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Resumen

En este ensayo se revisan  las fallas de registro 
de violencia de género, particularmente la 
información sociodemográfica del registro 
del hecho violento, mediante la detección de 
los puntos críticos en la ruta de la atención 
del paciente —hombre o mujer— en las 
instituciones públicas de salud, fallas que 
hacen posible la evasión de la responsabilidad 
civil, penal y administrativa. La autora 
argumenta en favor de fomentar una cultura 
estadística en las instituciones hospitalarias 
que valore la importancia de la información en 
la transformación de las condiciones de salud 
y de vida de la población, así como en favor 
de sensibilizar al personal de salud desde su 
formación profesional.
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Abstract 

Gender violence’s visualization: a challenge 
to public policy and to socio-demographic 
knowledge

In this essay the failures in the registration of 
gender violence are reviewed, particularly the 
socio-demographic information of the violent 
fact’s recording by means of detecting the critical 
points in the patient’s assistance route —man 
or woman— in the Public Institutions of health, 
failures which make it possible the evasion of 
civil, penal and administrative responsibility. 
The authoress argues in favor of fostering a 
statistical culture in health-care institutions that 
values and stresses the importance of information 
in changing the conditions of health and life of 
the population they assist, as well as in favor of 
sensitizing health-care personnel from the school 
of professional formation in this field. 

Key words: gender violence, public policy, health 
services, institution, hospital care, public health, 
medic-patient relation, Federal District, Mexico. 

Visibility of gender violence: a challenge 
for public policies and demography*

* This work is part of a broader inquiry product of the research for the author’s doctoral thesis on Sciences 
on Collective Health from Autonomous Metropolitan University-Xochimilco, between 2003 and 2008 
in Mexico City Public Hospital Network, and its content was part of a lecture at IX Reunión Nacional 
de Investigación Demográfica. Poblaciones y Regiones: los Retos de la Diversidad, Mesa 17 Gender 
violence and Marital Dynamic, Merida, October 8th – 11th, Mexico.
** TN: Henceforth shortened to gender violence.

he programs to assist and prevent gender-based violence** come from past 
international conferences in Cairo and Peking; indeed, the international 
agreements that were fostered as preventive actions for situations as T

gender violence, child exploitation, human trafficking, AIDS attention, and 
health and sexuality of adolescent population are part of this very initiative. 
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In this respect, the attention to detection and prevention of gender violence in 
Mexico is noteworthy; as a result from said agreements, the 2003 National Survey 
on Violence toward Women was carried out (Encuesta Nacional de Violencia 
hacia las Mujeres) with the associated participation of the Office for Gender 
Equity of the Secretariat of Health and the National Council for the Prevention 
of Discrimination. Besides, in Mexico City the Program to Prevent and Detect 
Gender Violence was created, this program is supposed to be replicated in the rest 
of the federative states of the country.

This work approaches the issue of the deficient record of gender violence 
cases that reach public sector hospitals in Mexico City (Federal District),1 due to 
delays in the statistical information system which accounts them as stated by the 
Official Norm NOM 190-SSA 1999 nine years ago. 

It may seem as if the naturalization and invisibleness of gender violence are 
some of the main obstacles to advance in public policies that aim at overcoming 
this phenomenon. Nevertheless, it is necessary to inquire into the reasons why 
and to which extent in the attention chain the record is not kept. The research 
from which this essay was produced had the following objectives:
• Identify the critical points in the attention route of the patient —man or woman— 

in the healthcare institution where the socio-demographic information in the 
violent action registration is lost. 

• Identify the reasons for: no registration, failures in identification, evasion of 
civil, penal and administrative responsibilities.

• Explore these reasons in order to identify ways to counteract them and 
enable the formulation of public policies that correspond to the reality and 
everydayness of the work performed at healthcare institutions. 
With the obtained results we expect to contribute to adapt public policies in 

this respect and foster statistical registrations that with socio-demographic views 
overcomes the limitations of the information system and registration of one of the 
problems which largely appear in public agendas as for public health in Mexico.

Entering into the study on healthcare institutions necessarily implies to define 
actors, material and symbolic objects that compose it and the recognition and 
description of power relations inside them. In the first place, it is necessary to 
identify the structure, rules of the area and the available resources; secondly, 
identify the model that allows placing under differential control determinate rules 
and resources by means of which health care institutions work; in the third place, 
the definition of hierarchies, organization and functions turns out indispensable 
(Deslandes and Assis, 2002). To understand these aspects, we resorted to medical 
sociology, collective health and social medicine, whose contributions to the 
understanding of healthcare institutions form the concepts of medicalization, the 

1 Although Federal District and Mexico City are not the same, henceforth Mexico City will be used to 
refer to Federal District as a federative entity. 
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hegemonic medical model and the integral healthcare practices clarify processes, 
concepts and the necessary relations that may be initially identified in the theory 
and then verified in the practice by means of observing the reality of a healthcare 
institution. 

The triangulation of theories and knowledge does not excludes the approaching 
instruments and aggregated information which orient the search and define the 
intentions of any study, i.e., the construction of institutional scenarios might 
make use of numeric or secondary information sorted and organized to supply 
working materials that lead to learn the order of institutional scenarios from the 
offer and demand of services. 

This dimension gives an account of the abilities and dexterities that the 
personnel of the institution must develop with the most expertise and where their 
knowledge is concentrated. What is important is to understand this information, 
even if necessary and important, is insufficient when it comes to understanding 
the knowledge and making of people spoken about: it is necessary to enrich it 
with other sources.

Approaches such as this arise from the insufficiency of conventional indicators 
and the scant recognition of problems that may appear from the institutional 
practices of the personnel, mainly in moments of social, political and economic 
change, as the one we nowadays live. From Belmartino’s (1994) perspective, 
it makes sense to approach healthcare sector as a particular field of the social 
dynamic;2 it is so because it refers to mediations between the structural properties 
of the institutions and the individual and group practices on the one side, and 
between material and symbolic aspects of social life on the other. 

The hospital context; a place to detect gender violence 

Institutional rankings and practices have been conceptualized from the classical 
Weberian sociological theory, from this the following characterization of 
institutions can be obtained, then we applied it to those related to healthcare: 
highly specialized labor division; existence of roles, regulations, duties and 
procedures clearly defined for all personnel; stressed hierarchies of authority and  
labor qualification, organized as formal pyramids of responsibility, control and 
vigilance; impersonal treatment between institutional individuals and between 
them and their clients or users; permanent rotation and substitution of specialized 
personnel (Weber, 1964). The idea of order and hierarchical structure of the 
hospital suggest entering into the consideration of formality, hierarchies and 
institutional organization charts to analyze and approach this environment. 
2 So “… it is obligatory to incorporate into the analysis conflictive aspects related to the appropriation 
of material and symbolical goods, emergent social relationships, proposals of ordering defended by 
the authors with the most visible presence, make explicit the different forms of power accumulation 
(Belmartino, 1994: 99).
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Approaching hospital contexts and their practices indeed means assuming 
it is a world of representations that signify the individuals and confront them 
to their own relationship with suffering, infirmity and death. Obviously, this 
social imaginary on health is also the imaginary of the practitioners; let us not be 
mistaken by believing that the science that supports the practices of the medical 
staff releases them from their place as ideological subjects of culture; it is not 
scientific culture against social culture. It is a struggle between subjectivities, this 
is to say, of ways of comprehending, ways of building the truth, ethical principles 
and social values, all of them orient the healthcare practical actions.3 For instance, 
social security was previously a criterion that integrated health with other factors 
of social protection for risks; conversely, nowadays it is compromised with 
medical and pharmaceutical industries. This alliance with technical scientific 
medicine generated a social imaginary whose claims socially reestablished the 
traditional inequality and iniquity which have characterized healthcare in almost 
all modern states, as an echo of the actually existing inequality in their societies 
(Galente, 2004: 139). 

Increasingly often, medical practice takes place in organizational systems; 
healthcare institutions, on their own, tend to exhibit the characteristics of 
bureaucracy, a professional one, which implies using highly specialized 
knowledge to solve the health problems of a patient who is deemed incompetent, 
and therefore, there is no need to listen to them and —frequently— not even 
explain in understandable terms their situation to them. If this is added by the 
amount of appointments, instead of the quality, it is possible that medical staff 
forgets they are at an interactive system —face to face— with their patients 
and defines the consultation in terms of a profile characterized by the technical-
professional capability to deal with the illness, being supported by the possibilities 
of information offered by modern technology.

The medical ethos has been transformed by the new market policies that have 
affected public healthcare institutions. From the current public health policies, 
medical staff becomes an administrator of health, which has transformed the 
social significations of being a medical doctor. Now the contact of the patient 
with the medical staff is only that which the latter produces with their database: 
fills files and issues prescriptions; the patients link to one another in a sort of 
silent complicity, allowing the public healthcare institution to transform little by 
little the attention and service of medical practice. The structures of power still 
3 The quotidian presence of the researcher in the institution is undoubtedly a recommendable alternative 
in this sort of observation, as it enables familiarity with the context, people and the routine established 
to characterize the forms of interaction between them; the approaching process makes it possible to have 
deep conversations with some of the people in the visited areas: students, residents, undergraduates, 
service chiefs and doctors, to talk with them about the regulations, norms, habits and meaning they give 
to their everyday practices in the hospital, their knowledge, personal and professional perception of their 
activities, interests and dispositions to grow in their jobs. In order to gain depth and comprehension in 
practice, it is suggested contrasting that directly observed to what the people, who were accompanied in 
their activities in the hospital, say.
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maintain the primary social significations which provide medical practice with 
meaning; they speak to each other in a specialized technical language, and it is 
the students (residents) who are in charge of the corresponding explanations to 
the patients —men and women— about their illnesses (Montes, 2004: 131).

Medical staff has relinquished its own possibility to detect and analyze 
symptoms from the illnesses, as they increasingly refer them to objective 
indicators. This situation of exclusion of the historic dimension of medical 
knowledge acquires special characteristics of it is referred to what nowadays is the 
core of the doctor-patient relation, this is to say, the prescription of the treatment, 
which to a good extent is the prescription of treatments. These processes seem to 
be neither included in professional formation nor medical practice as reflective 
aspects of its intervention, so as to generate an interesting effect in the doctor-
patient relation, which consists in attributing ignorance, lack of education and 
slothfulness what, at least in determinate cases, was a consequence of a particular 
medical use which the people who asked for a medical service learnt —directly 
or indirectly— from the very healthcare personnel (Menéndez, 2004: 28).

In this context, violence is one of the main causes of assistance requests, 
however the training of healthcare personnel to assist these cases has been 
limited to the solution of the physical damage and to overcome the medical 
emergency. Chelala (1996) states that the increase in demand of emergency 
services generated by the different forms of violence decreases the possibilities 
to efficaciously respond to other sorts of emergencies. Even if medical personal 
and healthcare personnel, in general, are not prepared to produce an accurate 
diagnosis of the mistreated person, who is a woman in most of the cases. Violence 
against women is responsible for a large part of the demand of medical assistance, 
nevertheless, an analysis carried out in the U.S. showed that doctors were capable 
of producing an accurate diagnosis only in eight percent of the people affected 
by gender violence. Many times, wounds in beaten women are not recognized as 
premeditated violence until the homicide of the victim, according to American 
Medical Association, cited by Chelala (1996). 

As from 1993, Pan-American Health Organization (PAHO) defined violence 
as a serious public health problem and proposed four fundamental steps to deal 
with it: a) define the problem and identify the case; b) identify the causes and 
risk factors associated with the violent deed; c) develop multidisciplinary joint 
interventions; and d) analyze and evaluate the effectiveness of preemptive actions 
(Chelala, 1996). For this to be feasible, it is necessary to gather information with 
precision and sensibility before the specific identification of the sort of inflicted 
violence. This includes the delicateness and ability to ask for the facts and 
capability to difference them from common injuries; hence, the importance of 
securing that the personnel has the capabilities and abilities to identify whether a 
case was originated by gender violence. 
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The World Report on Violence and Health by PAHO, in its 2002 summary, 
recognizes the widespread character of violence and its complexity as a concept. 
It seems as though the valuing of the violent deed is directly influenced by the 
established social forms, and by cultural and social norms, which besides are 
in constant change. The facts that healthcare personnel also experiences diverse 
forms of violence in their personal life and that their professional activity puts 
them before said reality contributes to make it difficult to identify gender violence 
as the origin of health problems. Because of such a reason, fortunately the answer 
from the sector has been reactive and therapeutic. It is worth going on to comment 
the nuances that gender perspective has given to hospital attention of violence. 

Gender perspective in hospital attention of violence 

When violence obeys to intergeneric reasons, the situation becomes ever complex, 
since the dimension of gender, its perspective, is barely being assimilated in 
healthcare services. According to the Secretariat of Public Health (1996), in 
Mexico women receive a low-class service and frequently they do not obtain 
timely diagnosis and treatment because medical staff —men and women— does 
not consider they can suffer serious injuries.4 Gender perspective may be applied 
in this case, and also in the case of masculine health, as it allows approaching 
the problem of masculinity as a risk factor for the health of men and women. 
Apparently, the institutional practice of the personnel in healthcare institutions 
frequently reproduces gender iniquity, at least at three levels: via medical 
knowledge, in the very medical practice and in doctor-patient relationship. 

In relation to the institutional practices of healthcare personnel, the problem 
of the sector is recognized in terms of labor conditions, wage levels, the labor 
wearing out from shifts and services, but above things, the Secretariat of Public 
Health has stated to homologate conditions and contracts for the personnel in 
health public institutions in the country, in such manner that the services provided 
are fairly and sufficiently remunerated and that the differences in life costs and 
workloads and difficulties of work are recognized, at the time that the privileges 

4 In the medical and clinical practice —as a matter of fact in biomedical and epidemiologic researches— 
the discovery and recognition of gender differences is very recent. The perception of health needs of 
men and women directly influences the way in which the service providers respond to the demands 
and the way in which the user population assumes or not the role of patients or caregivers. Part of 
these perceptions are reflected on service time, which verify the idea that women as housewives are 
responsible for the family healthcare must attend and take the sick —men and women— in the morning 
to the healthcare institution for their controls (Promsa, 2003). In the hospital, the hardest shift —when 
services and rooms are crowded— is indubitably the morning, from Monday to Friday, and from early 
hours people go to have a service number that grants them a place to be assisted, which depending on the 
assigned turn may be at noon or in the evening. For a person who has to work, a day at the hospital is a 
day which they have to be absent from work.
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of collective contracts (such as effective working days) are reduced, since they 
affect the levels of attention and mean high unjustified costs for public finances.5 

These situations have generated problems in health services, which have 
already been detected by the Report on Health Human Rights in Mexico by UN 
(2003): structural deficiencies in health, violation of human rights, bad or inexistent 
healthcare service provision, deficiency in their organization, fractioning of 
attention, resistance from union and trans-national operative groups, saturation 
of areas, increase of programs operated by the very same personnel, reduction of 
both research and formation of specialized staff. 

The Woman and Health Action Program (Programa de Acción Mujer y 
Salud, Promsa) of the Secretariat of Public Health stated in 2003 that among 
its aspirations there was one of reaching a Health System that reflected the 
concept of gender equity inside it, which means the existence of and equitable 
proportion of women in chair posts, where healthcare female workers are the 
beneficiaries of reassuring actions that favor their human development; to do 
so, the Secretariat of Public Health must perform activities to sensitize, train, 
promote and dissemination of the concept of gender in the action programs. It 
must besides incorporate measures that tend to eliminate gender discrimination 
in hiring, struggle for the development of the healthcare personnel, and what 
is more, manage to make gender perspective transversal before institutions of 
superior and higher education and in their curricula. 

The program contemplates a model of integral attention in health, advice and 
training on the Mexican Official Regulation (NOM-190-SSA1-1999) that rules 
the detection and prevention of gender violence. 

Promsa also aspires to positively impact on the labor relationships because 
of the double and triple shifts that the generic condition imposes, the conditions 
related to hiring, work, wages, training, promotion and permanence, and 
especially, the incorporation of reassuring actions that benefit women and non-
discriminatory recruiting procedures. As a goal, the Program aims at training 80 
percent of mid-superior functionaries on gender and health equity, incorporating 
gender perspective in 90 percent of the programs and having a National System 
of Information on Health, with capacity to disaggregate the whole of the received 
reports. 

5 In an estimation carried out by the Secretariat of Public Health in 1998 it was concluded that according 
to the collective contract of the healthcare sector workers linked to the Federation of Unions of Workers 
in Service of the State (Federación de Sindicatos de Trabajadores al Servicio del Estado), there was 
activity only in seven out of 10 working days, whereas this relation for those affiliated to the Single 
Union of Workers of the Federal District Government was only five out of ten. Indeed, in the field notes 
we found a critical point in this respect, given that fact that the absences are not covered and have caused 
a severe absenteeism problem in hospitals, especially at nights and weekends; even if the payroll is full 
administratively, half of the personnel designated for an area in a shift are physically absent.
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The challenge is double: to include gender vision in the system to properly 
influence on the institutional practices of the personnel, and include it into the 
attention models and programs directed to the population which uses the services, 
a situation which, as we will see further, represents a harder task for the personnel, 
the very healthcare system structure, the user population and for the schools that 
produce healthcare professionals.

Identification gender violence in healthcare institutional 
practices

Indeed, there relationships are not doctor-patient, not even deformed doctor-patient 
relations. They are wild relations between offended and aggressive beings, both 
doctors and patients, having blood as a background (De Currea, 1997: 132).

Detection and registration of violence cases are fundamental for the evidence 
that will support effective actions to approach and prevent it; research must be 
fostered from there, train the personnel on the right management of information 
is a key to do so, however authorities must go beyond intimidation and labor 
sanctions, they must sensitize the personnel on the importance of their work. It 
is not enough that the courses on the topic insist on civil, penal or administrative 
sanction, thus far this has only worked to foment the evasion of registration and 
to increase the underestimation of violence cases that reach public healthcare 
institutions.

The non-filling of documents for the reception of patients:6 either the sheet for 
emergencies, injuries and physical state is justified by the lack of staff and even 
by the denial of patients to provide information. Deficiencies in the registration 
are so blatant that hospital stats in these topics are not deemed reliable. There are 
indifference, derision and belief of guilty in the staff when they assist offended 
female users; in the face of the ignorance of the protocol and materials, the cases 
are deflected to judicial authorities and police to avoid the compulsory report of 
the injury. The fear of the staff to add tension to their already excessive workload 
makes them avoid this detection work. In zones of social conflict, where public 
hospitals are usually located, this avoidance increases because the staff fears the 
retaliations that the relatives of the offended person may take against the people 
who worked on the case.7

6 Barrera (2003) found that some doctors try to avoid the report due to work overload and because they 
overlook that the injuries of many patients come from violence; some know it, others do not, even if, it is 
necessary to clarify this, the no-notification is classified as a crime. 
7 In some hospitals the presence of a Public Prosecutor in the hospitals has become a necessity; as a 
matter of fact, not long ago there was a public prosecutor in each hospital, they were removed however. 
It is important to mention that there is very little security for the doctors in zones of high social conflict 
and there have been cases of aggression and attacks on the doctors from relatives and friends of the 
people assisted. Some hospitals of the public network in Mexico City have place physical barriers, fences, 
vigilance and bouncers to restrict the access to the facilities and keep a distance with the relatives. 
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In Barrera’s research (2003), it was found that medical staff has difficulties to 
detect psychological or sexual violence, mainly in underage people, as they are 
always accompanied by their parents or one of them; in youths, because they do 
not attend medical services often; and in general, men feel ashamed to admit they 
are victims of violence or do not recognize they are aggressors.

There are studies (Sugg and Inri, cited by Valdés, 2004: 115) which have 
explored the very subjective difficulties medical staff has in assisting people 
recipient of violence; in a study with doctors at the first level of attention, they 
found as a barrier their discomfort to deal openly with the topic, for fears of 
offending the people, lack of “tools” to help them in a suitable manner, the 
personnel sensation of “losing control” and their incapability to regulate the 
behavior of the patient, as well as the latter’s incapability to make decisions on 
their own life. These aspects as a whole generate deep frustration in the staff that 
assists violence cases when these reach a hospital. These sensations go against that 
which a doctor is expected to do from their training and the meaning attributed 
to the medical profession that gives them the required medicines and surgical 
maneuvers, and which totally depend on their will; nonetheless, before the cases 
of gender violence, this knowledge turns out insufficient, if not completely useless 
to intervene in a situation of violence.

Valdés (2004: 123) states that the personnel has received no instruction or 
training on domestic violence or similar situations, neither as undergraduates nor 
as postgraduates; this training is not part of the thematic contents of continual 
education. The scarce information healthcare personnel have is not specialized, 
is insufficient, shallow and has low quality. Untrained for the management of 
the issue, the providers of healthcare services do not associate the problem 
of violence with their clinical practice and with the possibility to detect cases 
of offended people. The problem is given so little attention from the medical 
perspective that it is reduced to the psychosocial sphere, which means place it 
out their competence scope. Their actions are directed to intervene in physical 
damage and injuries by means of diagnostic abilities, surgical intervention and 
medicine prescription. 

Velzeboer et al. (2003) notice that the negative attitude of healthcare 
personnel prevents women from expressing the situation of violence they are 
living. This attitude frustrated the verbalization attempt of patients who were 
afraid of being once again target of violence and retaliation from their aggressor. 
A feasible explanation is that a large part of the healthcare personnel assume that 
they stick to traditional bringing-up patterns, which consider gender violence a 
private issue, justified and, in some cases, encouraged by women; some even 
assumed that women liked being treated with violence; mistreated nurses, who 
far from encouraging the notification, warn women that they should behave so 
that their husbands will not hit them again; these are some instances, found in the 
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observed hospitals, that illustrate this situation. We have to add to the skepticism 
of the personnel, the lack of devices to follow the detected cases of violence; the 
courses of the Secretariat of Public Health taught to the personnel on detection 
and prevention of violence showed the system of detection and critical path for 
the notified cases, nevertheless the personnel are reluctant and incredulous before 
the communication channels between the instances and before the scope of their 
work from the hospital with the initial notification of the case. 

In this aspect Castro and Bronfman (1998: 225) wonder: Why the most 
predisposition to violence from men is not classified as a mental ailment? From 
the patriarchal discourse it is assumed that the problem of domestic violence takes 
place in the household; what occurs in at home is considered a personal issue. The 
feminist theory has pointed out that social relations inside the household are a 
reflection of the hierarchical ordering between genders that is observed in the 
whole of society; both as response and criticism to the patriarchal definition of 
things, the feminist theory has proposed that “the personal is political” and has 
boosted a research line on this topic. Solving this debate will place in the public 
eye the ways of power and domination that society and its institutions recreate in 
their quotidian functioning.

According to the Office of the UN High Commissioner for Human Rights 
in Mexico, in 2003 the country did not have an actual National System of 
Information on Health, what existed was a series of subsystems, disconnected in 
their structure and processes, that generate scant information on positive health, 
productivity, risks and performance. The current system is not fully articulated 
with the administrative apparatus of healthcare institutions and it is incomplete 
in gathering information from the private sector. The products generated by the 
current system become dissatisfaction, little reliability and in the development of 
parallel information systems in state healthcare institutions. Inside the observed 
hospitals, we noticed problems in the management of hospital statistics, both in 
specific programs and also in gender violence and reproductive health; partly 
because if the interdisciplinary teams of the programs are not constituted, the 
information is not integrated, and partly because there is not a statistical culture 
of health information adherent to the specification of high-quality, opportune 
and consistent information. Problems in the very data, irregularity in reports, 
incomplete files, inconsistent in the information contained are some instances 
that illustrate the situation of the current system of public hospitals, aspects which 
we will review below.
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System of registration and visibility of gender violence  
Then pain becomes quotidian and the normal blurs with the usual: it is normal that 
relationships are from offended to offender mediating with rage, it is normal that I 
understand the patient as an obstacle that hinders my rest, it is normal to turn a human 
being into a “roadhogs” (De Currea, 1997: 135). 

The information systems are only valid if data are employed to improve 
services; pursuing notifications with the mere intention of collecting data without 
offering any service in return does not only mean a waste of resources, but also it 
is scarcely ethical. Without privacy, without trained and understanding personnel, 
without listening abilities, no information and no basic orientation can be offered 
(Velzeboer et al., 2003).

Registration makes the problem evident, it works for making decisions, 
analyzes its main characteristics and contributes to improve attention and acquire 
more resources. However, so far the information is dispersed and there are no 
homogeneous procedures between institutions to manage, collect or validate 
it. As a matter of fact, neither is there an adequate instance that integrates the 
information.8 The situation observed in the hospital network is that there is indeed 
an important delay in the creation of the system, in training and sensitization of 
all personnel, in addition to the resistance to notify, not to mention the problems 
of internal inconsistencies and that it has not been possible to properly gather it to 
integrate a real information system, reliable and continuous.

UN General Assembly, in its Declaration on the Elimination of Violence Against 
Women, in its 85th full session in 1993, affirms that public functionaries —men 
and women— must apply policies of prevention, investigation and punishment 
of violence against women and must receive information that sensitizes their 
look on the problem of gender violence. Researches on this problem, its nature, 
graveness and consequences shall lead to measures to either prevent it or repair 
its effects; statistics from these researches must be published and the conclusions 
of these researches as well. The observation carried out in the hospitals in this 
respect showed confusion of terms and concepts such as gender and woman, and 
the equalization of gender violence with spousal violence and domestic violence; 
both confusions were reiterative and permanent and on occasions displayed how 
they influence the management, approach and attention to the cases that reach 
hospitals.

According to a 2003 report by the UN High Commissioner for Human Rights 
in Mexico, in the country said year there were diverse problems of structural 

8 Part of the problem, according to CEPAL and UNIFEM (2001), is that violence indicators are still seen 
aside the insitional processes of public policies with a gender approach. These institutions sustain that 
the institutional arrangements that favor efficiency and technical rigorousness as well as civil control are 
definitely the only possible framework for these tools to adequaltely and timely prevent, sanction and 
eradicate violence against women.
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nature in the public health system that provoked violations to human rights, such 
as discrimination or exclusion in the access to services, denials or delays for 
attention, lack of supplies and equipment, as well as diminution of the quality 
of services; besides, the report denounces a reduction in activities and in the 
relevance of its contributions to make gender perspective transversal in several of 
the units of gender equity created in the secretariats and institutions of the public 
federal administration, and the reversion of birth control policies in some States. 
The ignorance about the human rights of women was noticeable. 

The Secretariat of Public Health had already identified in 2002 that the 
perceptions of service providers in healthcare and justice-administration 
institutions demonstrated that a large part of them tended to consider violence that 
women suffer “natural”, as they minimized or pay little attention to the violent 
deeds women experience. There are other factors that hinder integral assistance 
for this problem, among the most important distinguishable are:
1. Ignorance about domestic violence and gender violence as a public health 

problem;
2. Ignorance on the importance public healthcare sector has in detecting, 

controlling and preventing domestic and gender violence;
3. Overload in the demand of healthcare services, which becomes time scarcity to 

listen and advise women;
4. Fear of the healthcare service providers to be confronted by the aggressors
5. Fear to testify before judicial instances.

Public servants have little information and formation in this respect and about 
the scope and information and sensitization mass campaigns which do not reach 
the rural population or that which lives in marginalized areas of the cities.9 It 
is worthy, from this panorama, specifically enquiring into what occurs in the 
program of detection and prevention of gender violence that operates in Mexico 
City, together with the national program by the Secretariat of Public Health. 

Program against gender violence

The struggle against gender violence, as an institutional program, began its 
dissemination six years ago, retaking the program against domestic violence 
and changing its name to Early Detection and Prevention of Gender Violence.10 
9 The situation becomes relevant when the figures show an increment of violence in the country, for 
example, the study by Lozano et al. (1997) registers that even if Mexico City is not the riskiest place 
in the country, in recent years the level of homicides increased in 90 percent. The largest proportion of 
assassinations in Mexico City comes from firearms and corresponds to men, adult and single with a 
mid schooling level. In respect to women, the borough with the highest homicide index is Milpa Alta 
(with a rate of 6.5 per 100000); in decreasing order it is followed by: Cuauhtémoc and Iztapalapa. It is 
noticeable that Xochimilco borough has a high homicide index in children younger than 5 years of age 
and Cuajimalpa and Tlalpan boroughs have the highest risk for women older than 60 years of age.
10 There is still homologation of different forms of violence: gender violence is assumed in several of the 
revised works as domestic violence, violence against women and spouse violence.
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This element is relevant as it explains the comprehension level and, as a matter of 
fact, the confusion of concepts the personnel has at the time of identifying gender 
violence inside the healthcare institution where they work, such as the problem of 
gender violence which receives as a cause and reason for consultation. 

The Secretariat of Public Health (2003b) designed the program supported on 
the Mexican Official Norm, NOM –190-SSAI-1999, and in its comments it is 
considered that:

The healthcare sector has faculties to neither judge nor punish; the work of the health 
service providers consists of assisting physical and psychological harms of the people 
in a domestic violence situation, in order to do so, they must learn and advice the 
offended people on their possible actions in other instances.

Separately, it insists on

All healthcare personnel that have contact with people in risk of or in domestic 
violence situation must be indispensably sensitized and trained to prevent, detect and 
learn this phenomenon in the framework of gender equity. 

It is extremely important that healthcare practitioners are able to identify the 
actual or potential cases of domestic violence and to carry out the corresponding 
registration, which is part of said Mexican Official Norm. Because of this, the 
norm assumes that “healthcare service providers are all the people who work for 
the National System of Public Health, in directly assisting the users. These include 
the medical and psychological staff, nurses and social workers”. Therefore, 
the responsibility to educate and train on gender violence, gender perspective 
and the current regulation must fall upon the medical and administrative staff. 
Researches such as the one by Chaires (2003) found that in some hospitals no 
one likes assisting patients, leave alone victims of violence, for they need medical 
attention, because they demand justice. Others perhaps because the staff was 
working overtime, because they awoke very early in the morning or because they 
have not slept.11

In the comments to NOM it is stated that:

…the promotion, protection and restoration of physical and mental health must be 
included by means of treatment, rehabilitation or reference to specialized instances, 
information on alternative medical measures if the case requires so, and when asked 
and the conditions permit, the promotion and restoration of the probable aggressors.

Doing it so requires a directed interview with the user offended by violence 
in a safe environment, with neither value judgments nor prejudices, with 
respect and privacy, guaranteeing confidentiality. For the units of ambulatory 
attention, the probable new cases of violence are to be compulsory notified in the 
11 It refers to a night shift and the following morning shift.



Papeles de POBLACIÓN No. 58 CIEAP/UAEM

202

epidemiologic vigilance format (SUIVE-1-2000). Through this registration the 
frequency of probable cases will be known by age group, notifying institution and 
federal state. The existence of barriers, both on the side of the service providers 
and the very women, frequently block the possibility to intervene; nevertheless, 
the opportunity for the staff to review these barriers and, at the same time, to 
ponder the importance of their intervention are important steps in paving the road 
for a propositional action from the Public Healthcare sector, as the very NOM 
recognizes. 

There are in hospitals few resources to face non-physical pain: orientation, 
information, advice or company do not seem to be in anyone’s mind; key moments 
for attention end up lost as there was no support in a high-risk situation. Even 
now with NOM, the personnel lack the necessary tools to face this sort of cases 
that go beyond the demand for heal care service and require legal, psychological 
and social support. Identifying the cases is indubitably important, but how about 
the support and required measures? That is the question of the personnel of the 
Secretariat of Public Health who undergoes training. Valdés (2004: 123-126) 
found that in practice, at least once the medical staff faced cases of violence, the 
identification of the cases did not obey to an explicit intention aimed at identifying 
violence, but to the insistence of the affected person to speak of the situation. 

On the other side, the questions for mistreated women arise from the supposition 
of their “like for mistreatment or the justification for the punishment.” The 
reproduction of values on ideal situations weighs upon the old-school medical 
staff; in the field observations, both in students and professors, men and women, 
we found this valuing.12 The indifferent attitude with which mistreated women 
are assisted in healthcare institutions is one of the obstacles to identify cases 
of violence. The conditions that prevail in healthcare systems do not favor an 
adequate application of NOM; the personnel do not know it sufficiently. Another 
part of personnel have not been trained in this respect, the registration of cases 
is applied without adequate inter-sector coordination to treat it, which shows the 
humongous difficulties to make the written policy effective in the local reality. 
The division of the public and the private and the insistence of the doctors to 
give violence a more private and intimate character show their fear to transgress 
the limits of the socially permitted and that defined by their very professional 
formation. As Valdés (2004: 128-135) states, the medical staff prefers to assume 
that it is a completely personal issue and that it is the person who has the 
responsibility to speak of their problems. 

12 There are some workers that state that reclaims and complaints of women are the basis for domestic 
violence, so that they are responsible for the mistreatment. The phrase identified in some of the observed 
consultations, ‘behave yourself so that you’re not hit’, clearly illustrates this conception, either in nurses, 
doctors and social workers.
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Finally, NOM finishes with the recognition of barriers to perform the normative 
indications, for instance: a) complicated language and technicalities; b) lack of 
interest in dialoguing; c) lack of conviction on the capability to change a situation; 
d) sensation of superiority in relation to the female user; e) authoritarian and 
imposing attitude; lack of attention, interest or respect; g) presence of prejudices; 
h) scant privacy; and i) indiscretion.  

In the Executive Report of the National Survey of Violence Against Women, 
Olaiz et al. (2004) make it evident that the identification and attention of 
mistreated women is a challenge for any healthcare system. Among the most 
frequent reasons one finds: a) lack of training of the healthcare personnel; b) time 
limitations in the overcrowded health services; and c) the unwillingness of the 
personnel to directly face the violence suffered by women in the familial sphere. 
We would have to add the need to work on the very perception and prejudices the 
personnel have on violence, actually include all medical and non-medical staff in 
training and institutionally adjust the demands of the program to the conditions 
and structure of healthcare service provision so as to eliminate the sensation and 
argumentation of work overload in the medical staff that ends up rejecting the 
program and hindering the detection of cases of violence and their corresponding 
remission and attention. 

The authors of the aforementioned report also indicated institutional barriers 
for the attention of violence, such as: a) the inexistence of protocols for detection 
or management of cases; b) lack of privacy in consultation and lack of institutional 
policies that legitimate the participation of healthcare personnel in these cases; c) 
the disinterest of healthcare personnel in the cases of violence against women; and 
d) that domestic violence is a private problem and that healthcare personnel has 
no competence in these cases. The team evaluates the three years of functioning 
of NOM-190-SSAI-1999 and it found that out of the total of interviewees only 
18.5 percent stated to know about it; out of this figure, 42.2 percent knows its 
content well and the rest has only heard of it. 84 percent of those who know the 
norm agree with its application. Less than 20 percent of these public servants have 
been summoned to take any course on domestic violence or against women in the 
institution where they work, and out of them, 80 percent considered positive this 
measure. As an answer to openly ask, most of them (91.2 percent) they said they 
were interested in being trained on domestic violence or against women. What 
is more, they would like these courses to include legal aspects to support the 
victims, information on the impact of sexual violence on women, national and 
regional stats, identification of the institutions specialized to channel the victims 
there, as well as psychological aspects of mistreatment to be able to help women. 
The observed medical staff insisted on the need to specifically educate and train 
to manage the cases, infrastructure and time availability for an integral attention, 
and also tools to prevent, assist and sanction the gender violence that is present 
in their own institutions.
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In interviews carried out to the personnel, the team of Olaiz et al. (2004) found 
that some healthcare service providers, specially female, —which because of their 
professional practice and social group may be better identified with the female 
users— usually share sexist conceptions and attribute violence to psychological 
and partner problems, which they feel safe or excluded from because of their 
schooling level. From this perspective, men are violent because of family 
problems, social frustrations or childhood traumas, and women tolerate it because 
of weakness and ignorance. The team finds this sort of perception with the most 
frequency among female nurses, a group of social workers and some doctors; the 
most immediate consequence of this way of looking at violence and those who 
suffer it is the conviction that “nothing can be done but being a handkerchief for 
the patient’s tears”. An important group of service providers considers violence 
as a product of the machismo prevailing in society, thereby a problem of iniquity 
which, because of its historical and cultural reasons, is difficult to eradicate. The 
importance they express before the violence experienced by some females users 
is closely related to the incapability of the latter to leave this situation, basically 
because of inter-generic values according to which violence is a natural part of a 
couple relationship, and it must be tolerated as a lesser evil facing the alternative 
of being a single woman. In the social imaginary of the population under study 
(shared by both women and many public servants), a woman without a spouse not 
only faces the possibility to lose her economic support and that of her children, 
but also the loss of her value as a woman before society; this situation motivates 
some personnel to persuade women to go on to notify the case and evade the 
filling of the form of injuries.

The observation carried out in healthcare institutions ratifies a heavy class load 
in the perception of violence, according to which poverty engenders violence and 
said condition is proper to such population, because of its lack of education and 
ignorance, not only do these associations corroborate the very values of traditional 
societies which dimension families, marriage and union, but also naturalizes the 
tensions present in it as a part of the social structure, inherent to contexts of lack 
and need such as the served population. Interesting is to contrast these concepts 
when the personnel think of their own situation, where they perceive themselves 
as gender violence victims in the institution.

Olaiz et al. (2004) fond that, according to this service providers —men 
and women— psychological violence is graver and more persistent, which 
is commonly manifested with signs of anxiety, difficulty to breath or sleep, 
depression or self and child care neglecting, than propertly said physical injuries, 
which probably have disappeared by the time of the consultation. According to 
these professionals, violence is a widespread problem yet invisible and its hiding 
on the side of women does not always obey to their fear for consequences of 
pressing charges, but simply to the fact that for the victims “this is not violence, 
until one tells them”. The paradoxical of the situation is that many times not even 
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the healthcare personnel understand when a situation is violent or not, reproducing 
what occurs with the user population. For some, especially for the students, these 
situations are a matter of discipline and formation of some of the most traditional 
ways of mistreatment in the institution, such as punishments, nightshifts and 
reports. Custom is another element that ends up naturalizing violence as a part 
of the quotidian problems the institution assists, in addition to the persistence 
of unusual situations that might be considered violent and which because of 
their frequency and continuity are assumed as the must-be and the making of 
the institution, such as waiting lines, lack of confidentiality and intimacy for 
consultation, gynecological exams in public, nakedness in the consulting room 
because of lack of sheets and hospital gowns to cover the patients, attention in the 
rooms, among other situations observed in the fieldwork.

As a reflection
Ever since the issuing of NOM109-SSA1999 deficiencies in gender violence 
identification and visualization have persisted, both in local and federal 
registration, which has two problems:
1. For public policy, an important delay in procuring measures which promote the 

recognition and visualization of violence in its dimensions and scopes.
2. For scientific knowledge —and specifically for socio-demographic 

knowledge— is a challenge the fomentation of the statistical culture among 
the personnel of the institutions and the description of facts that are classified 
as gender violence, bearing in mind that the institutions that issue such 
registrations lack formation, orientation and sensitization to accompany the 
injury report in the emergency room with the respective notification of a case 
of violence. All of this may be considered a structural failure of the Mexican 
institutions as for healthcare, so it is necessary to insist on the fomentation 
of registration and notification for the advancement of public policies in this 
respect. 
In addition to the limits proper to the study of professional practices of healthcare 

personnel —scantly approached from non-technical views that are required 
from collective health committed to the comprehension of the interaction of the 
personnel in the institutional framework of attention and care— it is important 
to bear in mind that any institution and its personnel tend to permanently assist 
problems from the outside, overlooking the problems inside with the personnel, 
working areas and specific sectors; the depersonalization and alienation of this 
introspective look make a hard-to-break secrecy, as an esprit de corps among 
workgroups which do not always understand the repercussion of their actions on 
their own wellbeing and on the people they assist (for instance, abuses of power, 
mistreatment, and prejudice sometimes present in the service in public healthcare 
institutions).
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Deeper and more incisive studies on any problem approached from hospitals 
needs to take a critical and comprehensive look of the available aggregated 
information on programs, manuals, institutional stats and the protocols for 
healthcare institutions functioning. All of which is an inescapable resource, 
as it is an invaluable information source that directly echoes on the reaches of 
any effective and sensitive approach to the situation nowadays faced by public 
hospitals. The advantage of directly identifying and describing the morbid 
events and of all the chain of the health-disease-attention process generated by 
means of hospital information is condensed in the aggregated information that 
the direct actions generate on the attention and care the healthcare institution 
personnel carries out in their everyday practice. Hence, especially useful is the 
methodological triangulation whose combination of techniques, data and tools 
allows a more holistic comprehension of the context and analytical dimensions 
of the people who are part of the hospital space. 

There are structural elements that affect and limit the study of the hospital 
context, both because of the characteristics proper to it and the need to articulate 
strategies to generate reliable and solid information. This does not only imply to 
foment the development and fostering of epidemiologic and socio-demographic 
information, but also boosting a statistical culture of hospitals which values and 
stresses the weight and importance of their information in the transformation 
of the health and life conditions of the populations they serve. The qualitative 
advancement in the studies of these institutional spheres is still incipient; 
moreover there is need for a sensitization of the healthcare personnel in this 
respect from their educational institutions, the tools for qualitative research on 
health may sensitize the look of the involved people on themselves, on their 
practices and intuitional practices, especially on the reflective aspects of their 
professional activities.

Bibliography
BARRERA, M.M., 2003, La violencia intrafamiliar, Instituto Mexicano del Seguro 
Social, Unidad de Medicina Familiar num. 6, Mexico.
BELMARTINO, S., 1994, “La investigación social en salud en un contexto teórico 
carente de certezas”, in A. L. KORNBLIT, Ciencias sociales y medicina. La salud en 
Latinoamérica, Instituto de Investigaciones de la Facultad de Ciencias Sociales de la 
Universidad de Buenos Aires.
CASTRO R., and M. BRONFMAN, 1998, Teoría feminista y sociología médica: bases 
para una discusión, in Juan Guillermo FIGUEROA, con la colaboración de Ivonne 
SZASZ PIANTA, La condición de la mujer en el espacio de la salud, Centro de Estudios 
Demográficos y de Desarrollo Urbano CEDU, Programa Salud Reproductiva y Sociedad, 
El Colegio de México, Mexico.
CEPAL/UNIFEM, 2001, Violencia contra la mujer en América Latina y el Caribe: una 
propuesta para medir su magnitud y evolución, Unidad Mujer y Desarrollo de la Cepal, 
noviembre, La Paz.



Visibility of gender violence: a challenge... /S. FERNÁNDEZ MORENO

October /  December 2008

207

CHELALA, C., 1996, La violencia en las Américas: la pandemia social siglo XX, serie de 
publicaciones: Comunicación para la Salud num. 10, OPS, Washington, DC.
CONAPO, 2004, Ejecución del Programa de Acción de la Conferencia Internacional 
sobre la Población y el Desarrollo, 1994-1993 CIPD+10, Comité Técnico para la 
Revisión de Avances Conapo, Mexico.
COMITÉ EXPERTAS CEDAW, 1992, CEDAW recomendación general num 19. La 
violencia contra la mujer, January 29.
DE CURREA, L., 1997, De la violencia y otras costumbres: Una mirada crítica a los años 
noventa desde el periodismo independiente, Colección IMAGO de Opinión, Instituto de 
Investigación Signos e Imágenes. Bogota.
DENZIN, N., 1973, The research act, Aldine Publishing Company, Chicago.
DESLANDES, Suely Ferreira and Simone Gonçalves de ASSIS, 2002, “Abordagens 
quantitativa e cualitativa em saúde: um diálogo das diferenças”, in  Maria Cecília de Souza 
MINAYO y Suely Ferreira DESLANDES, Caminhos do pensamento. Epistemologia e 
método, editorial Fiocruz, Río de Janeiro.
GALENTE, E., 2004, “Debate cultural y subjetividad en salud”, in Hugo Spinelli, Salud 
colectiva. Cultura, instituciones y subjetividad, epidemiología, gestión y políticas, Lugar 
Editorial, Buenos Aires.
LOZANO R., M. HÍJAR and J. L. TORRES, 1997, Violencia, seguridad pública y 
salud, Observatorio de la Salud, published in: Higioscopio: una mirada a la salud de la 
población, Mexico.
MENÉNDEZ, E., 2004, “Modelos de atención de los padecimientos: de exclusiones 
teóricas y articulaciones prácticas”, in Hugo Spinelli, Salud colectiva. Cultura, 
instituciones y subjetividad, epidemiología, gestión y políticas, Buenos Aires.
MONTES, V., 2004, El Ethos médico, Universidad Autónoma Metropolitana Unidad 
Xochimilco, Mexico.
OLAIZ G., A. DEL RÍO and M. HÍJAR, 2004, Violencia contra las mujeres: un reto para 
la salud pública en Mexico, Informe Ejecutivo de la Encuesta Nacional de Violencia 
contra las Mujeres, Instituto Nacional de Salud Pública de Mexico, Mexico.
ORGANIZACIÓN PANAMERICANA de la SALUD, 2002a, Informe mundial sobre la 
violencia y la salud, resumen OPS, Oficina Regional para las Américas de la Organización 
Mundial de la Salud, Washington, DC.
ORGANIZACIÓN PANAMERICANA de la SALUD, 2002b, La salud en las Américas, 
OPS, Oficina Regional para las Américas de la Organización Mundial de la Salud 
Washington, DC. 
ORGANIZACIÓN PANAMERICANA de la SALUD 2003, Violencia de género, OPS, 
Oficina Regional para las Américas de la Organización Mundial de la Salud, Washington, 
DC.
ORGANIZACIÓN DE NACIONES UNIDAS 1993, Declaración sobre la eliminación de 
todas las formas de violencia contra la mujer, 85th plenary session La Asamblea General 
de las Naciones Unidas, December, New York.
ORGANIZACIÓN DE NACIONES UNIDAS 1995, Informe Cuarta Conferencia 
Mundial sobre la Mujer. Declaración y Plataforma, Beinjing, September 4th-15th, 16th 
session approved on September 15th.
ORGANIZACIÓN DE NACIONES UNIDAS 1999, CEDAW recomendación 24: la 
mujer y la salud artículo 12, Oficina del Alto Comisionado de las Naciones Unidas para 
los Derechos Humanos, 20th period of sessions, Geneva.



Papeles de POBLACIÓN No. 58 CIEAP/UAEM

208

ORGANIZACIÓN DE NACIONES UNIDAS 2000a, La eliminación de la violencia 
contra la mujer, Oficina del Alto Comisionado de las Naciones Unidas para los Derechos 
Humanos. 61st session, April 20th, Geneva.
ORGANIZACIÓN DE NACIONES UNIDAS, 2000b, Nuevas medidas e iniciativas 
para la aplicación de la Declaración y la Plataforma de Acción de Beinjing, Asamblea 
General de las Naciones Unidas 10th Plenary session, June 10th, NewYork.
ORGANIZACIÓN DE NACIONES UNIDAS, 2003, Diagnóstico sobre situación de los 
derechos humanos en Mexico, Oficina del Alto Comisionado de las Naciones Unidas para 
los Derechos Humanos en México, ONU, Mexico.
SECRETARÍA DE SALUD, 1996, La perspectiva de género en la salud reproductiva, 
Secretaría de Salud, Mexico.
SECRETARÍA DE SALUD, 2001, Programa Nacional de Salud 2001-2006, SSA, 
Mexico.
SECRETARÍA DE SALUD, 2002a, Programa de acción en materia de evaluación del 
desempeño 2001-2006, SSA, Mexico.
SECRETARÍA DE SALUD, 2002b, Violencia familiar, Secretaría de Salud Programa 
Mujer y Salud PROMSA, Mexico. 
SECRETARÍA DE SALUD, 2003a, Programa de acción: mujer y salud, PROMSA, 
Mexico.
SECRETARÍA DE SALUD, 2003b, Prestación de servicios de salud: criterios para la 
atención médica de la violencia intrafamiliar, Programa Mujer y Salud, Comentarios a la 
Norma Oficial Mexicana NOM 190-SSAI-1999, Secretaría de Salud, Mexico.
VALDÉS, R., 2004, “Respuesta médica ante la violencia que sufren las mujeres 
embarazadas”, in Martha Torres Falcón, Violencia contra las mujeres en contextos 
urbanos y rurales, El Colegio de México, Programa Interdisciplinario de Estudios de la 
Mujer PIEM, Mexico.
VELZEBOER, M., M. ELLSBERG, C. CLAVEL-ARCAS and C. GARCÍA, 2003, La 
violencia contra las mujeres: responde el sector salud, OPS, Oficina Regional para las 
Américas de la Organización Mundial de la Salud Programa para la Tecnología apropiada 
en salud (PATH), NORAD, ASDI, Occasional publication num. 12 Washington, DC.
WEBER, M., 1964, Economía y sociedad: esbozo de la sociología comprensiva, Sección 
de Obras de sociología, FCE, 2 volumes, Mexico.

Sara Yaneth FERNÁNDEZ MORENO
Social Worker from Universidad Nacional de Colombia, master in Population 
Studies from El Colegio de la Frontera Norte and doctor in Sciences on Collective 
Health from Universidad Autónoma Metropolitana, campus Xochimilco. She 
is a professor and researcher at the Faculty of Social and Human Sciences, 
Department of Social Work, member of the Interdisciplinary Center of Gender 
Studies, University of Antioquia; coordinator of the Network of Gender and 
Health, Asociación Latinoamericana de Medicina Social (Alames). 
E-mail address: spartacolombia@yahoo.com.mx.


