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Introduction
_ A Feminist Perspective on Health in Times of COVID-19

This publication brings together the papers of the IV Congress for the Eradication of Gender 

Violence from Social and Health Services, held from 30 November to 3 December 2000, in the 

midst of the COVID-19 pandemic. It is for this reason that the presentations tend to deal with 

the subject of the health crisis and refer to the important impact of gender. The aim of this 

publication is to broaden awareness of the critical analyses and proposals for transformation 

put forth during the Congress, in this way advancing in the inclusion of a feminist perspective 

in social and health services in Catalonia; it also seeks to raise awareness amongst the gene-

ral population of the need to transform and improve systems dedicated to providing care for 

women suffering from gender-based violence. 

This space of reflection was organised by Associació Hèlia, together with colleagues from 

the Sindicat d’Estudiants dels Països Catalans [Student Union of the Catalan Countries], the 

Clínic Campus of the University of Barcelona (SEPC UB Clínic), the Intra-Family and Gender 

Violence Commission of Hospital Clínic de Barcelona, the Centre d’Anàlisi i Programes Sani-

taris [Health Analysis and Programmes Centre] (CAPS) and the Xarxa de Dones per la Salut 

[Women for Health Network]. The Congress benefitted from the collaboration of the Health 

Work Committees (HWC) of Palestine and the University of Barcelona, with the support of Bar-

celona City Hall and the Catalan Agency for Development Cooperation of the Government of 

Catalonia.  

The four congresses held to date, as well as this publication, were inspired by the practices 

of our Palestinian colleagues at the HWC, who we have worked with since 2015. This orga-

nisation heads up hospitals and clinics in the West Bank and has, for many years, implemen-

ted mandatory training in gender and in the detection of gender-based violence, conceived 

for all its professionals. In this way, personnel in health, social care and administration at the 

HWC become key individuals in the detection of gender-based violence and the accompani-

ment of those surviving it. In 2015, during a visit to Barcelona, the professionals of the HWC 

suggested to us that we initiate a similar process in Catalonia to move towards a feminist 

approach to health and improvement in the detection of gender-based violence along with 
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support for its survivors. As a result of this exchange, in 2016 we organised the I Congress for 

the Eradication of Gender Violence from Social and Health Services. 

Currently in Catalonia there is no formal, systematised, mandatory training from a gen-

der perspective for professionals in social and health services, whether in university pro- 

grammes or in working environments. For this reason, we consider it to be essential to create 

informational spaces and materials, such as this publication, to fill the gap. We present these 

documents with the hope that universities and working contexts affecting social workers and 

healthcare professionals might draw from them and include them when training from a trans-

formative, feminist perspective.



Session 1

GLOBAL ANALYSIS AND FEMINIST RESPONSES 
TO THE COVID-19 CRISIS

The Congress opened with a session that presented a global vision of the gender impact of 

the crisis brought on by the pandemic, featuring an inaugural lecture from our companions 

from the Health Work Committees (HWC), who shared with us the current situation in Pales-

tine and their response strategies. The lecture also analysed the impacts of the crisis on the 

rights of women worldwide and the feminist responses being proposed and articulated.

_Shatha Odeh

_Carme Valls Llobet
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The Role of Social and Health Services in Combatting 
Gender Violence

Shatha Odeh 
_ General Director of the Health Work Committees, Palestine

Abstract

This study reviews the capacity of the Palestinian health sector in terms of the response to 

victims of gender violence from the Health Work Committees. Highlights are the importance 

of the health sector and the integration of its services as a starting point in violence detection, 

the bolstering of the methodology of prevention through education and individual and com-

munity awareness, and the importance of communication when it comes to combatting this 

kind of violence. The particularity of the Palestinian conflict is also emphasised, including the 

role of the health sector and particularly primary care in intervention and treatment, referral 

to competent authorities, and integration with various employment, social and psychological 

sectors, as well as social welfare services and the police. On the other hand, this study pro-

vides indicators of general violence and gender violence in particular in Palestine. It reflects 

the impact of COVID-19 on the phenomenon of violence, the socioeconomic changes it has 

brought about and the response mechanism of health institutions in attending battered wo-

men during the coronavirus pandemic. The document ends with a set of challenges, conclu-

sions and recommendations.
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_ The peculiarity of the Palestinian context

The Palestinian people suffer from colonial occupation and confront political violence daily 

in the form of practices that include assassinations and abuse at military controls, restrictions 

on movement, the demolition of housing, confiscation of lands, annexation policies, the ex-

pansion of settlements and violations committed by settlers. The exposure of the Palestinian 

people to these forms of violence is reflected in social relationships and in high degrees of 

tension and gender violence, which has been confirmed by several local and international 

reports.

Within the context of Palestinian political reality, there is the case of women and younger 

females, before and during the pandemic, who were exposed to a combination of violence in 

a variety of contexts. On the one hand, there is the violence of the Israeli occupation; on the 

other, the social violence caused by patriarchal systems and structures, a social system that 

is a reflection of a balance of power favouring men. This is further reinforced by a patriarchal 

culture, as well as laws and regulations handed down from previous eras, which are discri-

minatory, reinforce stereotyped female roles and do not take into account women’s rights or 

those of pre-adult females. In summary, we are dealing with a patriarchal culture that reinfor-

ces female marginalisation and violence against women, ignoring gender equality.

In the Palestinian context, there is a specific peculiarity that limits the immediate response of 

victims of gender violence: the 1993 Oslo Accords divided the West Bank into three different 

areas: Area A, under the control of the Palestinian Authority; Area B, subject to joint control by 

the Palestinian Authority and Israel; and Area C, which constitute 62% of the West Bank and 

are subject to the authority of the Israeli occupation forces. Besides this, Hebron is divided 

into two parts, known as H1 and H2, with one part under Palestinian control and the other 

under Israeli control. These divisions, specifically in the areas subject to the control of the 

Israeli authorities, mean that certain difficulties may arise when it comes to providing services 

to residents, including health, social and police services. Therefore, apart from being exposed 

to violence, Palestinian men and women have enormous difficulties to ensure ready and con-

venient access to services, and within a reasonable time frame.
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Studies and reports analysing phenomena of violence show that aggression towards women 

is the most widespread, constituting a serious violation of human rights, independently of 

when, where or how it occurs. The various forms of violence exercised against women can 

have many negative consequences for their health and the health of their children. Violence 

against women can cause serious injury and health problems of a physical, psychological, 

sexual and reproductive nature, including sexually transmitted infections, HIV and unwanted 

pregnancies. Its effects are long-lasting, and in extreme cases violence against women could 

lead to death. 

Social (and gender) violence is considered a public health problem, and its conditions are 

aggravated in emergency circumstances (disasters, wars, conflicts, epidemics). It is a gene-

ral problem, and not just a family or personal concern, as it requires the attention of States 

and their institutions and infrastructures, including hospitals, police services, the judiciary, 

orientation services and safe houses. It should be considered a public question touching on 

all people in all sectors, quite apart from the sectors dedicated to health, social services and 

policing. For this reason, the health sector must advance its team and personal infrastructures 

so as to heighten recognition and the importance of improving preparation within the me-

chanisms of care, treatment and support for battered women, applying a holistic perspective 

that might include physical, health, psychological, social and legal aspects, all the while en-

hancing cooperation with other sectors. The mechanism should work in case safe housing, 

police protection or access to legal recourse is required

_ Domestic violence indicators in Palestine, 
and efforts to reduce it, 2019

The estimated Palestinian population in 2020 was 5.2 million, of which women represent 

approximately 49.8%. In 2019, the Palestinian Central Bureau of Statistics conducted a survey 

on domestic violence in Palestine. The most important indicators are as follows:

            29% of women who have been married have suffered from some kind of violence, whe- 

        ther psychological, physical, sexual, social or economic.
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            18% of women have been victims of physical and sexual violence, and 7% have been 

          subject to psychological violence. For all kinds of violence, the rates are higher in the Gaza 

        Strip than in the West Bank. 

          More than half of all women who have been victims of violence have preferred to not 

       speak out (61%); 48% asked the abuser to stop behaving violently, 24% went to parental 

         committees and left home, 1% went to police units or those dedicated to family protection 

     services, and 1.4% went to social centres and feminist psychologists, with 3% going to  

        a lawyer to denounce their case judicially. 

            40% of women who have been married are aware of help centres for battered women, 

        contrasting with 36% awareness amongst those who have never been married. 

             31% of those between the ages of 19 and 64 with disabilities, and who have been mar- 

      ried, have suffered from psychological violence, contrasted with 19% disabled women 

        who have never been married. 

                   8% of all elderly have been subject to some kind of abuse, while 22% have been exposed 

       to healthcare negligence. All indicators of abuse are higher in the case of women, com- 

        pared to men.  

            13% of men have been subject to violence from their spouses, of which 34% has been 

        psychological and 10% physical.

         8% of women who have been married have been subject to cyberbullying or online 

        abuse.

          Palestine continues to support a patriarchal culture related to the preservation of ho- 

      nour.  Women are obliged to maintain this code, and breaking customs and traditions 

        could put their lives in danger. In 2019, the NGO Forum to Combat Violence Against Vio- 

     lence registered the murder of thirty-two women as a consequence of what is called  

        «family honour».

These indicators show us the level of violence Palestinian women are subject to, at rates clo-

se to regional and international indicators. Despite untiring efforts carried out by institutions 

dedicated to civil society and women’s right, along with the work of organisations working in 

human rights and other official organisms, the indicators are nonetheless high and reflect a 

cultural and social system in need of change.
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Amongst the most notable efforts and achievements in reducing gender-based violence are 

the following:

1. Approval in 2013 of the Law for the National System of Referrals, to attend battered women 

in sectors dedicated to health, social services and policing. The organisation of Health Work 

Committees had an important role in the creation of the protocols adapted by the system, 

especially in the area of health.

2. Establishment of safe houses for women with the goal of protecting them for prolonged 

periods, and other homes for emergency periods. Along with this, there was the creation of 

safe houses for mothers with children for periods up to one year, where besides basic servi-

ces and a place to sleep they are offered rehabilitation, integration and the search for new 

employment opportunities. There are also various emergency residences, family and juvenile 

protection units within the police forces and qualified police units trained to deal with batte-

red women. Organisations and institutions in civil society have played an important role in 

encouraging changes in this area, as well as in the training of their personnel. Meanwhile, the 

Health Work Committees organisation signed an agreement with the Family Protection Units, 

with the aim of encouraging case referrals.

3. Drafting of proposals for laws to protect families from violence, with revision by and colla-

boration with civil society and Ministries such as Women’s Affairs and Social Development. 

Broadly-supported campaigns are underway in support of their approval.

4. In the context of the alliance between civil society and related Ministries, led by the Ministry 

for Women’s Affairs, a national plan was drafted to work against gender violence for a period 

of seven years, with the programme ending in 2022. Further achievements have not been 

referred to in this presentation.

_ The Impact of COVID-19 on women, with a focus on violence

Ever since COVID-19 appeared, the adoption of measures to limit its propagation, especially 

full closure and quarantine, have affected various aspects of life, including of an economic, 
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social and educational nature, both in terms of continuity and frequency of application. Va-

rious reports, studies and information sheets have compiled the effects of COVID-19 on the 

lives of women, which in many countries confirm that the frequency of violence against wo-

men has increased during the period the virus has spread. This has been the case in China, 

Great Britain, the USA and many other places, including Palestine: the majority of institutions 

working in combatting violence have pointed to an increase in the number of cases of gen-

der-related violence. Various reports and studies have been compiled on a number of fac-

tors contributing to the rise of violence and the denial of services for women. These are sum- 

marised here:

         Closure and loss of social contact and social relationships constituting protection and 

      support for battered women. 

                Difficulty in access to health or police services for women, due to closures and restrictions 

     on movement. 

             Increased tension, anxiety and fear of getting infected if leaving home, taking away from 

      women the possibility of seeking help or gaining access to services. 

         Loss of employment, unemployment, poverty and its deepening, creating conflict and  

   disagreement concerning the provision of basic necessities for the family, leading to  

      an increase in violence.  

       Increased pressure and workload on women at home, including cleaning, caring for 

      children (with schools closed) and the rest of the family, and the constant presence of the 

      aggressor (the husband), all being factors accentuating the frequency of violence. 

         The aggressor taking advantage of confinement and quarantine to impose his control  

    and power on the woman at home, reducing her communication with relatives, friends 

      and institutions that might help and protect her against violence, including when it comes 

      to official organisms and the police.  

      Reduction in the supply of services in assistance and protection that were available 

      before COVID-19, for reason of closure and quarantine, and lack of a safety line on the part 

   of the police. Centres for protection and refuge were not prepared to receive battered  

      women, given that they did not have rooms ready in case of the need to isolate. 
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_ Role of the health sector and the Health Work Committees 
as a model in combatting violence, before and during 
the period of the COVID-19 pandemic

In 2013, the Health Work Committees participated as non-governmental organisations wor-

king in health and development in the adoption of policies to combat gender violence wi-

thin organisations. They took on an important role within the health sector and entered into 

the national referral system, which was later approved by law. The organisation defends the 

importance of communication and encourages research through treatment, psycho-social 

support, the remission of cases to the competent authorities (such as the police and social 

protection units), and the passing of accords. As a result, they worked in the training and ca-

pacitation of their teams, especially in health programmes for women and with personnel in 

clinics. They also set up a computerised system and data programme on all cases of violence 

uncovered, including the type of violence and mechanisms for intervention. The organisation 

has also included the question of gender violence in the programme for community health 

and education, and has developed all necessary tools, mechanism and materials.

In this way, the organisation has intervened publicly through its health centres. This in-

volves as many as fourteen centres and thirty-two activities and workshops, prepared 

for attention through a mobile clinic that strives to be the starting point for the detection 

of cases of violence, specifically within the programme of sexual and reproductive heal-

th. Experience has proven the success of this tactic, as visiting a health centre is consi-

dered to be socially acceptable.

In carrying out its work, the organisation set up three specialised centres for battered women 

that offer integrated reproductive, sexual, social, psychological and legal assistance, along 

with education, entertainment, sport and physiotherapy. These centres are called Ishraqa, 

and their aim is to encourage hope for a new quality life; they are safe spaces for women. In 

turn, consultative committees have been set up from out of the local community, with the parti-

cipation of civil organisations, the police, governance, municipalities and organisms affiliated 

to government ministries, with the aim of carrying out the work of these centres, promoting 

and protecting them as well as bolstering their legitimacy within the given local community. 
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Training has been offered for volunteer women, youth groups and influential community lea-

ders, with the goal of preparing them to promote education and broadcast messages against 

the culture of violence and in favour of the advancement of equality and justice.

Emphasis should be made of the support offered by Associació Hèlia, our partners since 

2017. This organisation has had the merit of supporting the Ishraqa centres, and more spe-

cifically the Ishraqa South Center in the Old City of Hebron. It has supported the coverage of 

health and social services (and the promotion of sport), as well as training healthcare workers 

and young people whose goal is to work in reproductive health and against violence. It has 

also accompanied pioneer volunteers, training them in working against violence in their com-

munities. 

The organisation’s efforts in working against violence have continued during the COVID-19 

pandemic, although with a change in operative mechanisms due to quarantine and confine-

ment. Serious investment has been made in social networks and WhatsApp through the pro-

duction of videos focused on education, support and treatment mechanisms, amongst other 

subjects, with the aim of offering ongoing orientation and communication. Telephone lines 

have also been set up for the support and orientation of battered women, disabled women 

or those with health problems. The organisation conducts a quick evaluation by telephone 

to find out the needs of women and organise the distribution and supply of help packages. 

After the gradual return of educational centres procedures favouring separation and against 

crowding have been upheld, thus reducing the number of participants in training sessions, 

encounters and individual sessions with battered women, amongst other measures. Further-

more, a set of methods related to COVID-19 awareness has been prepared.

_ Conclusions and recommendations

In function of what has here been presented, the organisation can confirm the importance 

of the health sector in working against and reducing violence. There are many health ins-

titutions, characterised by a great diversity, spread out all over the country. In turn, it is the 

responsibility of these institutions, whether private or public, to consider violence in terms of 
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public health, a strategic starting point in uncovering cases of violence, halting the increase 

in its frequency and breaking existing silence regarding its existence and propagation. Per-

sonnel on the ground offer services through training, healthcare and community activities.  

For this reason, we find there is a need to activate the national system of referrals and atten-

tion mechanisms for battered women in the health sector, so that its application might be 

obligatory for all health organisations in both the public and private sectors, keeping in mind 

that the implementation of this system is still underdeveloped. 

On the other hand, it is necessary to enable health personnel to carry out tasks of detection 

of cases of gender-based violence and combat it, as an important and fundamental strate-

gy for the success of any action taken. Emphasis should be put on the development of the 

attitudes of those providing health services addressing violence, and on the importance of 

applying ethics when it comes to confidentiality of information and privacy. The inclusion of 

health specialisations, and others in psychology, social services, law and entertainment for 

teamwork and within safe spaces, also has positive repercussions for women. In this way, it 

is essential to be able to count on an integrated service prepared to protect women’s privacy 

while advancing understanding of their needs and overall progress.

Constancy and continuity are required for this practical focus, along with the strengthening 

of a variety of resources to ensure implementation. The success of the Ishraqa model has de-

monstrated the need to find more openings in health centres in upcoming years. 

Violence exercised against women is still present in a culture that tolerates it, a culture that 

tends to seek solutions inside the family and clan, while showing itself reluctant to recur to 

institutions, judicial power or the police, amongst others. This is one of the greatest challen-

ges pending, since there is a scarcity of solutions in this area for women, while in most cases 

their rights are infringed upon. It is necessary to promote and pass laws to protect women 

that are fair to them. It is especially urgent to encourage the protection of the family against 

gender violence. Justice and police organisms need to strengthen their infrastructures and 

be more functional and sensitive with battered women, dealing with their needs in a way that 

might raise their trust in such infrastructures.
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There is no question that the occupation and its consequences are factors that influence fe-

male vulnerability, promoting political violence and favouring the increase of domestic vio-

lence. For this reason, the end of the occupation is essential for these problems to be solved. 

Marginal and remote areas classified under the control of the Israeli authorities generally lack 

services, as the official authorities are not authorised to set them up, and the result is that civil 

society is put under even greater pressure.

The experience of offering services to battered women in the Old City of Hebron has been 

successful and popular, despite all kinds of challenges and difficulties arising from the lack of 

institutional support and of quality, integrated services for women in this region. 

The deterioration of the economic situation and its exacerbation during the coronavirus pan-

demic are factors that have heightened tensions in family relationships and increased rates 

of violence. This is in part the result of an incapacity to correctly deal with the needs derived 

from the pandemic. Economic empowerment is key for survivors of gender violence, as is 

rehabilitation, which must be focused on helping them become producers and independent 

individuals able to make their own decisions. For this reason, the strategy of combatting 

violence should be included in all services. This is what we hope to work on in the Ishraqa 

centres as a result of need and experience, although for this to happen further support and 

resources will be required. 
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Impact of the COVID-19 Pandemic 
on Women’s Health 

Carme Valls Llobet 
_ Doctor. Director of the programme Dones, Salut i Qualitat de Vida (Women, Health and 

Quality of Life) of the Centre d’Anàlisis i Programes Sanitaris (Centre for Analysis and Health 

Programmes) (CAPS)

Abstract

Studies of the COVID-19 pandemic demonstrate growing inequality between men and women 

and a regression in health rights for women around the world. There has also been a decli-

ne in medical research differentiating sex and analysed from a gender perspective. Specific  

public policies will be required to revert the negative effects of the pandemic.
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«In twenty-five days of the coronavirus pandemic, 
twenty-five years have been lost when it comes to 
women’s health rights.»

                                     Anita Bhatia, Deputy Executive General of UN Women (30 October 2020)

Women’s health is not only affected by life and work conditions, but also by biological, psy-

chological, social and environmental differences. These differences have led to consequen-

ces in morbidity and mortality that medicine has obscured, since men have always been con-

sidered the standard. Since the 1995 Beijing Conference and the First Congress on Women, 

Health, and Work in 1996, women’s health rights have been defended in various forums and 

have slowly been included in the health sciences. We are not speaking only of sexual and 

reproductive health, but of the right of women to improved health care taking differences into 

account, while not medicalising mental health or any other of the natural events taking place 

in women’s lives, from adolescence with menstruation and its alterations, to pregnancy and 

menopause.

Nevertheless, the COVID-19 pandemic has appeared in all countries of the world, and the 

UN Secretary General himself, Antonio Guterres, in his speech before the General Assembly, 

emphasised that «if we do not act now, COVID-19 could wipe out a generation of fragile pro-

gress towards gender equality».

Many setbacks have been observed since the beginning of the pandemic: in the field of the 

differential visibility of morbidity and mortality for women and men; in a rise in cases of vio-

lence towards women; in decreased access to education; in the rising importance of care 

work, which has been weakened as remunerated employment; in growing poverty, with an 

increasingly female face. 

The only demonstrated difference that has yet to be adequately evaluated is intrahospital 

mortality, with an average of 60% of deaths corresponding to men and 40% to women. Howe-

ver, these figures do not reflect the entire reality: they do not take into account the fact that 
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women have been made invisible by COVID-19 in care homes for the elderly, whose residents 

are mostly women; nor do they consider undiagnosed deaths before arriving to hospital, as 

occurs with cardiovascular pathologies and heart attacks, as analysed by Dr Teresa Ruiz Can-

tero for the Sociedad Española de Salud Pública (SESPAS).

In more thorough studies of the question of death rates per 100,000 inhabitants, differen-

ces have been demonstrated in mortality from the age of 30 to 80, where the rate is only 

slightly higher amongst men, while nevertheless remaining high for women in this age span, 

according to data from the Spanish Ministry of Health. It is after the age of 80 that mortality 

amongst males increases dramatically. Still, when studying excess mortality with regards to 

the previous year, referring to data which includes deaths that have not been attributed to 

SARS-CoV-2, we find that total mortality is higher amongst women. Studies are underway to 

determine if the differences in mortality should be attributed to differences in ACE, the angio-

tensin-converting enzyme, found at higher levels in women than men, although this could 

be a two-edged sword. On the one hand, the virus is inserted in its receptor to bring about 

infection in the lungs and other parts of the body; on the other hand, ACE-2, angiotensin-con-

verting enzyme 2, which is its subproduct, has anti-inflammatory effects, which would explain 

the less complications in pneumonias and a lower rate of UCU admissions amongst women. 

There is also an evident gap when it comes to health professionals. Studies are being carried 

out on the 7000 deaths from amongst healthcare workers, where women accounted for three 

quarters of all deceased. Further, 75% of health professionals are women, with very low wa-

ges and more precarious employment conditions. Special prevention and protection plans 

will be necessary for workers in the health system, given that the pandemic will continue. 

Consideration has not yet been made regarding possible differences when it comes to con-

sequences for the health of those who have already been infected by COVID-19: fatigue; 

generalised muscle pain; mobility difficulties; and respiratory problems. Associations have 

been founded in Spain of people who have been affected by the disease and are showing 

aftereffects. These groups are calling for the Ministry of Health to set up special units to follow 

up on the long-term effects seen in those who have suffered from the SARS-CoV-2 virus. The 

Sociedad Española de Médicos Generales1 has carried out a survey amongst those who have

1 Redacción Médica, 15 September 2020.
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had the illness, whose results indicate that 81% of women, at an average age of 44, still des-

cribe symptoms for the four months following. 

Nonetheless, for women who have not had the illness, working conditions which could be 

the cause of stress have increased dramatically, as they are required to simultaneously fulfil 

their obligations throughout the entire day. As observed by María Ángeles Durán, Professor of 

Sociology and a researcher at the CSIC, «this crisis is being saved by what happens at home, 

once again. Homes have become clinics, schools, restaurants, leisure points, offices and 

day-care centres». Women have played a majority role in the general administration of the 

multidisciplinary centres that families have been converted into, often working from home as 

well, putting their backs and bodies on the line. It should not surprise us that this unprece-

dented overload has also had repercussions on mental health. 

In a study led by the University of the Basque Country, with the collaboration of universities 

in Barcelona, Murcia, Elche and Granada, as well as the Universidad Nacional de Educación 

a Distancia, we observe that the psychological impact of the pandemic has been greater 

amongst women of all ages. The study shows women have suffered from a greater loss of 

confidence, optimism, vitality and energy than men. States of anxiety, mood swings and irrita-

bility are shown to be higher amongst women. 

The pandemic and obligatory confinement have increased the number of cases and episo-

des of physical, sexual and psychological violence. During the state of emergency in Spain, 

requests for support from victims of gender-based violence increased 57.9% from the pre-

vious year, reaching a total of 29,700 total cases. The rise in calls to the 016 helpline was 

41.4%, and online consultations increased by 457.9% in comparison to 2019.2 Nonetheless, 

this increase has been seen in all countries of the world where confinement has been imple-

mented, when data already indicated that one in five women in the world had been victims of 

violence in the previous year.3 

2 Instituto de la Mujer, Ministry of Equality, Spain.
3 UN Women, 1 October 2020.
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New forms of gender violence are on the rise in the world. Thousands of girls in Asia are for-

ced into marriages by their families, or find themselves in desperate circumstances due to the 

rise in poverty caused by the pandemic. Forced marriage amongst girls was already frequent 

in Indonesia, India, Pakistan and Vietnam, yet statistics were falling due to the efforts of NGOs 

like Girls not Brides, which has expressed its dismay through the words of its Asia head, Shipra 

Jha: «everything we have accomplished in the last decade is about to be lost». The United 

Nations estimates that some twelve million girls are forced to marry before the age of 18, and 

that this figure has been on the rise during the pandemic. 

The regression caused by the pandemic when it comes to advances in education and em-

ployment for women has been analysed by ISGlobal (Sheila Fernández-Luis and her collabo-

rators), in a document that address the impact of COVID-19 on women. This document puts 

forth proposals to close the gender gap that has been seen to be widening the world over. 

One of the global proposals recommends that «methods ensuring the leadership and contri-

butions of women should be found at the core of resilience and recovery». Years of education 

of girls who are now adolescents should not be lost, and governments must put women and 

girls at the centre of their recovery efforts. 

According to UN Women, the WHO and Women in Global Health, while 75% of health workers 

are women and 25% men, there is a contrasting proportion amongst members of the WHO 

emergency committee for COVID-19, with 76% men and only 24% women.

This is the same situation in the political sphere: according to the Inter-Parliamentary Union of 

the UN, only 10 of 152 elected heads of state are women, while men represent 75% of parlia-

mentarians and 76% of those appearing in leading media outlets. This is even more evident 

when it comes to unequal visibility in the media when it comes to expertise. According to 

data from February 2020, published by Women in Global Health, for every three men cited 

in the world during the media coverage of the coronavirus, only one woman was referred 

to. Leaders in training, experts in education and economists have warned governments and 

the World Bank that they must guarantee that the presence of coronavirus does not wipe out 

«a COVID generation, stealing away its possibilities for education and for equal life oppor- 

tunities». 
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_ Conclusion

All public policies transitioning for the new normal, the prevention of future crises and 

post-pandemic recovery plans should keep in mind the differences, inequality and inequities 

between women and men—in effect, the gender gap—as a key step towards reducing the 

consequences of this gap on health and improving the lives and working conditions of wo-

men and men in the future. 



Session 2

GENDER-BASED VIOLENCE AND SEXUAL AND 
REPRODUCTIVE RIGHTS DURING THE PANDEMIC

What has occurred with gender-based violence during the pandemic? Are we mo-

ving backwards when it comes to women’s rights? How are we responding to these 

circumstances? This session addressed these issues and offered a broad vision of 

the current situation, with the aim of raising awareness of the fact that even though 

the world has stalled, gender-based violence has not only continued but has increa-

sed, making it even more necessary to combat against it.

_Almudena Rodríguez Garcia 

_Lluïsa Garcia-Esteve 

_Nahxeli Beas

_Pilar Babi Rourera
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Gender-Based Violence and Sexual and 
Reproductive Rights in Times of Pandemic
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As the global COVID-19 pandemic grew in intensity, we were witness to the specific impact 

it had on the sexual and reproductive health rights of women and LGTBIQ+ people. With the 

rise of the pandemic, previously existing barriers limiting access to sexual and reproductive 

health services were fortified, compromising their availability the world over.  

The infringement of sexual and reproductive health rights is one of the many forms of gen-

der-based violence, all of which are unified under the factor of institutional violence, carried 

out directly by states, or else indirectly through their legal, health and other agents.

Ever since the COVID-19 pandemic broke out, we have been witnesses to how this institutio-

nal violence has been exacerbated. 

The response of governments and institutions to the COVID-19 crisis has focused on con-

trolling the pandemic and treating those infected. This has cruelly demonstrated the need 

for universal healthcare as a foundational pillar for an efficient healthcare system and a just 

society.  

Faced with a scarcity of means and resources to deal with the pandemic, in many countries 

the majority of healthcare professionals have been diverted from their habitual tasks to attend 

to and control the crisis. As a consequence, specialised services in attention to sexual and 

reproductive health have been closed, or else their activity has been diminished in various 

degrees of intensity.  

Measures restricting movement and the confinement of the population have even more sharply 

exacerbated existing barriers to those seeking attention for questions related to sexual and 

reproductive health. As a consequence, many women have not been able to get access to 

emergency oral contraceptives nor exercise their right to abort, either because their mobility 

was restricted or in avoiding infection by the virus, which could occur in the case of having to 

travel a certain distance to access such resources.

We have seen that in many places, restrictive measures were imposed on the right to abort. 

For example, in the US states of Ohio and Texas, the right to abort was prohibited while the 
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crisis lasted. Around the world, including in Spain, fundamentalists and those opposing abor-

tion rights have called for the cancellation of these services, or that health clinics qualified to 

perform abortions have their services shifted to attention to those ill with COVID-19. In this 

way, some have taken advantage of a global crisis to impose an ideology based on the denial 

of human rights.

Despite this, we have also seen inspiring and committed initiatives, arising out of the collec-

tive efforts of professionals and those actively working for sexual and reproductive rights, as 

they strive to respond to women’s vital necessities. This is the case of England, Ireland and 

Scotland, who have approved instructions of an urgent character to allow pharmacologic 

abortions at home, assisted and accompanied by online medicine services. In Catalonia, the 

Ministry of Health has also prepared special regulation to facilitate access to abortion servi-

ces, reducing the number of required visits to a health centre to only one and offering aid 

through online medical services. We have also seen specialised base and community orga-

nisations, association structures and professionals active in sexual and reproductive health 

working daily on the emergency front line, ensuring the entire population has access to these 

services. 

Most likely, the economic, employment and social effects which have been activated with 

the COVID-19 crisis will raise levels of female precariousness and poverty. This will probably 

will mean that there will be even greater need to recur to voluntary interruption of pregnancy 

(VIP). We know that many of the employment sectors most exposed to the virus are domina-

ted by women: domestic and home care workers, health professionals, supermarket workers, 

and so on. This is a high-risk scenario when it comes to catching COVID, and in case of be-

coming ill with the disease we might expect higher rates of women choosing to voluntarily 

interrupt their pregnancies. 

In addition, restrictions on movement, along with punitive measures and sanctions, have 

affected groups that are the most vulnerable and have been stigmatised disproportionately, 

as is the case of transgender people, people living with HIBV and sex workers, who have 

come up against an even more accentuated degree of institutional violence. 



28

As activists and specialised organisations have warned, in many places since the COVID-19 

crisis broke out screening for sexually transmitted diseases has been halted, as it has been 

considered a non-urgent service. Likewise, people living with HIV have seen their access to 

antiretroviral therapy compromised and have had to seek help amongst non-profit associa-

tions to be able to ensure they get their therapy at a nearby hospital. 

Another aspect there should be greater awareness of is the questioning of the provision of 

hormonal treatment for transgender people who so require it, and assistance for the affir-

mation of gender has been suspended in many parts of the planet. Let us not forget that the 

trans community already suffers from intense social stigmatisation, both in general and in the 

health sector. This stigma, taken along with the current state of alarm, the confinement and 

ongoing calls to not collapse hospital services and the system of primary care, leads almost 

certainly to debilitated access to essential hormonal treatment, as well as other key forms of 

care, which was already unstable for this group of people.  

Additionally, international distributors have been concerned about the possible scarcity of 

products in upcoming months, due to the total cancellation of activity in India and the closure 

in place in China, being two of the most important suppliers of contraceptive methods and 

abortion technology. There is concern, therefore, for a massive drop in supply in many coun-

tries, which will especially affect those who have to deal with additional economic problems, 

along with—as is habitual—minority groups in society.

As the United Nations Population Fund has warned: «Supply chains are being impacted by 

the pandemic. The closing of borders and constraints in manufacturers’ delivery flows are 

negatively affecting the import and in-country availability and distribution of contraceptives, 

essential maternal health medicines and other essential medicines including antiretroviral 

(ARV) drugs».4

In a time of health, economic, social and political crisis, such as that we are living in, sexual 

and reproductive health and rights (SRHR) have been directly impacted by concerns derived 

from these circumstances. At the Observatory of Sexual and Reproductive Rights we have 

4 See https://www.unfpa.org/sites/default/files/resource-pdf/COVID-19_Preparedness_and_Response_-_
UNFPA_Interim_Technical_Briefs_Contraceptices_and_Medical_Supplies_23_March.pdf
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continued to receive complaints of infringement of SRHR. These have been used to draft 

our second report,5 conceived with a grounding in intersectional feminisms; its cartography 

made up of complaints from the general population itself, which serves to point to the most 

serious current deficits.

In the year 2020, the Observatory received some one hundred formal complaints, generally 

from the Province of Barcelona, which were received from cis women from the ages of 14 to 

57. Most of the complaints tend to speak of the obstacle courses they have had to go through 

during the period of confinement, especially when it comes to accessing an abortion, obtai-

ning health services without a healthcare card, ensuring urgent contraceptive aid and get-

ting assisted reproduction; cases are also reported of obstetric violence during pregnancy 

and while giving birth as well. The COVID-19 syndemic has pushed the Catalan health system 

to the limit, with its services severely affected by it. This is so much the case that the majority of 

complaints made to the Observatory are related to the healthcare sector: Primary Care Clinics, 

hospitals, sexual and reproductive healthcare centres (known as the ASSIR) and even phar-

macies. Here are just a few of the clear examples that demonstrate that none of these barriers 

have emerged alongside the syndemic: conscientious objection by health professionals in 

the case of access to abortion; impediments from clinical abortion committees to perform 

abortions after 22 weeks gestation; professional disinformation, as seen in phrases like «after 

14 weeks you are not allowed to abort» or «with COVID it is prohibited»; a lack of correct in-

formation, such as the case of only offering information on pharmacological abortion; and the 

lack of accessibility to emergency contraceptives. These circumstances have exponentially 

worsened situations that had previously been identified and were already flagrant infringe-

ments of existing sexual and reproductive health rights.  

During this very difficult 2020, it has been a challenge to implement transformative actions to 

ensure sexual and reproductive health rights. Despite everything, we have not slowed down, 

working together with professionals in sexual and reproductive health care (known as AS-

SIR) and the Catalan Ministry of Health to ensure that abortion referrals can be done virtually, 

broadening accessibility and reducing risk of infection. This measure has been successful 

when it comes to sexual and reproductive health rights during the pandemic, although the 

only parts of Spain where these measures have been put in place are Catalonia and Galicia.

5 See https://drets-sexuals-i-reproductius.lassociacio.org/informe2020/
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During these months, the Observatory has continued to be active. We have given support to 

women forced to travel hundreds of kilometres to get a voluntary interruption of pregnancy, 

with the concomitant fear of becoming infected, breaking measures put in place to regulate 

confinement. We have been witnesses to how institutional violence exercised by the State 

directly has risen, by not categorising the sexual and reproductive health rights of women, 

younger women and LGTBIQ+ people as essential in the first package of measures put into 

place to respond to the crisis. We have seen how demand for voluntary interruption of preg-

nancies rose by 66% in relation to the previous year, at the Centre Jove d’Atenció a les Sexua-

litats (Youth Centre for Attention to Sexualities) (CJAS). We have further seen how restrictions 

on movement, along with punitive measures and sanctions, have a disproportionate effect 

on transgender people, those living with HIV and sex workers. We have accompanied those 

who have come to the Observatory, as well as others who have come to denounce the infrin-

gement of rights. In the midst of these unreal circumstances, we have worked to continue to 

ensure sexual and reproductive rights. We have written manifestos and engaged in political 

activism, sometimes on our own and sometimes with others. Some governments have liste-

ned to us, while others have not even found the time to read what we have to say.

What most concerns us, therefore, is all that confinement has procured to conceal. We have 

seen how the younger and adolescent population has been made invisible during the months 

of confinement, to the point of criminalising or blaming youth from the very start of de- 

escalation of restrictive measures. 

Previous pandemics have demonstrated how the impact of gender and the sexual and racial 

division of labour, pillars of the economic system, seriously worsen the sexual and reproduc-

tive health of women and LGTBIQ+ people. It has likewise been proven that during pandemic 

conditions discriminatory policies increase disproportionately.  

As defenders of sexual and reproductive rights, we call on governments and public ins-

titutions to develop and implement creative measures with adequate resources and funding, 

centred on people and created together with professionals and those actively working for 

sexual and reproductive rights. Only in this way will they be able to ensure all such rights for 

the entire population. 
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The Hospital Clínic is reference point in attending sexual violence in the city of Barcelona for 

those over the age of 16. During 2020, the Intra-Family and Gender Violence Commission of 

the Hospital has continued to work for awareness and to make sexual violence visible, carry- 

ing out a detailed registry of the data and characteristics of sexual aggressions treated. 

During the pandemic, both in phases with greater restrictions and in others less constrained, 

all women arriving to the emergency unit were treated with the full guarantees ensured by 

our action protocol:

From 1 January to 31 October 2020, the emergency service of Hospital Clínic dealt with 260 

sexual aggressions. 90% of those treated were women, and 100% of all aggressions were car-

ried out by men. In 2019 in the same period (1 January to 31 October) there were 396 aggres-

sions treated; therefore, in 2020 the number of individual cases decreased by 34%. 

We have been able to observe that 55% of the women treated have joined the follow-up pro-

gram for prevention and intervention addressing longer-term psychological damage for se-

xually assaulted women, while in 2019 only 32% of those treated joined this programme. The 

programme offers accompaniment and interventions with professionalised, interdisciplinary 

attention (psychiatric, psychological, social work and nursing), with the objective of fully res-

toring the life of the woman in question.  

    We have foreseen and designed COVID-free spaces to apply the protocol, adapting 

spaces and internal circuits of movement. We understand the protocol in overall terms, in-

cluding the participation of all hospital and extra-hospital agents involved. This includes 

the presence of professionals in forensic medicine, which makes it possible to ensure that 

the person is being treated with total security in the reception, preservation and custody 

of evidence, anticipating any possible interest in beginning legal proceedings.

    The assistance guarantees an initial evaluation of COVID risk, and corresponding pre-

cautions and measures are taken by professionals and patients. 

      All interventions by professional teams have followed the same criteria, and the care of 

physical and mental health has been our priority.  

    In the last five years the number of cases treated has risen, reaching a peak of 503 in 

2019.
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Before the decree of the state of emergency in Spain, and specifically during the months of 

January and February 2020, the rise in women treated was similar in percentage to the ten-

dency in recent years. In this way, nearly half of sexual assaults treated were committed befo-

re the state of emergency was declared in Barcelona. It was with the beginning of the state of 

emergency that we observe a drop in all months compared with previous years, and especial- 

ly in the period when the confinement was most restrictive (from 15 March to 17 May). When 

the confinement was lifted, once again our care activity began to rise, although at a lower rate 

than in the same period of the previous year.

In terms of age, almost half of the women treated were younger than 25 years old, that is, one 

of every two women. A total of 9.6% were adolescents from ages 16 to 18.

The results from data obtained show that 62% of women were assaulted in a domestic space, 

understanding this category in broad terms. It could have been the woman’s habitual place 

of residence, that of the partner or former partner, that of a friend, or a flat with an encounter 

with various individuals present. We should not ignore the fact that three of the women trea-

ted during the phases of confinement were living in the street in a situation of homelessness. 

The COVID-19 pandemic we had to face in 2020 has required us to carry out data analysis in 

function of various stages and months, and has allowed us to observe specific characteristics 

for the two collectives of differentiated women: women assaulted by their partners or former 

partners; and younger women between the ages of 16 and 18. We consider that it is impor-

tant to lay out the results, which, once again, could be useful in prevention and when offering 

specific responses to differentiated realities. 

11% of sexual assaults took place in the context of couples (husband, ex-husband, partner 

or former partner of the woman in question). During the state of emergency this percentage 

rose to 18%. Of these women, 81.5% stated their intention to legally denounce the case. With 

regards to the typology of sexual aggression committed under chemical submission, this was 

present in 11% of aggressions by partners and former partners.
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Women assaulted by partners or former partners tend to show signs of having been more 

directly exposed to violence of a physical nature as well as sexual aggression, so that it was 

necessary to intervene to treat injuries (including contusions, wounds, and so on).

In situations of confinement, states of emergency and restrictions on mobility and social en-

counter, exposure to risk of being sexually assaulted is concentrated in the private sphere 

and in clandestine leisure situations. The social factors of protection are reduced or disap- 

pear. Distancing and the lack of a social network for the woman in question bring about greater 

isolation and vulnerability, and the possibilities to be able to receive assistance on the part 

of the community are complicated. At the same time, accessibility to health centres is made 

more difficult. These are relevant factors that impede arrival to emergency services of Hospi-

tal Clínic for some women who have been sexually assaulted.

We should underline the realities we have found during the time of the pandemic, such as the 

fact that during the state of emergency the number of people treated in emergency services 

for sexual violence dropped by 34%, and that during the period of strict confinement atten-

tion for sexual assault of adolescents from the ages of 16 to 18 fell significantly. In this regard, 

we consider it to be appropriate to propose specific actions, such as warning the younger 

population and emphasising the importance of avoiding clandestine encounters in flats and 

other venues.

Further to this, we have observed that during the state of emergency, the group of women se-

xually assaulted on the part of their partners or former partners has risen in comparison to the 

entire period analysed. Private residences are the places where the most sexual assaults have 

occurred, especially during the state of emergency; they have become, more than ever, spaces 

of risk that are «ideal» for perpetrating violence against one’s partner. There are situations 

where separated couples were forced to live together, sharing a residence due to economic 

hardship, with the risk involved, as has been reflected in analysis of the data. Family homes 

have also been the settings for sexual violence in moments when children in shared custody 

were changing between parents, when the spaces prepared with surveillance for precisely 

these situations were closed due to the state of emergency. For this reason, we must seek out 

strategies to offer protection to mothers and children and keep safe spaces open for the deli-

very and pick-up of children, who are indirect victims of gender-based violence in the family.
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AADAS is the Associació d’Assistència a Dones Agredides Sexualment (Association of As-

sistance to Sexually Assaulted Women), an organisation that for more than thirty years has 

accompanied women in Catalonia who are survivors of sexual violence. AADAS works in a 

way that is specialised, free and integrated, acting on the basis of an intersectional feminist 

perspective. What does it mean, however, to accompany in a feminist manner? No doubt this 

could be understood from various points of view. In our case it means understanding violen-

ce from a feminist perspective, where gender-based violence is used as a patriarchal tool of 

domination, abuse and power that seeks to maintain non-hegemonic gender identities in a 

position of subalternity. From this point of view, sexual violence is not a violent expression of 

sexuality, but a sexualised expression of gender-based violence (although it could also be the 

expression of other forms of violence arising from other axes of oppression, such as racism 

and ableism).

These forms of violence are structural and systemic. They do not therefore affect those receiv- 

ing them individually, but are an intrinsic part of the daily experience of bodies that might be 

their object. This framework allows us to focus accompaniment precisely in a way that might 

reverse this intentionality of forms of violence. This is where the goal is to restore the agency 

and empowerment that violence has sought to steal away from those who have been victims 

of it. 

To accomplish this, it is essential for accompaniment to be act of listening. Listening enables 

us to identify needs and put them front and centre, so as to move forward in repairing violen-

ce, which is one of the key objectives of the accompaniment we practice.  

To accompany from the perspective of this feminist way of being, implies eliminating all judge- 

ments about the other from our gaze, deconstructing gender stereotypes with a heavy im-

pact when it comes to sexual violence: stereotypes about sexual aggression, aggressors and 

victims of aggression. This often means, for those aggrieved by violence, to express unders-

tanding of their experience, which is valid however much it might not correspond to these 

stereotypes (as it never does).
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Any aggression received should not be understood as an isolated incident, but as part of 

those forms of violence that operate against all of us who are not in a position of gender privi-

lege (and often as a punishment for having taking up a space of freedom). This banishes guilt 

and the social suspicion of provocation associated with victims of these crimes, and places 

responsibility in the place it corresponds, removing chance as a factor in the decisions the 

aggrieved woman took or could have taken. 

Recognising and evaluating the decisions taken by the woman is very important, and not 

only those taken in the face of violence. Those she may take from a position of agency in the 

recovery process are also important.  An example could be to emphasise the bravery and 

courage involved in the very act of breaking the silence surrounding sexual violence; another 

could be to label the decisions taken by the survivor as an act of self-defence against the vio-

lence experienced (as well as to compensate those aggressions where the woman felt there 

was no possibility to defend herself). 

By having a starting point of specifically recognising whoever suffers violence as a victim, as 

this is the person who has been aggrieved, in turn placing responsibility for the aggression 

on the aggressor, should not imply victimising her. The fact of having been aggrieved does 

not makes us less able to make our own decisions. It does not turn us necessarily into people 

who need guardians, and even less so should we be infantilised.

This is so in relation to sexual violence, but also with regards to other kinds of violence. Keep-

ing in mind the axes of oppression a woman we are accompanying has to move through is 

essential. An example would be preventing institutional violence she would be even more 

exposed to in a racist society, or one that was adult-centric, ableist, classist and so on. Yet this 

cannot mean placing the woman in question into a fixed identity of fragility. A person in the 

course of migrating would be in a situation of vulnerability because of the migratory process 

itself and the racist system it runs up against, yet at the same time this migratory process is 

also characterised by decisions taken, various forms of knowledge and one’s own autonomy. 

Our attention also has to be focused on this.
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A challenge found in accompanying in this way is to overcome the model of assistance based 

on one-directional relationships and colonial hierarchies. We must recognise human vulne-

rability as something that runs through us in various moments and stages of our lives, so as 

to seek to break through that barrier between who can assist and who can only be assisted. 

It is a question of making interdependence a possible positive value so as to convert it, in the 

meantime, into a political tool when up against an individualistic and depredatory system.

By putting myself in the place of the other, knowing that having experienced violence could 

enable us to find a place of complicity, should not serve to cover up the privileges and oppres-

sions all of us are affected by in different ways, depending on where we were born, the colour 

of our skin, our age, our class and so on. The intersectional character of forms of violence 

implies they accumulate, but also that in combination they generate specific spaces of vul-

nerability. The intersectional gaze helps us to understand these specific spaces, in this way 

focusing tasks of accompaniment. To enable this, I do not only have to be able to look at the 

other in all her complexity, but to keep my own privileges in mind. Self-perception can offer 

us many key notions on how I look at others and how others read me.

Together we are stronger. Creating a care network that the person we are accompanying is 

part of allows her to get a greater sense of belonging to a project that goes beyond her own 

path of recovery. This also makes it possible to connect the experience of each woman with 

that of others, so they might find a common ground, a place from where to get involved with 

others, such as when it comes to understanding someone moving on from therapy, in the 

moment of leaving the therapeutic space for other women who are beginning the process or 

accompanying others through volunteer work. 

Taking care of those who care is also fundamental. Our task must be sustainable, and for this 

to occur those of us who are accompanying violence on a day-to-day basis must be put at the 

centre of care, as it is an activity that always leaves emotional residues and often refers to vio-

lent experiences first hand. This means ensuring dignified financing for organisations work- 

ing in this area, which nowadays is non-existent, and for the social recognition of the work we 

do, with the public administration providing support for our infrastructures.
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Inside our organisations, working as a team allows us to take on accompaniment in a way 

that is integrated, interdisciplinary and holistic, sharing workloads and responsibilities, con-

sequently making us stronger. It is important to recognise the work of others and to cooperate 

amongst ourselves, leaving aside more competitive dynamics (both between employees in 

the same entity and by creating feminist networks between diverse entities and collectives), 

with tools like direct communication, supervision, emotional enabling, and so on, and an 

approach to work based on sorority that might enable us to demolish the boss’ house with 

our own instruments.

The aim of all this work in prevention, training and accompanying female survivors on the part 

of feminist entities and collectives is not, and cannot be, just a matter of patching up those 

spaces not covered by public services. Nor can it only involve limiting the consequences of 

violence, including institutional violence. It also must involve ensuring political impact and 

active participation in changing social and political structures which are the cause and con-

sequence of this kind of violence. Here is where we who work in feminist organisations lay 

down our bodies, our energy, our ire and our empathy, pushing political preferences to the 

side and shunning economic or electoral benefits.

As we are not striving for less violence, but seek to eradicate it altogether, we need to move 

forward, supporting and broadening our task from the transforming perspective of intersec-

tional, anti-racist and anti-capitalist feminisms. This is not about band-aids solutions, but 

using detonators. 
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The Care Network is a relational space of encounter and work for people of various servi-

ces dealing with women who have been victims of gender-based violence. Covering all of 

Catalonia, it is articulated through various territorial circuits. Health systems participate in it 

as integrated parts, as well as through referrals between various disciplines and resources. 

Although we have advanced in the last twenty-five years, there are challenges in organisation 

and training which require improvements.

_ Why is a care network necessary?

We speak of a care network against gender-based violence because we are dealing with struc-

tural violence that affects all women, and of its culture because there is no single resource 

or service able to deal with this question fully, with the goal that women might be able to es-

cape and recover from violence in a relational manner. 

In fact, we know that women who have consistent relational networks (relatives, friendship, 

communities) suffer less from gender-based violence and have more opportunities to get 

away from it. We also know that the loss of significant relationships is one of the consequen-

ces of gender-based violence and that any circumstance that reduces the relational network 

will increase the risk of being subject to it and aggravating its severity.  This is the case both for 

the formal network, made up of professionals, and the informal network, comprised of family, 

friendship and community relationships.
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_ How is the care network organised? 
The Circuit Barcelona against gender-based violence

In the case of the city of Barcelona, we have the Circuit Barcelona against gender-based vio-

lence (CBCV in its original initials). Under the institutional cover of the Barcelona City Hall 

and the Barcelona Health Consortium, the various services and administrations working for 

women subject to gender-based violence have been organised. 

The CBCV has a steering group that takes in proposals and sets out and groups together di-

rectives. The relational work is carried out in the various districts of the city, and there are also 

two annual plenary sessions. My district group is the Sant Martí Circuit, where I participate as 

the representative of my CAP in the area of healthcare. 

To give you an idea, meetings at the Sant Martí Circuit often are called for between twenty-five 

and forty people: police forces (Mossos, the Catalan police force, and Guàrdia Urbana, the city 

police); health services; the district’s social services; municipal prevention services; commu-

nity attention services; professionals from specific services (PIAD and SARA) involving mental 

health care; and, more recently, representatives of the Catalan Ministry of Education.

For me participation in the Circuit has been highly rewarding: the possibility of getting to know 

various services, the occasion to improve relationships with other individuals as well as the re-

sources they represent, and the training that is carried out. It is a pleasure to see confirmation 

of how people of a variety of knowledge disciplines, working in different public services, with 

complementary aspects when it comes to working against gender-based violence, are able 

to get along, work together and create interdisciplinary collaborative knowledge, something 

which, while seemingly impossible, continues to be almost revolutionary.

There are difficulties as well, as would logically be the case. A basic challenge is to establish 

objectives that bring together various interests and give voice to a variety of realities as related 

to people and care mechanisms, that is, the difficulty of ensuring all voices are represented 

(the non-profit association movement, for example, which in our context is particularly power-

ful, is not sufficiently represented). 
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Another obstacle is that the workload involved in participating is not always taken into ac-

count by our respective organisations. On the one hand they encourage us to go to meetings, 

while on the other they do not consider this participation to be a task included in our work 

definition. 

There is also fear of becoming a kind of parallel reality that ends up distancing itself from the 

very women we seek to help and serve, so that there is the peril that in the Circuit things might 

 seem more real than in reality itself. In fact, this is one of the common criticisms of social wel-

fare.

_ The health system within the network of resources 
against gender-based violence: the role of primary health care

We should ask about the place of healthcare services in attending gender-based violence, 

what their responsibility might be and how they relate to other services and associations and 

to the community in general. What is the relevance of healthcare professionals in this resource 

network? What legitimates them to be present? What are our specificities? What are our asso-

ciated difficulties? 

We are not only legitimised, but we are obliged to offer this type of care in this area. We are 

remined of this by the Istanbul Convention of the Council of Europe, signed by Spain in 2013, 

as well as by the Law for the Right of Women to Eliminate Gender-based Violence, approved 

by the Catalan Parliament in 2008, and the Organic Act for Measures of Integrated Protection 

against Gender Violence, of the Spanish government, from 2004. 

Primary healthcare services represent a highly valuable area in the detection of gender- 

based violence. This is so because almost the entire population will visit their CAP, or local health 

 clinic, at least one time in a five-year period, enhanced by the relationship of trust between pa-

tients and professionals, and because the prevalence of gender-based violence amongst those 

regularly visiting their health clinic is much higher than in the general population.   
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Faced with the challenge of systematic detection of gender-based violence at the point of 

primary healthcare, various specific instruments are used. In the context of Catalonia, the tool 

employed is the PVS, or Partner Violence Screen. It is brief, with only three questions; a posi- 

tive response to any of the three requires an immediate procedure to find our more information 

about the case. It is an instrument for detection, not a diagnostic tool or one meant to validate 

circumstances.  

On the other hand, we are in need of public policy, with the required political support, to specify 

how systematic detection of gender-based violence should be carried out. Currently there is an 

agreement for pregnant women. In this way, taking a lead from what has already been done, we 

should be thinking about the necessary broadening of the detection protocol. 

We know that women are not bothered when we ask them about their relationships and if they 

are suffering from gender-based violence. Therefore, it is possible to question them pleasantly 

and explicitly in relation to medical conditions that are higher indicators of prevalence or could 

be the consequence of such violence. 

Still, we only diagnose what we know. Therefore, we have to know how gender-based violence 

affects the health of women and their children. We must have knowledge of the prevalence of 

gender-based violence in our contexts of care, which might vary in function of age, associated 

pathologies, place of birth, place in the population pyramid and other factors. We must under- 

stand the characteristics of injuries occurring, the consequences for mental, sexual and repro-

ductive health of women, and the effects on chronic pathologies. We also must be aware of the 

repercussions on the physical, psychological and relational development of offspring, who are 

always going to be victims in the background.  

Detection simply opens up a door for a care process that will most likely be longer term. The 

aspects of this care are varied, so we can only make mention of them here. 

We are required to make a risk evaluation, as it is very important for the women we are treating 

and because the level of risk will condition subsequent care. There are various tools for evalua-

ting this, amongst which we emphasis the RVD-BCN risk evaluation protocol, validated in our 

city for a number of years now, and the most broadly used evaluative mechanism.  
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We need to inform women living in circumstances of gender-based violence of the impact this 

will have on their health. This is an opportunity to reinterpret any pathology in function of the 

experienced situation; in this way, a chronic pain disorder or difficulty to follow medical pres-

criptions, to give two examples, might be better understood after finding out more about the 

conditions the woman in question is living in. 

As for referral to specialised and non-specialised resources, the presence of injuries obliges 

us to report the case to the justice system. This is what the law says, and it is also laid out in the 

common national Protocol for healthcare action when dealing with gender-based violence, as 

well as the Protocol in Catalonia when dealing with gender-based violence in the area of Ca-

talan healthcare. With this will come many difficulties in treatment, such as in the ethical and 

relational spheres, and this might be bothersome in the midst of attending and caring for the 

person in question. 

In the city of Barcelona, a RVD evaluation over 10 recommends we refer the case to the SARA 

(the Care, Recovery and Safe Reception Service), while a risk factor under 10 must be referred 

to a PIAD (Women’s Information and Care Point), or to municipal social services. 

 

Other referrals that are not dependent on risk evaluations are those which are linked to a speci-

fic pathology. For example, perhaps gynaecology should be acting in some way, or perhaps a 

referral is needed for a question of mental health.  

The non-profit association movement and community resources cannot be ignored, as they 

are often very helpful in accompanying women in their path to recovery. We should keep in 

mind that having social relationships is a factor that creates resilience against gender-based 

violence. I would also like to emphasise the role of social workers in the primary care units, who 

are knowledgeable about existing resources available. 

Longitudinality is a «princeps» characteristic and a valuable tool for family and community me-

dicine. Nonetheless, it has its own servitudes: we know that leaving a violent relationship takes 

on average seven years for women. During this time, we will see women go through various 

moments in the cycle of violence. It is easy to fall into despondency, or even worse, resorting 

to judgement and rejection. We need to find strategies against burn out. 
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The COVID-19 pandemic has been a phenomenal challenge for our civilisation. Health sys-

tems have been pressured in way that has no other immediate precedents. Perhaps due to the 

enormous impact of the pandemic, or possibly for the way it has been managed, it has become 

a veil that seems to cover up everything else.  

We have been required to provide services without reinforcements in treating infected patients, 

while care for all other non-urgent pathologies has been adjourned. This is in part due to health 

regulations and decisions made by health professionals, and in part to the decision of those 

who have stayed at home, despite in many cases having serious, urgent health requirements. 

We should recall that unjustified or excess mortality not attributable to SARS-CoV-2 has also 

risen in 2020, and especially when it comes to heart and neoplastic (tumorous) diseases.

Specific services designated to deal with gender-based violence have made special efforts to 

stay on the side of women who need their support, but many impediments have arisen. Some 

observers have called this phenomenon a «presentiality crisis», as in the non-presentialilty of 

resources, which has been added onto the non-presence of friends, family, and the network 

that supports us and makes living worthwhile.

A lot can be learnt from reading the WHO information on COVID-19 and violence against wo-

men,6 just as I invite you to consult papers prepared for the II International Congress for Elimina-

tion of Gender-Based Violence, which can be found on the webpage of Institut Català de les Do-

nes (Catalan Women’s Institute), with an exhaustive reflection on the subjects dealt with here.

_ What do we need to meet the challenges?

               Training that is not neutral, as it should question the way we have learnt to live in and 

          perceive the world. 

               A model that keeps in mind the different ways women become ill.  

         Being aware of and making effective the relationship between various resources is  

         a central task, and not a secondary one, in clinical practice. 

6 See https://www.who.int/es/news-room/q-a-detail/violence-against-women-during-covid-19
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IMPACT OF THE CURRENT CRISIS ON THE HEALTH  
OF WOMEN IN VULNERABLE SITUATIONS: 
EFFECTS, RESPONSES AND LESSONS LEARNED

The current crisis has affected the health of the entire community, but not in an equal manner. 

Those individuals who were already in situations of multiple vulnerabilities have been the 

most negatively affected, and existing inequalities from before the COVID-19 crisis have been 

enhanced. This session arose from the imperative to not leave anyone behind, and to listen to 

their needs and lessons learned, as moulded from various experiences. 
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Reflexions from the Nikosia Women’s Group in the 
Pandemic Virtuality: What Can We Do to Accompany 
Each Other?

Lucía Serra Domínguez and Micaela Mahi Cuyami
_ Vice president of Nikosia, anti-racist artist, writer

_ Psychologist, psychoanalyst and coordinator of Nikosia

Abstract

The writers, participants in the collective of the Associació Sociocultural Ràdio Nikosia (Radio 

Nikosia Socio-Cultural Association), along with the other women in the organisation, reflect 

on the effects of the pandemic from the perspective of their own experience, and in their role 

as accompanying professionals consider some of the effects on people experiencing this ma-

laise, along with certain transformations that could take place.



51

_ Intervention by Micaela Mahi Cuyami, vice president 
of Nikosia, anti-racist artist, writer

«They told me I was not serious, that I lacked common sense, that I shout into the wind 

with all my ire, irrationality, rage and venom. They are complicit with social contradic-

tions. I am radical and critical, that is my condition. I am violent against oppression, abuse 

and destruction. The establishment watches as I fall brusquely to the ground, into below 

the ground. I have come to the point of conflict, brushing up against the impermeability 

of the status quo where our primitive minds disappear and converge, a desperate under-

ground, a progress that slips away as soon as you touch it.  

The system taught us to walk straight all the way to infinity, where the horizon meets the 

darkness, there where you die. Hundreds of cadavers in the Mediterranean, hundreds 

of crazy women recruited in their homes without being able to leave, just a video call for 

hope, only a small space where you can breathe. 

I allowed myself to imagine a revolution and it came: intact, pure, macabre. 

The establishment watches as I fall, and I do not know how to upset it, although I believe 

the time has come. 

The helicopter I have just over my head tells me the curfew has now begun.

     To those excluded, to the crazy ones, the migrants, the poor.  

                        To utopias one day I dreamt, but this I never imagined.»

The Nikosia Women’s Group is a collective with its own voice; it identifies with feminism, and 

seeks to heal the stigma and social exclusion it suffers by creating new paradigms and hori-

zons. 

In March 2020, confined in our homes, with anxiety and social phobia, or admitted into hospi-

tal, we sought out moments of encounter through WhatsApp. Then, by video calls. A coffee, 
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a tea, and we told each other what we were doing, what we were needing. Some colleagues 

did not have a computer, others did not have a connection, and a friend, Nedim, helped them 

with all that.  

We all spoke—Maru, Lola, Tania, Luisa, Nuria, Mònica, Lucía, Marta, Francesca, Natalia, Graci 

and I—of what burdened us, loneliness, uncertainty, and our rage at being secluded, watch- 

ing the news on tv and seeing more and more deaths, and the stigmas in the neighbourhood, 

on the street, what went on every day regardless. 

Our mental health was affected; not only ours, but everyone’s. The repercussion the COVID-19 

crisis has had on us is that on street level there not too many spaces to take us in. Community 

centres had always been our closest allies, but now these spaces are not there; however much 

it is only for a short time, this means leaving already excluded collectives without a safety net.

During confinement the Red Sin Gravedad7 continued as a mode of survival and strength- 

ened us all, while leaving the gaps visible, the people with a weak support network being 

wiped off the map. 

Our communitarian experience shows that it is necessary to be linked to a collective and to 

have a neighbourhood network, as otherwise you can end up isolated. 

The racism we suffer as crazy people is multiplied by 50 if you are a black woman suffering 

mentally: the political and institutional dimension wielded by the extreme right-wing party 

Vox and its allies goes well beyond the party itself. If true alliances on the left are not forged, 

the errors of the past will return.  

We are an encounter of strengths and weaknesses that resist institutional violence seeking 

out our power and health. As Basaglia said: «The mentally ill person is ‘ill’ especially because 

he is excluded and was abandoned by everyone. As he is a person without rights, against who 

anything is possible».8

7 Red Sin Gravedad (2018). This is a community project that coordinates and promotes workshops, labo-
ratories and «instances of collective production open to the general population and articulated on the basis of a 
sensitive predisposition towards those individuals who have lived through experiences in the field of mental health 
and functional diversity». Available at https://redsingravedad.org/ca/ (retrieved 7 December 2020).
8 See Basaglia (2019).



53

People who suffer mentally also suffer institutional violence and the stigma of a society that 

criminalises and marginalises everything that lives in a different reality. 

Basaglia also stated: «The science that is always in the service of the dominant class decided 

that the mentally ill person was incomprehensibly ill, and as such dangerous, with unfore-

seeable behaviour, leaving him no other option than civil death».

Science has also been the tool with which the mentally ill person has been executed. The 

tools of the social system have been electroshocks and systems of mechanical contention. 

These are tools of torture.  

The institution must gather the green shoots of psychiatry: crisis homes, Open Dialogue, tools 

free of coercion that strive for a treatment that is horizontal.  

As Audre Lorde said: «The tools of the master will never take apart the house of the master». 

How right she was.9

_ Intervention by Lucía Serra Domínguez, psychologist, 
psychoanalyst and coordinator of Nikosia

Today, in the programme we have been broadcasting every Wednesday on Radio Contra-

banda for the last 16 years, we spoke of the effects a news story had on us. I refer to the 

institutional violence suffered a few days ago by a young, twenty-seven-year-old woman in a 

health centre in Sabadell, a city near Barcelona, who had gone for a visit to the psychiatrist. 

 

There were images, and screams, that hurt when we saw them on the screen. They moved 

us and activated memories of violence and indignity in the memories of companions who 

have had similar experiences of «psychiatrization». It hurts to see the passivity of the civil 

servants who exercise cruelty against a woman who is suffering at the door of the institution 

that should care for her.  

9 The well-known quote from Audre Lorde; available at: https://sentipensaresfem.wordpress.com/2016 
/12/03/haal/ (retrieved 23 November 2020).
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It hurts that a professional, when questioned, cannot respond with any other resources than 

sarcasm and the imposition of a protocol, which this time was related to coronavirus but has 

always been prepared as a response to protect order and rules, the «who is who» and the 

«who can do what» in a mental health centre.

It hurts that the institutional response when faced with the media commotion was to justify 

the police presence in the health centre, as if there were no other possible responses other 

than repression. 

It hurts that so-called «mechanical binds» are still used in psychiatric services. This is a prac-

tice that can be compared to torture, and one that the WHO does not sanction in any cir-

cumstance. It has been denounced in the campaign known as «0contenciones» (Obinds),10 

featuring detailed information and the encouragement to employ more affective contention 

practices: with the word, and with listening, including in periods of agitation or risk, circum-

stantial states that can rise or fall in function of how the surroundings react, but which are 

normally used as an excuse to tie a person down in times of crisis.

What tools should be used to take down the master’s house? How might we take in and con-

tain discomfort in moments when we feel overwhelmed, providing shelter for suffering and its 

history beyond protocols, outside of closed, disciplining methodologies reproduced unques-

tioningly in the workplaces of certain care centres?

We are aware of experiences around the world that respect and encourage the rights of peo-

ple who suffer mentally, where they proudly celebrate craziness and rarity. International net- 

works that build health and social clubs that work in small communities, neighbourhood or-

ganisations and entities that resist with affection social distance, finding the spaces where 

they might accompany people amidst uncertainty and protect life against excess solitude.

Is it a feminist practice to think together with others about that place where everyone can re-

new energies when too much is being lost? Practicing feminisms in health could imply cons-

tructing spaces of horizontal encounter where real participation is in itself a political practice. 

10 Campaign to denounce mechanical contention in mental health, with an important impact in Spain and 
with international participation. See https://www.0contenciones.org/ (retrieved 7 December 2020).
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Where accompaniment and collective exchange put into circulation the fragilities and the 

strength of each one of us, quite beyond labels and differentiated roles and functions. Surely 

there is more that brings us together than keeps us apart in our biographies, speeches and 

desires, yet these complicities emerge in environments of trust where professionals also find 

themselves putting at stake something of themselves, and where they put themselves on the 

line honestly so that transformations might take place.  

Although it does not have to be called «feminist», thinking together with a companion who 

experiences the pain of stigmatisation allows us lessen the importance of our own certainties, 

accepting tiredness and confusion when they come along, having space, time and the will 

to be moved, to draw nearer to whatever is disturbed and diffuse within ourselves when the 

other chooses to share her fragility as well.11 Building feminist practices also implies having 

time to think and create collectively, to reread and revise one’s own practices, to share how 

we are beyond whatever goals have been set out, sharing power or being able to strive for it, 

to speak and listen equitably to allow ourselves to be affected: to see in each individual the 

effect of the other. To draw nearer, and also to differentiate ourselves, so the needs of all peo-

ple might be respected, including in social organisations that reproduce forms of violence.12

Before the virus appeared along with worldwide confinement, we already were subject to the 

risk that perverse modalities of health care would silently set up to exclude us from our capa-

cities for life transformation. With the excuse of the pandemic, we run the risk of admitting the 

imposition of automatised care that is promoted by the industry of depersonalisation, with 

mobile phone apps to «self-monitor» the emotions,13 as if they had no relation to people’s life 

conditions, as if it were possible to understand and treat health concerns outside of the social 

ties and affective corporealities that constitute care relationships. Unreflective protocols and 

11 To expand these ideas, we recommend the collective text written by the Nikosia Women’s Group. See 
Fernández and Serra (2020).
12 I refer to the situation of discrimination experienced by a health worker in a Barcelona organisation that 
defines itself as feminist. More information at: https://directa.cat/la-precaritzacio-de-les-treballadores-dintervencio 
-directa-com-a-obstacle-per-la-lluita-contra-les-violencies-masclistes/ (retrieved 7 December 2020).
13 This is a cell phone app that the Ministry of Health of the Government of Catalonia promotes as a loga-
rithmic response to necessities for psychological and affective-emotional accompaniment of the population in the 
face of the coronavirus pandemic. In the application, control of emotional states is encouraged by means of self- 
testing. I consider it to be a current example of the extreme depersonalization and virtualisation of accompaniment 
in health, with no social links or bonds. It lacks the presence of professionals hired by the state and has no people or 
bodies able to take on these concerns.
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responses, in closed circuits, are not indicative of quality or professionality when faced with 

human suffering.

During the months of confinement, various scenes from our own daily existence made up 

part of working from home: our bedrooms were the stages for virtual meetings, dogs and cats 

cut across the screen; there were flatmates, the noise of the washing machine and curious 

kids who found their way into video calls.  This minor intimacy, as expressed on the screens, 

could be the beginning of another kind of relational interchange. Together we share an extra 

component of intimacy, details about ourselves that are exhibited, however much we might 

be confined at a distance from each other. Observing the intimacy of the other and allowing 

part of one’s own life to be seen on these screens could have helped to uphold the presence 

of affectivity in the face of confinement’s sense of abandonment.

Being so brave as to put something of ourselves we appreciate into place, points to a possible 

path to accompany moments when we feel overwhelmed and disconcerted, without resor-

ting to violent protocols and automatic fears. Let us seek to weave together spaces with differ- 

ent flavours, experts and everyday individuals,14 a diversity of tools, unexpected, affectionate 

and honest, with which to build our own homes together, with no one lording over us. Let us 

do this with the differences and singularities of each of us, with confidence and courage. In 

the words of our beloved Suely Rolnik, we can create «in this way temporary relational terri-

tories, varied and variable. In these territories collective synergies arise, which in turn enjoy 

a reciprocal reception. This facilitates processes of experimentation of ways of existence dif- 

ferent from hegemonic ones (those announced as the seeds of the future), inasmuch as we 

evaluate and legitimise their daring».15

14 I refer to the idea of «profane knowledge» as advanced by Martín Correa-Urquiza, founder of Ràdio Niko-
sia. This refers to the knowledge of individuals who have lived experiences in this case of mental suffering, created 
in and out of their own personal life paths. «They are forms of knowledge that exist and have always existed, both 
in terms of theoretical reflection and effective practice in their development. They have worked to a certain degree 
in clandestine dynamics, hiding themselves to be, camouflaging themselves with socially acceptable textures to be 
able to survive, ‘dressing themselves up in normality in order to be able to be amongst others’, as Pau, a Nikosian, 
explained during a broadcast in 2004». See Correa-Urquiza (2014: 66).
15 See Rolnik (2019: 129).
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Good afternoon! I am very pleased to be with all of you here, and wish to thank Hèlia for hav-

ing thought of us to speak about violence. 

Sexism is everywhere. Patriarchy has structured and constructed all of our culture, society 

and urban planning. Androcentrism tends to separate the population: men and women, white 

race and black or other races, heterosexuals and homosexuals, full-bodied and disabled, and 

so on. This is a form of control; in this way, each of the first set of categories are given attribu-

tes, while the second set get disqualifiers. 

In perpetuating disdain, isolation, discrimination and violence towards disabled women, sex-

ism uses two particularly violent strategies, both of which are relatively unknown: normalism 

and disabilism. 

_ Normalism

Our culture suffers from a psychological symptom, abnormal-phobia, which turns everyone 

in our society into normalisers. The total energy of the individual is projected to avoid any re-

lation with the object of the phobia, which in this case would mean everything not perceived 

as normal.  

Normality is an androcentric concept that separates the population, as well as situations and 

behaviours, into normal and abnormal. Normality is thus converted into a category to be de-

fended over and above any other ethic. 

Racism and sexism have been analysed, but normalisation has never been scrutinised. 

_ Disabilism

Disabilism is an activity that competitive society teaches us, with the goal of attaining a social- 

ly prestigious status. To accomplish this, we spend our lives searching out the weak points of 

others and taking advantage of them. We seem to believe that when the other is shown up, 

we have gone up a notch, yet at the same time we are unhappy, since this other no longer 
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cares for us, and besides there are always others who are above us who treat us in the same 

way. Still, we continue with this approach, working to win the race, while in the end no one 

wins at all, since those at the top are solely unscrupulous white men, violent individuals who 

are emotionally alone and remain unhappy. 

The sexist gaze projects a woman of certain characteristics, as expressed in a normative body 

which all women are meant to attain. Hardly any women at all can attain this normative mo-

del, yet the women who cannot fit in under any circumstances are those who are functionally 

diverse, so that our value as merchandise is demeaned. The result is that we are not even 

considered to be women. 

What are the social factors that turn women with disabilities into people who are much more 

vulnerable than all other women?

               Difficulty to recognise certain circumstances «naturally» associated to the condition 

       of being a woman with a disability as signs of abuse, such as being treated as a child or 

        not being listened to.

               The lack of credibility granted to a woman with mental or communicative problems. 

            The «moral» difficulty of a society in recognising that a disabled woman might have 

        been victim of violence or abuse. 

When it comes to women with disabilities, functional diversity or those are non-standard, 

what are the factors that make them significantly more vulnerable that other women? 

               The fact of being less able to defend themselves physically.

               Greater dependency on the assistance and care of others.

                   Fear to denounce abuse, out of the possibility of breaking bonds and losing the source 

        of care.

               Low self-esteem and contempt for one’s own image as a woman.

         Lower level of credibility when denouncing previously described situations before 

        certain social strata.

       Greater difficulties to express abuse due to difficulties related to communicative  

        capacities.
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          The confrontation between traditional roles assigned to someone as a woman, and  

        the negation of these roles in the case of women with disabilities. 

According to a report of the European Parliament, 80% of disabled women have been victims 

of violence (in data from 2004), and have a four times greater risk of being subject to sexual 

violence. 

In reference to health practices, it is important that our non-normative bodies be respected. 

It is important to accept that there is a great diversity of cases, and that however much some 

may try to place them within normativity, they will not succeed; instead, it will end up giving 

rise to even greater pain and violence. What must be done is to respect our bodies as they are, 

provide them with quality care and support all residual capacities.

This period of the COVID-19 pandemic has been terrible. Many people with disabilities have 

died without care. Currently the Rockwood Scale is being applied, which was already used 

during World War Two. It is still being used in order to select who to attend as a priority in case 

of insufficient health resources: the protocol sets out that those over the age of 75 with lesser 

physical autonomy are not to be given priority care. During the pandemic this protocol has 

been applied, so that the victims have been especially the elderly and those with disabilities. 

We must point out that much has been said about the elderly in the media, but that nothing 

has been said of those with disabilities.

On the other hand, today we are somewhat satisfied because we have received news of the 

abolition of Article 156 of the Spanish Criminal Code, which enabled the forced sterilisation 

of disabled women. In the past decade more than a thousand disabled women have been 

sterilised in Spain. Now, however, customs will have to change and this is something that 

must be controlled, as it is a practice that is widely-used and measures must be put into place 

for its full abolition.

Services need to be improved with regards to issues in architecture and communications, 

while medical devices and methods need to be accessible. A good policy to implement would 

be to ensure that every new purchase by the Ministry of Health be accessible, in this way  
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contributing to an accessible world without requiring complementary expenditures. It is 

clear, as well, that accessible scales must also be purchased, so that everyone might be able 

to make use of them. In this regard, I must say that the Associació Dones No Estàndards is 

satisfied that the Ministry of Health of the Government of Catalonia has recently purchased 

forty-eight accessible mammography units, distributing them throughout Catalonia, which 

means that women everywhere, with and without disabilities, will be able to get mammo-

grams. 

We need to continue to work together to achieve a society and culture that are free of vio-

lence. In this regard, those women who have come before me in this debate and those who 

have yet to intervene can help you significantly, so there is no question we will move forward 

together. 

Thanks to the organisers of this 4th Congress of the Social and Health Services for the  

Eradication of Gender-Based Violence. Let me express my appreciation for having been invi-

ted and my thanks to all those who are listening and participating in the debate. It has been a 

joy for me to be with you here. Goodbye.
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Metzineres: Shelters in a State of Emergency 
for Female Drug Users in Homeless Circumstances

Aura Roig Forteza
_ Director of Metzineres
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Metzineres. Entorns d’Aixopluc per a Dones que Usen Drogues Sobrevivint a Violències 

(Metzineres: Environments of Shelter for Women who Use Drugs Surviving Violences), is 

made up of 250 women and non-binary gender individuals.16 Without providing an exhaus-

tive, exclusive list, we refer to people who are LGTBIQ+ or have experienced homelessness, 

functional diversity, migration, transactional and/or survival sex, imprisonment, physical and 

mental health problems and/or loss of custody. This series of factors deeply affects individual 

in a particular way.  

The pandemic and the measures put into place to halt its expansion have aggravated the 

multiple circumstances of vulnerability dealt with on a daily basis. Confinement, as well as 

the economic, social and health proposals implemented, are not effective in complex, hetero-

geneous realities such as those these individuals must deal with. As they are invisible in the 

data and not recognised as valid references for dialogue, their experiences are still absent 

from the design, implementation, monitoring and evaluation of most policies and practices 

that condition their existence. 

The income of the majority is related to underground and informal economies, without em-

ployment security: they are sex workers, street peddlers, recyclers or panhandlers. They do 

not have the right to take a leave or collect unemployment insurance. Those who do not have 

official administrative status do not have access to guaranteed basic income. Many of them 

do not have support networks or family ties that might help them get by, and 60% come from 

disrupted family environments. Lacking work, family and savings, they experience extreme 

precariousness and insecurity, which have been worsened with the closure or reduction in 

the activity of services where they are habitual users: meal centres, drop-in centres, commu-

nity centres.

More than 70% have problems with the use of drugs. After the state of emergency was de-

creed, we observed a decrease in the quality of substances obtained in the illegal market, 

which at the same time were increasingly difficult to access: there were fewer points of sale, 

prices twice as high as before and adulteration was more common. This made unwanted side 

16 Throughout this article the term «women» is used to refer to cis women, trans women and gender 
non-binary individuals.



65

effects worse, while leading to withdrawal symptoms or increasing the possibility of suffering 

from an overdose. Those consuming smoked substances and others with chronic illnesses 

either found their immune systems weakened or ran a greater risk of serious complications in 

case of becoming ill with coronavirus. 

For some of these people, services conceived for harm reduction and safe-use spaces are not 

an alternative. These resources are particularly masculinised, where the safety of women and 

non-binary gendered individuals is not ensured and their needs are not taken into account. 

Many of our members acquire and consume substances in flats for users, also known by the 

unfortunate name of «narcopisos» (narco-flats), which lack hygienic conditions and tend to 

be places where abuse, violence and sexual aggression are common. With confinement, and 

with more police on the streets, time spent in these flats has risen, and some users find them-

selves sleeping in them, which leads to even greater exposure to risk. With less people in 

the street, signalling and criminalisation have increased, so that police harassment, excessive 

fines and restrictions on the use of urban space, with frequent imprisonment, are daily occur- 

rences.  

While there is greater flexibility and ease to enter methadone treatment programmes, the 

majority of those at Metzineres are either users of other substances or users of multiple sub- 

stances, and thus do not have treatment options. While some pharmaceutical drugs might  

relieve their effects, the reduction in medical appointments means that these questions are 

not being adequately dealt with by the doctor of choice. Meanwhile, admissions to detox 

centres and non-hospital treatment centres have been halted. 

All members of Metzineres have survived or continued to live with violence. During their child-

hoods, some 50% suffered from physical violence and 35% were victims of sexual assault. In 

their adult years, some 90% have suffered from or continue to suffer from violence from their 

partners, while 36% have been subject to violence from those in contexts close to them, while 

51% were victims of aggressors they did not know. Along with this, the fact of being drug 

users or finding themselves homeless means they are excluded from shelter services run by 

the network of attention and follow-up for women who are subject to gender-based violence; 

they are duly sent to emergency social services, which do not have the resources to deal with 
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people suffering from violence. Attention offered by a part of the social and health system is 

not fully free of stigma and discrimination, so that very few of our members trust and make 

use of them. Online services are not an option for them, as they habitually have only limited 

access to telephone and internet.

For the 45% who live with mental health pathologies, the confinement and state of emergen-

cy have increased their sense of insecurity, loneliness, anxiety and paranoic ideas. As they 

have not been able to access habitual services in attention and accompaniment, their isola-

tion and unease are worsened and their commitment to treatment ends up being questioned. 

For those who live with HIV, hepatitis and/or other sexually transmitted diseases, they are also 

limited in their access to and use of treatment, meaning the possibilities of transmission are 

also heightened.

68% do not have a safe place of residence, and many more do not have residential stability, 

while 43% live in the street. The few shelters they trusted have in many cases closed their 

doors or have reduced their services. While it is true that some proposals for shelter and ac-

companiment have been put in place, they are not always appropriate for their needs. The 

alternatives offered are outside of the communities they live in, which has the effect of dis-

tancing them even more from more familiar contexts and support networks. Usually pets are 

not allowed, and in at most centres it is not possible to enter with male partners. Drug use 

continues to be one of the main barriers to being able to access accompaniment and shelter 

resources, as well as one of the main reasons why people are expelled from shelter services. 

In this regard, these proposals for shelter are highly restrictive, and they do not include gen-

der perspectives and/or harm reduction strategies.

Due to the confinement, and in response to a historical demand on the part of associations of 

drug users and city organisations working in harm reduction, in Barcelona a shelter for harm 

reduction open to drug users was set up. This was done, through City Hall, by the Public Health 

Agency of Barcelona, which is run by the Associació Benestar i Desenvolupament (Welfare 

and Development Association) (ABD). It offers 24-hour social and health support, including 

nutrition, rest, hygiene, supervised spaces for use and access and facilities to start treatment 

programmes that are stable and safe; these services have a very positive impact on residents. 
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While offering evidence of excellent results, there are many individuals who are not able to 

participate, whether for lack of places or due to disagreements with the norms or difficulties 

to get along with others, amongst a number of reasons.

All told, the importance of being able to rely on affected communities in the design, imple-

mentation, monitoring and evaluation of all these initiatives, whether directly or indirectly, 

could condition their life paths. Their own expertise is fundamental when implementing 

appropriate, accessible and cost-effective measures that might palliate their problems.

Even since the state of emergency was declared, Metzineres has remained committed to open- 

ing its doors and expanding its service hours to include weekends. In parallel, and basing 

itself on testimonies and experiences of its members, it has created informational material 

conceived for women users, focusing on how to reduce the possibilities of infection from 

COVID-19. Metzineres has also published Women and Gender Dissident People Using Drugs 

Surviving Violences in a State of Emergency: Recommendations for Shelter during Confine-

ment and Beyond...,17 with the goal of aligning shelter resources with a perspective based 

on intersectional feminism, human rights and harm reduction. It should be emphasised that 

this would not have been possible without community initiatives based on solidarity, self-run 

principles and mutual support driven by neighbourhood networks in Barcelona’s Raval, refer- 

ring to individuals and collectives that have accompanied us and have offered us such great 

generosity in these times of crisis.

17 This can be downloaded in Catalan, Spanish and English from the website www.metzineres.org. The 
direct link is https://metzineres.maadix.org/nextcloud/index.php/s/BCknHq9S2frRBSk#pdfviewer
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_ Conclusions

With all that has been mentioned previously, it is clear that the main problem for our members 

is not drug use, but the policies and practices that put drug use and not people at the cen-

tre of the problem, ignoring human heterogeneity and complexity. Improvement to physical, 

emotional and mental health does not always begin with or even necessarily have to involve 

ending drug use.  Whether drugs are used or not, these individuals suffer from systematic 

infringements of their rights, precarious living conditions and insecurity, which have all been  

heightened over these times of uncertainly. The increase in direct violence comes from their 

partners, their most trusted environments and from people unknown to them, alongside ins-

titutional and structural forms of violence, including social exclusion, economic precarious-

ness, discrimination, stigmatisation, criminalisation and isolation, all overlaid with sexism, 

racism and ableism. To improve their well-being, it is important to guarantee the right to hous- 

ing and access to health, employment, the right to integrity, intimacy and life. These rights 

cannot be subordinated to the condition that drug-use must end.
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Gender-Based Violence and Impact of the Crisis 
on the Health of Elderly Women 

Neus Pociello Cayuela
_ Director of Fundació Aroa (Aroa Foundation)
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While the elderly make up almost 25% of the population of Catalonia, with over a million wo-

men over the age of 60 (representing anywhere between 53% and 77% of brackets in this po-

pulation group),18 there is still a high degree of invisibility for gender-based violence against 

older women. This is due to the lack of inclusion of a gender perspective in the area of geronto-

logy, as well as the absence of an intersectional perspective in the general framework of gen-

der-based violence and how it is addressed. These variances lead to a systemic homogenisa-

tion of the diversity of women’s circumstances and experiences, with all women from age 60 

to 100 or older put together in the same group. This in turn creates a reductionist view of rea-

lity and of the specificities of the forms and areas of gender-based violence during this stage 

of life, as well as diminishing capacity to respond adequately, which would involve being 

grounded in knowledge and deep understanding of differentiating causes and conse- 

quences, being equally necessary in reducing levels of invisibility, social normalisation and 

reach. 

Quite often there seems to be a will to justify certain situations experienced by elderly women 

on the basis of their longer life expectancy, yet it is also true that they live with weaker health 

and lower quality of life, that is, that they have a worse experience of longevity than men. 

The cause of this is none other than the double combination of inequality and discrimination 

suffered for reason of gender and age, a determinant factor, as the data shows. Here are three 

examples: the risk of poverty rate is 15.5% for women over the age of 65, while for men it is 

8%;19 pensions received by women are 34% lower than those men receive;20 and undesired 

solitude affects 40.4% of women in this age bracket, compared to 15.1% of men.21

Elderly women are impacted by two of the most widespread causes of structural and system- 

ic discrimination in the world: ageism22 and sexism. Furthermore, their life paths are marked 

by the accumulative effects of gender discrimination and inequality over the course of their 

18 IDESCAT. Estimacions de població. Catalunya (1 January 2020). Available at: https://www.idescat.cat/
pub/?id=ep
19 IDESCAT. Estimacions de població. Risc de pobresa. Catalunya (1 January 2020). Available at: https://
www.idescat.cat/pub/?id=ep
20 Taula del Tercer Sector Social de Catalunya (2018) El sistema de pensions a Espanya, les febleses d’un 
model que urgeix una solució duradora. Available at: https://xarxanet.org/biblioteca/el-sistema-de-pensions-espan-
ya-les-febleses-dun-model-que-urgeix-una-solucio-duradora
21 Observatori Quotidiana: Llars unipersonals de 65 o més anys segons sexe. Catalunya 2019. Grounded in 
the Continuous Domestic Survey of the Spanish National Institute for Statistics. Available at: http://www.quotidiana.
coop/solitud-lenvelliment-rostre-dona/
22 Ageism (Butler). Definition available at: https://en.wikipedia.org/wiki/Ageism
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entire lives. In their present-day circumstances, therefore, they do not only suffer from the 

profound consequences of continual oppression and violence, but also from other forms of 

violence they are exposed to in the new stage of life they find themselves in.

It is essential to conceptualise gender-based violence against women through an intersection- 

al analysis.23  We must include the life cycle perspective for various motives: to be able to re-

cognise the diversity of elderly women; to ease identification of gender-based violence in this 

stage of life; to  explore and include forms and areas of violence that have still not been overtly 

named; to identify and transform social roles and expectations still imposed on women who 

are older, and who often find that when they do suffer violence, there is less social rejection 

of such circumstances than when the same forms of violence take place against younger 

women, where there is a more widespread attitude of zero tolerance.

The combination of ageism and sexism contributes to the fact that elderly women subject to 

gender-based violence feel that their problems are invisible, ignored, misunderstood and, 

upon occasion, met with a higher degree of disbelief.24 This too is related to the ageist man- 

date, which determines that in certain older age groups circumstances involving inequality 

and violence have a lower probability of resolution or, at minimum, that the transformative 

effect that could take place in the case of intervention is extremely low due to the very age of 

the women affected, so that it becomes less necessary or a lower priority to dedicate personal 

or social resources for their needs.  

Although we are unaware of the full extent of gender-based violence against older women, 

according to available data its prevalence amongst women over the age of 65 is 12.5% in 

Catalonia25 and 28% in Europe.26 Data from the nation-wide macro-survey on violence against 

women in 201927 shows that 6.1% of women over the age of 60 have been victims of physical 

23 Intersectionality (Crenshaw). Definition available at: https://en.wikipedia.org/wiki/Intersectionality
24 Weeks and LeBlanc, cited in Casado Verdejo and Bárcena Calvo (2014).
25 Observatori de la Igualtat de Gènere (2019) Violències masclistes 2019. Dossier estadístic. Available at: 
http://dones.gencat.cat/web/.content/03_ambits/violencia_masclista/estadistiques/Dossier_estadistic_VM_octu-
bre_2019.pdf
26 AVOW European Project (2011) Prevalence Study of Abuse and Violence against Older Women. Availa-
ble at: https://repositorium.sdum.uminho.pt/bitstream/1822/16541/1/avow%20study%20-%20final%20report.pdf
27 Delegación del Gobierno contra la Violencia de Género (2019) Macroencuesta de violencia contra la 
mujer. Available at: https://violenciagenero.igualdad.gob.es/violenciaEnCifras/macroencuesta2015/Macroencues-
ta2019/home.htm
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and sexual violence, while 17.9% have suffered psychological violence and 9.9% have been 

subject to economic violence. According to official data, 13% of women murdered by a part-

ner or former partner are over the age of 65, while the family environment is the site of 76% of 

all feminicides.28

Very little research is available from an intersectional perspective. What can be found does 

not go into great detail or has been carried out with women requesting support, such as the 

study published in 201929 by the Governmental Delegation Against Gender-Based Violence, 

using a survey of 242 women who had called the telephone line for attention and protection 

of victims of gender-based violence (ATENTPRO, in its original initials). This study shows that 

40% of women over the age of 65 who participated in the study had been subject to violence 

from their partners for more than 40 years, with 27% suffering violence for between 20 and 

30 years; 12% of women over the age of 65 report violence lasting for over 50 years, with the 

longest period being 58 years. 56% reported having been obliged to practice non-consen-

sual sex, while 30% had been forced to carry out denigrating or humiliating sexual practices. 

This data contrasts with what is available on abuse of the elderly, as found in the special edi-

tion on the elderly in the Survey on Public Safety in Catalonia, published in 2015,30 with specif- 

ic data on abuse of those over the age of 65 in Catalonia. While this survey does not include 

a gender perspective and most of the data is not broken down by gender or interpreted from 

such a point of view, the survey does reveal that 58.1% of elderly people in Catalonia stating 

to be victims of frequent abuse are women, while 70.3% of aggressors are men. 

 

All told, it is clear that conclusive statements cannot be extracted from the data, due to the in-

visibility derived from factors already described, poor adaptation of channels giving access to 

services, gaps in the registry of data and the absence of intersectional research, which make it 

impossible to comprehend the full reach of violence against elderly women. Regardless, this 

can be intuited to be far higher than what available data might indicate.

28 Feminicidio.net (2019) Reports and data. Available at: https://feminicidio.net/category/informes-y-cifras/
29 Delegación del Gobierno contra la Violencia de Género (2019) Mujeres mayores de 65 años víctimas de 
violencia de género. Available at: https://violenciagenero.igualdad.gob.es/laDelegacionInforma/2019/pdfs/DGV-
GInformaEstudiomayores65.pdf                                                                                                                                                        
30 Departament d’Interior (2015) Enquesta de seguretat pública de Catalunya 2014. Edició especial sobre 
les persones grans. Available at: http://interior.gencat.cat/ca/arees_dactuacio/seguretat/seguretat_per_a_la_gent_
gran/ESPC-persones-grans/index.html
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What we do know is that violence against elderly women is generalised and can be contex-

tualised within the same typologies and areas as the general framework of gender-based vio-

lence. Further to this, certain typologies are more frequent, such as psychological violence, 

economic violence, sexual violence and other forms of violence that have yet to be included 

in the spectrum of gender-based violence, as they have been defined without recourse to a 

more transversal perspective of the life cycle. The forms of violence that are not recognised 

as gender-based are made manifest if we take into consideration the gender-age intersection 

and, in particular, the moment where there begins to be greater need for social and person- 

al support. Finding oneself in circumstances where one has less autonomy, with greater  

dependency (to a greater or lesser degree) on formal or informal caregivers, exposes elderly 

women to possible conditions of specific violence, such as negligence, abandon, financial 

exploitation and the infringement of human rights, here understood as the loss of freedom, 

dignity, intimacy or one’s own belongings. This can translate, for example, into forced admis-

sion to a residence or institution or eviction from one’s home, amongst many other violent 

circumstances that demonstrate the impact gender-based violence may have in family and/

or institutional contexts. 

The factors of physical, mental and social health are also determinant in the analysis of gen-

der-based violence against elderly women. This is because their state of health could cons-

titute a risk factor for suffering from gender-based violence, as is the case with women who 

are dependent, lack physical mobility, have disabilities or suffer from mental health disorders. 

Further to this, health problems could make it more difficult for women to access services 

prepared to detect cases of violence as well as intervene and accompany the person in her re-

covery process. In the health sector, another aspect to keep in mind is disability as a condition 

that often leads to implicit and explicit discrimination, especially after an older age threshold, 

when cognitive and physical capacities begin to deteriorate (on average after the age of 75, 

approximately). In the case of Catalonia, 19.5% of women over the age of 65 have some kind 

of legally recognised disability.31

If we focus on the impact of the crisis brought on by the COVID-19 pandemic, women who are 

older and suffer from gender-based violence, like younger women, have found themselves 

31 Observatori de la Igualtat de Gènere (2020) Les dones a Catalunya 2020. Dossier estadístic. Available at: 
http://dones.gencat.cat/web/.content/03_ambits/Observatori/03_dossiers_estadistics/DOSSIER_8M_2020.pdf
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confined with their aggressors, so that their isolation and exposure to violence has risen ex-

ponentially. This situation has been exacerbated by the fact that the privilege of public space 

pertains to men; that is, a shift was observed in the dynamics responding to restrictions, so 

that men ended up leaving home to a greater degree to acquire basic necessities. Further to 

this, elderly women, along with all those in situations of risk, would continually receive the 

message through the mass media that it was risky to spend time on the street. Therefore, de- 

spite the evident need to protect the health of the more senior sector of society, elderly women 

suffering from gender-based violence found themselves caught between two threats: one 

being exposure to gender-based violence in the domestic space; the other being exposure 

 to coronavirus in the public space. This led to high degrees of anxiety, an aggravation of  

psycho-emotional stress and a deterioration of the existing state of physical and mental  

health and of previous pathologies.

It should be emphasised that this situation is still largely in place for women over the age 

of 60, since as a risk population they continue to be effectively confined or else in places 

that are oversaturated by the state of emergency. They have a low level of access to support 

networks and have been left even more deeply isolated, while the younger population is al-

ready subject to far less restrictions. Maintaining restrictions for the elderly in latter phases of 

de-escalation, while possibly important in protecting their health, puts elderly women sub-

ject to gender-based violence into even greater danger, as they continue to be exposed to 

high-risk circumstances in domestic and institutional environments. Even now they have very 

limited access to the already limited relational or social support networks they had previously, 

whether due to restrictions on visits to care homes or the closure of day-centres and other 

community facilities, which were reopened for a week but which were closed for effectively 

nine months. These sites are amongst the most important spaces for carrying out tasks of 

awareness, prevention and detection related to gender-based violence. Women who are eld- 

erly, because of the social normalisation previously described and the generational culture 

connected to the historical context they have been brought up in, have to overcome major bar- 

riers of a personal and social nature just to be able to identify for themselves any situation of 

gender-based violence. This is even more the case when it comes to informing social, health 

or specialised services of what is happening, or else request complicity and support from 

those in their families or closest personal networks. 
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However old they might be, women have the right to a life free of gender-based violence. 

However, we have seen how even today roles and stereotypes related to elderly women are 

in place and are perpetuated for the simple fact of being women and of a certain age. As a 

consequence, their rights and opportunities to live a full life in freedom are diminished. So as 

to redress these circumstances, we must begin to change our way of perceiving longevity, 

deconstructing our own beliefs and attitudes. We might, in this way, be able to transform 

actions meant to address gender-based violence from this new intersectional perspective, 

enabling us to construct a society free from gender-based violence over the full course of a 

woman’s life.
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Session 4

FEMINIST RESPONSES TO THE HEALTH, SOCIAL  
AND ECONOMIC CRISIS: RESISTANCES AND  
COLLECTIVE EMPOWERMENT

In the current situation, we require collective actions enabling profound transformations and 

ruptures with models that have proven to be failed. Leaving aside immediate responses to the 

crisis, the Congress closed with a reflection on the structural causes that have led us to these 

circumstances, along with the necessary actions of resistance to redress them. We spoke of 

eco-feminism, anti-racism, caring for individuals, as well as the defence of public health and 

the professionals working in it. Struggles conceived for the protection of life must be dedicat- 

ed to everyone, without exception.

_ Beatriz Cantero Riveros

_Aurea Ayón Ruiz Velazco and Alesandra Tatić

_Irene Ripoll Murcia and Clara Puértolas Pérez

_Blanca Bayas Fernández
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This text32 is an invitation for those in the public health sector to reflect on our professional 

practice, which should be questioned in relation to «others». It is frequent to apply uniform 

criteria that do not take into account the diversity of realities present in the group of migrant 

women, given that actions generally refer to the typology of white women of local origin. 

Migrations have been on the rise around the world, and in Catalonia there are now 563,586 

women of foreign origin (Idescat, 2019). Migrant women may live alone or with their partners; 

they could have fled from abuse or precariousness in their countries of origin; they could be 

applying for asylum or refuge, or have migrated for economic, religious or other origins that 

should not just be assumed. A similar way of thinking should be applied for the group of dis-

sident sex/gender individuals who have undergone migratory processes. To address this, the 

first idea is the need to not homogenise the situation of migrant women. 

Our starting point is a notion of health, which, as observed by the Red de Mujeres Latinoame-

ricanas y del Caribe (Latin American and Caribbean Women’s Network),33 holistically feature 

biological, social, economic, political, cultural and environmental considerations. 

Quite often we have biases we are not aware of. These refer to the existence of a systematic 

error, in contrast to a random error, which results in erroneous results, as put forth by María Te-

resa Ruiz Cantero (2009): «There are gender biases in health that are defined in differentiated 

treatment of men and women with the same clinical diagnosis, which could have positive, neg- 

ative or neutral consequences for their health». These may occur by erroneously equalising 

women and men when it comes to the behaviour of the illness (in signs and symptoms) and 

its prognostic, when in fact the illness in question does not behave in the same way for both 

sexes. Another possibility is erroneously evaluating women and men as different in terms of 

the illness’ behaviour, when in fact the differences are not significant. Analysing from a gen-

der perspective highlights the inequities based on sex, although it is necessary to broaden 

our perspective and the categories of analysis. Individuals are unequally placed in the so-

ciety we live in, which occurs because we are deeply affected by indicators which produce  

inequalities and inequities: sex-gender, migratory status, ethnic origin, age, disabilities,  

32 These reflections have been developed by team, in the design of a course for the prevention of violence, 
together with María José González and Marcela Mezzatesta.
33 The Red de Mujeres Latinoamericanas y del Caribe en España was founded as a political movement 
based on a critical awareness of the condition of migrant women, drawing attention to all forms of violence they are 
subject to. See: http://redlatinas.blogspot.com/p/documentos.html
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access/level of formal education, economic situation, and so on. An intersectional perspec- 

tive requires us to be aware of how each of these categories works when it comes to becom- 

ing ill, being healed, preventing illness or having access to health, especially when it comes 

to gender violence (GV).

In the same way, it is important to consider the colonial bias (the supremacy of the hegemo-

nic white point of view) that excludes other forms of knowledge and carries out exclusively 

biomedical interventions in health. We propose that psycho-biological actions be taken that 

include a feminist and decolonial perspective to contribute to changing dynamics still favour- 

ing exclusion, discrimination, invisibilization and inequity as suffered by individuals belong- 

ing to minority cultures or in social disadvantage.

We call for a questioning of stereotypes that arise when it is believed that gender roles are  

based on biological differences, instead of looking to constructs and references deriving 

from what is learnt culturally. They transmit a distorted vision of reality and reduce a complex 

reality to something simple and negative («She/he does/thinks that because she/he is a wo-

man/man»). Society is structured according to gender inequities determined by patriarchy 

that are at the root of normalised gender violence. If we add racist stereotypes to this way of 

seeing things, our interventions will be even more biased and not very effective.

In the case of migrant women, we should consider aspects such as language: does she un-

derstand what we are saying to her? Should we call on cultural mediators? It is essential to 

rely on the mediator not only as a translator, but as an active agent in health. Quite often 

migrant women do not feel listened to during visits to the doctor, and we have the right to 

receive health-related information in a language we can understand. 

A highly important problem is access to health care. Institutional violence carried out by the 

State and the Spanish Foreigners Act end up criminalising migrant individuals in function of 

their migratory status. Police repression bolsters stigmas and prejudices in relation to migra-

tion, and marginalises those who are in an irregular situation administratively, with the possi-

bility to remove their children from them, which means that women will often choose to not 

request assistance from official channels.
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Racist violence has an impact on the health of women, who experience the additional stress 

of precarious working conditions, which is why it is appropriate for our actions to address the 

broadest notions of health, paying particular attention to support networks. 

Migrant women are overrepresented in gender violence statistics, which ends up reinforcing 

the stereotype that foreign men are more violent than Spanish men. However, the majority of 

murders for gender violence are committed by Spaniards, even when the victim is foreign. 

There are numerous cases of violence in the case of mixed couples where sexist and racist 

violence coincide. 

As a response to the violence experienced by migrant women, various spaces of resistance 

and mutual aid have been created. As observed by Caroline Betemps and Lucía Egaña, «in 

recent years there has been an incipient creation of anti-racist and anti-colonial spaces in the 

Spanish context. These spaces have arisen mainly because we cannot continue without telling 

our stories, just as we cannot continue to participate in movements that ignore them, or look 

down on them from above, or push them into the background». Mujeres Pa’lante, like many 

other collectives in Catalonia, was organised to create networks of mutual aid, denounce- 

ment, complicity and care.

For the motives here discussed, it is crucial to not forget that women and dissidences have 

our own rights, that it is important to de-victimise while recognising specific vulnerabilities. 

Administrative disadvantages should be kept in mind, along with all they might represent 

for women. It is necessary to intervene and work in networks with organisations that act in 

the face of GV, as well as raising our awareness, deconstructing our own myths, biases and 

stereotypes and training ourselves in specific areas and in public health, as well as in GV. In 

conclusion, we invite others to help broaden our perspective on the reality we intervene in.
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From a feminist, antiracist and union perspective, it seems important to us to share various 

ideas on the eradication of gender-based violence in social and health services. To contex-

tualise this, in the first part of this text we offer the history of the Sindicato de trabajadoras del 

hogar y de los cuidados Sindihogar/Sindillar (Independent Union of Domestic and Care Work- 

ers Sindihogar/Sindillar). Next, we speak to the concept of crisis, since as domestic and care 

workers it is essential to understand what this kind of work represents in our society, and how 

the concept of crisis may be subject to critique. Crisis, which is ever present in contemporary 

political and media discourses, has many different faces; we will go into detail on some of these, 

such as the crisis in resources, the migratory crisis, the care crisis and the health crisis. As a 

union, furthermore, we will share our expertise in terms of gaining rights, taking into account 

intersectionality in the care crisis in the light of confinement and the conciliation of work and 

family. In the second part we will offer examples derived from communicational practice, from 

its challenges and successes as arising during the COVID-19 pandemic, and their impact on 

our community at Sindihogar. We will also address the role of the feminist economy in our 

way of being a self-run organisation, and how we push back against the crisis we are living in.

Sindihogar is the first independent union of domestic and care workers in Spain. Born in Bar-

celona in 2011, we are a non-profit organisation with an independent legal status. The union 

was created independently, as we do not belong to any majority union, assuming our own 

capacity for agency, self-representation and self-appointment. We are migrated individuals 

who experience and express our own realities. We are a feminist, anti-racist and decolonial 

union, and work in horizontal structures through the assembly. The union arose by and for 

the conjunction of women and their need to encourage and promote real spaces of political, 

social and cultural participation. In this way we «make visible, defend and demand the care 

we offer, putting it front and centre», understanding it as a fundamental part of today’s capi-

talist system. 

Domestic and care work are occupations that unfortunately, in many cases, end up falling 

to migrated women, although it is not the only niche in the employment market where we 

can find work. What happens, however, is that, on the one hand, the racist and post-colonial 

systems in Spain do not allow us to work legally for at least the first three years, as the Span-

ish Foreigners Act obliges us to demonstrate three previous years of employment and to be  
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registered in the Spanish State. In addition, the recognition and homologation of our degrees 

takes, in the best of cases, two years to come into effect. These situations mean that we are 

excluded from the legalised employment market and pushed into the clandestine economy. 

At Sindihogar we work to spread word of the idea of our situation by revealing a broad diver-

sity of profiles, including personal circumstances, geopolitical contexts, migratory paths and 

histories, various kinds of educational background and varied degrees of capital. 

 

At the same time, there is a great diversity of types and forms of domestic and care work. The 

types of work we have done, along with our colleagues, include cleaning, cooking and caring 

for people who are dependent (the elderly or children). Employment in care involves emotion- 

al, psycho-social, medical and corporeal support. On the other hand, this work is expressed 

in various ways: internal (the worker lives at the employment site); hourly pay (hiring for hours 

worked, so that in general the worker will go to various residences in order to earn a more or 

less reasonable wage); or working for a company (meaning being subcontracted by an en-

terprise, residences or entities that externalise care and cleaning services). As usually occurs, 

each individual situation depends both on the types and forms of work being engaged and 

on their legal status, with or without a residency permit or a legalised employment contract. 

It has not been easy to take on the COVID-19 pandemic without the safe space we had creat- 

ed at Sindihogar. For this and many other reasons, for us it seems necessary to criticise the 

very concept of crisis, thus contextualising our habitually precarious circumstances. Picking 

up on the «Western concept» of the term, crisis appears mostly to describe a state of the mind 

opposed to the imaginary realm of a civilised society that works to favour economic develop-

ment, while relying on the social welfare state. Amongst the many kinds of crises in existence, 

we might mention four:

 

 Resource crisis    Care crisis

 

 Migratory crisis     Health crisis
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Social tension generated by discourses on the multiple crises we experience is at the origin of 

this communal discomfort. The crisis enhances the structural limits of the system of employ-

ment and social protection, formerly imagined in the West as solid and infallible.

Poor management and the unfair distribution of economic and cultural resources worsen 

social segregation. The West exploits the natural resources of numerous countries in Latin 

America, Africa and Asia, leading to both internal and external migrations. At the same time, 

it omits the process of empathy between human beings and produces a society that lacks 

sensibility between people who have been exploited in the past and those being exploited in 

the present. As Paulo Freire observes, the dream of every oppressed person is to become an 

oppressor (Freire, 2006).

The crisis in care comes from two sides of the question, from demand and from the supply of 

this kind of work in the Spanish labour market. A demographic snapshot of the country reveals 

that almost 20% of the population is over the age of 65 (INE, 2020). This represents some 9.2 

million elderly individuals who generate a need for care that cannot be met by people origi-

nally from this country. On the one hand, there is the fact that the population is not renewing 

at a sufficient rate (the average birth rate in Spain is 1.3 children per woman, knowing that 

only at a rate of 2.1 children per woman can the population be replaced). On the other hand, 

many families do not hire care workers from Spain, for a diversity of reasons: lack of financial 

resources; because they are less vulnerable to labour market exploitation and have broader 

networks of support; and, likewise, because they have less need to work as 24-hour internal 

care workers who make 500 to 700 euros a month. To summarise: these elderly individuals 

could be taken care of by a professional if it were not for the exploitation of migrated women.

Historically, these circumstances of deplorable employment conditions have not been suf- 

fered exclusively by non-Spanish workers. The same thing happened with the internal migra-

tions from Andalusia and Extremadura in the 1960s (Centro de Estudios Andaluces, 2010). 

This is just one historical example that illustrates the oppressor’s dream, as described by Pau-

lo Freire, demonstrating that people who suffer from racism and classism end up reproducing 

it. In this way, the example chosen shows how the care crisis problem is also a migratory crisis. 

During what we have termed the health crisis, the vulnerability of many groups in society 

has not been revealing per se; rather, greater visibility has been given to it with the situation  
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brought on by the virus. As women, and as professional caregivers, on a global scale we have 

never historically had majority access to social resources that might imply stability. From an 

activist perspective, it is even more important to develop our long-term capacity for resistace. 

The health crisis has made it impossible to conciliate family and working life. Research done 

during the pandemic has shown that women working from home ended up doing more house- 

work and care work; this was due to the feminisation entailed by these kinds of tasks and 

because they are not remunerated. Women’s work tends to appear more flexible, whether 

due to more compact scheduling, lower salaries or because women’s careers are rarely given  

priority within family systems. This supposed flexibility comes about because of the precarious- 

ness imposed on women when acquiring remunerated employment. 

The image of unremunerated female work is a major impediment in the struggle for dignified 

working conditions for domestic and care workers. Working with the elderly has been a sub-

ject that has been present during the pandemic. To not repeat what is obvious—being let go 

after the death of a client, greater specific care needs in the face of weakened resources with 

the economic recession, and so on—at Sindihogar we raised awareness of the undignified 

working conditions suffered by the majority of caregivers. Isolation, as well as psychological 

and emotional problems, characterise those who care for someone twenty-four hours a day. 

When you also live at the employment site (as an internal caregiver), the risk of abuse and 

sexual aggression is even higher. Whether this is surprising or not, the families of the client 

will make mockery of the old man and his sexual aggressions, without trying to understand 

what gender violence is. Apart from this question of violence, perspectives of a better life do 

not exist, as all social mobility is frozen: giving attention for 24 hours a day leads to a lack of 

opportunities to build a support network and alter one’s employment conditions.

The risk of workplace accidents should have a higher media profile. Health and care workers 

often find themselves to not have Social Security coverage, and if they denounce their con-

ditions, they are immediately considered to be suspect as migrated individuals. Cases drag 

on for years, because the medical reports are unending, and meanwhile the injured caregiver 

cannot get the leave or medical attention she requires, apart from not being able to work. The 

COVID-19 pandemic has created the additional need of protective equipment the worker of-

ten has to pay for herself, with even greater fear of being let go.
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In contrast to all this, there are certain ways of resisting the systems and situations oppres-

sing domestic and care workers. At Sindihogar, we invest heavily in the development of the 

feminist economy and in self-management. We see this as a necessity, as it helps us to be 

self-sustaining and offer better working and collaborative conditions within a decolonial fe-

minist community. Sindihogar is a space that allows us to develop without having to answer 

for ourselves before any other institution. It is important to point out that it has always been a 

political priority to keep in mind the source of funds coming into Sindihogar, since economic 

independence gives us greater range of action. In fact, the union does not accept financing 

that does not fulfil the conditions of our feminist, anti-racist policy. We prefer to rely on our 

own self-management over and above vertical institutions. We seek to advance a circular, 

horizontal economical system. This system recognises the value and needs of bodies, priori-

tising care and fair remuneration. 

An example of feminist self-management is the catering service Saberes y sabores (Knowl- 

edge and Flavours), which was founded by Sindihogar in 2013 with the goal of facilitating vari- 

ous forms of economic emancipation for its members. The catering service is one of the pro-

jects that has done the most to raise awareness of the social presence of female domestic and 

care workers. Each client, in the specific event catered, gave a discursive space to the women 

who had been preparing the food; in this way the women spoke about the know-how they 

had brought from their respective lands of origin, and why cooking is political. Nevertheless, 

the issue was always to speak in public about our political demands, such as the abolition of 

the Foreigners Act, the right to unemployment insurance and the right to medical leave. The 

catering service was not just about making the non-activist public aware, however, as it was 

also a way of addressing the consequences of the post-colonial system. Nowadays we are 

adapting ourselves to the health crisis market. Given current restrictions, we are seeking to 

relaunch the project in the form of home delivery, without losing the educational and political 

aspects of food and awareness of our knowledge.

Our for-profit activities, such as the catering service, have been halted with the pandemic. 

We have shifted over to online assemblies, but it was clear to us that the challenges of the 

COVID-19 era, from a practical point of view, would have to be overcome with an effort in 

communication. From its inception we had to learn that our priority was to do campaigns to 
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raise funds, but without any budget to do so.  We were able to do this thanks to the creativity 

of various colleagues with a strong background in activism, as we are always working on hu-

man networks. With COVID-19 we were not able to take to the streets to speak clearly about 

what bothered us the most. Each Sindihogar member began to create her own cloth doll 

house, with messages we would normally chant in a demonstration. In this way we were able 

to activate our support fund, giving these cloth dolls as donations. Thanks to this campaign, 

none of our members were left behind. After this positive experience with the defence fund, 

we chose to open an online shop with a similar concept, this time offering cloth bags with our 

logo on them.  

Being self-run and controlling the origin of the funds coming into the union has demonstrat- 

ed the art of the barter system to us. We also work with the cooperation of people outside of 

Sindihogar. In the feminist economy not everything is monetary, as we also have the goal of 

personal satisfaction. In this way, the productivity of a strong network could distance us from 

providing assistance. We do not need to rely on a lot of funding to be able to exist and pro- 

duce things. We depend on and trust in human networks and their productivity, and this is 

one of the unique features of the self-run feminist model at Sindihogar.

In summary, then, these various crises have brought about changes in our ways of resisting 

and our capacity for activist adaptation. Sindihogar is a space for what we call mimopolítica,34 

or pamper politics, a space for self-care which we cultivate to be able to take on the challeng- 

es of our time. The objective of our working methodology is to train ourselves politically 

through art, accompany each other emotionally, feed each other and care for wounds that 

have arisen in community. We continuously seek to encourage internal cohesion within our 

tremendous diversity. For all voices to be heard and recognised it is essential to seek out 

creative tools and build a common language, able to represent our diversity and validate our 

knowledge. In this way we will be able to construct a vision of the world, a method of action 

reaching far beyond our specific condition.

34 Term created by Sindihogar to explain the «pampering policy», our political position and working  
methodology.
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Key Concepts

_ To speak of people-centre health care, we must consider three aspects: users; the health 

system that responds to them; and the healthcare workers who attend users. 

_  Strong primary care is key for improving the health of users and that of healthcare work-

ers.

 _ We need responses in terms of collective self-organisation, with a gender perspective, 

and our gaze must be focused on the social determinants of health, to be able to change 

the system. 

Basing ourselves on our short-lived clinical and employment experience, and from what we 

might find in our daily practice, we would like to analyse what for us is «people-centred health 

care». We will focus on three main ideas that are interrelated and might help us to define this 

concept: 

The users of the healthcare system / The healthcare system / The professionals in service

      

35  Declaration of interests: the authors declare that we do not have any conflict of interest that could preju-
dice our opinion in presenting this article.

35
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_ The problem is at the root: underrepresentation of women 
in the teaching models and in research

Our patient, as a racialised woman, does not correspond to the biomedical knowledge that is 

currently being taught, as teaching tends to be in the hands of white men. A good part of the 

research is also under their control, and in this way scientific studies are proposed for their 

own sample profile, without breaking down groups by gender or diversified representation, 

with the consequence that the results of this research feature gender biases. This means that 

when the medical interpretation of patients’ symptoms is carried out, we ground ourselves 

erroneously on the parameters of a middle-aged white male and without taking into account 

other comorbidities, only to term «atypical» any symptom that strays from the model.35 

On the other hand, in healthcare it is essential to take on the social determinants of health, 

being the circumstances in which people are born, are raised, work and age, including forces 

and systems that influence in their daily lives (WHO),36 as seen in Figure 1.

Figure 1. Model of Social Determinants of Intimate Partner Violence (IPV). Source: Report Violència masclista a l’àmbit de 

la parella des d’una perspectiva de salut pública: marc conceptual. Barcelona 2019.

35 
36   See WHO (2009).
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In fact, social determinants have a much more important role in the health of individuals than 

healthcare itself, in a proportion of 80% to 20% respectively, and end up leading to differences 

of up to five years in life expectancy in function of the neighbourhood one lives in (Agència, 

2018).37

_ A fragile, underfunded system: the gap between primary 
and hospital care

The fragility of our public health system is not something new. Rather, it began in 2008, with 

cutbacks in public spending. There is evidence that cutbacks in health care spending, com-

bined with the effects of the economic crisis, lead to a worsening of mental health and a rise 

in suicides. It also makes it harder to access the healthcare system, which leads to delays 

in dealing with pathologies, especially those of an infectious nature, whose frequency rises 

due to diagnostic delays, making it hard to break chains of transmission (Basu et al, 2013).38 

In this context, we should point especially to the particularly precarious situation of primary 

care, which addresses the majority of health concerns of the general population. The health 

system tends to be hospital-centric: for a long time now the financing of specialised hospital 

care has grown in detriment to primary care funding. This gap started to become particularly 

evident in 2010, during the years immediately after the beginning of the economic crisis, as 

can be seen in Figure 2.

Figure 2. Differences in health expenditure

Source: Juan Simó blog, article «La serpiente abre todavía más la boca… ¿nos comerá?»

37 See Agència de Salut Pública de Barcelona (2018).
38 See Basu et al (2013).
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This gap is particularly worrisome as excess supply, created by overfinancing and personnel 

hiring for specialised attention, has led to excess demand for emergency services and the 

worsening of various health indicators.

Thanks to longitudinality, one of the most important characteristics of primary care is that 

consists of having the same family doctor over the entire life of patients. This means there 

is a lower use of health services, better preventive care, better acknowledgment of patients’  

problems, less hospitalisation and lower health costs (Starfield, 2001).39 Indeed, to obtain these 

results it is enough to keep the same health professionals with the same patients for two 

years. However, with what we are dealing with presently, the working conditions of health 

professionals makes it enormously difficult to fulfil these two years of continuity (Pereira Gray, 

2018).40

_ Healthcare professionals are exhausted

Emphasis should be made of the precarious circumstances affecting the working careers of 

healthcare professionals. Since we begin our resident stages, the most recurring phrase we 

have heard is «cheap labour». When we become associates our monthly or bimonthly con-

tracts, which do not ensure the stability of the internship process, coupled with a high patient 

workload and excess bureaucratisation, mean that many of us have considered leaving our 

work (Palacio, 2019).41 

In this way, if what we are seeking is to focus on users, we must keep in mind the entire con-

text that goes along with them, including the working conditions of health professionals. We 

must start off from the position that the healthcare system has not freed itself from being built 

and led by men, and is, as a result, a participant in the structural violence that the system 

wields on women.

39 See Starfield (2001).
40 See Pereira et al. (2018).
41 See Palacio (2019).



94

_ Proposals

 1_ Beginning with the base, we believe that the way at hand to change the system is 

grounded in collective organisation, in the creation of spaces for encounter with critical think- 

ing where we might share problems and come up with common proposals. To move forward 

with these proposals, we believe that we need to conquer the street as an ongoing realm 

of struggle, with demonstrations, work strikes (like those done in primary care in 2018, and 

the MIR (residency) strike in the autumn of 2020) or other actions. An example would be the 

occupation of the Mercy Chapel to claim an adequate space for the Raval North health unit 

in Barcelona, carried out by a group of healthcare workers and users in the neighbourhood.

 2_ On a second level, change is required in the biomedical paradigm, which must 

include a gender perspective. We believe that it is necessary to question our university edu-

cators on whether what is taught has a gender perspective, just as this question should arise 

when setting out on a research or employment project.

 3_ Next, we come to the community networks that are created when the system 

does not offer care options. With the confinement due to COVID-19, various neighbourhood 

support groups were created in many Barcelona districts as a response to social isolation.

 4_ Finally, we believe that as individuals giving advice on health, we need to be crit-

ical. It is furthermore essential to keep our focus on the social and community determinants 

of health, so as to be able to prescribe activities that might have a real impact on the health of 

individuals. 

    

Figure 3.  An Alternative Ten Tips for Staying Healthy (Gordon, 1999).
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_ Conclusions

               The social determiners of health are the conditions in which people are born, grow,

         live, work and age, and determine 80% of the health of individuals. 

             Women, and especially racialised women, are a collective that are not represented in  

         the biomedical paradigm.

              Cutbacks in health lead to a worsening of the health of individuals, especially when it  

         comes to mental health and infectious diseases.

           Primary care, thanks to the attribute of longitudinality, reduces the morbimortality of  

         the population. 

            Worsening health of users is the tip of the iceberg of an androcentric and patriarchal 

         capitalist system which is the foundation of the problem.

                   We need collective self-organisation, community networks and research with a gender  

         perspective and on the social determiners of health, to be able to change the system.
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Abstract

An eco-feminist perspective informs analysis of how to develop an exacting critique of the 

systemic roots of violence emerging in the context of COVID-19, implying a confluence of 

multiple crises of an ecological, social, care-related, political, economic, cultural and civilisa-

tional character. Analysis is also made of alternatives and resistances being developed out of 

the current situation.
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_ Aspects of the Crises

From the perspective of feminist economy and eco-feminism,42 as well as from that of other 

transformative voices and paradigms, we denounce the existence of an economic model, 

upheld by political administrative structures, that is profit-focused rather than centred on 

people’s needs. This model is hostile to all lives, whether human or those encountered in the 

overarching set of ecosystems. 

This analysis has now been clarified in the context of the COVID-19 crisis. While the health 

crisis was more acutely visible, at least at the start, the multi-level crisis of the capitalist, het- 

ero-patriarchal system has also been made manifest. In this way there are many facets to this 

systemic crisis, which manifests itself as ecological, social, care-related, political, economic, 

cultural and civilisational. These crises have an impact on the overall framework of ecosys-

tems and society, and especially on women and dissident identities, while also affecting indi-

viduals distinguished by class, place of origin, racialisation, functional diversity, age, gender 

identity and so on. In the following text we situate three of the main aspects mentioned: the 

ecological and climate question; the issue of public health; and the question related to care.

 

           a) Environmental and Climate Crisis

From an ecological perspective, certain voices have observed that the impact on the envi-

ronment caused by human activity, such as extraction, the use of fossil fuels, the (intensive) 

agro-industrial model and the loss of biodiversity, bring about changes in eco-systems that 

lead to the creation of new pandemics, as with the case of COVID-19. The devastation of 

ecosystems leads to the phenomenon of zoonosis, when diseases leap from the animal to the 

human domain.43

42 By «eco-feminisms» we understand the various currents of thought and social movements that bring 
together feminisms and environmentalisms, referring to the extraction of natural resources and territories, along 
with that of female bodies and dissident identities. In both cases what brings this about is the same confluence of 
systems: capitalism and hetero-patriarchy. For this reason, feminisms and environmentalisms share struggles.
 By «eco-feminisms» we mean our independence as social beings, the importance of healing tasks in 
relation to vulnerable bodies, and our eco-dependency and need to find balance with the environment we inhabit, 
which should feature clean air to breathe, potable drinking water, healthy food, and so on.
43  See https://publico.es/sociedad/coronavirus-destruccion-ecosistemas-primer-paso-pandemia.html
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Despite the grave social impacts of COVID-19, one of the positive factors that can be culled 

from the first wave of the pandemic is that it was shown that part of the production and con-

sumption of non-essential goods can be done away with; furthermore, it was demonstrated 

that this sudden degrowth also reduced pollution levels. Despite this, 2020 has been one of 

the three warmest years of the past 150 years,44 and forecasts predict that in 2021 the average 

world temperature will have risen by 1.2 degrees since the year 1900. For these reasons, the 

dream of halting unnecessary production and understanding that the planet has limits has 

only been played out partially. Everything has come together to suggest that economic reco-

very will take place using fossil fuels instead of renewable energy.

To summarise, the ecological point of view warns that a shift in perspective and logic is abso-

lutely necessary in the face of the ecocidal system now in place, with its intense and highly 

aggressive impact on the environment.

                 b) Social and Health Crisis

To date, COVID-19 has taken the lives of almost a million and a half people in the world; for 

some people and social groups it has been particularly virulent, both in terms of health and 

on a social and economic level, exacerbating existing systemic inequalities. 

The COVID-19 crisis has exposed the existence of health systems that have been heavily dam- 

aged by the implantation of neo-liberal logic in the form of privatisations and budgetary cut-

backs, whether in Catalonia or around the world. These health systems, having already been 

made vulnerable, have collapsed with the pandemic, exposing groups in society already in 

precarious circumstances to even greater vulnerability. 

Instead of public services that should ensure the coverage of basic necessities, in the context 

of the pandemic in general we have found weakened services in health, education, social as-

sistance and poorer access to energy, water and housing; the result is that previously existing 

social inequalities have been aggravated. On the other hand, the employment areas that are 

most essential and necessary for social functioning have been made clear, as well as those 

jobs carried out by health workers, nurses, cleaners, cashiers, stock clerks, delivery workers,  

44  See https://elperiodico.cat/ca/societat/20201202/2020-caloros-historia-8231456
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pharmacists, farmers and others. All of these groups have been on the front line in dealing 

with the pandemic. 

Inequalities have also been exposed in function of place of residence. Neighbourhoods where 

working-class people live have been more heavily hit by the pandemic, as many of the indi-

viduals who work in essential services live in them. As they have had to continually commute 

to work, they have been more directly exposed to the virus. This circumstance has played out 

in Barcelona: in the least fortunate neighbourhoods, with higher density of population per 

domestic unit, there have been more cases of COVID-19.45

    c) Care-Related Crisis

During the confinement coinciding with the first wave, at the height of the pandemic many 

domestic and care workers continued in their job posts, facing even more precarious con-

ditions and risking their own health and that of those they were living with. The situation of 

those living in and working in the home of the client has been of double confinement and risk, 

as they were working intensively with and for those who had employed them.46

Faced with this context of vulnerability, the need for other policies has been made that much 

clearer, in Catalonia and elsewhere. For example, Spain has still not ratified Convention 189 

of the International Labour Organisation (ILO), which calls for guarantees that domestic care 

workers be included in general systems of social security, thus matching their rights to those 

of any other working person. 

The Spanish Government approved economic assistance for domestic workers with employ- 

ment contracts, but did not cover those without a contract or without their papers in order. 

This involves a total of some 200,000 workers, one of every three doing this kind of work in 

Spain. Further to this, we have information that it has been extremely difficult to actually receive  

payment for assistance once approved.47 In this regard, measures such as the derogation of 

the Foreigners Act are demands grounded in a feminist perspective.

45   See https://ccma.cat/324/afectacio-de-la-covid-19-a-barcelona-per-barris-colpeja-mes-les-
arees-desafavorides/noticia/3008725/
46   See https://diaritreball.cat/la-crisi-del-coronavirus-colpeja-les-treballadores-de-la-llar-que-
perden-la-feina-o-son-obligades-a-fer-se-internes-pel-mateix-sou/
47   See https://cuartopoder.es/derechos-sociales/2020/09/18/las-trabajadoras-del-hogar- 
denuncian-trabas-y-lentitud-para-cobrar-los-subsidios-especiales-por-el-covid-19/



101

Capital, as expressed in business conglomerates that are transnational and offer multiple 

services, takes advantage of externalisations and outsourcing to increase benefits with care 

services and all other services regarded as essential for life, such as in education, health, food, 

social services, supply of essential goods, housing, domestic labour and care for individuals, 

amongst others. These are the same precarious areas and specific employment sectors found 

in permanent crisis, all the while upholding the system; this leads to constant tension. 

In effect, tasks in care are not put on hold, as they are essential for life, but they soon become 

equally essential for capital. The system is interested in the organisational logics of the sexual 

division of labour, along with global care networks.48 For this reason we say that rather than 

speaking of a capital-labour conflict as the engine of history, we are dealing with a conflict 

between capital and life (including everything that makes it possible), a point of view that the 

feminist philosopher Nancy Fraser has explored in detail.

_ Crisis Management When the State is Remiss: 
The Role of the Private Sector

The institutional management of COVID-19 and the policies governing our society have 

shown us that when a crisis occurs and public services cannot respond or are remiss, people 

shift to an even greater dependency on the private sphere, that is, on each individual’s person- 

al network. In this way, only those able to pay can ensure subsistence and access to basic 

services, and the quality of life of each person is proportional to the size of her wallet. 

In this regard, dependency on private space manifests the importance of care tasks and pu-

blic services, a good part of which cannot be done from home. This puts the inequalities of the 

current socioeconomic system on the table, and in a rather acute manner. The most evident 

case is that of «Stay at home», conceived as the principal safety measure for the non- 

propagation of the virus, which was not useful for those who do not have a home. Meanwhile, 

for those who do have a home, this was lived out in highly differentiated ways in function of 

48  This refers to connections based on personal links that bond people, with particular reference to wo-
men. They arise through migration and remunerated or non-remunerated care work, contributing to the sustainabi-
lity and reproduction of societies. The transference of care is done in line with various axes of power, with gender, 
racialisation, ethnicity, social class and place of origin featured amongst them.
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available space and the number of people residing in it, but also in function of the different 

roles assumed at home by those living in a domestic space. 

In this way, in the context of the pandemic, women have seen their workloads increase, both 

in terms of working from home online and in terms of domestic chores and care-giving. For 

some women, unfortunately, their home has not even been a safe space in the most explicit 

sense of the term (as it had not been previously), and reports of sexist violence have increased 

dramatically during confinement.49

_ The Response Has Been Found in the Community

During the pandemic we have also found that we have softened the more serious impact 

through community networks, mutual aid groups, self-organisation, neighbourhood solida-

rity, and resistance funds. This solidarity is encouraging from a humanist point of view, yet 

it has also been made possible, once again, at the cost of a great amount of unremunerated 

labour, once again supplied above all by women. 

We have also seen how we have been supplied with essential goods like food, partially due 

to small local producers, who have increased their deliveries, farmers who work within an 

agroecological model (an alternative to agro-industrial production, the intensive model) with 

a philosophy of proximity to market, as seen for example in farmers’ markets.

Proposals have arisen, therefore, out of various areas, and they are already being devel- 

oped in the care sector, in access to water and energy, as well as in food sovereignty, urban 

planning, the health and public health care sectors and education, amongst others. Other 

measures against poverty and its feminisation, such as guaranteed basic income, might be 

able to complement the supply of such services. We refer to initiatives that emphasise the 

re-municipalisation of services, the creation of non-profit workers’ cooperatives or the appli-

cation of models of co-governance and public community collaborations. This in turn refers 

to services brought back to the local level, making them accessible and properly equipped 

49 See https://elcritic.cat/opinio/laura-aznar-i-laia-soldevila/conciliacio-teletreball-i-virus-les-donesne-ho-
han-pagat-mes-car-59614
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on a neighbourhood level, which is the most basic and immediate context when it comes to 

covering necessities. All told, we are referring to more sustainable, resilient, democratic and 

sovereign models that take into consideration impacts on territories, whether urban or rural, 

in our context and in the Global South. 

 It is important to highlight that behind many of these alternatives there are active women 

struggling on the front lines and engaged in constructive tasks, as with these reproductive 

and care-related tasks being socially delegated to them, within homes and without. We are 

the ones who are more aware of the importance of public services and what lies in the com-

mon domain. 

_ Conclusions

We have the opportunity to organise ourselves for a «new normal» that might feature another 

model, where we do not return to previous productive levels, which have been proven to be 

unnecessary in certain contexts of non-essential goods, where the logic of degrowth can be 

applied.

We also need other forms of economies and politics, with feminist, ecologist and anti- 

racist perspectives, amongst others, that might include and be promoted by broad sectors 

of society, featuring women and dissident identities. We want them all, from our diverse and 

grassroots feminisms, to definitively move towards these socio-ecological and eco-feminist 

transitions, in this way building new models that will now put people and ecosystems front 

and centre. 
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Closing of the IV Congress for the Eradication 
of Gender-Based Violence from Social 
and Health Services

Montserrat Vilà Planas

_ Founder of Hèlia

The IV Congress for the Eradication of Gender Violence from Social and Health Services has 

demonstrated the great talent of women in so many areas and in diverse situations and pro-

fessions. Our ancestral dedication to care gives us a universal strength in all realms of huma-

nity. 

In this edition of the congress more than 660 people were registered, and each day some 250 

connected to listen to the presentations. Surely many more have listened to the recordings or 

will access this publication. 

Our Palestinian colleagues, despite the great difficulties they carry their work out in, due espe-

cially to the Israeli occupation, have programmes in sexual and reproductive health in various 

clinics, with very good results. A good part of their success can be attributed to the training in 

gender perspectives received by all personnel, regardless of their area of specialisation. Over 

the course of these years, we have learnt from the experience of all of them and continue to 

work together to apply this model to the context of Catalonia.

During this pandemic, further factors have arisen that have increased domestic violence. In 

turn, the institutional response, subject to the criteria of a system that puts the interests of 

major capital front and centre, has led to greater structural violence towards women, whether 
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because of actions or omissions, and attributable as well to negligent redress of the damage 

caused. Further to this, it is a biting reality to recognise that gender-based violence is perva-

sive. 

Gender-based violence has been identified by the World Health Organisation (WHO) as the 

»invisible pandemic». The WHO warns that it must be a priority where all existing resources 

must be focussed, although in the face of this nation states, as the organisation of patriarchal 

power, in practice provoke a rise of gender inequality. During the pandemic, caregiving tasks 

in families have fallen primarily to women, who have had less access to already collapsed 

social services, all told leading to a negative effect on health.

During the IV Congress we have spoken of the persistent paucity of information based on sex 

in scientific studies, as well as in COVID-19 studies. It is terrifying to find out that, even today, 

protocols in hospitals do not include gender perspectives. The habitual procedures are not 

adjusted to the symptoms of women, and this has terrible effects on all women’s lives.

The infringement of sexual and reproductive rights is sexist violence. Despite existing laws 

and improvements in recent years, we are still a long way from an acceptable situation.  For 

example, in the case of abortion rights, conscientious objection on the part of healthcare 

personnel responsible for voluntary interruption of pregnancy is still prevalent, so that many 

women are not able to exercise their rights. Furthermore, with the period of reflection of three 

days as prescribed by law, the capacity of women to decide about their own bodies is being 

questioned. 

We need political responsibility and courageous policies. Not just pleasant words, but active 

listening to front-line professionals, and the provision of effective resources. In this regard, we 

have had success at the Hospital Clínic de Barcelona: thanks to pressure from the Intra-Family 

and Gender Violence Commission of this hospital, the emergency service for assistance to 

and recovery of women who have been victims of sexual violence has continued to be active 

during the pandemic. 
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We also need to raise awareness of the importance of community resources and the work of 

non-profit associations in helping women experiencing processes of gender-based violence 

to find healing. For example, community networks in mental health are leaders in self-care 

and online accompaniment. 

There are no women who are vulnerable because of a diversity of capacities, only those made 

vulnerable because they do not fit into the normalised image of women. 

The various axes of discrimination influencing violence against women must be made more 

visible. We have need of an intersectional feminism that does not forget anyone, that does not 

push any woman to the side. Women who have immigrated and are racialised, those subject 

to racism as well as colonial and xenophobic biases, must be recognised. 

Elderly women, who have been hidden away, also suffer from patriarchy, which considers 

them to be expired material from a certain age on. This a socially accepted stigma. 

All shared experiences we have listed demonstrate the enormous need for contexts encour- 

aging collective reflection, such as the Congress itself. Four years ago, we held our first Con-

gress, and in this its fourth edition we have been able to confirm that it is alive and well, de- 

spite the pandemic. We would like to hold it in-person next year, once again, at the beautiful 

Auditorium of the Faculty of Medicine of the University of Barcelona.

The articles derived from Congress presentations making up this publication contribute to 

our ongoing capacity to have a more accurate, creative and fruitful impact on civic, social and 

institutional levels.  
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