
Gender vidence in Spain

Gender violence (GV) has historically been
characterized by its invisibility, for remaining oc-
cult behind the walls of homes where it was pro-
duced so that invisible became inexistent, a cir-
cumstance which completely conditioned
institutional actions and especially the healthcare
administration where the action was also directed
to the visible part of the aggression, leaving the
health problems caused by living under GV within
the inexistence of the invisibility.

The social changes of the last years and the

consequent critical positioning against GV has led
to an increase in the reports of cases of GV. In-
deed, from 2002 to October 2007, 326,247 re-
ports were made with an increase of 43.5% (until
the end of 2006) (Figure 1) and the subsequent
demand for greater direct care to those inflicted,
especially from the area of healthcare.

In these circumstances, the role of emergency
physicians and the remaining healthcare profes-
sionals should be centred on assistance to the ag-
gressions and the alterations caused by violence as
well as the detection of occult cases. To achieve
this objective it is necessary to know the character-
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The consequences of gender violence on health have frequently been disguised in the
form of various clinical pictures and disorders, in the same way that violence is over-
looked in society through justifications and rationalizations. Social transformation and
critical thought regarding violence is favouring the rise of new cases, which have trans-
lated into a significant increase in domestic violence reports filed; reaching 43.5% in
the last five years. These circumstances have resulted in a higher demand for emer-
gency healthcare services. Nevertheless, in spite of this increase, the global prevalence
of gender violence (30% of women as documented by the WHO) is inconsistent with
the number of cases presented to emergency department, which is approximately
17%. Besides, female victims of violence require medical services 30% more often than
women who do not suffer violence indicating that many of the cases show a sympto-
matology not related to the physical injuries resulting from violent aggressions. The ob-
jective of the present study was to point out the consequences of violence beyond the
specific aggression and to assess the view of the medical professionals with respect to
gender violence, specifically that of emergency physicians and highlight the limitations
and difficulties they face. This will help to ensure that physician response is not influ-
enced by the personal consequences derived from the violent aggression and limited
to that specific aggression. Medical professionals must focus on the health of the
woman who suffered the violence and should in no case, provide clinical assistance
based on other types of factors (police report, beliefs and prejudices,…). Emergency
physicians must be aware that “to do nothing is to do harm” because other wise,
women will continue to suffer violence and their health will further deteriorate. The da-
ta reported may help professionals maintain a code of conduct and respond to cases of
gender violence following two very simple criteria: to act in the same way as they
would in other health situations that have personal consequences, and to bear in mind
that behind an aggression there is health problem caused by violence, which in many
cases will characterize the clinical picture. [Emergencias 2008;20:191-197]
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istics of GV and know how it is manifest in prac-
tice. It is also necessary to be aware of the attitude
taken by the professionals on presentation of a
case and the obstacles presented in practice since
it is only from this knowledge that what is done
correctly may be potentiated and thereby improve
what is not being adequately done.

Gender violence and health

Gender violence is not the aggressions which
are only a very small part of the strategy of con-
trol which the aggressor develops. The conse-
quences therefore go beyond the simple added
effect of repeated attacks. According to the “Re-
port on the World Population 2000” of the United
Nations and the “World Institute on Violence and
Health” of the WHO, one out of three women in
the world has been or is being mistreated or
abused1. Fifteen to 30% of the female population
in Spain is mistreated2 and the Macro-survey of
the Institute of the Woman of 2002 indicated a
value of 11.1% for all the country. Mistreatment
of women by their intimate partner is a global
phenomenon found in all countries and affects
women from all social, cultural and economic lev-
els3.

Together with the violence in itself, the way is
it done is an aggravating element of the conse-
quences. The strategy followed by the aggressor
first attacks the elements of past identity of the
victim. Sources of external support continue
thereafter (family, friends and work). The aggres-
sor finishes by attacking the present elements of
identity4 thereby facilitating isolation and reclusion
in the violent relationship itself. Acute aggressions
are characterised for reasons other than an objec-
tive conflict (unmotivated violence) and lead to a

conduct of hyper-vigilance and avoidance to
elude any encounter with the aggressor and the
possibility of a new attack. On the other hand,
when the aggression occurs this usually takes
place with great violence to achieve the objective
of teaching the victim a lesson and terrorizing the
woman5.

These characteristics of violence born within
the framework of a relationship based on affection
(emotional dependence) and the cultural compo-
nent present at its roots (leading to a lack of criti-
cal references) make the violence justified and
minimised and thus allow its prolongation over
time5. In these circumstances, GV acts as a stres-
sor due to both the continued exposure and the
repetition of punctual aggressions, a situation
which causes mechanisms of adaptation of the
victims who undergo reinterpretation of reality
from the circumstances lived, cognitive disassocia-
tion, and self-reproach which facilitate the prolon-
gation of the violent relationship and cause all the
chronic associated symptomatology at both a
physical and psychological level6-8.

Feeling does not always coincide with percep-
tion and when the stimulus is very strong and the
references for interpretation tend to filter some of
its components, the significance of the target ex-
perience often does not coincide with reality. This
happens with violence against women which, giv-
en the impact of its most frequent manifestations
presented as aggression, make it difficult to see
the underlying violence so that all the history
which is invisible because of unawareness of con-
trol and submission remains hidden by the objec-
tivity of the aggression. This tends to circumscribe
the last blows and place their origin in a conflict
for external factors which are solved in the end,
although some of their consequences persist.

However, the impact on the health of the
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Figure 1. Reports of gender violence 2002-2007 (until October)*. Institute of the Woman.



women on whom GV is inflicted is not so much
due to the punctual action of the aggression but
rather what is denominated “exposure to vio-
lence”: That is, the whole series of behaviour and
attitudes aimed at questioning the position of the
woman under the imposition and threat of ag-
gressions and achieve her isolation from the main
source of external support by both actions carried
out by the aggressor as well as by the self-control
the woman develops to avoid the conflicts which
may lead to new aggressions. These dynamics
lead the consequences of violence to go beyond
punctual attacks and cause important damage in
the physical and psychic planes. It should also be
taken into account that on referring to the violent
attitude of the aggressor in the context of the re-
lationship or family, the consequences are felt by
all the persons exposed to this situation and thus,
the children cohabiting in this environment also
feel the direct and indirect effects of violence.

The physical damage derived from the aggres-
sions may include from slight injuries to severe or-
gan and tissue involvement, with important impli-
cations in organism function and represent a high
percentage of cases and even death. In its “World
Report on Violence and Health” the WHO indicat-
ed the following lesions as the most frequent
(Krug et al, 2002): abdominal/thoracic,
haematomas and contusions, chronic pain syn-
dromes, disability, fibromyalgia, fractures, gas-
trointestinal disorders, irritable colon, lacerations
and abrasions, ocular damage and reduction in
physical function. Sexual and reproductive conse-
quences include: gynaecologic disorders, infertili-
ty, pelvic inflammation, pregnancy complica-
tions/miscarriage, sexually transmitted diseases
(including AIDS), unsafe abortion and undesired
pregnancy.

The psychological consequences (cognitive, af-
fective-emotional, attitude, motivational, psyco-
physiological and behavioural) of mistreatment in-
clude stress and negative emotions (sadness,
desperation, defenselessness, shame, rage, anxi-
ety, fear, frustration) during the attack and after,
threat or humiliation. The woman generally devel-
ops feelings of blame, shame, desperation, reduc-
tion in competence and resources (problem solv-
ing, decision making, social ski l ls) and
diminishment of autonomy and thus, perhaps,
emotional dependence on the abuser2,9-11. The
most frequent symptoms experienced by the mis-
treated woman are anxiety, sadness, loss of self-
esteem, emotional dependence, loss of sexual ap-
petite, permanent fatigue and insomnia. In the
most severe cases the woman may develop

chronic symptoms and disorders of greater or
lesser clinical relevance and severity such as the
post-traumatic stress syndrome, depression or
anxiety8,12,13.

In its “World Report of Violence and Health”
(2002), the WHO also points out the following
psychological consequences as the most
frequent1: smoking, alcohol and other drug abuse,
depression, anxiety, alimentary and sleep disor-
ders, feelings of shame and blame, phobias and
panic disorders, physical inactivity, low self-es-
teem, post-traumatic stress disorder (PSD), psy-
chosomatic disorders, problems in sexual conduct
and sexual dysfunction. Walker12,14 formulated the
mistreated woman syndrome to determine all
these symptoms and problems derived from vio-
lence and mistreatment and the responses of
women to this situation. This syndrome is based
on the theory of learnt defenselessness. Recent
studies16 have described the appearance of chron-
ic stress with repercussion in the suprarenal-hypo-
thalamus-hypophysis in battered women, even
without previous diagnosis of PSD. The intensity
and duration of PSD has been related to alter-
ations such as peri-traumatic disassociation in the
acute time of the trauma17. In general it has been
calculated that 60% of battered women has mod-
erate or severe psychological problems5, although
other authors cite values of around 85%13.

These circumstances lead the women to often
recur to the consumption of medications and
drugs as a formula of evasion, and although with
a lower frequency, they may consider suicide (it
has been estimated that 25% of mistreated
women commit suicide) to end the situation2,13.

Professional attitude of public healthcare
towards gender violence

Is a differential diagnosis with GV really carried
out in each of the alterations and pathologies
mentioned above? And is the presence of these
diseases investigated in each physical or psycho-
logical aggression attended in the emergency de-
partment to direct the therapeutic measures to
this end?

The attitude of the professionals towards GV
should not be different from any other problem
except for searching for adaptation to the circum-
stances to achieve greater efficacy. This is no dif-
ferent from the approach to other clinical prob-
lems and only reinforces the individuality of each
case. These circumstances surpass the biologistic
framework to place the problem within the social
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context similar to what occurs with many other
diseases which manifest with different nuances in
each case. “There are not diseases but rather pa-
tients” stated Hippocrates and this is repeated in
faculty classrooms. The same may be said of GV.
There are individual elements of the personality of
the aggressor and the woman, the characteristics
of the relationship, the types and features of the
violence rendered – frequency, intensity, type, use
of elements to potentiate damage – which exist
through their presentation in each of the persons
to whom GV is inflicted and the characteristics of
the circumstances.

– Studies carried out in the last years have re-
ported a series of elements characterising the atti-
tude of the healthcare professionals towards GV.

– Care is fundamentally initiated for the ag-
gressions inflicted upon the woman and thus, the
maintained situation of violence is reduced to the
punctual actions of the aggressions.

– Considering the severity of the problem, re-
sponse seems to be limited in form, largely moti-
vated by the above perception and in content
which is almost exclusively focused on the last
episode and evaluated as an acute event not con-
nected with a structural situation. These circum-
stances are translated into a partial implication
centred on the idea of “sensitivity” towards the
problem of GV.

– Cultural elements which construct an idea of
GV around determined contexts and particular
forms of presentation condition the response and
direct it to a physical plane in search of acute
episodes and certain women who coincide with
the idea of the “victim profile”. For example, this
is reflected by not asking women of a higher so-
cio-cultural level about the possibility of violence18.

– Some of the great obstacles for achieving
the most adequate response include19: the lack of
training, structural problems in department or-
ganisation (lack of time, absence of privacy, inad-
equate environment) and fear or insecurity related
to legal consequences, particularly in understand-
ing that this is a private problem which is aggra-
vated by healthcare action.

Gender violence and healthcare
emergencies

Gender violence may present to an emergency
department in different ways. It may sometimes
appear with objective manifestation of lesions,
while on other occasions most cases arrive with a
symptomatology which is difficult to relate to an

aggression, despite the manifestations being
caused or influenced by exposure to violence. The
clinical problem is not as much as how to ap-
proach these cases but rather in how to do so ac-
cording to the attitude adopted by the woman
towards the violence. Some women refer directly
to the violence in response to the questions of the
attending professional while in many other cases
violence remains occult behind the same preju-
dices which hide the signs and symptoms.

“You can only see what you look at and you
only see what is in your mind”. With this phrase
Alphonse Bertillon emphasised the importance of
knowledge in the area of behaviour and since, in
its absence, even the most objective could remain
unnoticed. Urgent care and emergency depart-
ment professionals should know GV to be able to
identify its manifestations beyond the scope of
the aggressions. Thus, they will be able to direct
the interview, examinations and complementary
studies to identify the origin of the problem lead-
ing to the need for assistance and thereby orient
the action towards a solution of the punctual
problem of acute manifestation and the approach
to the causes leading thereto, and recommend
continued action by other specialists. Otherwise, a
lack of modification of the causes will lead to fur-
ther problems and another request for assistance.

– According to different studies, the following
are differential elements which may be presented
in the care provided to cases of GV in the urgent
care and emergency services:

• The incidence of all the cases attended by
emergency services for lesions and non traumatic
diseases is from 2% to 7.2%20.

• Seventeen percent of the cases attend the
emergency department, with this department pre-
senting the highest incidence in comparison with
the remaining hospital departments21.

• The general prevalence of GV is of 37% and
the prevalence in the last 12 months has been of
14%.

• The prevalence of GV is higher in women
who attend the emergency department for trau-
matism22.

– The incidences reported in the emergency
care services and emergency departments do not
correspond with the general prevalence in society
which is of around 30% of the women over the
age of 18 years (WHO, 2002) thereby indicating
that a large part of these women do not seek
healthcare as an acute problem and when they
do so, the picture is influenced by the alterations
caused by the violence. This fact indicates that
most cases attend other services in search of a so-

M. Lorente Acosta

194 Emergencias 2008; 20: 191-197



lution for a health problem related to violence
without referring to its existence. The situation is
even more surprising in studies indicating that
battered women request healthcare assistance
30% more frequently than women who are not25,
thereby demonstrating that they attend health-
care services without the violence being detected.
This circumstance has been confirmed in other
studies such as that by Bansal et al.26 who report-
ed that 38% of the women surveyed in shelters,
who were therefore involved a serious situation of
violence, had gone to healthcare services without
the situation of GV having been detected.

– Perhaps behind these factors there is also
the explanation for why men predominate among
the subjects who attend hospital emergency de-
partments in the different age groups, except for
the group between 15 and 44 years of age in
which women predominate in frequentation to
these departments27. This coincides with the peri-
od of age with a greater incidence of violence
and aggression against women on behalf of their
intimate partners and when the intensity of this
violence is more severe. This circumstance not on-
ly translates into traumatic lesions but also into a
series of pathologies and general alterations, par-
ticularly of the genito-urinary tract25.

– The causes leading to deficient detection in-
clude the previously mentioned obstacles which
should be taken into account to modify these ob-
stacles and to improve healthcare response: pro-
fessional formation (only 34% perform differential
diagnosis in a situation of GV for physical aggres-
sions)28 and structural problems (time, privacy,
conditions for carrying out the interview)19.

In view of this setting, it can be concluded
that GV is presented in emergency care services
and emergency departments more frequently
than detected and, therefore, with a higher inci-
dence than previously recognised. Moreover, on
most occasions it lies behind a picture probably
precipitated or aggravated by GV with elements
which act against correct healthcare assistance to-
wards the individual problem, the picture leading
to the emergency department and the underlying
disease and adequate action towards both a pub-
lic health and social problem. On other occasions,
the obstacles originate within the setting of the
violence itself, with the women either hiding the
cause of the injuries or with the symptoms pre-
sented or through direct interference of the ag-
gressor (threat, vigilant attitude) or indirect obsta-
cles such as those described in some studies.
McCloskey et al.29 concluded that in 17% of the
cases the aggressor interferes with the healthcare

assistance to the battered woman either by im-
peding assistance or insisting that the manifesta-
tions are of an aetiology other than violence.

Treatment of gender violence in emergency
departments

The specific circumstances characterising the
presentation of cases of GV in the emergency de-
partments should direct the professional action
and the treatment to be applied as specified in
the following points:

– Gender violence is an individual and public
health problem independent of the social context
in which it is produced (for example, influenza is
not considered an environmental problem or par-
asitosis a veterinary problem or traffic accidents
do not constitute a transportation problem, all of
which are health problems independent of the ae-
tiological factors which may influence their pres-
entation).

– Professional action towards GV should be
based on the same principles as for any other care
and should, therefore, be centred on responsibili-
ty, not sensitivity, an element which will always be
considered as a complement of the care provided,
not a basis for the same (when someone asks for
a surgeon to operate on a relative they do not
seek a sensitive surgeon with a hiatus hernia but
rather they seek a good professional with experi-
ence in this intervention).

– Professional action should not prejudge the
circumstances to condition response, although the
response should take these circumstances into ac-
count for adapting to them in form and time so
as not to be inhibited. In the cases of GV “to do
nothing is to do harm”, since this allows women
to continue in a situation in which violence pro-
gressively deteriorates their state of health.

– No scientific evidence has demonstrated
that reports to the police by women or the re-
porting of lesions by the professionals increase the
violence or the risk of the same. This argument is
often wielded by professionals to inhibit them-
selves in these cases or those suspected of GV.
This decision contributes to the persistence of the
health problem due to the lack of action to the
underlying disease and which is aggravated by fa-
cilitating the exposure of the woman to GV.

– Any action on GV or on suspicion of GV
should be reported in the clinical history of the
woman and should be made with a sense of con-
tinuity in which the healthcare professional man-
ages the measures to be developed and arranges
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for appointments with the woman to control the
evolution of her state. A proactive attitude should
be adopted to approach the problem of the
woman from all the perspectives (social, work-
place, familial) and with the reference being the
health problem of the woman since, if this is not
resolved, it will be difficult to solve the remaining
problems. This does not mean that the healthcare
professionals must manage all the problems, but
those related to health should be managed with
in depth care.

– Reporting of the lesions should never be an
argument to condition the healthcare assistance
provided and the continued treatment of the situ-
ation of GV which the woman has. Healthcare
professionals are not police investigators or foren-
sic physicians, but they should study the health
problem of the patients attended due to violence
and should be aware that as in the case of a dis-
ease which requires mandatory reporting nobody
questions whether the case has been reported to
the health authorities or asks for the consent of
the patient, even if this leads to the quarantine of
the patient. In the case of GV, when this has evi-
dence of violence it must be reported to the judi-
cial authorities since this action is not directed to-
wards the individual-clinical problem but rather it
is fundamentally made in view of a social-public
problem.

The problem of healthcare action on GV has
never been “what to do” but rather “why do”,
that is, in which direction should the care provid-
ed be oriented, something which is done accord-
ing to the conception of GV perceived, generally
centred on the acute event causing physical in-
juries (aggressions) and understood more as a ju-
dicial than healthcare problem. The references cit-
ed throughout the present review provide some
of the keys on the way to approach the different
situations and circumstances which may charac-
terise the presentation of the cases of GV in an
emergency care service or emergency depart-
ment. The recommendations on how to proceed
before each of these have been described in dif-
ferent studies, including the “Good clinical prac-
tice guidelines for approaching situations of gen-
der violence” by the Organización Medial Colegial
(OMC)30 and especially in the “Common protocol
for healthcare action against gender violence”
elaborated and published by the Spanish Ministry
of Health and Consumption31, which should be
used as a reference to direct professional response
from the emergency departments for cases of GV,
both as an acute presentation and a chronic man-
ifestation. This protocol understands this to be an

individual problem of each of the women on
whom it is inflicted and a public healthcare prob-
lem derived from the social circumstances which
characterise both the origin and the result of gen-
der violence.
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Violencia y maltrato de género (I). Aspectos generales desde la perspectiva sanitaria

Lorente Acosta M

Las consecuencias sobre la salud de la violencia de género (VG) con frecuencia se han agrupado en forma de diferen-
tes cuadros y achaques, del mismo modo que la VG se ha invisibilizado en la sociedad alrededor de justificaciones y
contextualizaciones. La transformación social y el posicionamiento crítico ante la violencia está produciendo un aflora-
miento de los casos, hecho que se ha traducido en un significativo aumento de las denuncias, que en los últimos cinco
años ha sido del 43,5%. Estas circunstancias se han traducido en una mayor demanda de asistencia en los servicios de
urgencias (SU). Sin embargo, a pesar de este incremento, la prevalencia general de la VG, establecida por la OMS alre-
dedor del 30% de las mujeres, contrasta con la incidencia de estos casos en los SU, situada entorno al 17%, hecho
que unido a que las mujeres víctimas de violencia acuden un 30% más a los servicios sanitarios que las mujeres que
no sufren violencia, indica que muchos de los casos se presentarán con una sintomatología diferente a las lesiones físi-
cas ocasionadas por las agresiones, y sin que sean relacionadas con la VG. En el presente trabajo se trata de destacar
las consecuencias de la VG más allá de las agresiones puntuales y de analizar la actitud de los profesionales sanitarios
ante la VG, de manera especial la de los urgenciólogos. Se pretende resaltar las limitaciones y obstáculos existentes con
vista a mejorar la respuesta sin que ésta venga condicionada por las consecuencias sociales derivadas del hecho violen-
to, ni limitadas a la acción puntual de la agresión. La actuación de los profesionales sanitarios debe centrarse en la sa-
lud de la mujer que ha sufrido la VG, y en ningún caso supeditar la asistencia clínica a otro tipo de factores (parte ju-
dicial, creencias y prejuicios,…). Los urgenciólogos deben tomar conciencia de que “no hacer es hacer mal”, porque
supone permitir que la mujer continúe bajo los efectos de la VG con el consecuente deterioro progresivo de su salud.
Las referencias aportadas pueden facilitar el posicionamiento de los profesionales sobre el principio de responsabilidad,
y llevar una actuación sobre la VG alrededor de dos criterios muy simples: actuar como se hace ante cualquier otro
problema de salud con consecuencias sociales, y hacerlo teniendo en cuenta que detrás de una agresión hay un pro-
blema de salud ocasionado por la exposición a la violencia, que en muchos casos será el que caracterice el cuadro.
[Emergencias 2008;20:191-197]
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