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Abstract

The prevalence of and factors associated with 
violence against women attended as outpatients 
between October 2005 and January 2006 by the 
Instituto Materno Infantil Professor Fernando 
Figueira (IMIP), Recife, Pernambuco State, Bra-
zil, were investigated using a cross-sectional type 
study. 619 women over the age of 18 were included 
in a systematic probabilistic sample. The modi-
fied Abuse Assessment Screen (AAS) was applied 
and the data were evaluated statistically by way 
of univariate and bivariate analyses, using the 
χ2 or Fischer’s exact test and an adjusted multi-
variate logistic regression model. The prevalence 
of violence against women was 27.5% (95%CI: 
24.0%-31.2%) in the twelve-month period prior 
to the consultation. The associated factors were 
low level of schooling (OR = 2.34), a history of 
domestic violence (OR = 2.21) the woman being 
mentally disturbed (OR = 2.35), and the part-
ner’s consumption of alcohol (OR = 1.77). The 
prevalence of violence was high in the group of 
women studied, indicating the need to broaden 
preventive measures and all-round health care 
for women.

Violence Against Women; Women’s Health; Health 
Services

Recognized as a public health problem for over 
ten years, violent crime has contributed to an in-
crease in mortality and morbidity rates among 
the most vulnerable population groups. Accord-
ing to the Pan-American Health Organization 
(PAHO) 1, violence is not a new health problem, 
although it has only recently been accorded the 
status of a human rights violation.

The multiple causes of violence against wom-
en, according to the World Health Organization 
(WHO) 2,3 stem from various factors, ranging 
from those relating to the norms that rigidly de-
fine the social roles of men, giving them control 
and domination over women, to the acceptance 
of violence as a conflict-resolution strategy 2. Pov-
erty, low socioeconomic status, unemployment, 
association with delinquent partners, isolation 
of the woman and family are community factors, 
and marital discord and the partner’s control of 
property and decision-making regarding fam-
ily affairs are factors linked to personal relation-
ships. Factors associated with the aggressor are 
being male and young, having witnessed domes-
tic violence in childhood, being an absentee fa-
ther or father who rejects the child, a lower level 
of schooling, depression, personality disorders, 
having suffered abuse in childhood and alcohol 
consumption 2.

Beyond the emotional cost for women and 
their families, which are incalculable, violence 
against women has an economic impact on the 
health sector, as the women who are subjected 
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to violence tend to be those that are most at risk, 
and therefore more frequently have recourse to 
the health service. This burden could be reduced 
if further preventive measures were taken in the 
sector 4.

Violence against women has been on the 
WHO’s list of priorities since 1996 1 and has been 
the subject of various studies around the world. 
These studies have revealed the scale of the prob-
lem: a prevalence of 41% was found among wom-
en over 16 years of age in London 5, United King-
dom, and, in a representative sample of the adult 
population in China 6, 34% of women and 18% of 
men investigated had already been subjected to 
aggression during their relationships.

A multi-country study of women’s health and 
domestic violence 7 found a 3.7 to 53.7% preva-
lence of physical or sexual violence perpetrated 
by an intimate partner in the previous 12 months 
in Serbia and Montenegro and in rural parts of 
Ethiopia. In Brazil, the study evidenced a preva-
lence of 9.3% in the city of São Paulo and 14.8% 
in the sugarcane plantation region in the State of 
Pernambuco.

Schraiber et al. 8, in a literature review of stud-
ies of violence in Brazil, found a greater emphasis 
on the issue of gender in publications between 
2000 and 2005 and studies in services indicated 
a higher frequency of violence committed by 
the partner with rates ranging from 36% to 45% 
for women reporting physical violence at least 
once in a lifetime and from 9% to 19% for sexual 
violence.

Partner violence was surveyed in 15 capi-
tal cities in Brazil and in the Federal District as 
part of a wider study. The highest prevalence for 
physical abuse was 34.7% in the city of Belém, 
Pará State, in the North region of the country and 
the lowest was 12.8% in the city of João Pessoa, 
Paraíba State, in the Northeast region 9. At emer-
gency referral services in the city of Salvador, Ba-
hia State, also in the Northeast region, the results 
also showed a high prevalence of violence against 
women occurring at least once in a lifetime: 46% 
for general violence, 36.5% for physical violence 
and 18.5% for sexual violence 10.

Studies conducted in Brazil 11,12,13 indicate a 
high prevalence of violence against women and 
suggest the need for improved knowledge of its 
causes to aid the design of public policy and the 
organization of healthcare services. The aim of 
this study is to estimate the prevalence of and 
factors associated with violence against women, 
among those attending a tertiary healthcare re-
ferral center, 100% of whose patients depend on 
the Brazilian public health system, the SUS.

Subjects and methods

A cross-sectional study was carried out to esti-
mate the prevalence of and main factors asso-
ciated with violence against women. The study 
was conducted at the Gynecology Clinic of the 
Women’s Care Center at the Instituto Materno In-
fantil Professor Fernando Figueira (WCC-IMIP), 
currently known as the Instituto de Medicina In-
tegral Prof. Fernando Figueira (IMIP), located in 
the city of Recife, the capital of the State of Per-
nambuco, in the Northeast region of Brazil. The 
IMIP attends approximately 700,000 outpatients 
a year from the Metropolitan area of Recife and 
from other cities in the rural areas of Pernambu-
co, all of whom depend on the public healthcare 
service (SUS).

A systematic sample procedure was carried 
out, with a sample interval equal to four, con-
sidering that approximately 2,400 women would 
have been attended at the gynecology outpa-
tients clinic of the institution during these three 
months, had data been collected. The sample in-
terval was calculated by dividing the number of 
expected patients (2,400) by N to give the preva-
lence estimate (600 including loss prevention). 
Women aged ≥ 19 years old, who were not preg-
nant and received care during the data collection 
period were included.

The final sample size was 619 women, with 
an estimated error no greater than 3%, a 95% 
confidence interval and an expected prevalence 
of 20%.

The Abuse Assessment Screen (AAS) 14,15 was 
used to collect data, with the omission of the 
question on violence during pregnancy, and 
closed questions on other variables were investi-
gated and registered in a specific questionnaire.

To investigate violence against women, wom-
en were asked whether anyone had in the last 
12 months offended them with words, beaten, 
slapped, punched, pushed or hurt them physi-
cally in any way and who this person was. The 
variables investigated were: had suffered physical 
and sexual violence (AAS) 14, place of residence 
(Recife, Metropolitan area of Recife, rural parts of 
the State of Pernambuco and other States); color 
and race (established during the interview and 
categorized as white or non-white), age (complet-
ed years), schooling (completed school years), 
martial status (married/cohabiting or non-mar-
ried); occupation (waged or not); children (have 
children or not) and household income (the total 
monthly income of the interviewee’s household 
members, the minimum wage in Brazil being R$ 
300 ≈ US$ 132 at the time of the study); sexual vio-
lence (if, in the previous year, a woman had been 
forced to have sex against her will and who forced 
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her to); history of family violence (witnessed 
someone who was abused in her own residence 
during her childhood or adolescence) and which 
types of aggression witnessed (insults, beating 
or slapping, verbal threats, hit or spanked a lot, 
threats involving weapons or pushing) investi-
gated in a non-exclusive fashion.

The behavioral risk factors investigated in-
cluded alcohol consumption (yes or no and does 
not drink or occasionally drinks or drinks once 
or more than once a week), use of other drugs 
(the woman was asked if drugs were used, which 
drugs were used and who used them) and mental 
disorders (with further investigation of the mor-
bidity) 16,17,18.

The research assistants were trained using an 
instruction manual designed for this purpose, 
which followed WHO ethical and security rec-
ommendations for studies of violence against 
women 19. The consistency of the questionnaire 
was verified in a pilot study (47 interviews) and 
the interviews were conducted in a private room 
with appropriate conditions to ensure compli-
ance with ethical principles and confidentiality. 
All participants signed informed consent forms.

In order to determine the association between 
the explanatory variables and the response vari-
able, the chi-square test or Fisher’s exact test was 
employed preliminarily with p < 0.05 (Epi Info 
6.04; Centers for Disease Control and Prevention, 
Atlanta, U.S.A.). The simultaneous effect of the 
explanatory variables on the response variable 
was assessed using a multivariate logistic regres-
sion model, carried out by the selection of all 
variables with p < 0.20, transformed into binary 
ones utilizing the Stata 9.2 program (Stata Corp., 
College Station, U.S.A.).

The study received approval from the Ethics 
Committee on Research involving Human Sub-
jects of the IMIP (research project no. 633), on 
October 6th, 2005.

Results

The prevalence of violence against women 
was 27.5% (95%CI: 24-34). The perpetrator of 
the violence was most frequently: the husband 
(42.4%); an ex-husband (4.7%); a boyfriend 
(1.8%); a stranger (9.4%); a son (6.5%) and other 
(35.9%).

A total of 29 (4.7%) women reported having 
been subjected to physical aggression, as clas-
sified by the AAS. In 17 (58.6%) of the cases, the 
women suffered the following types of violence: 
slaps, pushing without hurting or wounding or 
lasting pain; and 24.1% suffered punches, kicks, 
bruises/black eyes, cuts and/or continuous pain. 

The frequency of sexual violence reported was 
4.7%; in 89.7% of these cases, the husband/part-
ner was the perpetrator.

The demographic and socioeconomic profile 
of the women (Table 1) reveals that most, (320 or 
51.7%), were from the Metropolitan area of Re-
cife, and 223 (36%) from Recife city itself. The fre-
quency of violence against women in these two 
regions was 28.45% and 29.9%, respectively.

Almost one third of the women, (187; 30.2%), 
were in their fifth decade of life and 460 (74.3%) 
designated themselves as black or of mixed race. 
The majority of the women, (373; 60.3%), had 
between one and eight years of schooling, 505 
(81.6%) had a partner and 541 (87.4%) had chil-
dren. 236 (38.1%) declared having a low income 
of double the minimum wage or less (< R$ 600 
≈ US$ 264 at the time of the study). The asso-
ciations between violence against women and 
age, color, schooling, and children were positive 
(p < 0.05).

The frequency of violence was higher among 
younger women (p = 0.039) and among black 
women and those of mixed race (p = 0.027) com-
pared with white women. With regard to school-
ing, violence against women was more frequent 
among those who had from zero to eight full 
years of schooling (p < 0.001). Among women 
who had a partner, the frequency of violence was 
28.5% and violence was more prevalent among 
those without offspring compared to those with 
children (p = 0.039).

Of the women’s partners (Table 1), 121 
(25.3%) were in their fifth decade of life, and most 
(68.3%) were brown and black; 212 (46.8%) had 
between four and eight full years of schooling 
and 386 (68.3%) were in paid employment. The 
frequency of violence against women was higher 
among women who had a younger partner and 
a low level of schooling, and there was a similar 
distribution of violence against women, regard-
less of the partner’s skin color and income.

Eighty-five (39.7%) of the women who had 
been subjected to violence also reported having 
witnessed domestic violence in childhood and/
or adolescence (p < 0.001) (Table 2) and the kinds 
of violence reported were: 30.4% insults, 25.5% 
punches, 21.8% verbal threats, 19.2% beatings, 
6.8% threats involving weapons and 22.6% push-
ing. In 148 cases (69.8%), a person of male gender 
was reported to have been the perpetrator of this 
violence. In the group studied, a high frequency 
of violence against women was found among 
women who reported having a mental disorder 
(p < 0.001) (Table 2).

A significant association was found (p = 0.001) 
between the pattern of alcohol consumption of 
the partner and violence against women, with an 
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Table 1

Distribution frequency of women victims of violence according to socioeconomic and demographic characteristics of the woman and her partner, attended in 

the period between October 2005 and January 2006. Instituto de Medicina Integral Prof. Fernando Figueira, Recife, Pernambuco State, Brazil.

 Violence against women Total (%) p value

 Yes No

   n % n %

 Woman’s socioeconomic and demographic characteristics      

 Place of residence      0.092

  Recife 66 29.6 157 70.4 223 (36.0) 

  Metropolitan area of Recife 91 28.4 229 71.6 320 (51.7) 

  Countryside and other states 13 17.1 63 82.9 74 (12.0) 

 Age (years)      0.039

  19-29 38 34.9 71 65.1 109 (17.6) 

  30-39 32 24.4 99 75.6 131 (21.2) 

  40-49 57 30.5 130 69.5 187 (30.2) 

  50-59 34 26.4 95 73.6 129 (20.8) 

  ≥ 60 9 14.3 54 85.7 63 (10.2) 

 Color      0.027

  White 33 20.8 126 79.2 159 (25.7) 

  Brown and black 137 29.8 323 70.2 460 (74.3) 

 Schooling (complete years of study)      < 0.001

  ≤ 8 93 54.7 313 69.7 406 (65.6) 

  > 8 77 45.3 136 30.3 213 (34.4) 

 Marital status      0.217

  Married/Cohabiting 144 28.5 361 71.5 505 (81.6) 

  Not married 26 22.8 88 77.2 114 (18.4) 

 Paid occupation      0.881

  Yes 78 27.8 203 72.2 281 (45.4) 

  No 92 27.2 246 72.8 338 (54.6) 

 Children      0.039

  Yes 141 26.1 400 73.9 541 (87.4) 

  No 29 37.2 49 62.8 78 (12.6) 

 Family income (as a multiple of the minimum wage) *      0.458

  0-1 59 25.0 177 75.0 236 (38.1) 

  1-2 59 27.7 154 72.3 213 (34.4) 

  > 2 52 30.6 118 26.3 170 (27.5) 

 Partner’s socioeconomic and demographic characteristics      

 Age (years)      0.467

  19-29 25 33.3 50 66.7 75 (15.6) 

  30-39 31 27.7 81 72.3 112 (23.2) 

  40-49 37 30.3 85 69.7 122 (25.3) 

  50-59 30 26.8 82 73.2 112 (23.2) 

  ≥ 60 12 8.9 49 14.1 61 (12.7) 

 Color      0.739

  White 41 27.0 111 73.0 152 (31.7) 

  Brown and black 93 28.4 234 71.6 327 (68.3) 

 Schooling (complete years of study)      0.033

  ≤ 8 74 56.9 218 67.5 292 (64.5) 

  > 8 56 43.1 105 32.5 161 (35.5) 

 Paid occupation      0.996

  Yes 108 28.0 278 72.0 386 (80.6) 

  No 26 28.0 67 72.0 93 (19.4) 

* Minimum wage in Brazil: R$ 300.00.

Source: Instituto de Medicina Integral Prof. Fernando Figueira, 2006.
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Table 2

Frequency distribution of women victims of violence according to risk behavior. Family violence witnessed during childhood and/or adolescence and woman’s 

and partner’s mental disorder. Attended in the period between October 2005 and January 2006. Instituto de Medicina Integral Prof. Fernando Figueira, Recife, 

Pernambuco State, Brazil.

 Violence against women Total (%) p value

 Yes No

   n % n %

 Woman’s risk behavior      

 Alcohol consumption      0.351

  Yes 45 24.9 136 75.1 181 (29.2) 

  No 125 28.5 313 71.5 438 (70.8) 

 Use of other drugs      0.054

  Yes 5 55.6 4 44.4 9 (1.5) 

  No 165 27.0 445 73.0 610 (98.5) 

 Family violence witnessed during childhood 

 and/or adolescence      < 0.001

  Yes 85 39.7 129 60.3 214 (34.6) 

  No 85 21.0 320 79.0 405 (65.4) 

 Mental disorder      < 0.001

  Yes 26 46.4 30 53.6 56 (9.0) 

  No 131 25.6 419 74.4 563 (91.0) 

 Partner’s risk behavior      

 Alcohol consumption      0.219

  Yes 94 30.3 216 69.7 310 (61.5) 

  No 49 25.3 145 74.7 194 (38.5) 

 Alcoholic beverage use      0.001 *

  Does not drink or drinks occasionally  79 23.9 252 76.1 331 (65.5) 

  Drinks one or more times per week 117 28.2 298 71.8 174 (34.5) 

 Mental disorder      0.092 **

  Yes 6 50.0 6 50.0 12 (2.5) 

  No 131 27.9 338 72.1 469 (97.5) 

* χ2 of tendency;

** Fisher’s exact test.

Source: Instituto de Medicina Integral Prof. Fernando Figueira, 2006.

increase in violence when the partner’s pattern of 
alcoholic use was more frequent (Table 2).

The adjusted multivariate logistic regression 
model included the variables: age, skin color, 
schooling, children, having witnessed violence 
in childhood and/or adolescence and mental 
disorders, in the case of the woman; and school-
ing, alcohol consumption and mental disorders, 
in the case of the partner.

The results revealed the following to be fac-
tors associated with violence against women: 
lower level of schooling among women (OR = 
2.34), the woman having witnessed violence in 
childhood and/or adolescence (OR = 2.21), alco-
hol consumption on the part of the partner once 
or more than once a week (OR = 1.77) and mental 
disorders (OR = 2.21) (Table 3).

Discussion

The present study found a high prevalence of 
physical and emotional violence (27.5%). A result 
similar to that found by Schraiber et al. 11 (34,1%) 
at a primary care center in the city of São Paulo 
and to other studies carried out in Brazil 9,10,13. 
However, Reichenheim et al. 9 found a higher 
prevalence (73.9% for verbal aggression and 
18.8% for physical violence in the city of Recife). 
These authors exclusively studied acts of violence 
committed by the partner among women with a 
current partner, taking into consideration age, 
and used different instruments from ours, which 
may explain the different results 6,20,21,22.

Violence against women has been widely 
studied in Brazil, although there are relatively few 
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strongly associated with violence against women, 
supporting the results of Gómez-Dantés et al. 24, 
Klevens 36, Rivera-Rivera et al. 29, and Menezes et 
al. 13. Several investigations of violence against 
women 13,23,36 including those conducted by the 
WHO 2, present this variable as a risk factor for 
violence against women. Low levels of school-
ing are almost always associated with poverty, al-
though it should be pointed out that most studies 
of violence against women involve women who 
use the public health service, a fact which sug-
gests a lack of information on the extent to which 
the problem exists among women from more 
affluent social classes, who therefore probably 
have more educational opportunities 24.

Mental disorders among the women were 
found to be a factor strongly associated with 
violence against women. In the literature 2,20,39, 
mental disorders such as depression, phobias, 
post-traumatic stress and others are referred to 
as a consequence of the violence. The etiology of 
mental disorder, in some cases, is attributed to a 
combination of factors – genetic, organic, func-
tional and/or psychological. A mental disorder 
may produce some degree of negative impact on 
interpersonal relationships and an individual’s 
inner world. The negative impact on contact with 
the outside world may lead to an exacerbation of 

the violent impulse against oneself or towards 
other people. These disorders may be associated 
with co-morbidities, such as alcohol use, or may 
have emerged as a consequence of having been 
subjected to violence 40.

Although they produce weaker evidence re-
garding causality, cross-sectional studies in the 
area of health may reveal the true magnitude 
of the problem and the results may suggest the 
need to take the efficient and effective measures 
necessary to ensure a broader impact 41.

There is also a need to address the difficulty 
of investigating violence against women arising 
from the private nature of the phenomenon. It 
is possible that some of the women interviewed 
withheld information, either as a result of feelings 
of shame and humiliation or for fear of exposing 
their private lives and the fact that they have been 
subjected to violence in their own home.

Furthermore, a gold standard could have 
been used for variables such as alcohol con-
sumption and mental disorders. Despite these 
limitations, the results of the present study could 
be used to aid the development of measures to 
identify and deal with hitherto overlooked cases 
of violence against women and to help educate 
health workers and the community alike.

Resumo

Investigou-se a prevalência e os fatores associados 
à violência contra mulheres assistidas no ambula-
tório do Instituto Materno Infantil Prof. Fernando 
Figueira (IMIP), Recife, Pernambuco, Brasil, utilizan-
do um estudo tipo corte transversal (Outubro/2005 a 
Janeiro/2006). Foram incluídas 619 mulheres com idade 
≥ 19 anos, sendo a amostra probabilística sistemática. 
Utilizou-se o instrumento Abuse Assessment Screen
(AAS), modificado. Os dados foram avaliados estatis-
ticamente por análise uni e bivariada, usando-se o 
teste χ2 ou exato de Fischer e um modelo ajustado de 
regressão logística multivariada. Foi de 27,5% (IC95%: 

24,0%-31,2%) a prevalência de violência contra a mu-
lher nos últimos 12 meses. Os fatores associados foram 
baixa escolaridade (OR = 2,34), historia de violência 
familiar (OR = 2,21), transtorno mental da mulher 
(OR = 2,35) e uso de bebida alcoólica pelo parceiro 
(OR = 1,77). Foi elevada a prevalência de violência 
contra a mulher no grupo estudado, indicando a ne-
cessidade de ampliar a prevenção e os cuidados à saú-
de integral da mulher.

Violência Contra a Mulher; Saúde da Mulher; Serviços 
de Saúde
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studies that include risk factors, most of them 
population-based studies, using a different de-
sign. This diversity represents a rich source of 
research for what is a serious public health prob-
lem, but makes it difficult to compare data.

Our findings on sexual violence are similar to 
those described by Vizcarra et al. 23 and McClo-
skey et al. 21, who found a prevalence of 3.4% in 
the city of Temuco, in Chile, and 3% in Tanzania, 
respectively. Our findings also came close to the 
7.5% described by Gómez-Dantés et al. 24 in a 
study carried out in Mexico. The similarity of the 
results could be attributable to the cultural simi-
larities of these countries, where power relations 
between men and women are very unequal. The 
social power conferred on the male gender rec-
ognizes and legitimizes violence against women 
and reinforces women’s submissiveness, even 
with regard to sex.

Violence against women was observed to 
be constant in all age groups studied here, be-
ing more frequent among younger women, 
with a possible decline among those of a more 
advanced age. Kronbauer & Meneghel 25 report 
results of a higher frequency of psychological 
violence among older women (> 30 years old), 
and a higher frequency of psychological (59%) 
and physical (40%) violence among black women 
when compared with white women, even though 
the authors report higher frequencies in general. 
Our findings also indicate a higher frequency 
of violence against black women and those of 
mixed race. Racial discrimination is an impor-
tant historical factor from a cultural and social 
point of view, and is a relevant factor in gender 
violence. As gender, race and ethnic background 
are structural aspects of society, the similarity of 
the results can be taken as a manifestation of the 
social representation of racial prejudice. Howev-
er, this factor alone is not sufficient to explain the 
levels of violence encountered.

These results concur with those described by 
Menezes et al. 13, Zalvídar et al. 26 and Kyriacou et 

al. 27, who found that, in the United States, unem-
ployment or intermittent employment and the 
partner’s low level of schooling were risk factors 
for violence against women, although our study 
did not show a statistically significant association 
between this and violence against women. How-
ever, the frequency of violence against women 
was constant for various levels of schooling of the 
partner. The different results may be attributed 
to the different socioeconomic conditions of the 
populations studied and the distinction between 
the types of violence and the individual charac-
teristics of women investigated, which have been 
proven to be important risk factors for violence 
against women.

Alcohol consumption by the partner once or 
more than once a week presented a positive asso-
ciation in the bi-variable analysis and remained 
a strong associated factor for violence against 
women after a multi-variable analysis, corrobo-
rating data collected by Boyle & Todd 28 in the 
United Kingdom and other studies 23,27,29,30,31. 
Alcohol consumption by the partner has, in a va-
riety of studies 27,28,31,32, been considered to be 
a significant and serious factor associated with 
violence against women. An abusive user or alco-
hol-dependent partner tends to develop violent 
behavior, putting others at risk 33,34,35.

Domestic violence witnessed in childhood 
and/or adolescence was positively associated 
with violence against women and remained sig-
nificant in the adjusted logistic regression model. 
Our findings support those of Menezes et al. 13, 
Vizcarra et al. 23 and Klevens 36. The data cor-
roborate the literature 37,38, confirming the psy-
choanalytical theory that argues that experienc-
ing or witnessing violent behavior as a common 
and normal pattern of conflict resolution leads to 
such behavior-patterns being transmitted from 
one generation to the next.

Low levels of schooling among women re-
mained significant in the adjusted logistic re-
gression model, indicating that this is a factor 

Table 3

Multivariable analysis of factors associated with violence against women attended. In the period between October 2005 and January 2006. Instituto de 

Medicina Integral Prof. Fernando Figueira, Recife, Pernambuco State, Brazil.

 Variable Adjusted OR 95%CI p value

 Partner’s alcohol consumption (once or more times per week) 1.77 1.62-2.69 0.007

 Family violence witnessed during childhood and/or woman’ adolescence 2.21 1.46-3.35 < 0.001

 Woman’s low level of schooling (0-8 complete years of study) 2.34 1.46-3.75 < 0.001

 Woman’s mental disorder 2.35 1.19-4.61 0.013



VIOLENCE AGAINST WOMEN: PREVALENCE AND ASSOCIATED FACTORS 271

Cad. Saúde Pública, Rio de Janeiro, 26(2):264-272, fev, 2010

Contributors

M. A. Silva, G. H. Falbo Neto and J. E. Cabral Filho par-
ticipated in the conception of the project, analysis and 
interpretation of the data, and writing the article. J. N. 
Figueroa contributed with the analysis and interpreta-
tion of the data.

Acknowledgments

To Milena Libório Pereira de Lima, who collected the 
data.

References

1. Pan American Health Organization/World Health 
Organization. Violence against women in the 
Americas. Washington DC: Pan American Health 
Organization/World Health Organization; 1998.

2. Krug EG, Dahlberg LL, Mercy JA, Zwi AB, Lozano 
R. World report on violence and health. Geneva: 
World Health Organization; 2002.

3. Velzeboer M, Ellsberg M, Clavel-Arcas C, García-
Moreno C. La violencia contra las mujeres: re-
sponde el sector de la salud. Washington DC: Or-
ganización Panamericana de la Salud; 2003. (OPS. 
Publicación Ocasional, 12).

4. Drezett J. Manejo da violência pelos serviços de 
saúde. http://www.ipas.org.br (accessed on 05/
Aug/2005).

5. Richardson J, Ciod J, Petruckevitch A, Chung WS, 
Moorey S, Feder G. Identifying domestic violence: 
cross sectional study in primary care. BMJ 2002; 
324:253-4.

6. Parish WL, Wang T, Beijinng EO, Laumann SP, Luo 
Y. Intimate partner violence in China: national 
prevalence, risk factors and associated health 
problems. Int Fam Plan Perspect 2004; 30:174-81.

7. Garcia-Moreno C, Jansen HAFM, Ellsberg M, Heise 
L, Watts CH. Prevalence of intimate partner vio-
lence: findings from the WHO Multi-Country Study 
on Women’s Health and Domestic Violence. Lancet 
2006; 368:1260-9.

8. Schraiber LB, D’Oliveira AFPL, Couto MT. Violên-
cia e saúde: estudos científicos recentes. Rev Saúde 
Pública 2006; 40:112-20.

9. Reichenheim ME, Moraes CL, Szklo A, Hasselmann 
MH, Souza ER, Lozana JA, et al. The magnitude of 
intimate partner violence in Brazil: portraits from 
15 capital cities and the Federal District. Cad Saúde 
Pública 2006; 22:425-37.

10. Silva IV. Violência contra mulheres: a experiência 
de usuárias de um serviço de urgência e emergên-
cia de Salvador, Bahia, Brasil. Cad Saúde Pública 
2003; 19 Suppl 2:S263-72.

11. Schraiber LB, D’Oliveira AF, Junior IF, Pinho AA. 
Violência contra a mulher: estudo em uma unida-
de de atenção primária à saúde. Rev Saúde Pública 
2002; 36:470-7.

12. Deslandes SF, Gomes R, Silva CMFP. Caracteriza-
ção dos casos de violência doméstica contra a mu-
lher atendidos em dois hospitais públicos do Rio 
de Janeiro. Cad Saúde Pública 2000; 16:129-37.



Silva MA et al.272

Cad. Saúde Pública, Rio de Janeiro, 26(2):264-272, fev, 2010

13. Menezes TC, Amorim MMR, Santos LC, Faúndes A. 
Violência física doméstica e gestação: resultados 
de um inquérito no puerpério. Rev Bras Ginecol 
Obstet 2003; 25:309-16.

14. Reichenheim ME, Moraes CL, Hasselmann MH. 
Equivalência semântica da versão em português 
do instrumento Abuse Assessment Screen para 
rastrear a violência contra a mulher grávida. Rev 
Saúde Pública 2000; 34:610-6.

15. Parker B, McFarlene J. Identifying and helping bat-
tered pregnant women. MCN Am J Matern Child 
Nurs 1991; 16:161-4.

16. Lauridsen EPP, Tanaka OY. Morbidade referida e 
busca de ajuda nos transtornos mentais na infân-
cia e adolescência. Rev Saúde Pública 1999; 33:
586-92.

17. Fonseca MJM, Andrade CR, Chor D, Valente J, Bel-
trão K, Duchiade MP. Morbidade referida e uso de 
serviço de saúde em funcionários de banco estatal. 
Rev Bras Estud Popul 2000; 17:163-75.

18. Ministério da Saúde. Atenção básica. Sistema de 
Informação da Atenção Básica. http://www.saude.
gov.br (accessed on 16/Nov/2006).

19. Organización Mundial de la Salud. Dar prioridad 
a la mujer: recomendaciones éticas y de seguridad 
para las investigaciones sobre la violencia domés-
tica contra la mujer. Genebra: Organización Mun-
dial de la Salud; 2001.

20. Heise L. Gender-based abuse: the global epidemic. 
Cad Saúde Pública 1994; 10 Suppl 1:135-45.

21. McCloskey LA, Williams C, Larsen U. Gender in-
equality and intimate partner violence among 
women in Moschi, Tanzania. Int Fam Plan Pers-
pect 2005; 31:124-30.

22. Castro R, Riquer F. La investigación sobre violen-
cia contra las mujeres en América Latina: entre el 
empirismo ciego y la teoría sin datos. Cad Saúde 
Pública 2003; 19:135-46.

23. Vizcarra MB, Cortés J, Bustos L, Alarcón M, Muñoz 
S. Violencia conyugal en la ciudad de Temuco. Un 
estudio de prevalencia y factores asociados. Rev 
Méd Chile 2001; 192:1405-12.

24. Gómez-Dantés H, Vázquez-Martínez JL, Fernán-
dez-Cantoón SB. La violencia en las mujeres usua-
rias de los servicios de salud en el IMSS y la SSA, 
Salud Pública Méx 2006; 48:279-87.

25. Kronbauer JFD, Meneghel SN. Perfil da violência 
de gênero perpetrada por companheiro. Rev Saú-
de Pública 2005; 39:695-701.

26. Zaldívar GA, Moysén JS, Martínez SE, Gonzaléz AT. 
Prevalencia de violencia doméstica en la ciudad de 
Durango. Salud Pública Méx 1998; 40:481-6.

27. Kyriacou DN, Anglin D, Taliaferro E, Stone S, Tubb T, 
Linden JA, et al. Risk factors for injury to wom-
en from domestic violence. N Engl J Med 1999; 
341:1892-8.

28. Bolyle A, Todd C. Incidence and prevalence of do-
mestic violence in a UK emergency department. 
BMJ 2003; 20:438-42.

29. Rivera-Rivera L, Lazcano-Ponce E, Salmerón-Cas-
tro J, Salazar-Martinez E, Castro R, Hernández-Avi-
la M. Prevalence and determinants male partner 
violence against Mexican women: a population-
based study. Salud Pública Méx 2004; 46:113-22.

30. Ellsberg MC, Winkvist A, Pena R, Stenlund H. 
Women’s strategic responses to violence in Nica-
ragua. J Epidemiol Community Health 2001; 55:
547-55.

31. Fillmore KM. Prevalence, incidence and chronicity 
of drinking patterns and problems among men as 
a function age: a longitudinal and cohort analysis. 
Br J Addict 1987; 82:77-8.

32. Burazeri G, Roshi E, Jewkes R, Jordan S, Bjegovic V, 
Laeaser U. Factors associated with spousal physi-
cal violence in Albania: cross sectional study. BMJ 
2005; 331:197-201.

33. Yeager K, Seid A. Primary care and victims of do-
mestic violence. Women’s Mental Health 2002; 
1:125-50.

34. American Psychiatric Association. Manual diag-
nóstico e estatístico de transtornos mentais (DSM-
IV-TR). Porto Alegre: Editora Artmed; 2003.

35. Organização Mundial da Saúde. Classificação de 
transtornos mentais e do comportamento da CID-
10. Porto Alegre: Editora Artes Médicas; 1993.

36. Klevens J. Violencia física contra la mujer en Santa 
Fé de Bogotá: prevalencia y factores asociados. Rev 
Panam Salud Pública 2001; 9:78-83.

37. Freud S. Recordar, repetir e elaborar. In: Edição 
Standard Brasileira das Obras Psicológicas Com-
pletas de Sigmund Freud. v. XII. Rio de Janeiro: 
Imago Editora; 1988. p. 193-207.

38. Trachtenberg ARC. Trauma, transgeracionalidade 
e intergeracionalidade: uma transformação pos-
sível. In: Trachtenberg ARC, Kopittke CC, Pereira 
DZT, Chem VDM, Mello VMHP, organizadores. 
Trasngeracionalidade. De escravo a herdeiro: um 
destino entre gerações. São Paulo: Casa do Psicó-
logo; 2005. p. 119-29.

39. Day VP, Telles LEB, Zoratto PH, Azambuja MRF, 
Machado DA, Silveira MB, et al. Violência domés-
tica e suas diferentes manifestações. Rev Psiquitr 
Rio Gd Sul 2003; 25:9-21.

40. Organização Pan-Americana da Saúde/Organi-
zação Mundial da Saúde. Relatório sobre a saúde 
no mundo. Saúde mental: nova concepção, nova 
esperança. Genebra: Organização Mundial da Saú-
de; 2001.

41. Santos IS, Victora CG. Serviços de saúde: epide-
miologia, pesquisa e avaliação. Cad Saúde Pública 
2004; 20 Suppl 2:S337-41.

Submitted on 17/Nov/2008
Final version resubmitted on 30/Aug/2009
Approved on 24/Nov/2009




