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Abstract Violence against women is an import-
ant public health problem in Brazil and in the
world. The objective of the present study was to
describe the profile of mortality due to aggression
against women, and analyze whether the victims
of reported violence are more likely to die from ag-
gression than the general female population. This
is a descriptive study of mortality due to aggres-
sion against women, from database linkage. The
databases used for linkage were SINAN Brazil’s
Notifiable Diseases Information System (reports
of violence against women) (2011 — 2015), and
SIM, the Mortality Information System (women
dying as a result of aggression) (2011 — 2016).
The risk of death due to aggression among wom-
en previously reporting violence is higher than in
the general female population, thus revealing a
situation of vulnerability. Black women with low-
er schooling are the main victims of violence and
homicides. The large number of women killed by
aggression and repeated violence reveal the fragil-
ity of the care and protection networks in provid-
ing comprehensive, qualified and timely care for
victims.

Key words Homicide, Violence, Violence against
women, Notification of violence, Intrafamily vi-
olence
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Introduction

Violence against women is a complex, long-last-
ing phenomenon that is hard to describe and
that permeates uneven relationships between
men and women. Its roots lie in social, economic,
political, cultural and environmental structures,
and is strongly associated with social inequality’
and uneven gender relations®.

The Belém do Pard Convention (1996)
defined violence against women as “any gen-
der-based action or reaction that leads to death,
or causes physical, sexual or biological damage to
the woman, either publicly or privately” (Article
1)°. According to this definition, violence against
women includes physical, sexual and psycholog-
ical damage, and may happen within the family,
household or community, and perpetrated or
tolerated by the State or its agents.

Violence against women is a global phenom-
enon affecting all social classes; for this reason,
several countries have enforced prevention and
control mechanisms to try and stop it. Thus, vi-
olence against women is now looked upon as a
public health problem*. It is also one of the most
extreme and perverse forms of gender inequality,
the product of differences in power, an important
social phenomenon and a violation of human
rights, significantly impacting the health-disease
process and the outlook of these women>®.

According to the World Health Organization
(WHO), 35% of all women in the world are the
victims of physical and/or sexual violence, most-
ly by their partners’.

Femicide, the murder of women for rea-
sons based on uneven gender power, is the most
perverse and extreme form of violence against
women. It is violence by men against women in
a desire to obtain power, domination or control®.
Estimates show that globally, 38% of women
murdered are killed by their intimate partners’.

The goal of this study is to describe the profile
of violent death among women, and check if the
victims of reported violence have higher rates of
violent death than the female population in gen-
eral.

Methods

This is a descriptive study of death due to aggres-
sion among women, based on linkage between
the SIM (Mortality Information System) and
SINAN (Notifiable Diseases Information Sys-
tem) databases. Data on female mortality was

taken from SIM, which is based on Death Certifi-
cates, while data on interpersonal and self-inflict-
ed violence against women of all ages was taken
from SISAN.

Linkage was based on data in all notices of vi-
olence against women in entered into SISAN be-
tween 2011 and 2015. We chose to start in 2011,
as this is the year in which violence reports were
standardized across all healthcare services. For
the record of female deaths, we used the period
between 2011 and 2016 (preliminary through
May 2016), and the following causes based on
Assault - ICD X85-Y09 — according to the 10%
revision of the International Statistical Classifi-
cation of Diseases and Related Health Problems
(ICD-10).

Cases were listed using the Bloom Filter tech-
nique. As pairing variables between databases, we
used patient name, date of birth and municipal-
ity of residence. All pairs were validated by com-
paring the mother’s name.

Pairs with the maximum score of 10,000 were
considered true pairs. All pairs with a score of less
than 10,000 were analyzed by looking at patient
name and date of birth. If one of the databases
lacked DOB, validation was based on victim age.
Pair validation yielded 2,599 true pairs.

We then prepared a description of female
deaths due to aggression (2011 - 2015) in the SIM
database, looking at the following variables: years
of schooling, race/color, location of death, type/
means of aggression and age group (children, ad-
olescents, adult and elderly). A descriptive analy-
sis of the validated peers was also performed by
age range, victim and event characteristics, and
the likely perpetrator.

To calculate the average female mortality due
to aggression among women in the population in
general (2011 - 2015), we used the average num-
ber of deaths due to aggression among women
in this period, divided by the average female
population in the same period. The populations
used for these calculations were taken from the
“projected population of Brazilian states by gen-
der and age”, available on the DATASUS (Unified
Health System IT Department) website’. The rate
was calculated per 100,000 women.

To calculate the average mortality due to ag-
gression among women reporting physical or psy-
chological violence, rape or negligence between
2011 and 2015, we used deaths due to aggression
among women who had reported this type of vi-
olence (linkage data), divided by notifications of
physical or psychological violence, rape or negli-
gence against women in the same period.



Rates were calculated among the population
in general and among those who had reported
violence by age group — children (0 to 9 years of
age), adolescents (10 to 19), adults (20 to 59) and
elderly (60 or older).

We then calculated mortality rates using the
mortality rate of victims of violence as the nu-
merator, and mortality among the population in
general in the denominator.

Results

According to SISAN, between 2011 and 2015
reports of violence more than doubled, from
107,530 to 242,347. Notifications of violence
against women also increased similarly, from
75,033 to 162,575. In 2015, women were the vic-
tim in 67.1% of the cases of reported violence
(Figure 1).

According to the SIM, between 2011 and
2015, 23,278 female deaths due to aggression
were reported, 676 (2.9%) in children, 3,754
(16.1%) in adolescents, 16,889 (72.5%) in adults
and 1,589 (6.8%) in elderly women (Table 1).
Most of the women (adult and elderly) had 7
or fewer years of schooling (44% and 37.6%
respectively). Most of the adult women (61%)
were afro-descendants, while most of the elder-

ly (50.2%) were white. Most of the deaths hap-
pened on public thoroughfares (31%), followed
by the home (28%). In the case of children, most
(38.2%) died in the hospital, and among the el-
derly most (49.5%) died at home. It should also
be noted that 25% of the deaths happened in the
hospital, meaning most of the deaths happened
at the location where the attack took place, with
no medical or hospital care, or even time to pro-
vide such care. Most (49%) of the homicides
involved fire arms; among children this was the
2" most frequent means of violence (26.2%). In
the case of violence against the elderly, the most
frequently used mode of violence was sharp or
blunt objects (43.3%).

Based on the linkage data, the mortality pro-
file shows that of the 567,456 women who were
the victims of reported violence between 2011
and 2015, 2,599 had been the victims of aggres-
sion. Of these, 54.7% were afro-descendants, and
42.4% were white. If we break down the data by
race/skin color, we find that Afro-descendants are
the primary victims among all age groups except
the elderly, where white women predominate
(64.3%) (Table 2).

Of the total deaths among women, in 15.9%
of the cases there was a history of repeated vi-
olence, especially among adult women (17.6%).
Most (48.1%) of the violence occurred in the
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Figure 1. Number of interpersonal and self-provoked reports of violence (total and female). Brazil, 2011 - 2015.

Source: Viva/SINAN/SVS/MS.
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Table 1. Characteristics of females dying due to aggression, Brazil, 2011 - 2015*.

Children Adolescents Adults Elderly
(0-9years) (10-19years) (20-59years) (60 or over) Total
n=676 n = 3,754 n = 16,889 n=1,589 n=23,278
n % n % n % n % n %

Years of Schooling

None 30 44 32 0.9 524 3.1 304 19.1 892 338

7 or less 96 142 2.058 54.8 7.426 44.0 597 37.6 10.179 44

8 or more 0 0.0 791  21.1 4.479  26.5 237 149  5.509 24

No data 550 81.4 873 233 4.460 264 451 284  6.698 29
Race/Color

White (Caucasian) 223 33.0 1.005 26.8 5.520 32.7 798 50.2  7.631 33

Black (black/brown) 342 50.6 2.539 67.6 10.514 62.3 711 44.7 14.301 61

Yellow 1 0.1 4 0.1 31 0.2 11 0.7 47 0.2

Native Indian 83 123 28 0.7 57 03 12 08 181 0.8

No data 27 4.0 178 4.7 767 4.5 57 3.6 1.118 4.8
Location of death

Hospital 258  38.2 961  25.6 4.039 239 511 322 5.811 25

Home 221 327 656 17.5 4.796 28.4 787 49.5  6.475 28

Public thoroughfare 84 124 1421 379 5314 315 142 89 7.142 31

Other 107 15.8 700 18.6 2.618 15.5 139 8.7 3.684 16

No data 6 0.9 16 0.4 122 0.7 10 0.6 166 0.7
Type/means of aggression

Firearm 177 262 2317 61.7 8.482 50.2 404 254 11.512 49

Sharp/cutting/blunt object 133 19.7 923  24.6 5969 353 688 433 7.823 34

Hanging 80 11.8 238 6.3 980 5.8 136 8.6 1465 6.3

Other means 286 423 276 7.4 1.458 8.6 361 22.7 2478 11

Source: MS/SVS/DANTPS/CGIAE - SIM.
*Data for 2015 is preliminary.

home for all groups, followed by public thor-
oughfares (25.2%) (Table 2).

The most frequent type of violence reported
was physical (78.4%), followed by moral/psycho-
logical (14.2%), rape (4.7%) and finally, negli-
gence/abandonment (1.8%). These percentages
vary by age group. Among children and the el-
derly, physical violence is followed by negligence/
abandonment (Table 2).

The most likely perpetrator varies by age of
the victim. Among children, the father/stepfa-
ther appeared most often (41.4%), while among
adolescent and adult women it was the part-
ner, 39.9% and 59.9% of the time respectively.
Among elderly women, most (30.2%) do not
know their assailant, followed by the woman’s
partner (27.1%).

Mortality due to assault among women is
4.6/100,000 (not included in the table). Table
3 shows the average mortality due to assault
among women in general, and mortality due to

assault among the victims of reported violence,
by age group.

If we compare mortality among the victims
of reported violence and female mortality in gen-
eral between 2011 and 2015, we find that in all
cases mortality was higher among the victims of
previously reported violence than among the fe-
male population in general (Table 3).

During this same period, if we compare the
ratio of the rates, which expresses the risk of those
exposed [to violence] compared to the reference
population in general, we find that women who
reported physical violence were at a higher risk
of death due to assault, regardless of age. Among
children who are the victims of physical violence,
the risk of death due to assault was 523.7 times
larger; in adolescents, it was 116.7 times larger,
among adults 112.2 times and in the elderly 326.3
times larger (Table 3).

Women who are the victims of rape are also
at higher risk of murder, especially elderly wom-



Table 2. Characteristics of females reported as victims of violence between 2011 and 2015, and who died as a

result. Brazil, 2011 - 2015.

Children Adolescents Adults Elderly Total
Characteristics (0-9years) (10-19years) (20-59years) (60 orover)
n=108 n =460 n=1,891 n =140 n=2,599
n % n % n % n % n %
Race/Color
White (Caucasian) 51 47.2 158 34.3 802 424 90 643 1.101 424
Black (black/brown) 57 52.8 287 62.4 1.035 54.7 42 30.0 1.421 54.7
Yellow and Native Indian 0 0 2 0.5 12 0.7 1 0.7 15 0.5
No data 0 0 13 2.8 42 2.2 7 5.0 62 24
Repeated violence
Yes 12 11.1 50 10.1 335 17.7 16 114 413 159
Location of violence
Home 75 694 161 35.0 914 483 101 72.1 1.251 48.1
Public thoroughfare 11 10.2 146 31.7 491 26.0 8 5.7 656  25.2
Other® 13 12.0 75 16.3 239 12.6 10 7.1 337  13.0
No data 9 8.3 78 17 247 13.1 21 15.0 355  13.7
Type of Violence?
Physical 91 63.6 419 75.1 1.809 80.8 129 71.7 2448 784
Psychological/moral 8 5.6 74 133 333 149 29 161 444 142
Negligence/abandonment 20 140 13 2.3 11 05 13 7.2 57 1.8
Rape! 22 154 48 8.6 72 3.2 4 2.2 146 4.7
Other* 2 1.4 4 0.7 15 0.7 5 2.8 26 0.8
Likely Perpetrator2
Father/Stepfather 41 414 19 5.7 16 1.1 0 0 76 3.8
Mother/Stepmother 27 273 10 3.0 11 0.8 1 1.0 49 2.5
Spouse/Former Spouse/Boy/Girl- 0 0 132 399 874 599 26 27.1 1.032 52.0
friend/Former boy/girl-friend
Friends/acquaintances 12 121 71 21.5 180 12.3 12 125 275 139
Unknown 14 14.1 88 26.6 300  20.6 29 30.2 431 217
Other* 5 5.1 11 3.3 78 5.3 28 29.2 122 6.1

Source: Violence and Accident Surveillance - VIVA/SINAN/SVS/MS.

@ Total larger than n as this was a multiple-choice question. ® School, bar, trade/service establishments, group
housing. < Torture, human trafficking, legal intervention, child labor, financial/economic violence. ¢ Excludes other
types of sexual violence such as sexual exploration and harassment.®Son, brother, care-giver, boss, person with
institutional relationship, police/agent of the law, the individual herself.

en, who are 215.5 times as likely. Among children
this number is also high, as they are 159 times
more likely to be murdered.

Psychological violence and negligence also
increase the risk of death due to violence among
women, in particular at the beginning and end of
life. Among children, the risk of death by assault
among the victims of psychological violence and
negligence was 63.7 and 77.7 times higher than in
the general population, while among the elderly
this risk was 113.8 and 55.1 larger, respectively.

Discussion

The results show that the risk that a female victim
of reported violence will die due to assault is larg-
er than it is among the female population in gen-
eral, thus revealing vulnerability. This risk varies
by life cycle, although the rate ratio is also higher
among the victims of physical violence and rape.

This can be explained by gender and by social-
ly construed differences, which lead to inequali-
ty, discrimination and structural subordination
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Table 3. Average mortality due to aggression among females in general and among female victims of reported

violence, by age group Brazil, 2011 - 2015.

Mortality due to aggression**

Mortality . .
Numerator® Denominator Rate* Rate ratio
Children (0to 9)
Among the female population in general 676 76,754,864 0.9
Victims of reported violence (all types) 108 70,708 152.7 173,4
Victims of reported physical violence 91 19,730 461.2 523,7
Victims of reported rape® 22 15,709 140.0 159,0
Victims of reported psychological violence 8 14,255 56.1 63,7
Victims of reported negligence 20 29,244 68.4 77,7

Adolescents (10 to 19)

Among the adolescent female population in general 3,754 84,113,598 4.5
Victims of reported violence (all types) 460 142,500 322.8 72,3
Victims of reported physical violence 419 80,435 520.9 116,7
Victims of reported rape® 48 37,314 128.6 28,8
Victims of reported psychological violence 74 39,522 187.2 42,0
Victims of reported negligence 13 12,779 101.7 22,8

Adults (20 to 59)

Among the adult female population in general 16,889 285,750,029 5.9
Victims of reported violence (all types) 1,891 348,567 542.5 91,8
Victims of reported physical violence 1,809 272,858 663.0 112,2
Victims of reported rape® 72 19,882 362.1 61,3
Victims of reported psychological violence 333 126,575 263.1 44,5
Victims of reported negligence 11 4,148 265.2 44,9

Elderly (over 60)

Among the elderly female population in general 1,589 61,723,472 2.6
Victims of reported violence (all types) 140 27435 510.3 198,2
Victims of reported physical violence 129 15,359 839.9 326,3
Victims of reported rape® 4 721 554.8 215,5
Victims of reported psychological violence 29 9,901 292.9 113,8
Victims of reported negligence 13 9,166 141.8 55,1

Source: SIM and Violence and Accident Surveillance - VIVA/SINAN/SVS/MS.

(*) Rates calculated per 100,000 women. (**) Includes deaths due to aggression (ICD X85-Y09).

*Excludes other types of sexual violence such as sexual exploration and harassment. ® Numerator: among the
population in general the average of deaths due to aggression registered in the SIM system, and for the victims
of violence the average of deaths due to aggression in the same system and where there were prior reports of
violence. ¢ Denominator: for the population in general it is the average for the population, and for the victims of

violence the average of the number of reports.

of women'®, who tend to occupy secondary and
subordinate positions'"'?. Death in the hands
of partners, parents, boyfriends, acquaintanc-
es or unknown individuals has a common root
in the subordination and oppression of women
in the hierarchy of social roles'. Furthermore,
women subject to violence have higher rates of
absenteeism and being late to work, along with
lower productivity, which may interfere in their
professional life, making them more vulnera-

ble to economic dependence on their aggressor,
compromising their autonomy®. A study looking
at female mortality due to assault in the state of
Rio Grande do Sul showed that male and female
mortality from assault are associated with an
increase in violence against women in locations
where the prevalence of violence against men is
also high. This result corroborates the perception
that structural violence and social disorganiza-
tion increase female vulnerability; gender crime



is frequent in territories disputed by drug traf-
fickers, or where there is armed conflict or viola-
tion of human rights'".

Violence against women results in absence of
health and poor quality of life, and is often as-
sociated with frequently seeking out healthcare
services. Plichta reveals associations between
violence with immediate effects such and inju-
ry and trauma, which result in emergency room
visits, and indirect and long-term effects such as
chronic pain, gastrointestinal problems, fibromy-
algia, STDs, recurring UTIs, menstrual problems
and sexual dysfunction, among others. This same
study calls attention to the impaired mental health
among these women'®. Women who are victims of
sexual violence are 2.3 times more likely to devel-
op alcohol-related disorders, and 2.6 times more
likely to suffer from depression or anxiety’.

The profile or mortality from aggression
among female victims of violence shows a con-
cerning situation, with a higher prevalence
among women who are Afro-descendants and
have few (<7) years of schooling. They are pri-
marily the victims of physical and sexual ag-
gression, primarily practiced by family mem-
bers/acquaintances/friends, with emphasis on
violence practiced by their partner in the home
using fire-arms or sharp objects. Results of the
National Student Health Survey (Pesquisa Na-
cional de Satide do Escolar - PeNSE) of 9" grade
adolescents show that 5.7% admit to having been
involved in a fight that included a fire-arm, more
boys (7.9%) than girls (3.7%)". This shows that
even with gun-control laws, fire-arms are avail-
able for sale and are being used by younger and
younger perpetrators.

Data in the Mortality Information System
does not reveal if homicide committed against
women is gender-based or not. However, some
researchers believe that 60 to 70% of female
deaths due to aggression are femicides'". They
claim that even though the total number of fe-
male deaths due to aggression overestimates the
true femicide numbers, this potential over-esti-
mation may offset poorly defined diagnoses, in
which female homicide is classified as a different
manner of death (suicide or accident)!.

Producing reliable data on femicide is a chal-
lenge all over the world®. In most countries,
mortality information systems do not document
the relationship between victim and aggressor,
or the reasons for homicideu’. About 40% of all
female homicides in the world are perpetrated
by their intimate partner. Furthermore, it is like-
ly that these estimates are conservative because

of the quality of the information. Nevertheless,
the 66 countries participating in the data gath-
ering effort show that the main risk of homicide
among women comes from their partner”. On
the other hand, women who kill their partners
normally act in self-defense. In other words, they
are the victim and react to situations where they
are threatened or intimidated®.

After Sub-Saharan Africa, Latin America has
the highest rates of violence against women, al-
though there are significant differences between
countries. Between 2001 and 2011, mortality
rates due to aggression against women in Bra-
zil, Colombia and Mexico were higher than the
world (2.8 per 100,000 inhabitants) and Latin
American (3.2 per 100,000 inhabitants) averag-
es. This situation, while serious, is just the tip
of the iceberg, as incidents such as mild injuries
not requiring medical attention go unreported,
and other incidents remain under the radar due
to cultural standards or links between the victim
and her aggressor, such as in domestic violence?'.

SISAN data for 2015 shows that 33.8% of the
cases of violence against women that are reported
were committed by the partner. If we limit our-
selves to adult women, this percentage is 48.2%?%2.

A 2011 study of reported domestic, sexu-
al and/or other forms of violence against adult
women (20 to 59 years of age) shows that the
main perpetrator is the spouse (38.2%), and
when we include other intimate partners this
number adds up to over half the reported inci-
dents®. A study at a school healthcare center in
Butantd, Sao Paulo, shows that 78% of the phys-
ical aggression instances committed by partners
against women were severe, defined as those pro-
ducing temporary or permanent effects, or in-
volving threat or the use of weapons, thus having
a potential direct or indirect impact on the health
of the women involved®. Another study in the
emergency services of the city of Sao Paulo shows
that 59% of the violence was perpetrated by the
woman’s intimate partner, whether or not it was
repeat violence. However, a larger number of
visits to healthcare services is associated with re-
peated violence by an intimate partner*. AWHO
study conducted in several countries, including
Brazil, shows that 15 to 71% of all women in the
world have been the victim of sexual or physical
violence perpetrated by their intimate partner at
some point in their lives. This type of violence
is more prevalent among women in rural areas,
compared to those living in urban areas®.

A multi-center study by the WHO shows that
more than half the women of Lima and Cuzco
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in Peru (51% and 68% respectively), reported
physical or sexual violence by their partners®. In
Peru, estimates show that 8 of every 10 cases of
sexual abuse are committed by a family member
or acquaintance of the victim, and 6 of every 10
pregnancies among girls 11 to 14 are the result
of incest or violence?. In the US, femicide is the
seventh largest cause of premature death among
young women (15 to 45), most of the time com-
mitted by partners or former partners”.

In a study conducted in the US, 70% of the
victims had reported incidents of violence by
the same perpetrator, with prior violence being
the most important determinant of the risk of
femicide. Thus, more attention and protection
are required for women who are the victims of
violence by their partners, as this group is at the
highest risk of death from their partners. Health-
care agents and professionals play a fundamental
role in identifying and notifying cases of women
attacked by partners or former partners”. It is
important that investigation and counseling on
intimate violence against women be part of rou-
tine OBGYN visits.

The cycle of violence must be interrupted.
In 15.9% of the cases, women who died due to
violence had previously reported this type of vio-
lence. In several countries, most of the murdered
women had a history of being the victims of re-
peated violence, and had been trying to separate
from their partners before being killed, especially
in the three months immediately preceding the
crime®. Studies show that episodes of violence
tend to repeat themselves and become progres-
sively worse?*’. They also show more intense use
of ambulatory and hospital services, thus consti-
tuting a significant clientele’*. Furthermore, re-
peat violence and deaths due to violence among
women previously filing reports show the frailty
of the network of care and protection for women
in a situation of violence.

Although reports of violence have increased
in recent years in Brazil, cases that reach the
healthcare units remain under-reported. Un-
der-reporting can be explained by what is known
as the “invisibility of violence”, keeping violence
from being recognized, especially domestic vio-
lence, often seen at primary care services. Wom-
en who seek healthcare with vague or invisible
complaints suggest situations of violence, not al-
ways openly addressed, thus constituting a veiled
problem?-%>.,

In general, it is the more severe cases that reach
the healthcare services, such as what was found in
a study of violence against women in healthcare

units in Belo Horizonte, conducted between 2001
and 2011, which found that most of the reports
came from hospitals and services that specialize
in caring for people in situations of violence*. Ac-
cording to this author, under-reporting happens
for a number of reasons, fear of retaliation on the
part of the professionals, difficulty or embarrass-
ment when completing the reporting form, an
overloaded service, difficulty handling cases and
impotence in situations of violence*.

The data on mortality due to aggression
among women who had previously reported
violence shows that these deaths were predict-
able, and followed a history of attacks, showing
the ineffectiveness of protective measures. This
shows the importance of the Networks of Care
and Protection for People in Situations of Vio-
lence, and of reporting violence against women,
both of which are essential to implement public
policies to fight violence and promote a culture
of peace. In this context, violence against women
is a priority on the agenda of Sustainable Devel-
opment Goals.

The network of social protection and care for
victims of violence includes services in Health,
the Justice System, Public Safety and Social Ser-
vices. Addressing violence is an important chal-
lenge for public health due to the serious social,
economic, epidemiological and organizational
impact of healthcare networks. The importance
of the theme is shown by including it in the agen-
da of the healthcare sector in Brazil, which has
signed international agreements and develops a
number of initiatives to promote health, prevent
violence and provide comprehensive and hu-
manized care for people in situations of violence/

In order to effectively fight violence, it is im-
portant that the services and institutions involved
worked in an integrated and articulated way. In
terms of care, it is essential that services act across
sectors and define service flows compatible with
local realities. The outlook for intersectorality is a
challenge requiring a breach with the ‘traditional’
model of public management, which tends to-
wards departmentalization, dis-articulation and
sectorality of public measures and policies™.

Other intersectoral measures are required to
respond to this problem, such as strengthening
the Networks of Care and protection for People
in Situation of Violence, using as a reference the
Centers for Preventing Violence and Promot-
ing Health, the locus of intersectoral manage-
ment responsible for articulating this network.
We should articulate reporting violence against
women via a reporting file, sent by the individu-



al to the care and healthcare network and other
services comprising the care and protection net-
work;, in order to interrupt the cycle of violence.
It is no use to produce data if the reality does not
change or, in other words, we are unable to pro-
tect women from new episodes of violence and
even death.

Awareness of the profile of reports and mor-
tality due to violence against women is essential
to design strategies to face this public health
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problem. We must improve the quality of the
data to learn of the magnitude and character-
istics of the problem, and promote health and
vigilance to prevent violence using intersectoral
measures. This study contributes with subsidies
to implement public policies focused on prevent-
ing violence and promoting health and a culture
of peace. It also helps focus attention and pro-
tection for those in a situation of violence, inter-
rupting the cycle and preserving lives.
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