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Abstract
Background: Violence against women is a significant health problem and a hidden phenomenon, in Italy that
about 31% of the women have been victims of violence once in life. Aims of this study are to describe
characteristics of women victims of violence (VV) attending the EDs in the Lazio region in 2008 and to illustrate the
frequency and characteristics of previous ED visits.
Methods: Using the Emergency Information System, visits of women, (15–49 years), in the 60 EDs, for a violent
trauma have been analysed. For each VV identified, we considered the last episode and searched for ED
attendances in a six year period (2003–08) in order to identify other visits. We performed descriptive analyses of
socio-demographic and clinical factors of VV and we analyzed the impact previous ED visits. We compared ED
utilization of women VV with a random sample of women with the same age distribution who gave birth in 2008.
Results: In 2008, 7,725 ED attendances of women VV were found (1.1% of the ED visits) corresponding to 6,936
women (prevalence = 52.0x10,000). The mean number of ED visits for each woman in five years was 5.0 (1–190).
Prevalent diagnoses were contusions (45.8%), neurotic disorders (5.4%) complications of medical care (6.3%). The
women were young, approximately 70% were residents in Rome or the surrounding areas. Foreign women were
three times more likely to visit the ED for intentional injuries than were Italian women (114.1 vs 44.4 per 10.000).
Conclusions: This study shows high prevalence of violence against women in Lazio region, Italy. Most of the
women have been visited by the ED several times before the violent episode, often with traumas. ED medical and
nursing staff should be prepared and trained to successfully manage victims of violence.
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Background
Violence is a widespread phenomenon. Each year, more
than 1.6 million people worldwide lose their lives to
violence. Data from the World Health Organization
(WHO) have shown that violence is one of the leading
causes of death for people aged 15–44 years worldwide,
accounting for about 14% of deaths among males and
7% of deaths among females [1]. In developed countries
some studies estimated the percentage of women victims
of their spouse or partner to be 25%. The United Nations defines violence against women as “any act of
gender-based violence that results in, or is likely to result
in, physical, sexual or psychological harm or suffering to
women, including threats of such acts, coercion, or
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arbitrary deprivation of liberty, whether occurring in
public or in private life” [2].
A study on 510 women who visited social service or
health facilities found high prevalence of violence,
mostly perpetrated by men well known to the victims,
with 10.2% having experienced physical/sexual violence
in the last 12 months, regardless of the perpetrator. Violence by a male partner or former partner occurred to
6.4% of the women; by other relatives, 1.6% of the
women; and by “other” persons 3.3% of the women [3].
Other studies confirm that one of the most common
forms of violence against women is performed by a husband or an intimate male partner [4-6].
Violence is often unreported and therefore remains a
hidden phenomenon. The percentage of women is high
that don’t want to speak about their experience (about
34% among victims of intimate partner violence and
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24% among victims of violence from unknown persons)
[7]. In case of domestic violence most of the episodes
are unreported; the reasons are both personal (embarrassment, fear of retaliation, economic dependency) and
societal (gender power imbalance in society, family privacy, victim-blaming attitudes) [8]. In case of sexual assault the prevalence estimates are likely underestimated
because the event is frequently underreported [9,10].
Only a small proportion of women report the episode.
Many women do not report sexual violence to the police
because they are ashamed, or fear being blamed, not believed or otherwise mistreated [1].
The WHO in 2002 in the “World Report on Violence
and Health” defined steps for the public health approach to
violence, where an important step is uncovering as much
knowledge as possible about all aspects of violence [1]. As
causes and consequences are better known, violence is increasingly becoming a public health priority [11].
An analysis of Emergency Department (ED) visits is
one of the instruments useful to quantify and explore
the phenomenon because ED is often the first and sometimes the only contact that women have with health care
professionals [12]. Several studies have shown that violence can be associated with a variety of health problems
[13,14], drug abuse [13], sexual, gynecological [15-17]
and gastrointestinal disturbances [18-20]. For these reasons women victims of violence are common visitors to
emergency departments [3] and it becomes even more
important that health care professionals have skills to
recognize hidden signs of violence, such as frequent use
of the ED, for example. Rates of domestic violence detection in EDs are still low despite the fact that a high
percentage of female victims of domestic violence visit
emergency rooms for treatment [21].
Most of the studies collecting data from emergency
departments included cases only from one hospital or
selected for a survey. There are few studies which estimate prevalence or incidence of the phenomenon using
population-based data.
Healthcare professionals are often not prepared to
manage these cases either in a human or a professional
sense, in fact those who truly understand the “problem
of violence”, in the Accident and Emergency units
(A&E) and the ED are a minority. A survey carried out
by National Statistics Research Institute in Italy confirms
that violence cases are ten times more common than
those reported by the ED; 69% of ED medical staff report
never having suspected a case of domestic violence in
their professional experience [7].
A recent study aimed at evaluating the preparedness of
the A&Es and ED medical and nursing staff in the Lazio
Region showed a lack of technical, professional and psychological training to successfully manage victims of violence, even after years of work experience [22].
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The aim of this population-based study is to quantify
and describe characteristics of women victims of violence (VV) attending all the EDs in the Lazio region,
Italy, in 2008. In order to identify indicators of suspected
violence and to detect probably new cases, we retrospectively studied previous ED visits by the same women
in a five-year period, and we described the frequency
and characteristics of these visits.

Methods
Data source

For this study we used the Emergency Information System (EIS) which collects data from all Emergency Department (ED) admissions in the Lazio region (pop = 5,3
million, incl. Rome). It reports: identification code, age
and place of birth of the patient; the triage code-urgency
scale used to establish treatment priority, up to four
diagnoses and up to four therapeutic procedures based
on ICD-9-CM; and the final disposition of the ED admission. In case of trauma patients it reports whether or
not it is intentional, the place of the unintentional injury,
and if the violence was self-inflicted.
In order to identify female VV, we selected the ED
visits by women aged 15–49 years in 2008 who claimed
to have suffered an “intentional” injury. We also selected
ED visits by women whose discharge diagnosis or procedure codes were physical or sexual abuse (ICD9CM
codes: 995.80-995.85 or 995.5 or V715 or V716).
Through a record linkage procedure we identified the
last ED visit caused by intentional injury, called it the
“index visit”, then, in order to retrospectively follow up
this group of women we performed another record linkage procedure using EIS archives from 2003 to 2008,
and selected all the ED visits of the cohort (Figure 1).
In order to compare the number of ED visits of
women VV with those done by a control group, we selected from birth registry in 2008 all women aged 15–49
who gave birth in our region. As we have done in case
of women VV, we retrospectively extracted all the ED
visits done by this population using the personal ID. We
then excluded from this group, women with at least one
ED visit in the six-year period caused by an intentional
injury or who have been abused. Afterward we extracted
from this population a random sample with the same
age distribution as females VV.
We present socio demographic characteristics of women
VV and of the control group and we describe ED utilization by these groups. We also present diagnoses from
the ED visit of the VV.
Public Health Agency is a regional authority responsible
of managing and analysing administrative health records
of Lazio region, in order to perform epidemiological and
evaluation studies. We did not ask for ethic committee
approval because we performed an observational study,
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was 30,566. Table 1 reports their socio-demographic characteristics of the VV and of the control women. The
women VV were young, 53.6% were under 35 years of age
(9% of whom were teenagers), approximately 70% of the
VV were residents in Rome or the surrounding areas,
5.7% in the northern and 17.2% in southern areas of the
region. Control women showed the same geographical distribution. Most women VV were Italian citizens (76.3%),
although foreign women were overrepresented in the VV
group compared with control women. Foreign women VV
were three times more likely to visit the ED for intentional
injuries than were Italian women (114.1 vs 44.4 per 10.000
resident women of the same age). Prevalence was equal to
51.9 per 10.000 women of the same age and resident in
the region; it reached a peak in young women aged 20–24
(67.4 per 10,000 women), then it decreased with age.
Table 2 shows for each woman in the VV and in the control group the number of previous ED visits. In the VV
group 1426 women (20.6%) visited the ED only one time
(the index visit) compared with 1171 women (16.9%) in
the control group. The mean number of ED visits in six
years was 5.0 (1–190), for each woman VV, while it was
3.4 (range: 1–40) for each woman in the control group.
The vast majority of women VV visited the ED several
times before the index visit with several different diagnoses
(with intentional injuries, with unintentional injuries, with
Table 1 Socio-demographic characteristics of female VV,
Lazio 2008
Women VV

Control
group

N

%

prevalence (per
10.000)

N

%

613

8.8

46.7

613

8.8

Age
15-19
Figure 1 Selection and retrospective follow up of women
victim of violence. Lazio region, Italy 2003-2008.

using anonymous data, without performing any treatment
on human subjects; results are shown in aggregate form
and identification of individuals is not possible.
The management of these data for public health purposes does not require a patient’s informed consent.
Data management is performed in respect with the requirements of the current privacy laws in Italy.

Results
In 2008 we selected from the EIS 7,725 ED visits for
intentional injuries the 6,936 women aged 15–49. This
population generated 41,950 ED visits in the period 2003–
2008. From the archive of the control population we
randomly selected 6,936 women of the same age; the
number of the ED visits for the control random sample

20-24

925

13.3

67.4

925

13.3

25-34

2183

31.5

58.0

2183

31.5

35-49

3215

46.4

46.6

3215

46.4

Residence
Rome

3271

47.5

51.5

3420

49.5

Surronding Areas

1523

22.1

45.1

1623

23.5

Northern area

390

5.7

36.2

389

5.6

Southern area

1182

17.2

46.8

1157

16.7

Other region

525

7.6

319

4.6

Total

6891

6908

45

28

Missing
Citizenship
Italian

5290

76.3

44.5

5623

81.1

Foreigner

1645

23.7

114.1

1313

18.9

1

0.0

0

0.0

52.0

6936 100.0

Missing
Total

6936 100.0
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Table 2 History of ED visits of women in the cohort
Women VV

N. of previous ED visits (regardless
of the reason for the visit) per
woman

Control group

N.

%

N.

%

1

1426

20.6

1171

16.9

2

1026

14.8

1248

18.0

3

818

11.8

1166

16.8

4

673

9.7

884

12.7

5

478

6.9

645

9.3

6

451

6.5

491

7.1

7

358

5.2

365

5.3

8

290

4.2

234

3.4

1416

20.4

9 or more
Total

6936 100.0

Mean (min-max) number of ED visits

5.0 (1–190)

732

10.6

6936

100.0

3.4 (1–40)

2003–2008 Lazio region, Italy.

other causes), 20.4% visited the ED at least nine times during the six-year period. If we assume that women visited by
the ED once in a six-year period, were new cases of violence, incidence would be equal to 10.7 per 10.000 (data
not shown). Also the control group visited the ED frequently but not as the VV women.
Table 3 shows the ranking of the first fifteen diagnoses
assigned by the ED only for the VV group, stratified into
three categories: intentional injuries, accidental injuries,
and non trauma-related visits. In case of intentional injuries prevalent diagnoses were contusions (45.8%),
neurotic disorders (5.4%) complications of medical care
(6.3%). There were 351 ED visits classified as sexual
abuse (0.7% of all ED visits of the cohort). Diagnoses
assigned to accidental injury visits before the index visit
are very similar to those assigned as a result of violence.
Diagnoses from visits prior to the index visit that do
not refer to injury concern symptoms of the abdomen
and pelvis (9.1%), complications of medical care (8.0%),
anxiety, dissociative and somatoform disorders (4.8%),
general symptoms and pregnancy (4.0% each), symptoms

Table 3 Ranking of the first 15 diagnoses assigned at the ED to women in the cohort during the study period
ED visits for intentional injury
ICD-9-CM description

N

%

Other unintentional injuries ED visits

Non trauma-related ED visits

ICD-9-CM description

ICD-9-CM description

N

%

N

%

Contusion of face, scalp, and
neck except eye

1639 17.17 Contusion of lower limb and 916 13.34 Other symptoms involving abdomen and pelvis 2463 9.65
of other and unspecified sites

Contusion of upper limb

1143 11.97 Contusion of upper limb

Contusion of lower limb and
of other and unspecified sites

977 10.23 Sprains and strains of other
665 9.68 Anxiety, dissociative and somatoform disorders
and unspecified parts of back

1242 4.86

Complications of medical
care, not elsewhere classified

648

6.79 Other disorders of cervical
region

425 6.19 Normal pregnancy

1228 4.81

Contusion of trunk

557

5.83 Complications of medical
care, not elsewhere classified

356 5.18 General symptoms

981 3.84

Anxiety, dissociative and
somatoform disorders

481

5.04 Contusion of face, scalp, and
neck except eye

354 5.15 Symptoms involving respiratory system and
other chest symptoms

605 2.37

Concussion

345

3.61 Sprains and strains of ankle
and foot

323 4.70 Symptoms involving urinary system

575 2.25

Sprains and strains of other
and unspecified parts of back

315

3.30 Contusion of trunk

272 3.96 Other and unspecified disorders of back

519 2.03

Other disorders of cervical
region

294

3.08 Open wound of finger(s)

161 2.34 Hemorrhage in early pregnancy

509 1.99

Other open wound of head

249

2.61 Injury, other and unspecified

137 1.99 Disorders of menstruation and other abnormal
bleeding from female genital tract

499 1.95

Fracture of face bones

191

2.00 Sprains and strains of knee
and leg

107 1.56 Disorders of conjunctiva

383 1.50

Other disorders of soft tissues

115

1.20 Other open wound of head

96

1.40 Other indications for care or intervention
related to labor and delivery, not elsewhere
classified

362 1.42

Late effects of injuries to skin
and subcutaneous tissues

107

1.12 Sprains and strains of wrist
and hand

95

1.38 Cystitis

357 1.40

Contusion of eye and adnexa

107

1.12 Other and unspecified
disorders of back

77

1.12 Early or threatened labor

337 1.32

2003–2008, Lazio region, Italy.

781 11.37 Complications of medical care, not elsewhere
classified

2026 7.93
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related to the respiratory tract (4.3%), menstrual and
genital tract disorders (3.0%), and other problems mainly
related to pregnancy or gynecological problems, urinary
and respiratory system disorders.
We found that among women VV, the 23% of the ED
visits were caused by intentional injury, the 16.4% by unintentional injury and the 61% by other clinical causes,
while among women included in the control sample the
91% of the ED visits were to by attributed to other clinical causes, mainly related to their condition (pregnancy,
labor, delivery), while the remaining 9% were caused by
unintentional injuries (data not shown).

Discussion
To our knowledge, this is one of the first populationbased study on Violence against women carried out in 60
ED departments of a wide regional area. Our analysis reveals high prevalence of women visiting the ED because
they are victims of violence. Eighty percent of them visited
the ED more than once before the index visit for other unintentional injuries and for other reasons. New cases during the study period represent 10.7 per 10.000 inhabitants.
We compared the number of ED visits of women VV with
a those of a sample of “healthy” women and we found that
women VV visited the ED more frequently. If we assume
that the control sample was selected because women in it
were all pregnant in 2008, and for this reason we assume
that they needed health checks by the hospital and the ED
compared with the general population, we can suppose
that the difference in ED utilization among women VV
and general population would be even larger.
Our study has some limitations. It is possible we
overestimated prevalence and incidence because we could
include only the resident population in the denominator,
while it is possible that ED patients may be women temporarily present, in Italy or illegal immigrants. Nonetheless, if we suppose that all the non-resident women are all
clandestine and we recalculate the prevalence including
only resident foreign women in the numerator we find
that prevalence is significantly higher in this group than in
Italian women.
Another limitation of this study is the use of ICD 9 CM
codes for the identification of cases, which could not correctly classify cases of violence. However, in order to ascertain the validity of this method we used a record
linkage procedure to observe the previous history of
women. It seems that we effectively we discovered a group
of women at high risk of repeat ED utilization.
We are not able to distinguish domestic violence from
other forms of violence and we know nothing about the
dynamics of the event, we also do not know the patient’s
marital status because the information is not present in
our archive.
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In our study ED visits for intentional injuries are usually
classified as “non urgent”, in case of sexual abuse shows
that non-urgent triage code was assigned in 71.2% of these
visits, indicating that poor attention is given to this phenomenon by the ED staff.
The prevalence of ED visits for violent episodes in
women is higher among young and among foreign
women. Risk factors of violence victims as reported in
the literature are: youth, being pregnant or with young
children, being separated or divorced, or lack of stable
employment [23,24]. Other risk factors are a history of
childhood violence, and alcohol and drug abuse in
woman or partner [25].
We used a retrospective approach to consider the history of injury from violence and to identify diagnoses for
“suspected violence”.
We found that 80% of our cohort has repeatedly visited the ED, and that diagnoses attributed to previous
ED visits are similar to those attributed to violence in
case of “unintentional” injuries. Diagnoses assigned to
previous ED visits are of disorders found in literature to
be frequent in abused women. There’s a body of evidence that suggests that women with a history of violence have poorer overall health and short and long
term outcomes [13-20]. We found that diagnoses prior
to the index visit were often related to gastrointestinal,
genital, pregnancy disorders or to anxiety.
Another study showed that there are fewer women
with physical injuries who visit the ED care than those
who seek medical care for consequent to violence disorders as anxiety attacks, pain and depression [21].
For all these reasons one would expect female VV to be
frequent visitors to emergency departments [3] In our
study in a six-year period the average number of ED visits
is 5.0. Another study in the US on intimate partner violence cases found that in a three-year period the median
number of visits was four [26]. In our study we found that
mean number of ED visits increases with time. We can assume that some of these victims try to find help from
health service several times before reporting the fact. The
response of health services to victims is sometimes to
deny the problem [12]. Often battered women in the presence of a physician deny that the injury is intentional and
explain them as the result of “a fall down the stairs”, and
this version of events is accepted [27]. Healthcare professionals should be trained for early recognition and support
of victims of violence, especially considering that the violence is associated to a variety of health problems. The use
of protocols for identifying and treating victims of abuse
has been found to increase the identification of victims by
physicians [28].
Sometimes medical and nursing staff who work in A&Es
and EDs lack the technical, professional and social/psychological training to successfully manage victims of violence.
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This scarcity in training together with a work context
where too often protocols for the management of victims
of violence are nonexistent - protocols which should be
established, shared and implemented by the senior managers and chief physicians of the facilities [8-10]. This situation is unfortunately widespread at A&Es and EDs both
within the city of Rome and its suburbs. Furthermore, in
spite of the methodology of the Lazio Triage Model (LTM)
[Gruppo “Triage Lazio” e Laziosanità 2007], which was
designed to protect possible and probable victims of violence, by assigning red or yellow codes to ensure priority of
treatment, regardless of whether the violence is overt
or suspected and independent of whether their vital
functions have been compromised, the triage nurses
tend to underestimate these patients, as our results
clearly show. This is proof of the enormous scarcity in
sensibility and attention to this problem from the
health care professionals themselves and the health authorities more generally.

Conclusions
Our study identified a vulnerable group of the population that requires particular attention from health care
services. ED is important, as it is where these women
seek care and it can play a relevant role in prevention
and detection of cases. The use of ED protocols for the
identification and the treatment of the victims can decrease the number of hidden cases.
In the view of the authors, and supported by national
and international experience reported in the research literature, this situation could improve through the constitution of a group of experts, doctors and nurses,
working in the field of emergency treatment in the Lazio
Region, who in collaboration with the relevant institutions, in particular the Agency Public Health, should
create: a) a unique protocol for the management of victims of abuse to be implemented in all A&Es and EDs in
the region; b) training courses, in collaboration with voluntary organizations and experts in the field, for all staff
working in critical areas with periodical re-training; c) a
register of victims (data collection for active monitoring
and quality control); d) a network of assistance for victims after hospital discharge to be organized in collaboration with NGOs against violence in the Lazio region.
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