when they perceived the behaviour to be 

life threatening (Fleming and Wiersma-Mosley, 2015). 

Environmental factors beyond the individual-level influence an individual’s bystander 

decision-making (McMahon, 2015). Social influence may impede intervention, such as the 

bystander being unsure whether there is a problem based on others’ reactions (Latané and 

Darley, 1969). McMahon (2015) reports that the more norm-violating a behaviour or incident 

is, the more likelihood of intervention. Rothman et al. (2019) found that high school students’ 

bystander behaviours were influenced by perceptions of how others behaved in their 

community, particularly if there was strong community-cohesiveness.  

Another environmental factor is sense of community. In the wider bystander literature, factors 

including social cohesion and connection, commitment to neighbourhood and involvement in 

the community are connected to higher likelihood of intervening in relation to crimes 

(McMahon, 2015; Rothman et al., 2019). In the context of intimate partner violence (IPV), 

positive bystander behaviours were connected to a higher sense of collective efficacy on the 

part of young adults in rural communities (Edwards et al., 2014). In the general community, 

Banyard et al. (2020) found that prosocial bystanders had a significantly higher sense of 

community than passive bystanders.  

 

Outside of formal education settings there is evidence that bystanders may be in a position to 

help. Hamby et al. (2016) found bystanders to be present at around two thirds of incidents of 

victimisation, while Taylor et al. (2019) found up to a third of DVA incidents may be 

witnessed. Yet, capturing the experiences of the informal supporters is rarely explored and 

comparatively little is known about bystander action in the general community. 
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Frye et al.’s (2012) concept mapping study found that neighbourhood bystanders in two US 

urban areas considered intervention with a range of actions geared towards the victim, 

perpetrator and community to be feasible. Actions focussed on victims and formal and 

semiformal systems, were rated as most feasible and actions focussed on the abuser were least 

feasible with community-focussed actions slightly higher. Participants viewed connecting the 

victim with formal systems was perceived to be the most effective.  

In Weitzman et al.’s (2020) US study of actual experiences with a nationally representative 

sample, just over half had known of a victim of IPV and they were most likely (in order) to be 

friends, family or acquaintances, with women having higher odds than men of knowing 

victims. Of the overall sample, a quarter had intervened for IPV, with this rising to just over 

one half of respondents who had known a victim of IPV. The relationship with the victim was 

shown to be important, with 70% lower odds of intervening for an acquaintance than a family 

member. No demographic differences were found for IPV intervention. Victims of DVA will 

often seek informal support before reaching out more formally (Ansara and Hindin, 2010), so 

it is important that friends and family are the people bystanders are most likely to help. The 

intervention strategies most commonly adopted in Weitzman et al.’s (2020) study (in order) 

were offering safe haven, offering sympathy to the victim and telling the abuser to stop. 

Weitzman’s study did not examine how the bystander became aware of the IPV or what types 

of IPV were noticed and intervened upon and thus how intervention strategies might differ 

according to the context of abuse remains unexplored. The study did explore barriers to 

intervention, albeit hypothetically, finding that the most perceived barrier was fear of physical 

injury (almost half of respondents) with women and Black respondents having much higher 

odds of reporting this fear than men and White respondents. Women were also less likely to 

physically intervene or tell the abuser to stop and were also less likely to report perceiving IPV 

as a private matter as a barrier.   
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Taylor et al.’s (2019) study with a rural US sample explored the experiences of bystanding 

from the perspective of IPV victims as opposed to bystanders themselves. This study explored 

five categories of IPV, four of which were physical, and the fifth being threats of harm. They 

found the highest reports of bystander helpfulness were for being “pushed, grabbed or shook”, 

yet victims reported higher rates of injury when bystanders were present for being pushed or 

grabbed and being hit by a partner, and higher rates of victim injury when the bystander was 

also harmed or threatened. The authors suggest that bystanders may have become aware and 

present due to the physical seriousness of the IPV incidents measured.  

In Storer et al.’s, (2021) study, young racially minoritised adults outside of formal education 

or employment settings in urban communities overwhelmingly expressed disinclination to use 

bystander behaviours in dating and community violence, citing fear for their own safety, and 

norms which equated intervention as ‘snitching’. Consistent with Weitzman et al and Frye et 

al.’s findings, extreme physical dating violence was, however, deemed more intervention-

worthy, as was proximity of relationship to the victim. Whilst the study explored hypothetical 

not actual bystander behaviours, it is important in recognising that the situational model may 

operate differently for ethnic minorities. 

Bystander training might be utilised to improve informal community-based responses to DVA, 

and there is preliminary evidence of effectiveness of bystander training in a UK context 

(Gainsbury et al., 2020). The potential of bystander community training programs depends on 

furthering our understanding of bystander experiences in DVA. The current study sought to 

add to the literature exploring in detail who bystanders might be, the behaviours they witness, 

their responses and their motivations and barriers to intervening. Bystander and victim safety 

is also of paramount concern for developing training programmes. In Taylor’s (2019) study, a 

fifth of victims reported that bystanders were harmed or threatened, and this was also related 

to poorer victim outcomes. Given that we know relatively little about the impact on bystanders’ 



Page | 9  

 

own wellbeing, the current study sought to add to the literature by exploring the impact of 

intervening on the bystanders. 

Study Aims  

This study piloted a mixed-methods design using survey and interview techniques to explore 

experiences and behaviours of bystanders to DVA in Wales during the COVID-19 pandemic. 

The following research questions were posed:  

1. What are bystanders’ experiences of DVA during the COVID-19 pandemic?  

2. What are the motivations and barriers for bystanders taking action to prevent DVA 

during the COVID-19 pandemic?   

3. What is the impact on the bystanders and what support do they need?  

Methods 

Participants and recruitment 

The survey was conducted via the online platform Qualtrics and was open from 15th February 

2021 to 8th March 2021; a twenty-one day window during a national lockdown period in Wales. 

Those aged 18 years or over and either residing or working in Wales during the pandemic were 

eligible to participate. Recruitment advertisements targeted individuals who had seen or 

become concerned about DVA, or warning signs, since the beginning of lockdown restrictions 

in Wales (March 2020). The term ‘bystander’ was not used in the advertisements as it was 

considered that this would not be widely understood among the public. All study materials 

were available in both Welsh and English and participants could choose to participate in either 

language. 

The survey advertisement was disseminated via email and social media via stakeholders 

including Welsh Government, health boards, police forces, local authorities, specialist 

domestic abuse and sexual violence services, housing organisations, higher education 
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institutes, transport organisations and care organisations. Further, an advertising company was 

commissioned to help disseminate the survey through paid advertisements on social media and 

coverage in online news.  

Individuals accessing the survey were provided with an overview of the purpose and nature of 

the study and provided informed consent before proceeding to survey questions. After 

completing the survey, participants were invited to email the research team to participate in the 

interviews.   

A total of 395 survey responses were received. For this study, data were restricted to those 

participants that reported having witnessed DVA during the pandemic (47%; n=186). Six 

survey respondents volunteered to take part in an additional interview. Of these, three were 

excluded from the study as two were survivors of DVA rather than bystanders and one included 

experience only in their professional capacity as a domestic abuse support worker. The three 

remaining bystanders were women who had become concerned about a friend (two 

participants) or a parent (one participant) during the pandemic.  

Measures  

The survey, designed by the research team, drew upon available literature and criminal law. 

The survey consisted mostly of questions from validated surveys such as the Crime Survey for 

England and Wales (Office for National Statistics, 2020) and US Campus Climate Surveys 

(Cantor et al., 2020). However, at the time of delivery there were no validated surveys on 

bystander experiences during the pandemic; therefore, some questions were developed or 

adapted by the research team. The final survey was not validated but was discussed with an 

expert advisory group and tested with colleagues, then edited based on feedback.  

The survey began with demographic questions, followed by questions on sense of community 

and knowledge of DVA. The sense of community question was taken from Peterson et al., 
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(2008) and asked, ‘to what extent do you agree with the following sentence: I want to help 

members of my community’. Responses were on a five-point likert scale, from ‘strongly agree’ 

to ‘strongly disagree’. For analysis, responses were grouped into ‘agree’, ‘neither agree nor 

disagree’ and ‘disagree’. The knowledge of DVA question asked, ‘how knowledgeable are you 

about domestic violence and abuse?’. Responses were again on a five-point likert scale, from 

‘extremely knowledgeable’ to ‘not knowledgeable at all’.  

The survey then asked, ‘since the pandemic began, have you noticed or become concerned 

about any of the following behaviours in relationships?’ These behaviours, included in the 

survey, were taken from AAU Campus Climate Survey (Cantor et al., 2020), and the Crime 

Survey for England and Wales (Office for National Statistics, 2020). Survey respondents were 

also asked ‘which, if any, of the following actions, however small, did you take since the 

pandemic began in response to the behaviour you had seen?’, followed by ‘why did you take 

action?’ or ‘why did you not take action?’.  

The survey also asked specific questions about the person’s status during lockdown, including 

‘since the pandemic began, which of the following applied to you?’. Response options included 

‘working from home’, ‘furloughed’ or ‘continuing as normal’. The survey also asked, ‘to what 

extent to you agree with the following statement: I feel more connected to my community or 

neighbourhood since the pandemic began’. This was rated on the same five-point likert scale 

as the previous community question. Lastly, respondents were asked ‘how likely is it that the 

circumstances of the pandemic influenced you being able to witness this behaviour?’ 

Responses were ranked on a five-point likert scale, from ‘extremely likely’ to ‘extremely 

unlikely’.  

A focus of the interviews was to capture the impact of the experience on the bystander. Written 

consent was obtained for these interviews through email with the participants. Due to COVID-
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19 restrictions, the interviews were conducted online, through Microsoft Teams or Zoom. The 

audio recordings were transcribed verbatim.  

Data analysis 

Survey data were analysed using IBM SPSS Statistics V24. Descriptive analyses used chi 

squared with Fisher-Freeman-Halton Exact Test used where expected counts were below five 

(analyses performed in SPSS V29). Multivariate analyses used binary logistic regression (enter 

method).  

Three interviews were not considered sufficient for thorough qualitative analysis; therefore, 

they have been used to offer additional insight into the experiences highlighted within the 

survey data.  

Ethical Approval  

Ethics approval was obtained from Health Research Authority and Health and Care Research 

Wales (ref. 20/HCRW/0061). The contact details for Live Fear Free, a Welsh domestic abuse 

helpline, was provided throughout the survey for participants needing support or advice. 

Similarly, if the participant felt that someone was in immediate danger, they were encouraged 

to call 999.  

 

Results 

Sample demographics and traits 

The 186 participants were aged between 18 and 74, with the majority being women (85%) and 

of White British/Irish (96%) ethnicity. Most respondents worked in the following sectors: 

industrial work and other tertiary jobs (e.g., hairdressers and postal workers) (24%); health and 

social care (22%); local authority, government, or other key public services (21%); and 

education (17%); the remaining participants (16%) were retired, unemployed or students. Three 
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quarters of respondents (76%) had been primarily home-based during the pandemic, whether 

that be working from home, furloughed, retired or unemployed.  

The sample had a high self-reported level of knowledge of DVA, with 64% of participants 

reporting that they were very or extremely knowledgeable. Almost half (48%) reported having 

completed some form of DVA training in the past five years (the survey did not ask what type 

of training survey respondents had received). Eighty percent of respondents agreed or strongly 

agreed with the statement ‘I want to help members of my community’, while 45% agreed or 

strongly agreed ‘I feel more connected to my community since the pandemic began’ (Table 1). 

DVA witnessed 

Participants had witnessed or become concerned about a range of DVA behaviours since the 

pandemic began. These included warning signs for DVA (e.g. someone behaving worried and 

fearful all of the time), coercive control, abuse of a vulnerable person, verbal abuse of a 

LGBTQI+ person for their sexuality, threats of abuse, actual physical abuse and sexual abuse. 

Coercive control was the most witnessed DVA behaviour, reported by 90% of participants, 

twice the amount of physical abuse (45%), followed by warning signs (71%; Figure 1). Three 

quarters (77%) of respondents reported having witnessed more than one category of DVA 

behaviour.  [Figure 1 here: Proportion of participants reporting witnessing each DVA 

behaviour category during the pandemic] 

These behaviours were also reflected by interviewees:  

“There was a definite change in my friend’s ability to be able to talk freely…We 

felt that there was a lot of controlling behaviours and isolation tactics really, trying 

to keep her away from friends, family, he had become imprinted in every aspect of 

her life”. [Interview 2] 
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Another interviewee explained that she felt the perpetrator had used the circumstances of the 

pandemic to further control the victim.  

“She was quite fearful of the pandemic, he was using that fear to keep her 

in the house more, to control her more”. [Interview 1] 

Survey participants were asked to provide further information on DVA behaviour they had 

witnessed during pandemic, with those that had witnessed more than one form asked to select 

a specific behaviour to report on (see Table 1). The most common behaviour reported on was 

coercive control (66%), followed by physical abuse (13%), warning signs (8%), threats (7%), 

abuse of a vulnerable person (3%) and sexual abuse (3%). Forty percent had witnessed the 

behaviour in person, while 36% had been told about it by the victim. Three quarters of 

respondents (74%) said the incident took place within an intimate relationship. The majority 

of victims were women (82%) and the majority of perpetrators were men (78%). Over half 

(57%) of respondents said another person (besides themselves) had witnessed or knew about 

the behaviour.  

Forty-five percent of respondents said the victim was a friend or family member, 27% said they 

were in a community/activity group with them, with other victims including colleagues, 

neighbours, acquaintances and strangers. Almost two thirds (64%) said they had concerns 

about the DVA they reported on before the pandemic began. Of those that did not, 45% 

indicated that the circumstances of the pandemic had facilitated them being able to witness the 

behaviour (e.g. they were at home when they would otherwise have been at work). This was 

also indicated by interviewees: 

“I think it would have been more easily hidden or we might have been 

distracted from it and we might not have been as proactive or as aware and 

worried about it if we weren’t in a pandemic”. [Interview 3] 
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However, a Chi-squared test found no difference between those who were primarily at home 

during the pandemic and those who were going out to work as normal in becoming aware of 

DVA since the pandemic began.  

Actions taken 

Survey participants were asked what action, if any, they had taken in response to the DVA 

behaviour they had witnessed. Most respondents (88%) reported some form of action, the most 

common relating to supporting the victim (56%), unofficially sharing concerns (e.g., with 

family and friends, 44%), and looking for more information (41%, Figure 2). Around 60% of 

participants reported more than one type of action. [Figure 2 here: Proportion of participants 

reporting taking each action type after witnessing DVA during the pandemic] 

The proportion of respondents taking action did not differ by gender, and while fewer younger 

respondents reported taking action this difference was not significant (Table 1). All those who 

reported witnessing abuse of a vulnerable person, threats of abuse or sexual abuse had taken 

action in response to the behaviour, 92% for physical abuse, 87% for coercive control and 73% 

for warning signs. Taking action was highest among participants who reported having been 

told about the DVA by the victim (96%), while there was no relationship between taking action 

and type of relationship between perpetrator and victim (intimate or ex-partner, or family 

member). Bystanders were less likely to have taken action when the gender of the victim or 

perpetrator was unknown (Table 1), and more likely to take action when they believed someone 

else knew about the DVA. They were also more likely to have taken action if they had attended 

DVA training in the past five years (94%, v 82% of those who had not received DVA, p=0.012, 

Table 1). There was no association between taking action and responses to statements about 

wanting to help community members or feeling more connecting to the community since the 

pandemic. [Table 1 here: Bystander circumstances and the proportion taking action after 

witnessing DVA] 
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Significant variables were entered into a binary logistic regression (enter method) model to 

examine independent effects on taking action. The gender of victims and perpetrators were not 

included due to no differences being seen between men and women and very low numbers in 

the ‘unsure gender’ category. Taking action was found to be independently associated with 

having attended DVA training in the past five years (AOR 4.25; Table 2). Odds of taking action 

were also increased in those who reported that someone else had witnessed or knew about the 

DVA, and those who had been told about the DVA by the victim (v witnessing it in person). 

Significance levels are likely to have been affected by the low sample size (Table 2).  [Table 2 

here: Adjusted odds ratios for taking action] 

Motivations and barriers to taking action 

Participants who took action were asked to select from a list of possible motivations. The most 

common motivations related to feeling responsible (75%), recognising the situation as 

problematic (73%), personal reasons (49%) and possessing the right skills/feeling supported 

(37%). There were no significant differences between male and female respondents in being 

motivated to take action through reasons relating to having the right skills (Table 3). However, 

having completed DVA training in the last five years was found to have a significant 

association with the bystander feeling that they possessed the correct skills to respond (p<.001, 

Table 3). The proportion reporting skills-based motivations was highest among those that 

reported on an incident of physical abuse (65%) and was higher among those that agreed they 

wanted to help members of their community and felt more connected to their community since 

the pandemic began (Table 3). [Table 3 here: Proportion of bystanders who took action that 

reported being motivated by feeling they possessed the skills] 

Respondents who did not take action after witnessing DVA were asked why they did not take 

action, with under half (10 out of 22 respondents) providing a response. The most commonly 

reported barriers (n=5 each) were not recognising the situation as an issue, and not feeling they 
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possessed the correct skills to intervene. During the interviews, one participant explained that 

they did not know how to report the perpetrator without contacting the police, which resulted 

in them feeling inadequate.  

“I feel incredibly impotent … unless I report it to the police …there’s 

nothing I can really do”. [Interview 1] 

“If you say the wrong thing to them, it can have the adverse effect to what 

you’re trying to do so you have got to bite your tongue and be so careful 

with what you say and do”. [Interview 2]  

 

Impact  

Fifty-eight percent of survey respondents said that their experience of witnessing or having 

concerns about DVA during the pandemic had a negative impact upon them. Negative effects 

included (in order of prevalence) emotional, social, physical and financial. Twenty-four percent 

said the experience had no effect on them, 8% reported a positive impact, and 3% said it had a 

mixed impact. However, when asked if they would have done anything differently, just over 

half of respondents said no. The negative impact reported by survey participants was also 

apparent within the interviews, 

“It has played on my mind a lot, second guessing myself, did I say the right 

thing? Did I push enough? Should I have pushed more? …It has been a lot 

of questioning myself” [Interview 3] 

Three quarters of survey respondents (121 out of 161 that answered this question) indicated 

that they felt having some form of DVA bystander training would be helpful.  
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Discussion 

This study sought to explore the experiences and behaviours of actual bystanders to DVA in 

the general public during the COVID-19 pandemic using a survey and interviews. . Whilst 

implemented on a small scale, this study was the first of its kind, and provides new insights 

into bystanders’ experiences during a global pandemic. The actions of bystanders in the general 

public have thus far been understudied and we sought to add to the literature by conducting a 

study which examines actual bystander behaviours as opposed to hypotheticals, explores 

intervention from the bystander’s perspective rather than the victims, measures a larger range 

of DVA behaviours, and includes action taken, barriers, motivations and the outcomes for the 

bystander themselves. The discussion explores the learning from the study and considers its 

relevance to DVA prevention in general, and in COVID-19 recovery and future public health 

emergencies.  

Recruitment 

One of the intrinsic difficulties encountered in this study was how to recruit participants to a 

study about ‘domestic abuse’ without using the words ‘domestic abuse’, in recognition of the 

fact that many people may be unable to identify behaviours that they witness as being ‘domestic 

abuse’ – and thus would not take part. Given the multitude of behaviours making up ‘domestic 

abuse’, it was not feasible to advertise the study based on descriptors of these and so ultimately 

the words ‘domestic abuse’ were used. This may offer explanation as to why the majority of 

survey respondents self-reported having a high knowledge of DVA, as only those with the 

knowledge would be able to recognise the behaviours witnessed and subsequently know that 

this survey was aimed at them. Thus, it is likely that we were unable to capture the behaviours 

witnessed by people who did not identify or categorise such behaviour(s) as domestic abuse. 

Future research is required to examine the optimal methods for advertising and recruiting the 

general public who witness behaviours which would constitute domestic abuse.  
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Noticing DVA 

The study reveals that participants had passed through the first stage of the situational model, 

namely having knowledge and awareness to notice behaviour. This study found that the 

pandemic-enforced health protection measures, increased people’s opportunity to become 

aware of concerning behaviours. In the literature, having opportunity is crucial: evaluations of 

bystander training programmes have often struggled to capture interventions made post-

training within survey follow-up periods because in real life timely opportunities to intervene 

must present themselves, and so survey responses must be screened for opportunity (Banyard 

et al., 2020). Whilst campus bystander training has often focussed on peer leaders, future 

research in communities might usefully consider how to ‘replicate’ or capitalise on lockdown 

conditions: those who are more likely to stay at, or work from, home could be usefully targeted 

for training. 

This study provides useful information on the types of behaviours witnessed when general 

opportunity is present. Consistent with expert concerns that the pandemic may have allowed 

perpetrators to fully control the social lives and means of correspondence of victims/survivors 

(Bradbury-Jones and Isham, 2020), the behaviours participants had most commonly become 

concerned about were warning signs of DVA and coercive control. By developing a more 

expansive range of behaviours in our survey design than previously used in other studies, 

focussing on behaviours and not situations, and extending them beyond physical violence - 

which is more immediately perceivable as ‘high risk’ (Taylor et al, 2019; Weitzman et al., 

2020; McInnes, 2022) - it is an interesting addition to the literature that the most commonly 

noticed behaviours are those which are more nuanced forms of DVA. This may simply speak 

to our self-selecting knowledgeable sample, but it might suggest that bystanders are noticing a 

wide range of behaviours and further research should explore this with representative samples. 

The positive recognition of coercive control, criminalised only relatively recently in England 
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and Wales (2015), may indicate that dissemination and messaging about the offence/behaviour 

has been received by some members of the public. 

That most respondents were women fits well with Burn’s (2009) hypothesis that women may 

have heightened awareness of risk because it is more salient to them as women and other 

gendered characteristics which situate them as more relationally focussed. It is also consistent 

with the literature that suggests women are more likely to know victims (Weitzman et al, 2020).  

Although just under half of respondents reported having domestic abuse training in the past 

five years, the ability to notice behaviours in our sample does not appear to be based on prior 

training as there was no difference in the behaviours noticed between those who had training 

and those who had not. Perhaps participants were able to recognise the behaviours due to their 

self-reported, good knowledge of domestic abuse, which is consistent with other studies. It 

remains unclear where participants obtained this knowledge and future surveys should examine 

this further. 

Taking Action 

The majority of participants had taken action in response to the behaviour(s) they had become 

concerned about, suggesting that people responding to the survey had progressed through the 

next stages of the situational model – sense of responsibility and recognising it as a problem, 

through to possessing skills and ultimately taking action. This supports the applicability of the 

bystander situational model to DVA in the general community. For coercive control and 

warning signs of DVA there was a high likelihood of taking action, but not as high as the 

likelihood of taking action after witnessing sexual abuse or the abuse of a vulnerable person, 

which was almost a certainty. This may be because these latter situations are deemed less 

ambiguous or more clearly ‘high-risk’ whereas warning sign behaviours and coercive control 
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may carry more potential for uncertainty and interpretation. This is consistent with the literature 

on high risk or emergency situations (Fleming and Wiersma-Mosley, 2015; Storer at al., 2021).  

The actions taken by our respondents are consistent with the literature on community 

bystanders’ behaviours (Frye et al., 2012; Weitzman et al., 2020). The majority of bystanders 

offered support to the victim, consistent with the literature that women are more likely to offer 

support to victims (Banyard, 2011). 

Whilst the study indicates that for the majority, barriers to intervention had been overcome, we 

know little about the experiences and barriers faced by those who had noticed but did not take 

action. Of those 12% who did not take action very few explained why. Further research should 

explore this. 

This study sheds further light on the relationships between awareness, noticing and action. 

Becoming aware of DVA ‘in person’ was significantly associated with the bystander taking 

action. Being told by the victim was also a strong predictor of the bystander taking action, 

whereas those who became aware of DVA online were least likely to take action. This adds to 

the evidence that knowing the victim and connection to the victim is related to a heightened 

sense of responsibility and helping behaviours (Burn, 2009; Levine et al., 2002). Becoming 

aware of DVA online may diminish that sense of responsibility as the bystander is not in close 

proximity to the victim at the time of having concerns (Coyne et al., 2019). It is also possible 

that being directly told by the victim or becoming aware of it ‘in person’ reduces the operation 

of social determinants such as the ability to diffuse responsibility to others.  

The applicability of the situational model, and in particular the importance of having skills, and 

confidence in those skills to intervene (Berkowitz, 2009) is again confirmed by this study: for 

37%, feeling that they possessed the correct skills was a motivator to taking action. Some form 

of training is likely to be important in moving people through the situational model, as having 
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had DVA training increased action-taking and was a strong predictor of offering support to the 

victim as well as associated with belief in possessing the correct skills. Further, for the very 

few that reported why they had not taken action, not feeling they possessed the skills was a key 

barrier. Unlike other studies (McInnes, 2022; Storer at al., 2021; Weitzman, 2020), fear of 

physical safety was not a key barrier, and this is likely because those previous findings were in 

relation to more ‘high-risk' incidents of physical abuse and emergency situations. It is an 

interesting finding that skills possession was the highest motivator in action for physical abuse 

and sense of community connectedness. Perhaps perceiving one has the correct skills obviates 

fear for personal safety.  

Impact 

It is an important finding and addition to the literature that over half of participants indicated 

that intervening had a negative impact on them, yet despite this, most would not have done 

anything differently. Perhaps this is because they were motivated to intervene and did so but 

had no other skills or strategies at their disposal. Three-quarters of those indicated the utility 

of bystander training to guide them in how to take appropriate prosocial action. This suggests 

bystander training in a multiplicity of intervention strategies and concurrent bystander 

behaviour modelling campaigns might be important in ameliorating this impact by providing 

not only the skills to intervene safely and appropriately but also with the confidence in the 

skills which may overcome self-doubt. This suggests there is a need to develop bystander 

training, which goes beyond awareness-raising and is accessible to the public for all ages as an 

important tool in preventing DVA.  
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Limitations 

There were limitations to this pilot study that need to be addressed when considering the results. 

Firstly, the survey was solely available online, in Welsh and English. This limited responses to 

only those with internet access, who could understand English and/or Welsh.   

Secondly, this study struggled to recruit participants to interview. The small number of 

interview participants (n=3) limited the amount of analysis that could be conducted on their 

experiences. The recruitment method for the interviews should be improved and simplified in 

future iterations of the study to optimise the number of people consenting to take part in the 

interviews.  

Lastly, this study did not aim for a representative sample, instead aiming to elucidate the 

experiences of those who volunteered to participate in the survey and interview. A large 

proportion of the sample had a high self-reported knowledge of DVA, the majority were 

women, and White British. No one over the age of 75 participated in the survey. Further 

research should look to engage a larger, more representative sample, including more men, 

people from racial and ethnic minority groups and older people to ensure a broader 

representation of bystander experiences. Further research should also aim to collect data on 

what type of DVA training had been received by participants. A larger sample would also 

increase the validity of the logistic regression model.  

Recommendations  

Practice 

This study suggests that whilst public health restrictions implemented during the pandemic 

exacerbated DVA, they also increased the opportunity for bystanders to witness DVA 

behaviours, and the opportunity for bystanders to intervene. Bystanders in the study reported 

that possessing the correct skills and confidence to act were a significant motivator in taking 
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prosocial action, and that bystander training which mitigates negative impact on bystanders 

would be helpful in developing and providing confidence in using these skills.  As such, this 

study provides a case for the development of bystander training programmes and public 

awareness campaigns as an important element of DVA prevention in future pandemics. These 

bystander training programmes must be evidence based and theoretically informed (Fenton and 

Mott, 2017).  

Research 

The data highlights how the participants’ experiences had a negative impact upon their 

psychological, social, financial and physical wellbeing. Future research should explore how 

this negative impact could be mitigated. This may be through bystander training to encourage 

confidence in actions taken or support services for bystanders.  

Conclusion  

Findings from this study suggest the COVID-19 pandemic had allowed people to become 

aware of DVA. Further, when people have knowledge and skills to intervene, most will act as 

prosocial bystanders when they witness DVA. Providing bystander training for DVA should 

be linked to public awareness programmes so that people are aware of how they can act safely 

when they witness DVA.   
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