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Workplace violence in Family Health Units: a study of mixed methods
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Abstract
Objective: To verify the prevalence of workplace violence in Family Health Units, characterize the victims and know the implications of conditions 
and organization of work in workers exposure. 
Methods: A mixed study of the concomitant type. The quantitative stage included a sample of 106 health professionals from 17 Family Health 
Units who answered questions about sociodemographic data and the Survey Questionnaire Workplace Violence in the Health Sector. At the 
qualitative stage, 18 violence victims workers were intentionally selected to respond to the semi-structured interview. Quantitative fi ndings were 
subjected to descriptive and analytical statistics, and qualitative data to thematic analysis.
Results: About 69.8% of the workers were exposed to violence, with the main victims being younger workers and the nursing staff (p=0.047). 
Violence was also associated with a worse assessment of relationships with colleagues (p=0.003) and managers (p=0.008). The interviewees 
attributed to the reception of the unit the space of greatest risk of aggression. The lack of resources, absence of a doctor in the unit and its location 
in areas of traffi cking were aspects related to the exposure of professionals to violence. 
Conclusion: Violence has proved prevalent in work in family health units and improvements in structure, human and material resources as well 
as public safety are needed to control and prevent worker aggression.

Resumo
Objetivo: Verifi car a prevalência de violência no trabalho em Unidades de Saúde da Família, caracterizar as vítimas e conhecer as implicações das 
condições e da organização do trabalho na exposição dos trabalhadores. 
Métodos: Estudo misto, do tipo concomitante. A etapa quantitativa contou com amostra de 106 profi ssionais de saúde de 17 unidades de saúde 
de família que responderam questões acerca de dados sociodemográfi cos e ao Survey Questionnaire Workplace Violence in the Health Sector. 
Na etapa qualitativa 18 trabalhadores vítimas de violência foram intencionalmente selecionados para responder à entrevista semiestruturada. 
Achados quantitativos foram submetidos a estatísticas descritivas e analíticas, e os dados qualitativos à análise temática.
Resultados: Cerca de 69,8% dos trabalhadores foram expostos à violência, sendo as principais vítimas os trabalhadores mais jovens e da 
equipe de enfermagem (p=0,047). A violência também foi associada à pior avaliação sobre os relacionamentos com colegas (p=0,003) e chefi as 
(p=0,008). Os entrevistados atribuíram à recepção da unidade o espaço de maior risco de agressões. A falta de recursos, ausência de médico na 
unidade e sua localização em zonas de tráfi co foram aspectos relacionados à exposição dos profi ssionais à violência. 
Conclusão: A violência se mostrou prevalente no trabalho em unidades de saúde da família e melhorias na estrutura, recursos humanos e 
materiais, bem como segurança pública são necessários para controlar e prevenir agressões aos trabalhadores.

Resumen
Objetivo: Verifi car la prevalencia de violencia en el trabajo en Unidades de Salud de Familia, caracterizar a las víctimas y conocer las consecuencias 
de las condiciones y de la organización del trabajo en la exposición de los trabajadores. 
Métodos: Estudio mixto, de tipo concomitante. La etapa cuantitativa contó con una muestra de 106 profesionales de la salud de 17 unidades de 
salud de familia que respondieron a preguntas sobre datos sociodemográfi cos y al Survey Questionnaire Workplace Violence in the Health Sector. 
En la etapa cualitativa, se seleccionaron intencionalmente 18 trabajadores víctimas de violencia para responder una entrevista semiestructurada. 
Los resultados cuantitativos fueron sometidos a estadísticas descriptivas y analíticas; y los datos cualitativos, a análisis temático.
Resultados: Cerca del 69,8% de los trabajadores estuvo expuesto a violencia, entre los cuales los más jóvenes y los del equipo de enfermería 
fueron las principales víctimas (p=0,047). La violencia también estuvo asociada a peores evaluaciones sobre la relación con los compañeros 
(p=0,003) y jefes (p=0,008). Los entrevistados señalaron la recepción de la unidad como el espacio de mayor riesgo de agresiones. La falta de 
recursos, la ausencia de médicos en la unidad y la ubicación en zonas de tráfi co ilegal fueron aspectos relacionados con la exposición de los 
profesionales a la violencia. 
Conclusión: La violencia demostró ser prevalente en el trabajo en unidades de salud de familia y es necesaria una mejora en la estructura y en 
los recursos humanos y materiales, así como en la seguridad pública para controlar y prevenir agresiones a los trabajadores.
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Introduction

Workplace violence in health services has been the 
subject of national and international studies, es-
pecially in hospital services.(¹-³) However, Primary 
Health Care Services, such as the Family Health 
Units (FHU), require that work activities be de-
veloped in the users’ own territory, with a greater 
approximation of the households and social spaces 
of the community, which can lead to increased ex-
posure to violence. 

This situation worsens in the large urban areas 
of less developed countries, as rapid urbanization, 
associated with increased crime, significantly expos-
es professionals to violence.(4) International studies 
that have previously investigated the presence of 
violence in primary health care services have con-
firmed the phenomenon, pointing out that more 
than half of participants experience at least one type 
of workplace violence per year, with prevalence of 
52.6% in Serbia and 90.2% in Spain.(5,6)

Workplace violence has been related to aspects 
that permeate working conditions, such as poor 
lighting, excessive noise, lack of materials and dam-
aged physical structure and work organization, such 
as working alone, high circulation of unidentified 
persons, insufficient numbers lack of specific train-
ing to deal with violence.(7) According to the World 
Health Organization, healthy work environments 
depend on the organization and working condi-
tions, the first one referring to everyday attitudes, 
values, beliefs and practices; and the second to the 
physical structure, materials, products, chemicals 
and production processes in the workplace.(8)

Work organization results from the social and 
intersubjective relationships of workers with orga-
nizations. In this perspective, working requires tak-
ing action for relationships with others, demanding 
joint, conscious and unconscious actions, in order 
to create an environment of coordination and co-
operation. Thus, the present research starts from the 
understanding that the act of working is not only 
to produce, but also to transform oneself, being the 
central work on the worker’s affective life.(9,10)

In relation to the mentioned aspects, it is worth 
considering that the fragmentation of work and the 

fragilities that result from the adoption of interac-
tions marked by rigid hierarchy, as well as the inad-
equacy in the physical space of the BHU, the scrap-
ping of equipment and materials, have already been 
described in the literature and can influence the 
behavior of users and the health team, fomenting 
violent attitudes in industrial relations.(11,12) These 
attitudes, in turn, confront fundamental assump-
tions of work in FHU, which requires teamwork, 
mediated by dialogue and bonding with users and 
community.(3,4,13) Previous studies highlight the im-
portance of establishing the link in the implemen-
tation of health promotion and disease prevention 
actions. Speech, listening, bonding and weak nego-
tiation have repercussions on the search for primary 
care services, as well as on the co-responsibility of 
users and on the trust relationship necessary for care 
longitudinality.(13,14) 

Considering the above, there was the question: 
do professionals who work in FHU are exposed to 
workplace violence? Do the conditions and orga-
nization of work influence this phenomenon? The 
study aimed to verify the prevalence of workplace 
violence in FHUs, to characterize the victims and 
to know the implications of the conditions and or-
ganization of work in workers’ exposure.

Methods

It was a research of mixed methods of the concomi-
tant type. The quantitative step used a cross-section-
al, descriptive and analytical design; the qualitative 
step was of the exploratory-descriptive type and oc-
curred in the same encounter with the worker, im-
mediately after the application of the questionnaire.

The study was conducted in FHUs of a district 
that makes up the basic care network managed by 
the city hall of a capital of Southern Brazil. FHUs 
base their assistance on the Family Health Strategy’s 
principles. Therefore, they must guarantee access 
based on the recognition of the needs of the people 
and of the assigned territory, organizing activities 
between spontaneous demand and programmatic 
actions of health education and care at home and 
at the unit. The proposed activities should always 
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prioritize the multidisciplinary work and focused 
on actions of surveillance, prevention and health 
promotion.

The municipality studied had an estimated pop-
ulation of 1,481,019 inhabitants, with the service 
network at this level distributed in 17 health dis-
tricts, with 45 Basic Health Units and 73 FHUs. 
The present research focused on 27 teams of 17 
FHUs from a district management in which cur-
ricular activities are carried out at the Universidade 
Federal do Rio Grande do Sul, where students and 
professors have witnessed reports and/or situations 
of violence in the work of the teams. In addition, 
the choice of the study scenario is related to the 
vulnerability of professionals working at the FHUs, 
which needs to be considered considering the po-
tential implications of violence on workers’ health 
and continuity of the Family Health Strategy’s ac-
tions in the municipality.

The study population consisted of nine phy-
sicians, 16 nurses, 25 nursing technicians/assis-
tants and 56 Community Health Agents (CHA) 
(n=106). In the quantitative stage, all the profes-
sionals (n=190) who comprised the minimum fam-
ily health team were invited to participate in the 
study. Those with less than 12 months of work at 
the FHUs (n=36), who were away (n=22) or on va-
cation (n=7) at the time of collection were excluded 
and those who were inaccessible due to suspension 
of activities due to conflicts (n=8) as well as refusals 
(n=11) were considered losses. The final sample of 
106 workers from the quantitative stage was statis-
tically significant, considering 95% confidence and 
5% error, 50% prevalence, calculated with the aid 
of WINPEPI version 11.32. 

At the qualitative stage, 18 professionals were 
intentionally invited, who stated in the previous 
stage that they had suffered violence in the last 
12 months. This sub-sample was composed of six 
CHA, six nursing technicians, five nurses and one 
doctor. The intentional selection adopted sought to 
select, among the violence victims at work, profes-
sionals who proved to be better informers, that is, 
implicated in the problem and motivated to talk 
about it. 18 respondents were defined by the cri-
terion of data saturation, which applies when no 

new element emerges and the increase of new infor-
mation does not modify the understanding of the 
studied phenomena.(15)

The sample was collected between September 
and December 2017. The sample of profession-
als was invited to answer a questionnaire about 
socio-demographic and labor data (gender, age, 
skin color, years of study, marital status, chil-
dren, tobacco use, medication use, chronic ill-
ness, professional category, years of health expe-
rience, years of FHU experience, if you work in 
another institution, as well as professionals’ per-
ception about work organization, satisfaction, 
recognition and interpersonal relationships) and 
the Survey Questionnaire Workplace Violence in 
the Health Sector, proposed by the World Health 
Organization, International Labour Organization 
and Public Services and International Council of 
Nursing.(16) The tool was translated and adapted 
into Portuguese and used in Brazilian research 
to assess violence in health work in the last 12 
months, and the aggression may be physical or 
psychological (the latter modality includes verbal, 
moral, sexual or racial forms), which are assessed 
independently of their frequency and can form a 
global categorical measure (whether or not they 
have suffered some form of violence).(3,17,18) The 
tool also includes questions that make it possible 
to characterize situations of violence, victims, of-
fenders and measures that require investments in 
the face of workplace violence.(16,17) The profes-
sionals who composed the qualitative stage also 
answered a semi-structured interview recorded in 
audio, following a pre-established script, which 
dealt with the conditions and the organization of 
the work in the FHUs and their relations with the 
occurrence of labor violence.

The analysis of the quantitative data was carried 
out by the software Statistical Package for the Social 
Sciences (SPSS), version 18.0. Values of p≤0.05 
were considered statistically significant. The cate-
gorical variables were described by means of relative 
and absolute frequencies and the continuous and 
scalar variables were described by measures of cen-
tral tendency and dispersion. The Chi-Square Test 
for association and Mann-Whitney Test were used 
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to verify differences between medians in the groups, 
after Shapiro-Wilk Normality Test. 

The data from the transcripts of the interviews 
were submitted to the thematic type analysis tech-
nique, according to Minayo,(19) giving rise to the 
following categories (and their thematic subcate-
gories): Characterization of workplace violence in 
FHUs (violence victims); Conditions and organiza-
tion of work (Structure and resources, Interpersonal 
relationships) and; (Im)possibilities to prevent/con-
trol violence (Measures to prevent workplace vio-
lence and, Urban violence). 

After the statistical analysis of the numerical 
data and categorization of the interviews, the find-
ings were confronted and articulated, searching 
for identification of convergences, differences and 
combinations, in order to respond to the objec-
tives through the complementarity of information, 
which allowed greater comprehensiveness to the 
look cast on workplace violence.

The study was approved by the Ethics and 
Research Committee of the proposing institu-
tion (no. 2,081,737) and co-participant (number 
2,128,825) and all participants signed the Free and 
Informed Consent Term. The research respected the 
ethical precepts contained in Resolution 466/12 of 
the Brazilian Health Board (Conselho Nacional de 
Saúde).(20) As a guarantee of anonymity of the par-
ticipants in the use of speech fragments, the acro-
nym ‘INT’ was used for ‘interviewee’, followed by 
the interview order number.

Results

The sample composed of 106 FHU workers was 
predominantly female (80.2%), with a median age 
of 42.5 years (34.7-51), median of 11 years (6 - 16) 
of experience in the health area and four years (3 
- 12.2) in the FHUs, 52.8% CHA, 23.6% nurs-
ing technicians, 15.1% nurses and 8.5% doctors. 
The prevalence of workplace violence in FHUs was 
69.8% of workers exposed in the last 12 months. 
Table 1 shows the distribution of workers victims 
and not violence victims at work according to so-
ciodemographic and labor characteristics.

In addition to the aspects highlighted in the 
table, the thematic sub-category “violence victims” 
dealt with reception as a place/activity of greater ex-
posure to violence, since it is an environment that 
requires the professional to listen and receive the 
users who seek attendance, as well as determining 
flows to the demands. In addition to being the first 
contact between service and user, the schedules of 
professionals, organization of home visits and the 
order of care is under the supervision of the worker 
in activity at the reception. Thus, often those who 
are ahead of this first service is responsible for giving 
the unwanted information to users or even “deny” 
the intended assistance: 

Table 1. Distribution of workers victims and non-violence 
victims at work according to sociodemographic and labor 
characteristics

Variables
Workplace violence

P valueYes
(n=74)

No
(n=32)

Gender*
    Female
    Male

61(71.8)
13(61.9)

24(28.2)
8(38.1)

0.430§

Age” (Years) 40.5(33 -50) 44.5(40 – 53.7) 0.047**

Skin color*
    Black 
    White

31(77.5)
42(64.6)

9(22.5)
23(35.4)

0.194§

Studying years” 13(11 – 18) 13(11 – 17) 0.577+

Marital status*
    Single, widow(er) or without a partner
    Married or with a partner

33(67.3)
41(71.9)

16(32.7)
16(28.1)

0.674§

Children” (number) 1(0 - 2) 1(0 – 2) 0.776+

Tobacco use*
    Yes
    No

9(60)
65(71.4)

6(40)
26(28.6)

0.377§

Medication use*
    Yes
    No

51(70.8)
23(67.6)

21(29.2)
11(32.4)

0.822§

Chronic disease*
    Yes
    No

43(74.1)
31(64.6)

15(25.9)
17(35.4)

0.298§

Professional category*
    CHA
    Nursing tech/assist
    Nurse
    Doctor

33(58.9)
21(84)

14(87.5)
6(66.7)

23(41.1)
4(16)

2(12.5)
3(33.3)

0.047§

Experience years” 11(6.7 – 15.2) 13.5(5 – 16) 0.981**

Experience years at FHUs” 4(3 – 7.7) 5(3 – 16) 0.075**

Boss*
    Yes
    No

12(85.7)
62(67.4)

2(14.3)
30(32.6)

0.220§

Absence days” 7(2 – 20) 6(1.2 – 16.5) 0.803+

Works in other institution*
    Yes
    No

10(76.9)
64(68.8)

3(23.1)
29(31.2)

0.750§

* - n (%); - median (interquartile ranges); § - Chi-Square Test; + - Mann-Whitney Test; ** - Student t
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The staff at the front desk suffers much more (...). 
INT 18

(...) I know it’s not my job, only I have to do as all 
the other colleagues have to do ... reception is some-
thing that makes you very stressed (...). INT 10 

(...) so I think that these issues of a lot of crowds, of 
a lot of people, make people tense and this tension 
from my point of view can be one of the factors that 
predispose to violence, to attack ... not wanting to 
wait (...). INT 14 

And this way they find to be served [at the recep-
tion] is screaming, offending (...). INT 7

Considering assessment aspects of the work, ta-
ble 2 shows that workers violence victims have low-
er means in assessments on labor aspects.

without tape because they did not send it to us and 
it was due to the lack of it (...). INT 5 

(...) “not to have” is a reason to attack us (...). INT 1 

(...) there are about six thousand five hundred us-
ers for a health post, we should have more teams, 
we should have three teams, we only work with 
two, with a reduced staff (...). INT 7 

(...) people do not have any structure, the health 
center is poorly located (...) they are things related 
to the functioning of the unit, it bothers me a lot, 
because it is not me, it is not the relationship, it is 
not my job that is being, the person is talking, it is 
about the unit operation. INT 10

Also, in the same thematic category, the ab-
sence of physicians in the units was mentioned 
with emphasis on the occurrence of aggressions 
of the users, bringing to the surface implications 
of the organization of the work in which it cor-
responds to the assistance model, that advocates 
the integrality of the assistance and should be the 
entrance door of SUS users and represents the 
primary level of health care. 

(...) if he had a doctor and he would not be too 
late to serve (...) It’s the doctor’s fault! Even because 
depending on the material they manage to pull it 
off somewhere else. It is more an issue of the lack of 
doctor (...). INT 3 

(...) everyone wants appointments, they want to 
consult with the doctor, it’s no use going through 
me, it’s no use going through the nurse, they want 
the doctor. INT 8 

Like, there is no medical service, the person comes 
and does not want to know, she has to find a guilty 
party and the culprit is the nurse or someone who 
is attending... I think people think that the post re-
volves around the doctor who has no other services 
(...) a day without a doctor is a little, it is very 
stressful ... having the full professional staff, would 
be the most important. INT 10

Table 2. Averages and Standard Deviation of workers’ 
assessments on labor aspects between victims and non-victims 
of workplace violence in FHUs

Variables

Workplace violence

p-value+

Yes (n=74) No (n=32)

Mean Mean

Working conditions 2.97 (±0.68) 3.19 (±0.86) 0.153

Work organization 3.58 (±0.84) 3.91 (±0.69) 0.068

Satisfaction with work 3.29 (±1.16) 3.47(±1.27) 0.314

Acknowledgment for the work 3.14(±1.23) 3.41(±1.16) 0.367

Relationship with colleagues 3.95(±0.68) 4.34(±0.65) 0.003

Relationship with the boss 4.18(±0.78) 4.59(±0.56) 0.008

+ - Mann-Whitney test 
Note: The assessments were scored using a likert scale of five points, from the worst (1) to the best 
assessment (5). However, the test presented in the table compares the difference of medians to facilitate 
the interpretation of the findings, being chosen to present the means and Standard Deviation.

The interviews made it possible to understand 
the implications of the working conditions on ex-
posure to violence in FHUs, it is pointed out that 
aspects related to the lack or scrap of materials, 
equipment and physical structure. The correspond-
ing lines were attributed to the thematic category 
“structure and resources”, and this can be seen in 
the following excerpts: 

(...) It gets difficult when you do not have medi-
cation, sometimes we do not even have material 
to work with. There was a time without gauze, 
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According to the reports, users are the main 
perpetrators of workplace violence in FHUs, 
which is also supported by the quantitative find-
ings, since 71.6% of the aggressions suffered by 
workers in the last 12 months were practiced by 
users and 6.4 % by family/companions. Violence 
victims perpetrated by users reported in the in-
terviews that this practice occurs mainly through 
swearing, insults and threats.

Colleagues accounted for 11% of the situations 
quantified and leaders 9.2%. In this direction, some 
discourses highlighted in the category “interperson-
al relationships” show that the socio-professional 
relations also imply in the experiences of violence 
in FHUs: 

You do not have this openness with your colleague 
sometimes to collaborate, sometimes it takes a little 
teamwork, (...) it ends up generating a stress and 
you take it, you take it, there comes a time when 
you blow up. INT 15 

(...) generates a tension in the team, because many 
people think of them and, rightly so, because they 
want to protect themselves. But someone will have 
to open the post, someone will have to make this 
post work and whoever gets here, whoever makes 
this post work, he will be attacked (...). INT 17

In figure 1, it is possible to observe some factors 
that deserve greater investments in FHUs and that 
if improved, they may, in the opinion of profession-
als, influence the occurrence of violence. 

Moreover, the fact that services are in terri-
tories with criminal factions and frequent situ-
ations in which drug traffickers do not respect 
community service spaces, arouses feelings of 
fear in professionals, as well as favors exposure 
to workplace violence in FHUs. These aspects 
were considered in the thematic category “urban 
violence” and can be evidenced in the following 
statements. 

(...) a few days ago we did not go out to work [in 
the streets and in the homes] because there were 
some conflicts in the territory (...). INT 6 

We work in an area that has a traffic war, so you 
live, you stay on the hill and you end up experienc-
ing all the conflict, the whole situation of violence 
(...). INT 10 

We had to close the unit and leave, as there were 
firefights nearby. INT 13
	
For the professionals interviewed, their work 

process is hampered by the lack of public safe-

Figure 1. Measures that require investments to deal with workplace violence according to the perception of professionals

Investment in human development

Control of access to the institution

Enough number of staff

Protocol  for aggressive users

Lonely work restriction

Record of aggressive users

Training and empowerment

Safety measures

Rigorous use of uniform and identi�cation

Improvements in the environment
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ty, revealing the vulnerability situation of FHUs’ 
health team.

Discussion

The prevalence of workplace violence in FHUs 
reinforces findings from other studies.(4-6) As for 
sociodemographic characteristics, associated with 
violent episodes in primary care services, nurs-
ing was revealed in a study in Serbia as the most 
exposed category, with no differences for gender, 
age, marital status, education level and years of ex-
perience.(5) In a Spanish study, doctors and nurses 
were less exposed to workplace violence in Primary 
Health Care than other professionals who occupy 
the front line in services.(6) This finding differs from 
the present research regarding the most exposed 
professional category, but it resembles in relation to 
the greater risk attributed to the performance in the 
service’s reception. 

In a Brazilian study carried out with 269 pro-
fessionals from the multidisciplinary team, it was 
observed that the victims were characterized by 
female gender, lower age and schooling, nursing 
technicians and more days absent at work, with a 
statistically significant difference.(3) In the present 
study, the time of experience in FHUs, working 
in another institution, tobacco use, skin color and 
number of children were not variables associated 
with workplace violence, a result similar to the 
study already cited.(3) 

Chronic diseases and the use of medication 
were also not associated with exposure to vio-
lence, however, the high prevalence of workers 
living with chronic diseases and making use of 
medications. A study carried out with profes-
sionals of the health team who work in Primary 
Health Care pointed out that these workers expe-
rience physical pains and complaints, which re-
late to stress caused by lack of resources, conflicts 
at work, lack of professional recognition, work 
overload, among others.(9) 

Regarding the workers’ exposure at the recep-
tion of the unit, a Brazilian study developed in the 
state of Alagoas showed that there is a divergence 

between the problem identified by the professional 
and the need seen by the patient served. In addi-
tion, due to the link established between the pro-
fessional and the users, the latter feels free to collect 
attention and care at the time that is convenient. 
Still, the request for fitting in care is frequent and 
not always possible, which also generates aggressive 
contestations.(21)

Absence or inefficiency of doctors in the FHUs 
was a factor attributed by participants to user dis-
satisfaction, which can mean the reproduction of 
the physician-centered model in the manifestation 
of users by the search for care, a finding also found 
in another study in the context of primary care.(22) A 
research carried out in the city of São Paulo, Brazil, 
showed that there is insecurity on the part of users 
about having their demands served by professionals 
and services, with a lack of information, which gen-
erates tensions, mainly with receptionists.(23) Thus, 
the lack of resolution in the FHUs can be a factor 
that triggers threats and offenses in their work en-
vironment.(24)

	 The shortage of human and material re-
sources in primary care services abroad was also 
related to the intention to quit.(25) Thus, the search 
for health care is incompatible with the organiza-
tion and working conditions offered in primary 
care, generating exhaustion for professionals and 
user dissatisfaction.(22,26) At this juncture, violence 
adds damages that influence productivity and 
quality of work, resulting in dissatisfied profes-
sionals, who do not feel recognized, and who have 
fragile or conflicted relationships with colleagues, 
bosses and users.(1) 

In view of the findings, it can be inferred that 
the workers violence victims suffer doubly, since 
in addition to the daily aggressions from users 
and service colleagues, they still suffer from the 
lack of structure and human resources. This as-
pect was pointed out by the influence of struc-
tural violence on the moral integrity of workers, 
generating suffering since experiencing these 
structural problems can be reason for aggressions 
among their partners.(27) Moreover, it is possible 
to add urban violence as a form of workplace 
aggression in FHUs, which makes it possible to 
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say that professionals are threefold exposed to 
violence considering the threats and fear experi-
enced in working with the often more dangerous 
communities. 

Structural violence can also be seen through 
the invisibility with which workers’ exposure to 
violence is treated at the SUS network. There are 
no flows established in cases of aggression between 
people, which shows that the institution/structure 
is indifferent to the victims, and that there is no sol-
itary way of trying to deal with the situation from 
their own resources. 

Among the measures to minimize cases of 
workplace violence, the research pointed out that 
authority figures, such as security guards, represent 
a protective aspect regarding the exposure of health 
professionals to violence, as well as access control 
to the service, education to the users of the services 
and adequate attitudes by the professionals in situa-
tions of violence.(28)

In addition, investing in strategies that 
strengthen teamwork, incorporating technolo-
gies that contribute to the resolvability of care, 
and reducing work overload can empower profes-
sionals to act on a daily basis. Thus, it is hoped 
that they will participate politically in the man-
agement of health services and in the instances 
of social control, seeking the implementation of 
measures that strengthen professionals and en-
hance universal access.(29)

When it comes to Primary Health Care, the 
aspects referring to regions with high crime rates 
and poorly lit environments may be the factors that 
deserve more attention, corroborating the indica-
tion of the literature.(7) Thus, it is understood that 
working in communities where crime is constant 
increases the fear and the chance of exposure of pro-
fessionals to violence, which in the present study 
has been shown to affect the activities carried out in 
the community, affecting the quality of the service 
provided.

In addition, violence is a complex phenom-
enon that affects different spheres of society 
and encompasses cultural values, educational 
level, economic instability, social injustices and 
impunity. These aspects refer to a macropoliti-

cal conjuncture that is reproduced in the labor 
contexts, including the service sector. Among 
the strategies for confronting violence in Brazil 
and abroad, the United Nations Organization 
launches sustainable millennium goals, among 
which is the search for the promotion of peace-
ful and inclusive societies for sustainable devel-
opment, providing access to justice and building 
institutions effective, accountable and inclusive 
at all levels. Furthermore, it is the responsibility 
of the health sector to collaborate jointly with 
intersectoral actions to foster a culture of peace 
and respect for all persons, workers and health 
system users.(30)

Conclusion

There was a prevalence of 69.8% of FHU workers 
exposed to workplace violence, being the victims 
characterized as younger workers, with occupa-
tion in the nursing and worse assessments on the 
relationships in the work. Carrying out work ac-
tivities at the reception of the unit represented 
greater susceptibility to aggressions from users, 
either because they seek the service with revolt or 
because they become aggressive with the unwant-
ed outcome. The absence of doctors in the health 
teams was mentioned as the main cause of verbal 
aggression, reinforcing the user’s expectation for 
the biomedical care model and little compensa-
tion of Primary Health Care attributes. Failures 
in the unit structure, deficiency of material and 
human resources, instigate users’ dissatisfaction, 
aimed at professionals, who are also exposed to 
urban violence related to areas of drug trafficking 
in the territory. Thus, the conditions and orga-
nization of work imply the occurrence of vio-
lence in FHUs. Violence in this daily work also 
has negative repercussions on the labor context, 
and can be considered a complex phenomenon 
composed of negative and interrelated cadences. 
The results of this research have as implications 
for health and nursing the need for investments 
in service infrastructure, worker safety and care 
strategies that foster the model of care sought 
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for the FHUs. As a limitation of the study, it 
is possible to consider that the methodological 
design does not allow a follow-up on the effects 
that these episodes bring to the professionals and 
to the resolution of the FHUs. In addition, the 
study was developed in a health district of the 
capital. It is recommended to carry out more 
comprehensive studies on Primary Health Care 
in order to broaden the picture of the assessed 
disease.
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