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Abstract

One of every three women will suffer violence during her life. Characteristics of this type of violence are from a historical
process and specific culture that generates prejudices to all the society. Health professionals, especially obstetricis and gynecologists
(OB/GYN) are important entrance doors to provide the first care for these victims and they must be prepared to provide the adequate
care. Objective: To evaluate the knowledge of OB/GYN in care for women victims of violence in the public health system and the ex-
istence of institutional mechanisms to support, and develop a protocol for this care. Material and methods: This was a cross-sectional
and observational study with application of an electronic questionnaire and OB/GYN who conducted care of emergency unit in the
public health system. Our goal was to identify the care delivery for violence victims, institutional mechanisms of support, difficulties
to find in the care and estimations of prevalence of violence against women. Results: A total of 92 physicians responded the question-
naire. Of these, 85% had already provided care to any case of violence, 60% believed that less than 20% of women received adequate
care in these cases, due to mainly the short time for consultation, unprepared team, and lack of institutional resources. A total 61% of
participants believed they were not prepared to conduct adequate care and those who made us to believe on their success mainly in the
existence of institutional support. Conclusion: The most of interviewed physicians, although reported they not have the knowledge
of conduct adequate care to victims of violence, however they did not provide such care due to the lack of institutional support. A
protocol of care with assertive actions can help the team to provide the best care for these cases.

Keywords: Domestic violence; Gynecology intimate partner process and sociocultural subordination of women to men, who
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Introduction

Sexual, domestic and intimate partner violence against
woman are a global public concern, given that one in each three
women will face violence in their life [1,2]. In 2016, 4,645 women
were assassinated in Brazil, and the rate of homicides for each
100,000 Brazilians is 4.5. This type of violence had an increase
of 6.4% in the last 10 years [3]. According to the World Health
Organization (WHO), almost one third (30%) of all women in a
relationship had suffered physical and/or sexual violence by their
intimal partners who are also responsible for 38.6% of women
homicides around the world [2,4].

The concept of violence against women must be understood
as arelationship of inequality of power, which is a form of historical

expose specific situations linked to violence that are directly
related to gender [5]. Their specific characteristics include: be the
main offending agent (70 to 90% of cases worldwide) a man, the
intimate partner, someone who is trustable, from the family or
affectively linked to the victim. The violence occurs in most of
times in domestic environment and not in public, and they present
high proportion of sexual violence among those who suffered
violence (265 in women against 6.1% in men in the municipality
of Sdo Paulo) [6].

In addition to be a violation of human rights, to inflict
violence against women causes immediate outcomes and in a
long term period to the populational health including: physical
traumatisms, unintended pregnancy, miscarriage, gynecologic
complications, transmission of infectious diseases, and mental
disorders such as post-traumatic stress disorders and depression
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[7,8]. In addition to the high risk factors, such as smoking and
abuse of alcohol and drugs that are significantly most frequent
among victims [8,9].

Currently, prevention strategies are still scarce and only a few
has scientific evidences of efficacy: education at schools [9]. Other
strategies such as micro-funding programs for women, education
on gender equality, reduction of access to alcohol, and campaign
for changes of accepted social-cultural norms of passivity to the
violence are also efficient actions [1].

However, these actions are most of times specific and they
could not avoid severe outcomes given that women are included in
the recurrent cycles of violence, and they need a structured support
in order to escape from new aggressions [10].

In Brazil, the Maria da Penha Law (Law n(] 11.340/20006),
in addition to establish mechanisms to penalize assaulters, we
sought to treat in an integrative manner the phenomena of domestic
violence [11]. By this law, we created social assistance instruments
to seek for life alternatives for these women, protection, and
emergencial embracemente, theoretically stated in health and
public security systems [12].

In order to fulfil the law it is fundamental to maintain, amplify
and enhance these supportive network for women, such as access
to health system given that in many cases they seek a number of
times for this service before seek for the police or specialized
court and, therefore, supportive services constitute one of the main
entrance doors to embrace and notify occurrences [9,13].

In 2016, whereas the Brazilian policy reported 49,497 rape
cases, the public system recorded 22,918. Undoubtedly, these two
databases have a large under notification and they are unable to
clarify the extension of the problem. In the United States, only
15% of rapes are reported to the policy. If the Brazilian under
notification rate was similar to American, we would be considering
a prevalence of rape between 300 and 500 thousand cases/year [3].

Since 2011 the declaration n°104 of the Ministry of Health
was established as mandatory the compulsory notification of any
identified or reported case of domestic and sexual violence [14].
Between 2011 and 2016, we observed an increase in notification of
cases of violence and rape, from 155.1% and 90.2%, respectively.
These number are clear examples the positive effects of
establishment of compulsory notification [3].

Health professionals, however, face a number of difficulties
and limitations to notify cases, such as how to recognize victims,
approach and screen patients, and manage them within the hospital.
Other limitations are the lack of knowledge about the need of
notification, time to complete long forms, and challenges to obtain
and forward these documents within institution [15, 16].

In a study conducted by the Royal College of Physicians
and Surgeons of Canada including gynecologists, 33% of them
responded that they never or rarely have conducted a screening to
identify domestic violence, and 94% of them never had a protocol
for screening such victims and the same percentage of participants
believe that they done so inadequately [17].

National and international studies in bioethics point out
greater difficulties to delivery this care that is physician-centered

and includes values judgments about victims, lack of training
for professionals, invisibility of cases giving the lack of active
questioning; and according to inefficient public supportive network
in secondary referrals to continue to provide care for these patients
after first care conducted by health professionals [18,19].

Gynecologist is often responsible for the first care of these
victims when they are admitted in the health system(20), and for
this reason, this is paramount for them to be have the skills to
conduct an adequate embracement and effective referral of these
patients.

Few studies on the topic had specifically approached this
category of professionals and, the studies conducted so far have
showed a lack of knowledge of gynecologists and obstetricians
regarding identification of cases and their management, in addition
studies have pointed out the lacking of institutional support
received by them.

Primary objective: To evaluate the knowledge of gynecologists
and obstetricians to provide care for women victims of violence
at public health system and existence of institutional mechanisms
available to support and provide care.

Secondary objective: To develop a protocol for screening and
referral in emergency room of gynecologist and obstetricians for
cases of suspicion or confirmation of domestic/intimate partner
violence, and violence against woman.

Materials and methods

Design of the study and studied population: This was a cross-
sectional and descriptive study conducted through the application
of electronic questionnaire (appendix 1) the physicians who
provided emergency care for gynecology and obstetrics at public
health system regardless of the hospital.

Methodology: Participants were recruited via social media through
WhatsApp’s groups. The groups were selected by convenience
that were included on the list transmission are composed only by
gynecologists and obstetricians who attended in the gynecological
emergency care, as exposed as follow:

e Group of PSGO of the Hospital Municipal Vila Santa Catarina
(34 participants)

e  Group of residents in gynecology of the Santa Casa de Sao
Paulo. (63 participants)

e  Group of on-duty physicians of the Hospital M "Boi Mirim (56
participants)

e Group of Residents of the Hospital Israelita Albert Einstein
(29 participants)

e  Group of on-duty physicians of the Hospital Municipal Marcia
Braido. (91 participants)

e  Group of on-duty physicians of the Maternidade Santa Helena.
(134 participants)

e  Group of on-duty physicians of the Hospital Amparo Maternal.
(140 participants)

e  Group of on-duty physicians of the Hospital Next de Santo
Amaro. (149 participants)
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e Group of on-duty physicians of the Hospital Vidas. (164
participants)

An electronic invitation was send to the groups who agreed
to participate in the study. In the beginning of the questionnaire, we
applied the inclusion criteria of the study and after data collection
the exclusion criteria described below:

e Inclusion criteria: physicians who working in the emergency
care in obstetrics and gynecology at any hospital of the public
health system, regardless if they delivery care also in the
private system, who agreed and signed the consent term.

e Exclusion criteria: physician who delivery outpatient
care only in obsterics and gynecology or only at a private
facilities who did not agree with the consent term or who
did not complet the electronic questionnaire. The electronic
questionnaire application occurred in an indirect manner
through self-completeness with 19 questions about the care
of women with complaints or sings of violence (physics,
domestic/by intimate sexual partners) in the emergency room
of gynecology and obstetricians of the hospital in the public
health system.

Questions were created by the own authors using as the
basis a questionnaire applied to physicians working with pre-natal
care in the study by [17] that was adapted to the daily care in the
emergency room. We included questionnaires on difficulties found
by health professionals to provide care for victims of violence,
pointed out by other published studies in the literature [18-25].
In addition, other topics included was the need of compulsory
notification, and the definition of domestic violence according to
the Brazilian law [11].

The questionnaire was validated using a pilot project
including 8 physicians who followed the same inclusion and
exclusion criteria. In the end, the open field was added for
suggestions and critiques used in the re-elaboration of the final
questionnaire.

The first two question were applied to verify inclusion
and exclusion criteria of the investigation. Both question 1
(Profession: physician) and question 2 (“Are you providing care
at gynecologic and obstetric emergency unit at the public health
system?) a negative response guided the participant directly to a
screen thanking the participation.

Questions include topics about the existence of institutional
mechanisms for screening, education and management of cases,
support provided by hospitals, difficulties found in conversations
with the patient, possible factors that would help to provide the
best care for victims of violence, and general notions of the care
for the first consultation.

We also evaluated some subjective issues such as percentage
of women who suffered domestic violence at any point of their
lives; estimation of patients victims among those assisted at
gynecologic and obstetric (GO) emergency unit, and if these
professionals would believe to be conducting an adequate care for
this population.

After gathering of collected data, we conducted a new
review in the literature to create an objective and direct protocol
for the care of patients victims of the violence at emergency unit in

obstetrics and gynecology. We sought to highlight the importance
of compulsory notification, screening concerning the type of
violence suffered, humanized approach and segment concern the
medical, social, and psychological needs of patients.

Main references used as theoretical support to create the
protocol were “Preventing intimate partner and sexual violence
against women: taking action and generating evidence” by the
World Health Organization [23]; the scale “Ongoing Violence
Assessment Tool-OVAT” [24]; Médulo 11-“Manual de atendimento
as Vitimas de Violéncia na Rede de Satde Publica do DF” [25];
“Manual de Procedimentos Operacionais para o atendimento
Das Vitimas de Violéncia Sexual” of the Hospital Vila Nova
Cachoeirinha [26]; and the papers “How health professional assist
women experiencing violence? a triangulated data analysis”, by
Mariana Hasse [27], and “Intimate partner violence: diagnosis and
screening” by Amy Weil [28].

Ethical aspects

This project was approved by the Ethical Committee for
research involving humans, CAAE n. 14503519.7.0000.0071. The
consent form was made available on the first page of the eletronic
questionnarie and it should be marked as “I agree” in order to the
participant to begin to answer the questions. Confidentiality and
identify of the participants who responded the questionnarie were
guaranteed.

Statistics: No formal calculation of the size of the sample was
conducted due to the essentially descriptive charactericts of the
research. However, the number of participants were recruited by
a convenience sample. Categorical variable were described by
absolute frequencies and relatives, and number of variables using
mean and quartiles, in addition to minimal and maximal values
[21]. To investigate associations between questions with categorical
responses using the chi-squared or the Fisher’s exact tests, and
groups of interest were compared in relation to estimations of
percentages by the Mann-Whitney non-parametric tests. Analyses
were conducted with support of the statistic package SPSS, and
fixed significance level by 5% [21].

Results

Of 860 physician to whom the invitation was sent to
participate in the research (already excluding those participating
of more than one group simultaneously), 104 responded the
questionnaire and 12 met the exclusion criteria. Therefore, the
final sample of this study included 92 responses for the analysis
of results. The majority of participants were women (83.7%) and
71.7% of questionnaires were responded by physicians up to 30
years of age, in which almost half of them were medical residents
(47.8%), 15.2% had concluded the medical residency, and 37%
had title of specialist in obstetrics and gynecology. Of this total,
69.6% also provide care at private health services.

Among included professionals, 89.1% already have assisted
a case of violence against women, however, 30.4% of physicians
reported the inexistence of at their working institutional of
any protocol for the care for victims of violence. In addition,
concerning actions by the hospital for sensibility and/or training
of professionals to identify and assist these patients, 44.6%
responded that the same were not conducted, and 37% did not
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know the existence or inexistence of this type of action within their
institution. Of the 18.5% who responded “yes” to this question,
53% never have participated in the actions, and 21% did not know
how actions were conducted.

Concerning the experience of any situation of violence,
47 of the 92 professionals already had experienced any situation
closed to them, and 23 responded that this occurred with friends,
13 with Family members, 20 with unknown individuals on the
streets, and 12 with themselves. More than 90% of professionals
estimated that a number higher or equal to 20% of all adult women
had suffered domestic violence at any time of their life, and 51.4%
of participants though this number is greater or equal to 40%.

Sings that drawn more the attention of professionals to
the possibility of a patient be victim of violence are: symptoms
or physical sings of aggression (92.4%), non-compatible history
with presented symptoms (88%), referral of having “problems at
home or with partners” (82.6%), report of having already suffered
violence in the pass (73.9%), introverted patient, quiet, and with
distant during the consultation (69.6%), crying patient (59.8%),
and patient who refers to have an addiction (drugs, alcohol,
smoking, medicines) (41.3%).

In relation to the approach of the patient, 80,4% of
professionals reported having an important help from the
multidisciplinary team. Only 59.8% of respondents reported that
they talked with the patient about the importance of seeking help
from families and friends. Only 4 respondents reported that they
considered only the current complaint and did not approach the
subject of violence. Based on the suspicion of case of violence,
63% of professionals discuss the subject with the patient, 16%
discuss only if the patient reports violence, and 19.5% discuss only
to discard something severe.

On management measures to be taken, more than 80% of
professionals mentioned: privacy guarantee and establishment
of an embracement environment; contraception and disease
prevention; referral to violence service after the initial care; activity
of institutional protocol (existing case); detailed completeness of
medical record; and care along with the multidisciplinary team.

No professionals marked as a conduct to report the police or
mandatory forensic medical examination.

Atotal of 94.6% of these professional believed that less than
half of patients’ victim of violence received adequate assistance in
the emergency unit in obstetrics and gynecology. Main difficulties
mentioned by at least half of the physicians were: unprepared
multidisciplinary team; short time (more than 70% of physicians
reported to do a consultation within 10 and 15 minutes); lack of
resources to help adequately women victims of abuse; unknown of
what resources were available; and unknown of which questions
to make, or how to express them. A total of 27.2% of participants
reported to feel uncomfortable to discuss the subject, and only four
professionals responded not to present difficulties on this care.

All professionals responded to consider important the
existence of an institutional protocol for violence cases in which
they would be propensity to follow. Measures mentioned as more
important to implement this protocol were: to be diffused among
all professionals in the area (76.1%); to be fast and easy to access
(73.9%); to enable an integrated follow-up with the specialized
support team and the multidisciplinary team (64.1%); to reduce
bureaucracies (56.5%); and to conduct mandatory trainings
(39.1%).

Among general questions view of the care delivered,
58.7% believed that they were not to providing the adequate care
for patients victims of violence. Among this believe to conduct
adequate care, 46.7% point out as main contributing factor the
institutional support, 24.4% to professional experience, 13.3% to
classes, and educative material, and 6.7% experience of private
life, and 8.9% other factors.

Inacomparative analysis among questions, we could perceive
that the existence of institutional protocols led to professionals to
feel more confidence in delivery care (question 19). Although there
is a tendency to improve quality in care (evaluated by questions 11
and 12) to be the best factor between health professionals who
work at institutions where there are protocols and that having
participated in training and sensibilizing action, there was not
statistical significance of this association (Table 1).

Institutional support

Medical care delivery to patients with suspicion of violence

against women p value

Incomplete or adequate

Incomplete or inadequate

Protocol for care and referrals of patients victims of violence

0.484 #

There are no protocols or there are only for referrals protocols
(n=34)

23 (67.6%) 11 (32.4%) -

Protocol for caring (n=58)

35 (60.3%) 23 (39.7%) -

Actions for sensibilizing and/or training of health professionals
to identify and delivery care for patients who are victims of
violence*

They are not conducted or they do not whether they are
conducted, but never participated (n=84)

They are conducted and already participate (n=8)

6 (75.0%) 2 (25.0%) -

Note: #: Chi-squared test; $: Fisher exact test; *: any type of violence

Table 1: Association between institutional support and medical care delivery by gynecologist who participated in the study to patients

with suspicion of violence against women.
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Half of professionals who worked at institutions in which there is protocol believe that they are conducting an appropriate care for
patients, against only 26.5% of professionals at hospital in which there is no protocols or where there are only referral protocol, and this
relation is statistically significant (p=0.027) (Table 2) (Figure 1).

I believed that an adequate care was provided to patients
who were victims of violence at emergency unit of

Institutional support obstetrics and gynecology p value
No Yes
Protocol for care and rgferrals of patients 0027 #
victims of violence
There are no protocols or there are only for o o
referrals protocols (n=34) 25 (73,5%) 9 (26,5%)
There is caring protocol (n=58) 29 (50,0%) 29 (50,0%)

Actions for sensibilizing and/or training of
health professionals to identify and delivery care - - 0.061%
for patients who are victims of violence *

They are not conducted or they do not whether

they are conducted, but never participated 52 (61,9%) 32 (38,1%) -
(n=84)

They are conducted and already participate o o
(n=8) 2 (25,0%) 6 (75,0%) -

Note: #: Chi-squared test; $: Fisher exact test; *: any type of violence

Tabela 2: Association between institutional support and adequate medical care delivery by gynecologist who participated in the study to
patients with suspicion of violence against women

100%
Sim; 26 Sim: 50,

Acredita estar realizando um atendimento
adequado as pacientes vitimas de violéncia
no pronto atendimento de GO
g
=

Méo tem protocolo ou tem ap Tem p lo para atendimento
para encaminhamento (n=34) (n=58)

Protocolo para atendimento e encaminhamento de pacientes
vitimas de violéncia nainstituicao na qual trabalha

Figure 1: Relationship between institutional protocol and adequate care delivery by physicians participating in the study to patients who
were victims of violence

Although there are no statistically significant relationship between these factors (p=0.061), the percentage of professionals that
believed to conduct an adequate care to patients was 75.0% among participants of sensibilizingsensitizing and/or training actions
promoted by their institution, and this perception was significantly higher than in groups who participated or worked at institutions
where there was or lack information about the existence of any type of actions (38.1%) (Figure 2) (Table 2).

OPEN aACCESS



Volume 04; Issue 01

Sim; 75.0%

Sim: 38.1%

no pronto atendimento de GO

Acredita estar realizandoum atendimento
adequado as pacientes vitimas de violéncia

Ndo séo realizadas ou nunca
participou (n=84)

Séo realizadas e ja participou
(n=8)

Agbes parasensibilizacao e/ou capacitacao dos profissionais de
sautide paraa identificacao e atendimento de pacientes vitimas de
violéncia na instituicdo na qual trabalha

Figure 2: Relationship between institutional actions and adequate
care delivery by physicians participating in the study to patients
who were victims of violence

We also analuzed the relationship between previous care by
professionals to case of violence and percentage of patients victims
of violence who were estimated to receive adequate care when they
were admitted to emergency unit in obstetrics and gynecology,
however, they did not find relationship with statistical significance.
Among professionals who reported previous experience with
violence situation in an enviromental closed to them, we could
not observed statistically significance in comparsion with higher
estimative of percentage of adult women who experienced
domestic violence at any time of their lives.

Discussion

As the main findings of our study, we observed that
obstetricians and gynecologists know how to conduct adequate
care to victims of violence and their importance, however, we
suggest that the main cause for difficult in care of these patients
would be the lack of institutional support, as well as a standardized
care protocol and multidisciplinary team trained to delivery this
type of care.

Approximately 90% of participants already had provided
care to any case of violence against women and they believed that
in general 20% or more women had already suffered any type of
violence. Such perception agrees with data from the WHO [2] that
ratified the relevance of cases of domestic violence in our society
and the importance of the subject in public health, directly related
to day-to-day of health professionals.

Main sings that drawed the attention of professionals for the
possibility of patient to be victims of violence are in agreement
with those reported in published literature and they are: symptoms
or physical symptoms of aggression, non-compatible history
with presented symptoms, mention to have “problems at home or
with a partner” report that already have suffered addictions, all
situations that are compatible with risk factors approached in the
WHO handbook of injury and violence prevention [23]. However,
our sample evidenced a higher knowledge of general physicians
studies in the literature, the study by Souza A. A. C, a review of 16

articles about care for victims of violence showed that 8 of them
pointed out the lack of adequate training in medical education as
one the main barriers for adequate care [18], lack of knowledge
was also described by a Canadian study that included prenatal care
physicians [17].

Concerning the approach to the patient, participants of the
study showed to be concerned to seek help of the multidisciplinary
team and family support, fundamental points proposed by
protocols of Ministry of Health and Federation of Gynecology
of State of Sdo Paulo [25, 29], showing more than one adequate
performance. Only 4 physicians reported that they are limited to
the main complaint of the patient and did not investigate to the
supposed violence, a data highly presented in a number of articles
by Hasse, M. and Vieira E. M. with percentage of 8.2% of physician
performing inadequate approaches [27].

Almost all interviewed professionals (94.6%) believed that
less than half of patients victims of violence received adequate
care at the emergency unit in obstetrics and gynecology, and the
main difficult found are: unprepared multidisciplinary team, little
time available for consultation, lack of adequate resources and lack
of knowledge about which questions to make or how to express
them. An Australian study approached violence by intimal partner
in emergency services also pointed out that these difficulties are
associated with challenge to keep a non-judging posture and
not mixing care with their own sentiments, particularly among
professionals who had experienced the violence [30].

The mean care in emergency unit is around 10 to 15 minutes
per consultation, a time that although agrees with the published
literature for care in emergency unit in obstetrics and gynecology
(colocar referéncia), sometimes is not enough for depth approach
of such sensitive subject and may not be covered in the main
complaint of patient, because of this there is need to identify the
risky case and provide a higher time for the consultation of such
patients.

Of interviewees, 30.4 of physicians responded that where
they work did not have any protocol for caring of victims
of violence, however, all professionals responded about the
importance of the existence of an institutional protocol for care
and referral of patients, and they would be likely to follow them,
being unanimous their importance. The protocol of prevention to
sexual violence and by intimate partner against the woman of the
WHO affirm the importance of existing institutional protocol to
facilitate and enable an adequate care to victims of violence , in
which pointed out issues for direct approach and means to referral
of the case [23].

Based on mentioned measures by the physicians as the
most important to implement one institutional protocol, such
as: to be well-diffused between all area of professionals, to be
fast and easy to access and enable an integrative follow-up with
specialized support team and multidisciplinary team; we created
a directed protocol with closed and objective questions; with the
aim to homogenize the gynecologic care and cover inclusion of
multidisciplinary team, the goal is to conduct adequate care to this
patient and to health professionals to feel more safety to provide
care for victims, and therefore to avoid underdiagnosed and severe
outcomes.
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Our protocol (appendix 1) was created to help to identify
possible victims through specific characteristics that must be
observed [31]. After that, to direct the approach of the same
through direct questions based on protocols already existing [32]
such as Ongoing Violence Assessment Tool (OVAT) [24] and
screening of ACOG of violence by intimal partner [33] available in
direct form to dispense of a short time for medical consultation, in
addition to complement the multidisciplinary team, which enable
in the conduction of the case. In addition to point out questions to
conduct and behave for assessment that avoid judgments and leave
the patient more confortable to report their history [19, 26]

After identifying and approaching the victim, the protocol
also direct the diagnosis, the conduction [34] and improved
approach to be done with the patient, all based on protocol of the
Ministry of Health in Brazil and ending with some point of law
support that can be accessed in the city of Sao Paulo [29, 35,36].

Concerning limitations of the study, due to the descriptive
and observational methodology we could not infer that knowledge
showed by physicians would be also really applied in the daily
practice. We also due to questionnaire must be self-applied and can
have occurred a bias of selection of those physicians with higher
interest and knowledge on the subject.

Other difficult found was the evaluation of institutional
resources, which were only questioned and was not verified
directly with institutions, therefore, what was obtained was the
partial view, reported by part of physicians about really existed.
In addition, we obtained a small sample (92 interviewed included)
and physicians who worked in the city Sao Paulo, not being
representative of all population of physicians who attended in
public health system around the country.

Next steps in the study on physician care and the violence
against women that could approach the patient’s view in relation to
the professional care and approach. Questioning how victims felt
in the consultation, what lacks in viewing of them to improve the
approach and follow-up, in a form that they feel more comfortable
to open and report violence episodes.

Conclusion

We identified that most of interviewed physicians recognized
the importance and have the knowledge of identifying and conduct
an adequate care the victims of violence. However, the majority
found difficult in conduct an adequate care due to the unprepared
multidisciplinary team, to restricted time for care, the fact of not
having adequate resources and mainly by lack of institutional
support to guide assistance in a better care for women victims of
abuse.

Considering the importance of the existence of an
institutional protocol that can guide and orient the direct care and
adequate embracement for these patients, we create a protocol that
after identifying and approach victims, this directs the diagnosis,
the management and improve approach to be done with the patient.
We believed to be fundamental to turn the hospital not only a source
of treatment, but also the place for embracement, prevention, and
notification of this type of aggressiveness, therefore, we sought to
include in this protocol issues of embracement at the emergency
care unit.

References

1. Wood SN, Glass N, Decker MR (2021) An Integrative Review of Safety
Strategies for Women Experiencing Intimate Partner Violence in Low-
and Middle-Income Countries. Trauma Violence Abuse 22: 68-82.

2. World Health Organization (2017) Violence against women.

3. Daniel Cerqueira RSdL, Bueno S, Neme C, Ferreira H, Coelho D, et
al. (2018) Atlas da Violéncia 2018. In: Publica I-FBdS. Rio de Janeiro.

4. Pesquisa D-Id (2017) Visivel e Invisivel: a vitimizagao de mulheres no
Brasil. In: Publica FbdS.

5. Teles MAdA and Melo M (2002) Que ¢ Violéncia contra Mulher. Sao
Paulo: Brasiliense.

6. Nazareth JC, Prates NEVBd, Oliveira Rad (2017) Bioética e a violéncia
contra a mulher - um debate recorrente entre profissionais da saude
e do direito. Sdo Paulo: Centro de Bioética do Conselho Regional de
Medicina do Estado de Sao Paulo-Cremesp.

7. Barker LC, Stewart DE, Vigod SN (2018) Intimate Partner Sexual
Violence: An Often Overlooked Problem. J Womens Health (Larchmt)
28: 363-374.

8.  Wright EN, Hanlon A, Lozano A, Teitelman AM (2019) The impact of
intimate partner violence, depressive symptoms, alcohol dependence,
and perceived stress on 30-year cardiovascular disease risk among
young adult women: A multiple mediation analysis. Prev Med 121: 47-
54.

9. Prevencado da violéncia sexual e da violéncia pelo parceiro intimo
contra a mulher - Agado e produgéo de evidéncia Organizagdo Mundial
da Saude.

10. Madden K and Bhandari M (2016) Cochrane in CORR (®): Screening
Women for Intimate Partner Violence in Healthcare Settings (Review).
Clin Orthop Relat Res 474: 1897-1903.

11. Luiz Inécio Lula da Silva DR (2006) Lei Maria da Penha - Lei 11340/06
| Lei n® 11.340. In: Federal C, editor. Brasilia7 de agosto de.

12. Observatério da mulher contra a violéncia violéncia (2018) OdMca-
Senado Federal. Panorama da violéncia contra as mulheres no Brasil:
indicadores nacionais e estaduais. Brasilia - Senado Federal.

13. Alvarez C, Fedock G, Grace KT, Campbell J (2017) Provider Screening
and Counseling for Intimate Partner Violence: A Systematic Review of
Practices and Influencing Factors. Trauma Violence Abuse18: 479-
495.

14. Padilha AR (2011) PORTARIA N° 104, DE 25 DE JANEIRO DE 2011.
Ministério da Saude - Gabinete do Ministro: Saude Legis - Sistema de
Legislacéo da Saude; Janeiro.

15. Clark CJ, Renner LM, Logeais ME (2020) Intimate Partner Violence
Screening and Referral Practices in an Outpatient Care Setting. J
Interpers Violence 35: 5877-5888.

16. Todahl J and Walters E (2011) Universal screening for intimate partner
violence: a systematic review. J Marital Fam Ther 37: 355-369.

17. Long AJ, Golfar AD, Olson DM (2019) Screening in the Prenatal
Period for Intimate Partner Violence and History of Abuse: A Survey
of Edmonton Obstetrician/Gynaecologists. J Obstet Gynaecol Can 41:
38-45.

18. Souza AACd and Cintra RB (2018) Conflitos éticos e limitagdes do
atendimento médico a mulher vitima de violéncia de género. Revista
Bioética 26: 77-86.

19. Trentin D, Oliveira Vargas MAd, Pires de Pires DE, Hellmann F,
Brehmer L, et al. (2018) Abordagem a mulheres em situacdo de
violéncia sexual na perspectiva da bioética. Acta bioethica 24: 117-
126.

20. Horan DL, Chapin J, Klein L, Schmidt LA, Schulkin J (1998) Domestic
violence screening practices of obstetrician-gynecologists. Obstet
Gynecol 92: 785-789.

OPEN 8ACCESS


https://doi.org/10.1177/1524838018823270
https://doi.org/10.1177/1524838018823270
https://doi.org/10.1177/1524838018823270
https://www.who.int/news-room/fact-sheets/detail/violence-against-women
https://www.ipea.gov.br/portal/index.php?option=com_content&view=article&id=33410&Itemid=432
https://www.ipea.gov.br/portal/index.php?option=com_content&view=article&id=33410&Itemid=432
https://forumseguranca.org.br/publicacoes_posts/visivel-e-invisivel-a-vitimizacao-de-mulheres-no-brasil-2-edicao/
https://forumseguranca.org.br/publicacoes_posts/visivel-e-invisivel-a-vitimizacao-de-mulheres-no-brasil-2-edicao/
https://doi.org/10.1089/jwh.2017.6811
https://doi.org/10.1089/jwh.2017.6811
https://doi.org/10.1089/jwh.2017.6811
https://doi.org/10.1016/j.ypmed.2019.01.016
https://doi.org/10.1016/j.ypmed.2019.01.016
https://doi.org/10.1016/j.ypmed.2019.01.016
https://doi.org/10.1016/j.ypmed.2019.01.016
https://doi.org/10.1016/j.ypmed.2019.01.016
https://apps.who.int/iris/bitstream/handle/10665/44350/9789275716359_por.pdf;jsessionid=0A55BC70FEFC54CB56F878AF58442B97?sequence=3
https://apps.who.int/iris/bitstream/handle/10665/44350/9789275716359_por.pdf;jsessionid=0A55BC70FEFC54CB56F878AF58442B97?sequence=3
https://apps.who.int/iris/bitstream/handle/10665/44350/9789275716359_por.pdf;jsessionid=0A55BC70FEFC54CB56F878AF58442B97?sequence=3
https://doi.org/ 10.1007/s11999-016-4957-2
https://doi.org/ 10.1007/s11999-016-4957-2
https://doi.org/ 10.1007/s11999-016-4957-2
https://doi.org/10.1177/1524838016637080
https://doi.org/10.1177/1524838016637080
https://doi.org/10.1177/1524838016637080
https://doi.org/10.1177/1524838016637080
http://bvsms.saude.gov.br/bvs/saudelegis/gm/2011/prt0104_25_01_2011.html
http://bvsms.saude.gov.br/bvs/saudelegis/gm/2011/prt0104_25_01_2011.html
http://bvsms.saude.gov.br/bvs/saudelegis/gm/2011/prt0104_25_01_2011.html
https://doi.org/10.1177/0886260517724253
https://doi.org/10.1177/0886260517724253
https://doi.org/10.1177/0886260517724253
https://doi.org/10.1111/j.1752-0606.2009.00179.x
https://doi.org/10.1111/j.1752-0606.2009.00179.x
https://doi.org/10.1016/j.jogc.2018.05.003
https://doi.org/10.1016/j.jogc.2018.05.003
https://doi.org/10.1016/j.jogc.2018.05.003
https://doi.org/10.1016/j.jogc.2018.05.003
https://doi.org/10.1590/1983-80422018261228
https://doi.org/10.1590/1983-80422018261228
https://doi.org/10.1590/1983-80422018261228
https://scielo.conicyt.cl/pdf/abioeth/v24n1/1726-569X-abioeth-24-01-00117.pdf
https://scielo.conicyt.cl/pdf/abioeth/v24n1/1726-569X-abioeth-24-01-00117.pdf
https://scielo.conicyt.cl/pdf/abioeth/v24n1/1726-569X-abioeth-24-01-00117.pdf
https://scielo.conicyt.cl/pdf/abioeth/v24n1/1726-569X-abioeth-24-01-00117.pdf
https://doi.org/10.1016/s0029-7844(98)00247-6
https://doi.org/10.1016/s0029-7844(98)00247-6
https://doi.org/10.1016/s0029-7844(98)00247-6

Volume 04; Issue 01

21.
22.

23.

24.
25.

26.

27.

28.
29.

Altman DG (1991) Practical statistics for medical research: London:
CRC press. Pp: 611.

IBM, Corp. IBM - SPSS Statistics for Windows. Version 24.0 ed. NY:
IBM Corp: Armonk; 2016.

OMS (2012) Prevengao da violéncia sexual e da violéncia pelo parceiro
intimo contra a mulher - Agéo e producgéo de evidéncia Organizagao
Mundial da Saude.

Weiss SJ, Ernst AA, Cham E, Nick TG (2003) Development of a
screen for ongoing intimate partner violence. Violence Vict 18: 131-41.

Manual para atendimento as vitimas de violéncia na rede de saude
publica do DF. Brasilia 2009.

Manual de Procedimentos Operacionais para o Atendimento das
Vitimas de Violéncia Sexual (2016) 22 edi¢cdo ed. Hospital Municipal
e Maternidade Escola Dr. Mario de Moraes Altenfelder Silva - Vila
Nova Cachoeirinha - Sdo Paulo: Prefeitura de Sdo Paulo - Secretaria
Municipal de Saude 65: 49-53.

Hasse M and Vieira EM (2014) Como os profissionais de saude
atendem mulheres em situagéo de violéncia? Uma analise triangulada
de dados. Saude em Debate 38: 482-493.

Weil A (2020) Intimate partner violence: Diagnosis and screening.

Andrade RP, Aimeida Tizzot EL, de Medeiros JM, Barwinski SL (2018)
Atengéo a vitima de violéncia sexual. In: Ginecolodgica. Sdo Paulo:
Federagéo Brasileira das Associagdes de Ginecologia e Obstetricia
(FEBRASGO).

30.

31.

32.

33.

34.

35.

36.

Dawson AJ, Rossiter C, Doab A, Romero B, Fitzpatrick L, Fry M (2019)
The Emergency Department Response to Women Experiencing
Intimate Partner Violence: Insights From Interviews With Clinicians in
Australia. Acad Emerg Med 26: 1052-1062.

Caderno de apoio: atengédo a salde da pessoa em situagdo de
violéncia. (2016) In: Secretaria, da Saude CdAB, Area Técnica de
Atencgao Integral a, Violéncia SdPeSd, editors. Sdo Paulo: Escola
Municipal de Saude — SMS. Pp: 35-36.

Schraiber LB, Latorre MdRDO, Francga Jr |, Segri NJ, D’Oliveira AFPL
(2010) Validade do instrumento WHO VAW STUDY para estimar
violéncia de género contra a mulher. Revista de Saude Publica 44:
658-66.

Intimate Partner Violence (2012) Committee Opinion No 518. Obstet
Gynecol: American College of Obstetricians and Gynecologists 119:
412-417.

Prevencdo e tratamento dos agravos resultantes da violéncia
sexual contra a mulher e adolescents (2012). Norma Técnica. In:
estratégicas. MdSSdAaSDdape, editor. Brasilia-DF: Série Direitos
Sexuais e Direitos Reprodutivos. Pp: 38-64.

http://www.capital.sp.gov.br/noticia/servico-centros-de-referencia-a-
mulheres-crms.

https://www.tandfonline.com/action/authorSubmission?show=instructi
ons&journalCode=uajb20

OPEN aACCESS


https://doi.org/10.1002/sim.4780101015
https://doi.org/10.1002/sim.4780101015
https://doi.org/10.1891/vivi.2003.18.2.131
https://doi.org/10.1891/vivi.2003.18.2.131
https://doi.org/10.5935/0103-1104.20140045.
https://doi.org/10.5935/0103-1104.20140045.
https://doi.org/10.5935/0103-1104.20140045.
https://www.uptodate.com/contents/intimate-partner-violence-diagnosis-and-screening
https://docs.bvsalud.org/biblioref/2020/03/1052444/femina-2019-481-49-53.pdf
https://docs.bvsalud.org/biblioref/2020/03/1052444/femina-2019-481-49-53.pdf
https://docs.bvsalud.org/biblioref/2020/03/1052444/femina-2019-481-49-53.pdf
https://docs.bvsalud.org/biblioref/2020/03/1052444/femina-2019-481-49-53.pdf
https://doi.org/10.1111/acem.13721
https://doi.org/10.1111/acem.13721
https://doi.org/10.1111/acem.13721
https://doi.org/10.1111/acem.13721
https://doi.org/10.1590/S0034-89102010000400009
https://doi.org/10.1590/S0034-89102010000400009
https://doi.org/10.1590/S0034-89102010000400009
https://doi.org/10.1590/S0034-89102010000400009
https://doi.org/10.1097/AOG.0b013e318249ff74
https://doi.org/10.1097/AOG.0b013e318249ff74
https://doi.org/10.1097/AOG.0b013e318249ff74
http://www.capital.sp.gov.br/noticia/servico-centros-de-referencia-a-mulheres-crms
http://www.capital.sp.gov.br/noticia/servico-centros-de-referencia-a-mulheres-crms
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=uajb20
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=uajb20

