
Gender violence: impact of the problem
on health

Gender violence affects a wide sector of the
population but its exact prevalence is difficult to
quantify because of its intrafamilial and domes-
tic character. The complexity of the problem in-
creases with the difficulty in its quantification
since it is not an isolated phenomenon in time
but rather is a process which is becoming in-
creasingly more established and chronic. It usu-
ally starts with control of the movements and
isolation of the wife on behalf of the aggressor
with a limitation in her access to information,
assistance, the family and her relatives. This is
followed by psychological or emotional mistreat-
ment with devaluation and humiliation of the
woman and attitudes of intimidation and dis-
dain. Finally, physical and sexual aggression
takes place. This insidious, repetitive and pro-
longed presentation progressively diminishes the
self-esteem of the woman up to the point that

many women in this situation have difficulty
identifying themselves as maltreated or are not
aware of the mistreatment until many years lat-
er1-3. In a macrosurvery carried out by telephone
by the Instituto de la Mujer (Institute of the
Woman), it was observed that 9.6% of the
women surveyed were in a situation of gender
violence, although only 3.6% considered them-
selves to be maltreated. In the same survey, two
thirds of the mistreated women had been in this
situation for more than 5 years4.

Gender violence has negative repercussions
on the health of the women involved2,5-11. In ad-
dition to the traumatic lesions directly derived
from an act of physical maltreatment, the chron-
ic stress generated by psychological abuse and
the continued tension caused by numerous psy-
chic symptoms favour the appearance of diseases
and worsen those already existing. Table 1
shows the main clinical manifestations which
may be found in the women affected. In some
cases the decline in health is extreme: death. In
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2007, 71 women were killed by their partners. If
the secondary deaths are counted (suicides, poi-
soning and sexually transmitted diseases) the
number of deaths due to gender violence is
much higher1,2. The closer and more prolonged
the mistreatment the greater the effects on the
health of mistreated women11. It is therefore nec-
essary to detect this problem early and prevent
its development, maintenance and sequelae.

Gender violence does not only affect the
health of the persons involved but also repre-
sents an important public health problem12,13.
Maltreated persons consume many healthcare
resources with pharmaceutical products and er-
ratic consultations to the different healthcare
departments, mainly traumatology, gynaecolo-
gy, psychiatry, primary care and the emergency
department. Different studies have shown that
more than 20% of the women consulting these
last departments are mistreated2,6,12.

The role of emergency professionals

Detection
Healthcare services may play a very impor-

tant role in helping the women affected by this

type of violence since most arrive to these serv-
ices at some time of their life. The emergency
departments, in particular, constitute one of the
first places of social protection to which the vic-
tims arrive since these are always open, they
have the freedom to enter and they may solve
medical problems related to mistreatment. It
should be taken into account that most of these
women do not come to the healthcare services
for physical injuries directly related to mistreat-
ment12. The reason for the consultation is usual-
ly for a subacute manifestation or covering of
the abuse, and on many occasions it is an invol-
untary via to request help or support. Emer-
gency personnel therefore have a privileged po-
sition to detect cases of mistreatment early for
the diagnosis of psychological and physical le-
sions associated with abuse and for early inter-
vention in the cases detected14.

However, emergency healthcare personnel
rarely suspect the existence of a situation of vio-
lence in their patients15,16. This lack of detection
may be explained by determined barriers which
are present in both the women involved and in
the healthcare professionals.

With regard to the first, it should be pointed
out that most of the victims of gender violence
do not openly manifest the situation in which
they are found, despite the presence of evident
injuries. This occultation makes it enormously
difficult to detect these cases. Some of the rea-
sons for explaining this conduct include the
feelings of shame and blame for the violence
they suffer, the lack of recognition of the acts as
mistreatment, low self-esteem, threats by the
aggressor or the fear of repercussion that the re-
porting of the acts may have on the victims
themselves or their children. However, there
may also be determined barriers such as dissua-
sive attitudes of the person who asks: manifest-
ing a lack of time or little preoccupation for the
patient, overbearing attitudes or blame with re-
spect to the situation or the lack of response to
the help offered1,12,17-21.

On the other hand, despite considering gen-
der violence as an important problem, emer-
gency healthcare personnel do not recognise it
as a healthcare problem and, thus, the detec-
tion of cases of violence is not seen as part of
professional responsibility22. Even if it is consid-
ered as a healthcare problem, it is often thought
that only determined specialties (traumatology,
gynaecology, psychiatry) are appropriate for in-
tervention. Lack of time for the consultation and
the lack of private space for interrogating the
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Table 1. Main clinical manifestations associated with gender
violence

Psychiatric Depression
Anxiety
Feeling of blame and shame
Psychosomatic disorders
Panic crises and phobias
Unsafe sexual behaviour
Eating disorders
Post-traumatic stress disorders
Psychodrug, alcohol and other drug abuse
Absence of personal care
Suicide attempts

Sexual Reduction in libido
Anorgasmy
Lack of sexual autonomy

Gynaecological Undesired pregnancy
High risk pregnancy
Sexually transmitted diseases
Unsafe abortions
Recurrent urine infection
Chronic pelvic pain

Physical Chronic pains
Tiredness
Fibromyalgia
Gastrointestinal problems

Traumatic Fractures
Contusions and bruises
Burns
Rupture of the eardrum

Social Social isolation
Loss of employment
Absenteeism from work
Reduction in the number of healthy days of life



patient in a confidential setting are also espe-
cially relevant barriers in the emergency depart-
ments16,23,24. Other barriers which impede the de-
tect ion of  s i tuat ions of  v io lence are the
preoccupation of not knowing how to act in the
case of an affirmative response, demotivation
with lack of response on behalf of the victims,
forgetting to ask or the belief that the victims
will voluntarily explain the history of violence,
and considering gender violence as a private af-
fair or fear of offending the patients1,2,23,24.

However, may studies have shown that inde-
pendently of their age or length of abuse,
around 80% of the women are grateful for in-
terrogation by the healthcare personnel with re-
spect to this subject and most expect the med-
ical staff to initiate the dialogue related to
abuse13,25,26. Indeed, one of the main motivations
for revealing their situation is to be asked with
empathy, without hurry, directly and confiden-
tially and within a setting of trust and free of
judgement14,17,21,26.

There is no common consensus on the indi-
cators of suspicion for identifying a woman who
does not spontaneously reveal a situation of
mistreatment. Some signs, symptoms and deter-
mined attitudes during the consultation may
lead healthcare professionals to suspect possible
abuse1,2. Table 2 shows the most frequent indi-
cators of mistreatment in the emergency depart-
ment. It is important to know them and remain
alert to their possible appearance in emergency
care.

Nonetheless, despite taking the indicators in-
to account, many cases may remain unnoticed.
Thus, some authors recommend routine detec-
tion or universal screening. Many of the studies
relating domestic violence and health have
demonstrated the usefulness of specific anamne-
sis aimed at obtaining information which may
be hidden. Emergency departments which have
implemented routine detection have observed a
considerable increase in the detect ion of
abuse27. This does not mean that routine detec-
tion should be immediately initiated in all emer-
gency departments. It is true that not identify-
ing the abuse interferes with the real diagnosis,
worsening the prognosis of these patients and
raising the costs of healthcare in terms of time
and money due to the subsequent consultations
and the treatment of the sequelae. However, it
should also be considered that if routine detec-
tion is carried out by inexperienced personnel,
this may inhibit the revealing of the situation by
many women or even worsen their situation if

the posterior attitude is not appropriate28,20. For
routine detection to be useful, two requisites
must be fulfilled: an adequate interview and the
immediate offer of help.

The interview should be undertaken in a pri-
vate place using direct questions without preju-
dice, and taking the cultural peculiarities of each
patient into account. It should not be made in
the presence of another member of the family,
not even the children. As previously mentioned,
this is an especially difficult condition to achieve
in an emergency department. Therefore, in sus-
pected cases this space should be actively
sought (for example, accompany the patient to
carry out a radiography) because if not it may
be impossible to find an adequate setting for
the interview. Questions should be asked with
empathy, showing respect and interest in the
patient. Explain the reason for the question and
offer trust and safety with regard to confiden-
tiality and the future of the woman and the
children. And, lastly, it is important to leave the
door open for them to reveal their situation or
search for help later1,30-32.

Although the victims of gender violence
rarely recognise their condition, they do admit
to determined aggressions. Thus, the questions
should be specific. In addition, the type of ques-
tion should be adapted to the language and
culture of the woman to whom it is directed.
Some validated tests are available for the detec-
tion of gender violence1, although most are in
English and only refer to physical violence. One
of these tests, the “Partner Violence Screen”33, is
very useful in the emergency setting because of
its brevity and its capacity of detection of both
physical and psychological violence and it has
recently been validated in Spanish (Table 3)34.
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Table 2. Potential indicator of a situation of gender violence in
an emergency department

– Lesions
– Lesions with a central pattern.
– Contusions or head, neck or chest injuries.
– Injuries suggesting a defensive posture.
– Type or extension of injuries which does not coincide with the

explanation of the patient.
– Delay between the time in which the injury occurred and the

consultation.
– Lesions during pregnancy.
– Pattern of repeated visits to the emergency department.
– Evidence of alcohol or other drug abuse.
– Suicide attempt.
– Consultation in the emergency department after rape.
– Behaviour of evasion, shame, lack of preoccupation towards the

injuries.
– Presence of an excessively attentive accompanying person who

answers the questions for the patient or  who is hostile, defensive or
aggressive or who establishes communication barriers.



To facilitate communication and empathy
with the women affected and to break the possi-
ble barriers on the part of the healthcare profes-
sional, several formulas can be used to introduce
the subject such as those depicted in Table 4.

Lastly, in cases of suspicion of mistreatment
but lack of knowledge as to how to approach the
situation, it is important to note that only listen-
ing with respect is a therapeutic action and doing
both this and delegating this to someone better
prepared are preferable to ignoring the situation.

Intervention
Help should always be offered to patients in

this situation, despite their lack of confession,
since this may prevent chronification of the situ-
ation or the appearance of medical problems or
sequelae. If the patient recognises the situation
the response should be immediate since this is
what she needs and expects and is the reason
why she has revealed the situation.

Privacy is essential in the care provided to
these patients. The situation should not be re-
ported to any member of the family and least of
all to the aggressor, despite being in an attempt
to solve the problem and the patients should be
guaranteed this confidentiality. They should
even be informed that the case will be reported
to the authorities and will not be done if the
women denies the abuse except in cases in
which not doing so may be dangerous for the
woman or the persons depending on her31,32.

Another mainstay in the attention to the
women receiving domestic violence is taking the
personal situation of each woman into account.
Many women do not want to break up the rela-
tionship with their aggressor for many reasons
(fear, love, economic dependence, cultural and
religious norms, family pressure, uncertainty)
and they should therefore not be blamed, obli-
gated or punished for the lack of response to
advice or the offer of help on behalf of health-
care or social services personnel1,31,32,35. Criteria or
decisions should not be imposed upon her. It is
convenient to respect the evolution of each
woman. The situation of maltreatment is usually
very complex for the women affected, and
changes with time and in the conception which
these women have towards it and getting out of
this situation is not easy. It should be taken into
account that a woman is in more danger six
months after having left than at any other time.

In addition to the capacity of detection of
cases of gender violence, emergency profession-
als have the capacity to intervene, and they

have access to specific information and the
means to act14. However, for every adequate as-
sistance to the women affected, good coordina-
tion is also necessary with other levels of care,
especially primary care and social services,
which the person affected will attend31,32.

With regard to specific care given to the pa-
tient, medical, social and legal aspects should
also be approached31,32.

Medical intervention. Initially, independently
of the degree of suspicion or risk, the medical
reason for which the patient is  consult ing
should be attended. This reason may be directly
related to mistreatment (traumatic lesions, at-
tempted suicide, rapes) or indirectly related
(somatization, psychiatric symptoms) or not re-
lated. It is always necessary to evaluate the indi-
cation of psychiatric care.

Social intervention. The resources provided
may be different according to the situation of
the woman.

On the other hand, the willingness of the
women to recognise and/or report the mistreat-
ment, her personal and family situation, the
willingness to break or not with the aggressor,
and the risk involved if she returns home should
be taken into account as should vital risk1,31.

Some indicators of vital risk may help to as-
sess the possibility of a patient or the persons
depending on her, especially children, of receiv-
ing new abuse with the possibility of death:
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Table 3. Spanish version of the Partner Violence Screen

1. In the last year have you been hit, kicked or punched or received
another type of physical abuse?
YES NO
If yes, who did it?....................................……………………………..

2. Do you feel safe in your relationship with your current partner?
YES NO I do not have a partner

3. Do you feel threatened by any of your previous partners?
YES NO

Correction: Add up the pointed obtained. Questions 1 and 3: Yes = 1 and
No = 0; Question 2: Yes (and I do not have a partner) = 0 and No = 1.
Cut off points:
– Mistreatment (physical/psychological): Cut off point 1 (sensitivity 93

and specificity 88%).
– Physical abuse: cut off point 2 (sensitivity 83% and specificity 88%).

Table 4. Formulas for initiating the questions

– Since violence is so common in the life of many persons I have
started to ask all my patients about this.

– I am worried that your symptoms may be caused by someone who
is mistreating you.

– I don’t know if this is a problem for you but many women who I see
have abusive relationships. Some women are too frightened or
ashamed to talk about this directly and so I have started routinely
asking about it.



– Consumption of drugs or alcohol abuse on
behalf of the aggressor.

– Increase in the frequency of the episodes
of violence.

– Severe lesions.
– Mistreatment of children or other mem-

bers of the family.
– Changes in the work situation of the ag-

gressor.
– Phase of legal separation.
– Threats of death after the reporting of the

abuse by the woman.
– Psychopathology of the aggressor (zealous-

ness, paranoia…).
– Possession of firearms of behalf of the ag-

gressor.
– Aggressor belongs to a security force.
– Opinion of the patient related to her risk

or to dependent persons.
It is very important not to underestimate the

risk and to keep it in mind whenever any of
these indicators is detected.

With respect to the resources available, in ad-
dition to emergency telephones, police and in-
formation telephone numbers for the Institute of
the Woman, each autonomous community has
its own resources of care, information, presenta-
tion of charges and shelter.

In all cases, the woman should be informed
of the situation in which she is in. If mistreat-
ment is suspected but the woman does not
recognise the situation, the patient should never
be forced to recognise the mistreatment or initi-
ate action to leave it. Support should be provid-
ed as should information on the resources avail-
able and the door should remain open for new
consultations. Useful examples of the way to in-
form in these cases are pocket guidel ines,
posters in the bathrooms or general oral infor-
mation in the consultation.

If the patient recognises the situation of
mistreatment but there is no immediate vital
risk, the resources necessary should be offered
according to the risk, the social situation and
the desire of the woman with respect to aban-
doning the aggressor or reporting the abuse.
It is in these cases when the relationship with
the primary healthcare and social services is
most necessary since without their support the
work load of emergency healthcare personnel
would be even greater or they might incor-
rectly approach the situation. In case of will-
ingness to report the abuse, information on
the steps necessary to do so should be provid-
ed.

If the vital risk is immediate, removal of the
patients from home must be arranged. In these
cases it is convenient to make the report to so-
cial services immediately. If the centre in which
the case has been detected does not have 24-
hour services of this type the patient may be
sent to the services of continued attention to
women which are available throughout all the
autonomous communities and, if necessary, po-
lice custody.

Legal intervention. Finally, the adequate legal
documents should be correctly completed in
each case. The most important thing is the clini-
cal history since it always exists regardless of the
will of the woman, and this facilitates a more
precise evaluation of the clinical situation of the
woman. The situation of mistreatment must be
reported as should even suspicion of the same,
but the woman should not be provided with a
copy if it may be found by the aggressor. The
use of an anatomical map is useful to depict the
injuries found on physical examination.

In the case of physical lesions, poisoning or
suicide attempts, a legal report should always
be made explaining the type of lesions, the di-
agnostic and therapeutic interventions and the
severity of the clinical picture. The woman
should be informed as to the making of the le-
gal report prior to its submission.

It is important to correctly redact all these
documents with a complete clinical history de-
scribing the lesions, f indings, pathologies,
chronology and diagnostic and therapeutic pro-
cedures performed.

Conclusion

Gender violence is a very frequent phenome-
non which affects the health of the persons in-
volved. Emergency departments attend many
women in this situation and, therefore, have a key
role in the detection of these cases and in their
medical and social management. In order to do
this these professionals must be sensitised to this
subject, with adequate formation and good coor-
dination with primary care and social services.
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Violencia y maltrato de género (II): una aproximación desde urgencias

Coll-Vinent Puig B

La violencia doméstica constituye un importante problema de salud, con una alta prevalencia en los servicios de ur-
gencias. Los profesionales de estos servicios ocupan un lugar privilegiado para la detección de casos de maltrato e in-
tervención precoz en los mismos. Sin embargo, se detectan pocos casos debido a la existencia de determinadas barre-
ras presentes tanto en las mujeres afectadas como en los profesionales sanitarios que las atienden. Por ello se
recomienda estar atento a determinados signos de sospecha e incluso un cribaje sitematizado. En todos los casos es
muy importante realizar la entrevista en un ámbito privado, asegurar la confidencialidad y ofrecer ayuda. La atención
que se debe ofrecer a estas mujeres debe ser individualizada, teniendo en cuenta la situación y el deseo de cada mujer
y el riesgo vital en el que se halla. Se debe atender el problema médico por el cuál consulta, valorar la necesidad de
atención psiquiátrica, ofrecer la ayuda social adecuada a las necesidades de cada mujer, y cumplir los requisitos legales,
poniendo especial cuidado en la correcta cumplimentación de la historia clínica y del comunicado judicial en los casos
en que sea necesario. El abordaje del problema requiere un enfoque multidisciplinar y una buena comunicación con la
atención primaria y con los servicios sociales. La sensibilización y formación del personal sanitario de las urgencias es
crucial para conseguir mejorar la atención que actualmente se ofrece a las mujeres afectadas. [Emergencias
2008;20:269-275]
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