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Physical violence against women by an intimate partner: 
analysis of VIVA Survey 2017

Abstract  This article aims to characterize phys-
ical violence by an intimate partner suffered by 
adult women treated in public urgency and emer-
gency services in Brazil. This is a cross-sectional 
study using data from the VIVA Survey 2017. 
The proportions and 95% confidence intervals 
of the characteristics of the victim, violence, and 
perpetrator were calculated. The associations of 
characteristics were identified through Simple 
Correspondence Analysis (SCA). More than half 
of the assisted women self-declared their race/
skin color to be black (70.2%) and were the vic-
tim of a male perpetrator (96.3%). Most violence 
occurred at home (71.1%) through physical force 
(74.1%). In the SCA, an association was found 
among the variables of age group, between 40 
and 59 years; level of education, up to 08 years 
of study; alcohol consumption by the victim; and 
violence by weapons (Profile 2). An association 
was also found among the variables of age group, 
between 18 and 24 years; black race/skin color; 
lack of paid work; aggression on public places; 
and more serious injuries (Profile 4). There are 
different intimate partner violence (IPV) profiles 
for women in different contexts. Confronting IPV 
requires Public Policies that consider these differ-
ences in the construction of actions that focus on 
women and perpetrators of violence.
Key words  Intimate partner violence, Health 
status disparities, Health surveys
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Introduction

Intimate partner violence (IPV) against wom-
en can be considered an attack against human 
rights, since it threatens the woman’s life and 
physical integrity1. It is an extremely serious Pub-
lic Health problem, which incurs a heavy burden 
upon society, health systems, and victims1.

One study, conducted by Mascarenhas et al.2, 
illustrated that 62.4% of the 454,984 notifications 
of violence against women between 2011 and 
2017 were IPV, which can be interpreted as four 
notifications per hour of this type of violence 
during the seven analyzed years2. In addition, the 
Institute of Applied Economic Research (IPEA, 
in Portuguese) calculated that, in 2019, the cost 
of violence in Brazil represented 5.9% of the 
Gross Domestic Product (GDP), including ex-
penses with health systems, public security, and 
prison systems, among others3. The IPV includes 
a number of subtypes, but physical violence is the 
most common type treated in public urgency and 
emergency services due to its acute character and 
fatal potential4,5. 

The unequal distribution of IPV in relation 
to the sociodemographic characteristics shows 
that this grievance is also related to inequalities 
in health6. The Social Determinants of Health 
(SDH), understood as “social, economic, cultur-
al, ethnic/racial, psychological, and behavioral 
factors that influence the occurrence of health 
problems and their risk factors in a given popula-
tion”, have a direct impact on the distribution of 
violent acts that occur in Brazilian society7, and a 
recent systemic review showed that the inequal-
ities in access to health, education, and income 
increase the homicide rates in major cities8.

In this sense, health surveillance, understood 
as systematic data collection to analyze events 
related to health, play an important role in the 
country to determine the distribution of griev-
ances and to sustain the planning and implemen-
tation of public policies geared toward the Bra-
zilian population, with specific attention given to 
the vulnerabilities that they present9. The Inquiry 
on Violence and Accidents in Urgency and Emer-
gency Services (VIVA Survey), implemented in 
2006, plays a crucial role in monitoring grievanc-
es due to external causes in Brazil, given that they 
obtain information from public health services 
by means of a structured form that characterizes 
not only the victim, but also the aggression and 
the possible perpetrator10.

In this sense, the present study aimed to 
characterize the physical violence by an intimate 

partner suffered by adult women treated in Bra-
zilian public urgency and emergency services.

This study used a methodology that is rare-
ly used in the field of health, proposing an ex-
ploratory approach, which associates the socio-
demographic characteristics of the victims and 
perpetrators with the characteristics of violence, 
constructing IPV profiles, given that this griev-
ance is multifactorial and is expressed in different 
ways in our society11.

Methods

Design and data source

This is a cross-sectional study using data 
from the VIVA Survey 2017. The study is the sen-
tinel surveillance component of the VIVA Sys-
tem, which is carried out in urgency and emer-
gency services linked to the Brazilian Unified 
Health System (SUS, in Portuguese). In 2017, 90 
establishments from 23 capital cities participated 
in this study (Florianópolis, Macapá, and Porto 
Alegre did not participate), together with 131 
establishments from 13 Brazilian municipalities, 
including: Ananindeua (Pará), Araguaína (To-
cantins), Arapiraca (Alagoas), Guarulhos (São 
Paulo), Jaboatão dos Guararapes (Pernambuco), 
Montes Claros (Minas Gerais), Olinda (Pernam-
buco), Santo André (São Paulo), São José do Rio 
Preto (São Paulo), São José dos Campos (São 
Paulo), Serra (Espírito Santo), Sobral (Ceará), 
and Vila Velha (Espírito Santo).

This study used a conglomerate sample in a 
single selection stage, considering the primary 
unit of compound sampling through 12-hour 
shifts. To select the shifts, a period of 30 continu-
ous days was considered, divided into two shifts 
(day and night), totaling 60 shifts for the full data 
collection. All of the medical treatments for ex-
ternal causes of the selected shifts were included 
in the sample10.

The size of the minimum sample was of 1,500 
and 2,000 medical treatments in the municipal-
ities and capital cities, respectively, and was de-
fined by contemplating a coefficient of variance of 
<30.0% and a standard error of <3. Data were col-
lected between September and December 2017, 
through interviews and medical records, per-
formed by trained staff with a standardized form. 
The population of the VIVA Survey consisted of 
victims of violence and accidents who sought out 
treatment in the participating urgency and emer-
gency care services, totaling 48,532 participants.
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The present study included all women, aged 
18 and 59 years, who were treated in the partici-
pating establishments due to physical aggression 
by an intimate partner. When considering the 
sex of the perpetrator, any use of “both sexes” 
was excluded from the sample, considering that, 
conceptually, the IPV is related to only one per-
petrator (n=276). 

Variables

The selected variables were divided into 03 
categories:

• Characteristics of the victim: age range (18 
to 24 years, 25 to 39 years, and 40 to 59 years); 
level of education (up to eight years of study and 
nine or more years of study); race/skin color 
(while; black [black or blown]; and others [yellow 
and indigenous]); paid work (yes or no); alcohol 
consumption up to six hours before the aggres-
sion (yes or no);

• Characteristics of the aggression: location 
of the event (residence [residence or collective 
housing], public space, and others [place to prac-
tice sports, bar or similars, business/services, and 
others]); means of aggression (physical force; 
weapons (melee weapon or firearm], blunt ob-
ject, and others); part of the body struck (head, 
trunk, upper limbs, lower limbs, and multiple 
organs); type of lesion (no lesion, contusion, cut, 
trauma, and others [burn and other]); and sever-
ity of the lesion (defined through the evolution 
of the case: mild [if released or escaped from the 
hospital], severe [if hospitalized or sent to anoth-
er hospital], and ignored);

• Characteristics of the perpetrator: sex (male 
or female) and suspected of alcohol consumption 
(yes or no).

Data analysis

First, the descriptive analysis of the data was 
performed by means of the weighted frequen-
cy and the respective 95% confidence intervals 
(95%CI). The “missing” data were included in the 
“ignored” category for each variable. To identify 
the associations between the studied characteris-
tics, the Simple Correspondence Analysis (SCA) 
was applied.

The SCA is an exploratory multivariate statis-
tics technique that is appropriate for the analysis 
of multiple categorical variables and useful in be-
coming acquainted with the profiles of the stud-
ied object and, later, in constructing the hypoth-

eses concerning this object12. The SCA is applied 
in contingency tables to verify the dependence 
between the lines and columns, and to synthesize 
the structure of variability of the data in terms of 
dimensions, in which the number of dimensions 
is less that the number of variables. The “dimen-
sion” can be understood as a set of categories 
that proved to be associated, and each of these 
categories has a “contribution”, which measures 
its importance in the association13. The results 
are presented in a graph, and the proximity of the 
points represent the relationships between the 
variables: the shorter the distance between the 
two points, the stronger the associations between 
them, while the greater distances represent a de-
coupling between them14.

For the SCA of this study, all the described 
variables were selected. The technique was exe-
cuted, based on the structure of a contingency 
table, where the line profile presented the char-
acteristics of the victim, of the aggression, and of 
the perpetrator, and the column presented the so-
ciodemographic variables of the victim. First, all 
the categories with a mass <0.010 (1,0%) were ex-
cluded. Second, those with similar contributions 
(up to 1.0% of difference) for the dimensions 
of each analysis and with a mass <0.020 (2.0%) 
were also excluded. The results were presented by 
means of tables and graphs. In each quadrant, the 
characteristics with smaller distances between 
each other were grouped together by an ellipsis, 
called “Profile”.

The data analysis was performed using the 
Stata software, version 14. To consider the com-
plex sample plane, the survey model was used, 
obtaining expanded contingency tables, that is, 
they considered the sample weights in the calcu-
lation of the proportions and, based on these, in 
the construction of the correspondence graph.

Ethical aspects

All the participants of the VIVA Survey gave 
their consent to participate in this study and the 
VIVA Survey project was approved by the Na-
tional Research Ethics Committee form the Min-
istry of Health, logged under protocol number 
2.234.509, on August 23, 2017. The present study 
used data from a secondary database of public 
domain, and for this reason, the approval from 
the Research Ethics Committee was discarded, 
according to resolution number 466/2012 from 
the National Health Council.
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Results

The VIVA Survey 2017 registered 48,532 treat-
ments provided due to accidents and violence, of 
which 3,454 were interpersonal physical aggres-
sions and 902 were perpetrated by women. In 
the age range of 18 to 59 years, 713 women were 
treated, of whom 276 (38.9%) were IPVs (data 
not shown).

Of these women, more than half were be-
tween 25 and 39 years of age (50.4%; 95%CI: 
43.0-57.8), self-declared a black race/skin color 
(70.2%; 95%CI: 62.6-76.8), and had not con-
sumed any alcoholic beverage in the six hours 
preceding the aggression (66.1%; 95%CI: 60.2-
71.6). Regarding the perpetrator, 96.3% (95%CI: 
93.0-98.1) were male, while in 65.3% (95%CI: 
58.7-71.5) of the cases, there was the suspicion of 
alcohol consumption (Table 1).

Regarding the IPV, most occurred in resi-
dences (71.1%; 95%CI: 63.8-77.5), were perpe-
trated by physical force (74.1%; 95%CI: 67.9-
79.5), hit the head of the victim (50.0%; 95%CI: 
41.7-58.2), and had a mild severity (85.1%; 
95%CI: 80.0-89.2) (Table 2).

In the SCA, the following categories were ex-
cluded from the final analysis within each vari-
able: race/skin color (other); means of the lesion 
(other means); part of the body affected (trunk, 
upper limbs, and lower limbs); type of lesion (no 
lesion and other lesion); sex of the perpetrator 
(female). Two of the dimensions explained 86.8% 
of the structure of the data variability, given that 
dimension 1 contributed with 67.5% and dimen-
sion 2 contributed with 19.3% (χ2=334.12; p-val-
ue<0.00) (Table 3). 

The variable with greater contributions to 
explain dimension 1 were means of aggression 
by a blunt object (38.0%), white race/skin color 
(30.1%), and level of education, up to 08 years 
of study with 23.3% and 09 or more years with 
26.1%. By contrast, dimension 2 presented a 
greater contribution in the age range of 18 to 
24 years (54.5%) and 40 to 59 years (31.8%), in 
addition to alcohol consumption by the victim 
(29.7%) (Table 4).

Through the proximity of the points in the 
graph representation, 04 profiles were identified. 
Profile 1 associated the variables of age range, from 
25 to 39 years; white race/skin color; paid work; 
and contusion. Profile 2 showed an association 
among age range, 40 to 59 years; the level of ed-
ucation of up to eight years of study; alcohol con-
sumption by victim; and violence using weapons. 
Profile 3 consisted of women with nine or more 

years of study, who suffered aggression by means 
of physical force and trauma. By contrast, Profile 
4 corresponded to the women in the age range of 
18 to 24 years, black race/skin color, who do not 
have a paid job, who suffered aggression in a public 
space, with cuts and mild severity (Graph 1).

Discussion

The present study, with data from the VIVA Sur-
vey 2017, analyzed 276 medical treatments pro-
vided to adult women, victims of IPV - physical 
aggression. The SCA showed an association of the 
younger age range with black race/skin color, the 
absence of paid work, and more severe aggres-
sions (Profile 4). An association of the older age 
range, a lower level of education, consumption of 
alcohol by the victim, and the use of weapons as 
a means of violence was found in Profile 2. There 
was also an association of white race/skin color 
and paid work found in Profile 1, as well as an as-
sociation among the level of education, violence 
through physical force, and trauma (Profile 3).

The overall findings of this study show that 
most of the women who were treated for IPV in 
the urgency and emergency services were of black 
race/skin color, had suffered aggression at home, 
by physical force, with the head being the more 
commonly affected part of the body, and having 
been attacked by an intimate male partner who 
was under the suspicion of having consumed al-
cohol. This finding is in agreement with a previ-
ous study that analyzed treatments due to IPV in 
the capital cities through the data from the VIVA 
Survey de 20145 and show a high proportion of 
IPV among black women (70.0%) with an age be-
tween 20 and 39 years (66.0%), and that had not 
consumed alcohol (78.1%). The study of the VIVA 
Survey 2014 also found a majority of IPV against 
women occurring at home (69.6%), through 
physical force (70.9%), being attacked by a male 
perpetrator (97.6%). It is important to highlight 
that this study analyzed treatments of people as 
of 12 years of age, although the definition used 
by the World Health Organization (WHO) con-
siders IPV only for people as of 15 years of age15. 
Another study4, using data from the VIVA Survey 
2011, analyzed the domestic and family violence 
and, once again, found the home to be main loca-
tion of the events (63.6%), as well as physical force 
being the main means of aggression (60.7%).

The IPV can be considered a means of male 
domination, and the violent behaviors of men are 
the reflection of socially and culturally learned 
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values16. The fact that the violence occurs com-
monly within the home is proof of this chauvinis-
tic structure, in which the partner considers him-
self to be the owner of the women and with the 
right to demand obedience from her, oppressing 
her through violent acts17. The use of physical 
force also dialogues with this idea of domination, 
since the supposed physical superiority of the 
man is often used as a justification for the nat-
uralization of the male as the dominator18, and 
the aggressions aimed primarily at the face of the 
woman show a type of humiliation and power19. 
Also in this discussion, the consumption of alco-
hol by the perpetrator appears as a predisposing 
factor to IPV, acting in a process of physiological 
disinhibition, but also as a socially acceptable ex-
cuse to present violent behavior2.

In this light, the present study showed Profile 
3, consisting of highly educated women, who suf-
fer violence through physical force and trauma. 
The higher level of education is directly related 
to the better financial autonomy20, which, despite 
being a facilitator for the woman to be able to free 
themselves from violent relationships, also raises 
the risk of more severe victimization2, represent-
ed here by traumas. Financial autonomy is often 
interpreted as the transgression of traditional 
gender standards and an insult to the patriarchal 
structure of society, which would generate pun-
ishment through IPV21. 

The patriarchy is understood as a socioeco-
nomic structure based on paternal power, in 
which the woman is not only dominated by men, 
but also exploited by him22. Thus, while the men 

Table 1. Characteristics of adult women. victims of physical violence by an intimate partner. treated at the urgency 
and emergency services. and the probable perpetrator (n=276). VIVA Survey 2017.

Variables
Weighted frequency 95%CI

% Lower limit Upper limit
Characteristics of the victim
Age range

18 to 24 years 24.6 18.7 31.7
25 to 39 years 50.4 43.0 57.8
40 to 59 years 25.0 19.1 32.0

Level of education
Up to 08 years 46.4 40.3 52.6
09 years or more 47.1 41.1 53.3
Ignored 6.5 4.2 9.9

Race/skin color
White 24.6 18.9 31.3
Black (black/brown) 70.2 62.6 76.8
Other (yellow/indigenous) 2.3 0.9 6.2
Ignored 2.9 1.3 6.5

Alcohol consumption by the victim
Yes 31.9 26.5 37.8
No 66.1 60.2 71.6
Ignored 2.0 0.7 6.0

Paid work
Yes 48.6 41.2 56.0
No 48.6 41.5 55.7
Ignored 2.8 1.4 5.6

Characteristics of the probable perpetrator
Sex

Male 96.3 93.0 98.1
Female 3.7 1.9 7.0

Alcohol consumption by the perpetrator
Yes 65.3 58.7 71.5
No 26.9 21.7 32.7
Ignored 7.8 5.2 11.7

Source: Authors.
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reserve the role of breadwinner and of the deci-
sion-making potential in the public/private par-
ticipation of society, the woman takes on the role 

circumscribed in the private sphere, and must 
fulfill the needs of the man and their children, in 
such a way as to dehumanize the woman18. From 

Table 3. Dimensions and proportion of the explained variance in the Correspondence Analysis. VIVA Survey 
2017.

Dimension Singular 
value Main inertia χ2a Explained variance 

(relative %)b
Explained variance 

(acum %)c

Dimension 1 0.1096727 0.0120281 225.37 67.45 67.45
Dimension 2 0.0587028 0.0034460 64.57 19.32 86.78
Dimension 3 0.0393937 0.0015519 29.08 8.70 95.48
Dimension 4 0.0271364 0.0007364 13.80 4.13 99.61
Dimension 5 0.0069975 0.0000490 0.92 0.27 99.88
Dimension 6 0.0045717 0.0000209 0.39 0.12 100.00
Total 0.0178322 334.12 100.00

Note: p-value<0,00 (result not shown in the table). a Result of Pearson χ2 test; b Relative percentage; c Accumulated percentage.

Source: Authors.

Table 2. Characteristics of physical violence by intimate partners against adult women, treated in the urgency and 
emergency services (n=276). VIVA Survey 2017.

Variables
Weighted frequency 95%CI

% Lower limit Upper limit
Location of event

Home 71.1 63.8 77.5
Public space 18.5 13.5 24.8
Others 8.8 5.7 13.2
Ignored 1.6 0.7 3.6

Means of aggression
Physical force 74.1 67.9 79.5
Weapons (melee weapon/firearm) 13.8 10.1 18.6
Blunt object 10.0 6.6 15.0
Others 2.1 0.9 4.6

Part of the body affected
Head 50.0 41.7 58.2
Trunk 7.8 4.9 12.3
Upper limbs 13.9 9.5 20.0
Lower limbs 10.5 6.9 15.6
Multiple organs 11.4 7.5 16.8
Others 6.4 3.2 12.5

Type of lesion
No lesion 6.4 3.2 12.5
Contusion 41.2 34.6 48.1
Cut 32.9 26.6 39.8
Trauma 15.6 11.9 20.3
Others 3.3 1.8 5.9
Ignored 0.6 0.1 2.6

Severity of lesion
Mild 85.1 80.0 89.2
Severe 13.6 9.7 18.6
Ignored 1.3 0.6 2.8

Source: Authors.
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this perspective, male supremacy allows the men 
the control sexuality, the body, and the autonomy 
of the women, and violence is a means through 
which to maintain this power23. 

Much like the patriarchy, other forms of op-
pression also shape the way the IPV occurs and is 
perceived by society. The present study found, in 
Profile 4, an association among younger women, 
black race/skin color, the absence of paid work, 
and more serious lesions. By contrast, Profile 1 
associated white race/skin color with the pres-
ence of paid work. Although violence has taken 
place in a broad manner and affected women 
from many different contexts, it is clear that the 
IPV is distributed unequally in our society and 
that the social vulnerabilities also play an im-
portant role in this grievance24. It is well-known 
that in Brazil race/skin color works as a mark-
er of social disadvantage25 and that black people 

have a lower level of health, education, and in-
come26. Thus, the race/skin color and income are 
social determinants and markers of inequality in 
health, and these vulnerabilities may well be as-
sociated with the greater risk of exposure to vio-
lence and even episodes of more severe violence7. 
In this light, one ecological study that used the 
average standardized coefficient of female mor-
tality by aggression as a marker for feminicide in 
the three-year periods of 2007-2009 and 2011-
2013 concluded that the IPV is associated with 
the regions of highest rates of male homicides 
and that black women are twice as prone to die 
for this reason, when compared to white wom-
en27. Moreover, the inequality of access to protec-
tion networks places these women on a new path 
of violence, in which the lack of social support 
makes it difficult to break the cycle of violence 
with which they live1.

Table 4. Masses and contributions of the sociodemographic characteristics of the victim and perpetrator. VIVA 
Survey 2017.

Variables Total Contribution
Column Categories Mass Dimension 1 Dimension 2

Age range 18 to 24 years 0.082 0.082 0.545
25 to 39 years 0.177 0.035 0.016
40 to 59 years 0.087 0.008 0.318

Level of education Up to 08 years 0.165 0.233 0.068
09 or more years 0.160 0.261 0.044

Race/skin color White 0.085 0.301 0.002
Black/Brown 0.242 0.080 0.008

Line
Alcohol consumption by the victim Yes 0.042 0.009 0.297
Paid work Yes 0.067 0.110 0.056

No 0.065 0.100 0.099
Location of the aggression Home 0.097 0.002 0.000

Public space 0.025 0.001 0.082
Other 0.012 0.000 0.026

Means of aggression Physical force 0.101 0.108 0.050
Weapons (melee 
weapons/firearms)

0.018 0.053 0.008

Blunt object 0.013 0.380 0.045
Part of the body affected Head 0.068 0.004 0.000

Multiple organs 0.016 0.002 0.120
Type of lesion Contusion 0.057 0.061 0.006

Cut 0.044 0.162 0.025
Trauma 0.021 0.001 0.007

Severity of the lesion Mild 0.116 0.001 0.001
Severe 0.018 0.001 0.048

Sex of the perpetrator Male 0.131 0.002 0.002
Suspicion of alcohol consumption by 
the perpetrator

Yes 0.089 0.002 0.127

Source: Authors.
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Also contemplating the association of vio-
lence with the social inequalities, in Profile 2, 
the present study found an association among an 
older age range, a low level of education, alcohol 
consumption, and aggression using weapons. 
Since older women have a better condition to 
avoid abusive relationships2, it is understandable 
that those who remain present factors of vulner-
ability and even characteristics that can associate 
them with more violent relationships, such as a 
low level of education. Furthermore, the SDH 
also interfere in this relation, since individual be-
haviors, such as a greater consumption of alcohol 
and their continuance in violent relationships 
are also influenced by the cultural environment, 
pressure by their partners, and the possibility of 
access to information and income7. 

The present study is highly innovative, as it 
uses a methodology that is rarely applied in the 
field of health12. The SCA makes it possible to in-
sert a wide range of variables and visually repre-
sent the associations among the data12. Hence, it 
has proven to be a powerful tool when studying 
IPV, as it analyzes the association of diverse cate-
gorical variables, creating profiles with character-
istics that should be analyzed together to make a 
list of hypotheses for future study.

This information can help in the construction 
of specific public policies, such as those geared 
toward the reduction of alcohol consumption 
and civil disarmament. One study conducted in 
Sacramento, California, showed that an increase 
of 01 bar per square mile in a region can raise the 
probability of the need for medical treatment due 
to IPV by 3% in emergency units28 and that the 
increase of 01 establishment with the sale of alco-
holic drinks generated an increase of 4% in police 
calls related to IPV29. Also in the USA, one study 
on the impact of laws on the use of weapons in 
feminicides by an intimate partner demonstrated 
that states with more restrictive laws consistent-
ly presented lower rates of this crime30. Running 
counter to actions that can prevent violence, the 
current government has been advocating civil ar-
mament in Brazil, with a growth of 100.6% in the 
total number of registrations of people with guns 
between 2017 and 2020, which can increase the 
risk of women who live with violence becoming 
victims of feminicide by their intimate partner31. 
In this scenario, it is important for systematic 
studies to be carried out in order to monitor the 
indicators related to IPV and support debates on 
the issue that can lead to actions to face and pre-
vent this type of violence.

Graph 1. Correspondence Analysis Biplot with the profiles of physical violence by an intimate partner against 
women, registered in the VIVA Survey 2017.

Source: Authors.
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G2 = Means of aggression - weapon
G3 = Means of aggression - blunt object
H1 = Part of the body - head
H5 = Part of the body - multiple organs
I2 = Type of lesion - contusion
I3 = Type of lesion - cut
I4 = Type of lesion - trauma
J1 = Severity - mild
J2 = Severity - severe
K1 = Sex of perpetrator - male
L1 = Suspected alcohol consumption by 
perpretrator
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A3

B1 G2
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4001
C

iência &
 Saúde C

oletiva, 27(10): 3993-4002, 2022

Among the limitations of this study, what 
stands out is that the population of the study re-
fers to women treated at urgency and emergency 
services of SUS from 23 capital cities and some 
municipalities around the country. Thus, the sam-
ple is representative of the population treated in 
these services and cannot be considered as a pop-
ulation-based survey. Moreover, although SUS 
treats 70-80% of the population of the country, 
this study does not contemplate people treated in 
private services. The findings of the present work, 
therefore, lack external validity and should not 
be overgeneralized regarding the Brazilian pop-
ulation, thus not allowing one to estimate the in-
dicators of the occurrence these types of events. 
Another limitation is the fact that the information 
was reported by the patients or their family mem-
bers and are subject to measurement errors. In 
the case of IPV, the data can be underestimated or 
poorly classified as accidents due to the risk of the 
of patients hiding the true nature of their treat-
ment due to the stigma of such an event32. 

In conclusion, this method showed that adult 
women who are victims of IPV are mostly black, 

and that the event mainly occurs at home, with 
a high proportion of alcohol consumed by the 
aggressor. Different IPV profiles for women of 
different sociodemographic contexts were also 
identified, since women of different age ranges, 
race/skin color, and distinct levels of education 
are associated with different factors. Moreover, 
this study points out that the severe lesions were 
more common among black women with a low-
er income; therefore, IPVs using weapons were 
more frequent among women with a lower lev-
el of education. Confronting violence must pass 
through various sectors, such as Health, Edu-
cation, Public Security, and Social Assistance. 
Moreover, it is necessary for Public Policies to be 
developed in an integrative and articulated man-
ner since the social cohesion and the creation of 
support networks play an important role in the 
search for equality in health care. Furthermore, 
it is important to consider the sociodemographic 
factors in the construction of these policies and 
strategies to prevent IPV in Brazil, focusing on 
both women and the perpetrators of violence.
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