
1
REV BRAS EPIDEMIOL 2020; 23: E200009.SUPL.1

ABSTRACT: Objectives: To describe the profile of  care provided by aggressions in emergency units from 
the VIVA Survey 2011, 2014 and 2017 data, and to compare the evolution of  six indicators over four (2011 to 
2014) and seven years (2011 to 2017). Methods: Cross-sectional study, using data from the last three editions 
of  the VIVA Survey carried out in the Federal District and in 19 Brazilian capitals. The types of  occurrence 
were selected: aggression/mistreatment and intervention by a public agent. The weighted frequencies of  the 
characteristics of  the people assisted, of  the aggressions, injuries and evolution of  the cases were calculated, 
according to sex. Differences between proportions were compared using the χ2 Test. Six indicators were also 
selected and their evolution over the years was evaluated by means of  the percentage variation and the 95% 
confidence interval. Results: In most cases of  aggression, the individuals were black, young and adult, of  
both sexes. The main nature of  the assaults was physical, reaching over 85% in all investigations, followed 
by negligence. In the comparison between 2011 and 2017, “neglect” aggressions had a significant increase in 
both sexes and in children and the elderly; aggressions of  a “sexual” nature had a significant increase only 
in children. Conclusions: The VIVA Survey is an important tool for Brazil’s Violence and Accident Surveillance 
System, providing evidence for public health decision-making and for coping with and preventing violence.
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INTRODUCTION

Violence is considered as a social problem that has been part of  humanity since its early 
days. In the public health field, violence causes important impacts regarding morbidity and 
mortality, affecting people in different stages of  life. It is a major cause of  death, injuries, 
complications and disability, mainly among young people1-3.

According to estimations from the World Health Organization, violence leads to more 
than 1.5 million deaths every year, besides causing non-fatal wounds. In general, violence 
is among the main causes of  death for people aged between 15 to 44 years4.

In terms of  magnitude, in Brazil, only in 2017, 65,602 deaths by murder were reg-
istered, corresponding to the rate of  31.6 deaths/100,000 residents, and representing a 
21% increase in relation to the rate in 20075. Younger men were the main victims (59.1% 
of  the homicides targeted men aged between 15 and 19 years), with relevant emphasis 
on specific populations, such as black, lesbian, gay, bisexual, transvestite and transgender 
populations, and women5.

According to estimations from the Institute for Health Metrics and Evaluation6, and 
its own method for correcting the data from the Mortality Information System, in Brazil, 
external causes were responsible for 14.2% of  the deaths in 2000, and for 12.3% in 2017; the 
first reason was violence, with 6.5% in 2000, and 5.8% in 2017. In the same period, the loss 
of  years of  life due to premature death and disability caused by violence increased from 
6.8% (2000) to 7.1% (2017) 6.

RESUMO: Objetivos: Descrever o perfil dos atendimentos por agressões em unidades de urgência e emergência 
com base nos dados do Inquérito de Violências e Acidentes em Serviços Sentinela de Urgência e Emergência 
(VIVA Inquérito) 2011, 2014 e 2017 e comparar a evolução de seis indicadores ao longo de quatro (2011 a 2014) 
e sete anos (2011 a 2017). Métodos: Estudo transversal, com dados das três últimas edições do VIVA Inquérito 
realizadas no Distrito Federal e em 19 capitais do Brasil. Foram selecionados os tipos de ocorrência: agressão/
maus-tratos e intervenção por agente público. Calcularam-se as frequências ponderadas das características 
das pessoas atendidas, das agressões, das lesões e da evolução dos casos, segundo o sexo. As diferenças entre 
as proporções foram comparadas pelo teste χ2. Também foram selecionados seis indicadores, e avaliou-se sua 
evolução ao longo dos anos por meio da variação percentual e do intervalo de confiança a 95%. Resultados: 
Em grande parte dos atendimentos por agressão, os indivíduos eram negros, jovens e adultos, em ambos os 
sexos. A principal natureza das agressões foi física, alcançando mais de 85% em todos os inquéritos, seguida da 
negligência. Na comparação entre 2011 e 2017, as agressões de natureza negligência tiveram aumento significativo 
em ambos os sexos e em crianças e idosos; já as agressões de natureza sexual tiveram aumento significativo 
apenas em crianças. Conclusões: O VIVA Inquérito é uma importante ferramenta para o Sistema de Vigilância 
de Violências e Acidentes do Brasil, proporcionando evidências para a tomada de decisões em Saúde Coletiva 
e para o enfrentamento e a prevenção das violências.

Palavras-chave: Violência. Inquéritos epidemiológicos. Serviços médicos de emergência. Ferimentos e lesões.
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When not leading to death, aggressions can cause severe injuries that require health care. 
In Brazil, only in 2017, 52,359 hospital admissions were registered caused by violence in the 
hospitals of  the Unified Health System (SUS), and most of  them among men (84.8%), and 
people aged between 20 and 29 years (53.5%)7. In this sense, urgency and emergency ser-
vices are the main gateway for victims of  aggression in the public health system. As stated 
by Deslandes8, the emergency room is the destination of  victims with injuries, or even in 
the imminence of  death; care provided by these services is an undeniable indicator of  vio-
lence in a city.

Internationally, all Member States of  the United Nations have committed to the Sustainable 
Development Goals (SDG), which compose the 2030 Agenda and reflect, especially in goals 
5 and 16, the concern about gender equality and the construction of  peaceful societies. 
In this sense, the SDGs propose to eliminate gender-based violence and significantly reduce 
all forms of  violence9.

In 2006, Brazil implemented the Violence and Accidents Survey (VIVA), in the survey 
and continuous surveillance modalities, whose objective is to analyze the violence and 
accidents’ tendencies and describe the profile of  care in health services10. The Violence and 
Accidents Survey Conducted in Brazilian Sentinel Emergency Departments (VIVA Survey) 
aims at identifying the epidemiological profile and the risk factors related to violence and 
accidents in the emergency units participating in the study11,12, in order to enlighten the cir-
cumstances of  these events, the assisted people and the aggressors. 

So, The VIVA Survey can contribute, throughout the survey years, with the control 
of  indicators related to the notification of  violence, considering the indicators proposed 
to monitor the SDGs, supporting the planning of  public policies of  health prevention 
and promotion12.

The objective of  this study was to describe the profile of  people assisted for aggressions 
in emergency units in 2011, 2014 and 2017, as well as the notifications, injuries and evolution 
of  care. Additionally, it compared the evolution of  six indicators throughout four (2011 to 
2014) and seven years (2011 to 2017) of  the surveys. 

METHODS

Cross-sectional study using data from the VIVA Survey, carried out by the Municipal 
Secretariats of  Health in the selected capitals and cities, supported by the State Secretariats 
and the Ministry of  Health (MH)10,11. The VIVA Survey is a sentinel surveillance instrument 
in the scope of  VIVA.

The population of  the VIVA Survey11,12 was composed of  people assisted for violence 
and accidents (external causes) who looked for urgency and emergency services selected 
in the scope of  SUS. The data were collected through a form that was standardized by the 
MH, which included sociodemographic data of  the patients, data about the event (charac-
teristics of  the aggression and injuries), and evolution of  care. The study lasted for 30 con-
secutive days, in randomly selected shifts. 
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For this article, we consider the types of  aggression/mistreatments (codes X85 to Y09 
in the 10th edition of  the International Statistical Classification of  Diseases and Related 
Health Problems) and intervention by a public agent (codes X35 to Y36) in the surveys 
of  2011 and 201411,12. In the 2017 survey, these two categories were aggregated in a sin-
gle type of  notification: aggression/mistreatments/intervention by a public agent (codes 
X85 to Y09 and X35 to Y36). The surveys carried out in these three years were selected 
because the variable nature of  aggression allows the comparison. The data included the 
Federal District (DF) and 19 capitals that participated in the three editions of  the study: 
Aracaju (SE), Belém (PA), Belo Horizonte (MG), Boa Vista (RR), Campo Grande (MS), 
Curitiba (PR), Fortaleza (CE), Goiânia (GO), João Pessoa (PB), Maceió (AL), Natal (RN), 
Palmas (TO), Porto Velho (RO), Rio Branco (AC), Rio de Janeiro (RJ), Salvador (BA), São 
Luís (MA), Teresina (PI) e Vitória (ES).

Since the data come from complex sampling plans, the use of  sample weights is neces-
sary to analyze the capitals as a group. Therefore, for the three editions of  VIVA Survey, we 
calculated the weighted frequencies for the following variables, according to sex (female 
and male): 

•	 Characteristics of  the assisted people: ethnicity/color, age group, schooling, alcohol 
consumption, vulnerability (gypsy, quilombola, villager, homless people, people 
deprived of  liberty, population from the countryside, forest, and water and others)a 
nd disabilities;

•	 Characteristics of  the aggression:  nature of  the aggression, means of  aggression and 
relation to the possible aggressor;

•	 Injuries and evolution of  cases: nature of  the injury, affected body part 
and evolution. 

The differences between the proportions, according to sex, were compared using the χ2 
test, considering 0.05 as significant.

For controlling the notifications of  aggression in the three editions of  the Viva Survey, 
the following indicators were selected: 

•	 Sexual violence: percentage of  care caused by sexual violence in relation to the total 
number of  care services due to aggression;

•	 Physical violence: percentage of  care caused by physical violence in the total number 
of  care services due to aggression;

•	 Negligence: percentage of  care caused by negligence in the total number of  care 
services due to aggression;

•	 Intrafamily violence: percentage of  care whose probable author of  the aggression 
was the father/mother and other relative in the total number of  care services due to 
aggression;

•	 Intimate partner violence: percentage of  care whose probable author of  the aggression 
was the partner/ex in the total number of  care services due to aggression;

•	 Violence by na unknown person: perentage of  care whose probable author of  the 
aggression was unknown in the total number of  care services due to aggression.
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The evolution of  these indicators was assessed using the percentage variation in the 
period of  four (2011 to 2014) and seven years (2011 to 2017), with 95% confidence interval.

The VIVA Survey was approved by the National Ethics Research Commission in 
the Ministry of  Health, Opinions n. 2.234.509,23/8/2017 — Certificate of  Presentation 
for Ethical Consideration: 67709417.0.0000.0008 (2017), n. 735.933/2014 (2014) and n. 
006/2011 (2011).

RESULTS

In 2011, 2014 and 2017, in the Federal District and in the 19 capitals that adopted the 
VIVA Survey, 3,363, 3,489 and 2,902 people were assisted with the type of  notification 
of  aggression/mistreatments/legal intervention, respectively. The male gender was the 
most frequent, representing 74.09, 71.41 and 71.65% of  the care services in 2011, 2014 
and 2017, respectively. Ethnicity/color black (black and brown) was prevalent among 
individuals of  both genders, in all editions of  the study, corresponding, in 2017, to 77.5% 
of  the men and 72.6% of  the women. The main age group of  the affected people was 
young (15 to 29 years), in the surveys of  2011 and 2014, and adults (30 to 59 years) in 
the 2017 edition. The percentage of  care caused by aggression in the extreme life cycles 
were lower; however, among children, girls underwent aggressions more often in all 
analyzed years, reaching the double of  the percentage among boys in 2017 (Table 1). 
A small part of  the assisted people had a university degree (maximum of  8.2% in 2017, 
among women; maximum of  5.7% in 2014, among men), and the assisted women pre-
sented higher schooling levels in comparison to men, especially after high school (lower 
percentage in 2014, being 35.6% among women, and 30.0% among men). In all editions, 
the percentage of  referred consumption of  alcohol by the victim was higher among men 
(minimum of  39.1% in 2017) in comparison to women (minimum of  20.9% in 2014). 
In 2017, the percentage levels of  vulnerable populations and people with disabilities 
were higher among men (7.9% and 5.1%, respectively); and among women, 3.3 and 
3.9%, respectively.

The main nature of  the aggressions was physical, reaching more than 85% among female 
individuals, and more than 95% among male individuals, in all surveys. Among women, 
negligence also stood out, whose percentage levels reached 7.0%, in 2014, and 6.6%, in 2017. 
For both genders, the main mean of  aggression was physical strength and beating, with 
higher percentage levels among women, followed by sharp objects. Among men, firearms 
represented the third most expressive mean of  violence perpetration, and, among women, 
blunt objects held this position. In aggressions against men, the main authors were unknown 
people, followed by friends, in all editions of  the survey; among women, the main authors 
were current or previous intimate partners, followed by unknown people in the surveys of  
2011 and 2014, and friends in 2017 (Table 1).

Cuts and lacerations were the most common injuries found in care services caused 
by aggression in both genders in the three editions of  the survey (minimum of  36.8% 
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Continue...

Table 1. Number and percentage of care services due to aggression according to the profile of the assisted people, of the events and the 
evolution of care in the three editions of the VIVA Survey. Federal District and 19 capitals, 2011, 2014 and 2017.

Variables

2011 2014 2017

Male Female
p

Male Female
p

Male Female
p

n %* n %* n %* n %* n %* n %*

Ethnicity/color

White 442 19.37 212 26.41

< 0.01

460 21.31 232 29.25

< 0.01

356 20.38 156 24.89

0.01
Black 449 17.19 144 16.81 527 21.47 159 16.60 426 22.78 124 16.37

Brown 1,534 61.35 504 54.58 1,513 55.11 528 51.70 1,205 54.70 450 56.25

Yellow/Indigenous 58 2.09 23 2.20 64 2.10 30 2.45 55 2.14 19 2.49

Age

0 to 14 193 7.61 110 12.71

< 0.01

285 11.58 175 17.79

< 0.01

194 9.11 140 18.70

< 0.01
15 to 29 1,210 49.88 388 42.00 1,180 45.11 389 40.79 913 43.42 284 35.26

30 to 59 997 39.92 352 41.89 1,031 40.58 352 37.86 936 44.01 320 41.61

60+ 61 2.59 30 3.41 64 2.73 35 3.56 67 3.46 38 4.43

Nature of the aggression

Physical 2,460 98.99 836 96.34

< 0.01

2,402 95.18 801 85.61

< 0.01

2,016 96.19 690 88.39

< 0.01Negligence 12 0.23 12 1.09 100 4.16 66 7.02 59 2.64 52 6.58

Other** 18 0.78 35 2.57 19 0.66 57 7.37 32 1.17 37 5.03

Mean of aggression

Physical/beating 981 39.61 501 59.28 < 0.01 906 38.98 518 57.87 < 0.01 832 43.42 436 60.53 < 0.01
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Source: Health Surveillance Secretariat/Ministry of Health. 
*Weighted frequency; **this category included: psychological, sexual and other types of violence; ***this category included: poisoning, threat, hot substance/object and 
other means of aggression; ****this category included: legal agent and other connections. 

Table 1. Continuation.

Variables

2011 2014 2017

Male Female
p

Male Female
p

Male Female
p

n %* n %* n %* n %* n %* n %*

Firearm 433 19.29 55 7.69

< 0.01

572 21.27 63 6.81

< 0.01

414 17.66 40 3.85

< 0.01
Sharp object 699 26.65 174 17.58 636 21.81 146 11.88 492 21.01 120 13.13

Blunt object 313 12.74 97 10.61 293 11.58 98 10.56 233 12.30 69 9.87

Other*** 55 1.71 53 4.84 158 6.36 114 12.88 124 5.61 105 12.62

Aggressor

Relative 245 9.56 162 18.17

< 0.01

302 12.51 198 20.80

< 0.01

230 11.05 159 19.62

< 0.01

Current/ex partner 112 3.96 271 30.58 125 5.55 277 28.83 133 6.98 234 32.28

Friend 772 32.75 212 23.67 663 27.35 196 19.44 524 26.40 184 26.29

Unknown person 1,117 48.32 194 24.55 1,200 48.31 223 25.84 916 47.85 151 19.52

Other**** 123 5.41 22 3.04 154 6.27 40 5.09 152 7.71 19 2.28

Evolution

Discharge 1,469 59.50 619 70.35

<0.01

1,467 57.73 659 73.22

< 0.01

1.179 60.95 557 76.07

< 0.01

Hospitalization 598 25.91 96 12.86 630 26.18 124 13.14 591 26.15 88 10.41

Referral to another 
service

301 11.23 124 13.48 323 12.35 126 12.11 197 8.51 81 8.27

Evasion or Death 80 3.35 29 3.31 83 3.73 16 1.53 79 4.40 29 5.25
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among women, and 49.3% among men, in 2017). In second came trauma, among men, 
and bruises, sprains and dislocations among women. The mostly affected body parts 
were head/neck and upper limbs in both genders (59.1% or more among women; 55.6% 
or more among men). In the evolution of  cases, for both genders, discharge was the 
main outcome, and hospitalization, the second; among men, the percentage levels of  
hospitalization were always higher than those of  women, reaching 26.2% of  the cases n 
2017 (Table 1). 

In the analysis of  the indicators related to the nature of  aggression, it was observed that 
(Table 2): 

•	 Physical violence was the most frequent in the three editions of  the survey. These cases 
decreased for both genders in the period of  2011 to 2017, mainly among women (8.0%). 
All age groups showed reduction in these cases from 2011 to 2014. The comparison 
between 2011 and 2017 showed significant reduction in physical violence, from 29.2% 
among children, and 13.2% among the elderly; 

•	 Negligence was the second most prevalent nature of  aggression in the care services 
shown in the three editions of  the survey, higher among female individuals. In both 
periods (2011-2014 and 2011-2017), there was positive and significant percentage 
variation in services provided due to negligence among men, women, children and 
the elderly, emphasizing the increment of  23.8% in care addressed to women, and 
7.5% to the elderly from 2011 to 2017;

•	 The care services directed at cases of  sexula violence in the three editions of  the study 
were more common among female individuals, with significant increase of  3.1% 
between 2011 and 2014. Between 2011 and 2017, there was a significant increase of  
5.7% in cases of  sexual violence in the age group of  0 to 14 years.

The analysis of  indicators related to the connection between the aggressor and the vic-
tim showed that (data not shown in tables):

•	 The aggressions perpetrated by relatives were more common among female individuals 
in the three editions of  the study, reaching 19.6% in 2017. Among male individuals, 
there was significant increase, of  2.9%, between 2011 and 2014. The highest percentage 
levels of  these cases occurred among children and the elderly in the three analyzed 
years; the comparison between 2011 and 2014, and 2011-2017 shows expressive 
increase, of  more than 20%, among children;

•	 The care services addressed to aggressions perpetrated by intimate partners 
were more common among female individuals in the three editions of  the study, 
reaching 31.6% in 2017. Among male individuals, there was significant increase 
od 2.8% between 2011 and 2017. The highest percentage levels of  these services 
were found among young people and adults in the three studied years, and in the 
comparison between 2011 and 2017 there was an expressive increase of  3.9% among 
young people;

•	 The care services addressed to aggressions perpetrated by unknown people affected 
mainly male individuals in the three editions of  the study, reaching 47.9% in 2017. 
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Source: Health Surveillance Secretariat/Ministry of Health. 
*The sum of the percentage values, considering the three indicators, will not account for 100% because the indicators 
of other natures of aggression were not shown. We only presented the age groups whose variation in one of the 
surveys was statistically significant.

Table 2. Indicators related to the nature of aggression, according to sex and age group, in the 
three editions of the VIVA Survey. Federal District and 19 capitals, 2011, 2014 and 2017*.

Indicator Variable

Year
2011–2014 2011–2017

2011 2014 2017

% % %
Variation 

(%)
95%CI

Variation 
(%)

95%CI

Sexual 
violence

Sex

Male 0.23 0.33 0.45 0.10 (-0.24; 0.44) 0.22 (-0.11; 0.55)

Female 1.36 4.47 2.81 3.11 (1.13; 5.08) 1.45 (-0.57; 3.47) 

Age group

0 to 14 2.37 5.38 8.02 3.01 (-0.08; 6.10) 5.65 (0.95; 10.35)

Physical 
violence

Sex

Male 98.99 95.18 96.19 -3.81 (-5.10; -2.52) -2.80 (-3.90; -1.70)

Female 96.34 85.61 88.39 -10.73 (-13.86; 7.60) -7.95 (-12.04; -3.87)

Age group

0 to 14 91.90 58.63 62.73 -33.27 (-40.63; -25.91) -29.17 (-37.82; -20.53)

15 to 29 98.55 98.13 98.89 -0.41 (-2.33; -0.29) 0.34 (-0.57; 1.26)

30 to 59 99.31 98.05 98.67 -1.26 (-2.23; -0.29) -0.64 (-1.43; 0.07)

60+ 97.17 85.08 83.95 -12.09 (-20.76; -3.42) -13.22 (-20.94; -5.52)

Negligence

Sex

Male 0.23 4.16 2.64 3.93 (2.81; 5.06) 2.41 (1.52; 3.30)

Female 1.09 7.02 6.58 5.93 (3.69; 8.17) 5.49 (2.46; 8.52)

Age group

0 to 14 4.71 34.30 28.46 29.60 (22.52; 36.67) 23.75 (15.98; 31.52)

60+ 1.33 13.45 8.84 12.12 (3.93; 20.30) 7.51 (0.94; 14.08)

However, for both genders, the percentage remained stable. The highest percentage 
levels of  these services occurred among young people and adults in the three analyzed 
years, and in comparison to 2011 and 2017, there was significant reduction of  6.3% 
among children.
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DISCUSSION

The study showed the evolution of  the profile of  care addressed to cases of  violence in 
the three last editions of  the VIVA Survey, in which the most common nature of  aggres-
sion was physical, and the most used mean for perpetrating it was physical abuse/beat-
ing. The male gender was more frequent, and the age groups mostly assisted were young 
people and adults (15 to 29 and 30 to 59 years). Regarding the aggressors, the results cor-
roborate with other studies: among the elderly13, children14 and women15 the authors 
of  the violence are, in most cases, relatives or intimate partners; among men10, most of  
the authors are unknown. These results show a situation that has been demonstrated16-18 
regarding the interpersonal violence that takes place in public spaces, involving men, in 
locations such as pubs and streets, and not rarely, alcohol consumption. Conflicts in these 
spaces, mostly attended by men, reveal the affirmation of  social roles that manufacture 
masculine socialization, determining an unequal and oppressive relationship among peo-
ple18. The results of  this analysis identified, in the three editions of  the survey, the most 
frequent consumption of  alcohol among men (about 40%) in relation to women (about 
20%). Alcohol consumption, especially when abusive, has been associated with higher 
occurrence of  injuries caused by violence among young adults19, besides accidents and 
violence in traffic20.

Although drug consumption and violence present a complex relationship, alcohol can 
be analyzed as an enhancer for aggressive actions. On the one hand, consumption causes 
physical changes related to absence of  sleep, neurochemical changes and changes in per-
ception and awareness, which, together with the social and cultural contingencies in which 
drug abuse is encouraged, and the culture of  violence is banalized, create an easier rela-
tionship between abuse of  psychoactive substances and use of  violence as a response to 
relational dilemmas21.

Intimate partner violence mostly affected female individuals, in the three editions of  the 
study, reaching about one third of  care services in 2017. This gender-based violence profile 
that affects women has been demonstrated in several studies that consider cases of  fatal 
violence to less severe types of  violence, but which gain a potential of  lethality because of  
its recurrence. In this context, the immediate consequences of  violence are observed, such 
as injuries that lead people to emergency services, but also long-term ones, which gener-
ate pain and indirect effects, such as chronic pain, gastrointestinal problems, fibromyalgia, 
sexually transmitted diseases, sexual dysfunction and mental health dysfunctions, such as 
depression or anxiety22.

It is possible to state that gender-based violence is associated to a masculinity that is 
built through processes of  subjectivation, which still invite men to show demonstrations 
of  strength, sexual power and several forms of  domination, resulting in aggression among 
men — including more severe outcomes, such as hospitalization and death — and victim-
ization among women and female children. 

Despite the progress resulting from the implementation of  Law Maria da Penha23 and the 
Feminicide Law24, describing and punishing relational crimes based on gender, the absence 



AGGRESSION IN URGENCY AND EMERGENCY CARE IN VIVA SURVEY

11
REV BRAS EPIDEMIOL 2020; 23: E200009.SUPL.1

of  educational policies addressed to men is still a matter of  concern. These could help them 
confront hegemonic masculinity related to the use of  force through an educational and sup-
porting process, beyond the legal and police devices that we can easily use in cases of  men 
perpetrating violence and the consequences of  their relational forms. 

The brown ethnicity/race was the most reported one in the analyzed services. The asso-
ciation between black ethnicity/color and mortality has been pointed out in studies25 and 
in other editions of  the VIVA Survey10. Social inequalities, expressed by the differences of  
ethnicity/color, schooling, income and access to services and goods, and amplified by the 
intersectionality of  these categories, besides prejudice and discrimination present in society, 
help to explain the much higher notifications involving the black population and the higher 
exposure to risks of  violence26,27.

The analysis of  the three editions of  the VIVA Survey shows that negligence had a major 
positive variation, between 2011 and 2017, in the extreme life cycles. Additionally, violence 
perpetrated by people known by the victim significantly affects children and the elderly. 
These results lead to intriguing reflections about the spaces of  coexistence and exposure 
to the risk of  negligence: the household and the institutions providing care to children and 
the elderly. Even after many years of  legislations, such as the Child and Adolescent28 and 
the Statute of  the Elderly29, and studies showing their vulnerabilities and possibilities of  
action to protect these groups, violence that takes place in the household environment 
reveals the unfavorable conditions in which Brazilian families live and develop. Negligence, 
which is a controversial concept, carries a complexity that makes it difficult to define, in 
real life, which situations are negligent, so the families may reproduce, practice or suffer 
negligence30. Such a complexity may affect the record, but also the possibilities of  action 
regarding this form of  violence.

One limitation of  this study was the fact that data were collected in 71 selected 
emergency units, which are part of  the public health system in 19 capitals of  the coun-
try and the Federal District. The sampling of  the VIVA Survey is representative of  the 
population assisted in the health units that are part of  the study, however, it does not 
represent the city or state. Besides, even though units such as these correspond to ref-
erence emergency services used by most of  the population in Brazilian capitals, they 
do not contemplate users of  the private sector, therefore not representing the popula-
tion of  the cities. 

Violence is recognized as a public health problem, and contributes with the high rates 
of  morbidity and mortality. The prevention of  violent events represents a major challenge 
due to the need to establish intersectoral dialogues, through the constitution of  a care 
network whose format is open to a combined, continuous and intersectoral follow-up. 
This would provide room for listening and care, thus opposing to the relational logic 
based on the secret and secrecy in which violence, specially the intrafamily and intimate 
partner types, gains strength. The 2030 Agenda for Sustainable Development represents 
an opportunity for the country to prioritize public policies that approach topics such as 
peace, disarmament, protection and life31. In this sense, the discussion about the age of  
penal majority and the attacks to the Disarming Statute5,32 directly confront the present 



PINTO, I.V. ET AL.

12
REV BRAS EPIDEMIOL 2020; 23: E200009.SUPL.1

and future of  young people. The higher the access to weapons, the higher the number 
of  violent deaths, especially among the more vulnerable audience, young people, black 
and poor32, besides increasing and intensifying aggression against women. This can also 
result in fatal outcomes and feminicide, since such a tendency has been registered by 
recent studies5.

The implementation, expansion and improvement of  health surveillance policies 
are currently an essential strategy so that intrafamily violence be revealed, and fol-

lowed-up by public care services in different fields, such as health, social assistance, public 
safety, judiciary and education.

It is important to mention that the VIVA Survey not only registers care services pro-
vided due to violence, including that of  adult men; it also contemplates other events of  
external causes, such as traffic accidents, falls, burns and other incidents. For these events, 
notification is not mandatory in the Notifiable Diseases Information System (Sinan). 
Therefore, it is important to highlight the importance of  surveillance in the survey modal-
ity, which produces information that is not part of  the continuous violence surveillance, 
thus collaborating with the production of  more comprehensive data about events with 
external causes. 

The results point to the importance of  innovating the current surveillance model. 
Considering the severity of  aggression by firearms, the monitoring through continuous sur-
veillance in sentinel units (emergency units) is suggested for men and women of  all ages. 
Besides, it is relevant to revise the inclusion criteria of  adult men as a target-population for 
the notification of  interpersonal/self-provoked violence in Sinan. 

1.	 Melo ACM, Garcia LP. Fatores associados a agressões por 
desconhecidos entre jovens do sexo masculino atendidos 
em serviços de urgência e emergência: estudo de casos 
e controles Ciênc Saúde Coletiva 2019; 24(8): 2825-34 
http://dx.doi.org/10.1590/1413-81232018248.31172017

2.	 Souza ERD, Meira KC, Ribeiro AP, Santos JD, Guimarães 
RM, Borges LF, et al. Homicídios de mulheres nas 
distintas regiões brasileiras nos últimos 35 anos: análise 
do efeito da idade-período e coorte de nascimento. 
Ciênc Saúde Coletiva 2017; 22(9): 2949-62. http://
dx.doi.org/10.1590/1413-81232017229.12392017

3.	 Krug EG, Dahlberg LL, Mercy JA, Zwi AB, Lozano 
R. World report on violence and health [Internet]. 
WHO; 2002 [acessado em 17 out. 2019]. Disponível 
em: https://apps.who.int/iris/bitstream/han-
dle/10665/42495/9241545615_eng.pdf;jsessionid=A8E-
F6ADB687250DDB1DD05416E0A96AC?sequence=1

4.	 World Health Organization & WHO Collaborating 
Centre for Violence Prevention. Violence prevention: the 
evidence. Genebra: World Health Organization; 2010.

5.	 Instituto de Pesquisa Econômica Aplicada, Fórum 
Brasileiro de Segurança Pública. Atlas da Violência 2019. 
Brasília, Rio de Janeiro e São Paulo: IPEA, FBSP; 2019.

6.	 The Institute for Health Metrics and Evaluation. Global 
Health Data Exchange [Internet]. 2019 [acessado em 28 
set. 2019]. Disponível em: https://vizhub.healthdata.
org/gbd-compare///

7.	 Brasil. Ministério da Saúde. Departamento de Informática 
do SUS. Informações de saúde [Internet]. [acessado em 
28 nov. 2019]. Disponível em: http://tabnet.datasus.
gov.br/cgi/tabcgi.exe?sih/cnv/fruf.def  

8.	 Deslandes SF. O atendimento às vítimas de violência 
na emergência: “prevenção numa hora dessas?” 
Ciênc Saúde Coletiva 1999; 4(1): 81-94. http://dx.doi.
org/10.1590/S1413-81231999000100007

9.	 Organização das Nações Unidas. Transformando Nosso 
Mundo: A Agenda 2030 para o Desenvolvimento 
Sustentável [Internet]. ONU; 2015 [acessado em 28 
set. 2019]. Disponível em: https://nacoesunidas.org/
pos2015/agenda2030/

REFERENCES

http://dx.doi.org/10.1590/1413-81232018248.31172017
http://dx.doi.org/10.1590/1413-81232017229.12392017
http://dx.doi.org/10.1590/1413-81232017229.12392017
https://apps.who.int/iris/bitstream/handle/10665/42495/9241545615_eng.pdf;jsessionid=A8EF6ADB687250DDB1DD05416E0A96AC?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/42495/9241545615_eng.pdf;jsessionid=A8EF6ADB687250DDB1DD05416E0A96AC?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/42495/9241545615_eng.pdf;jsessionid=A8EF6ADB687250DDB1DD05416E0A96AC?sequence=1
https://vizhub.healthdata.org/gbd-compare///
https://vizhub.healthdata.org/gbd-compare///
http://tabnet.datasus.gov.br/cgi/tabcgi.exe?sih/cnv/fruf.def
http://tabnet.datasus.gov.br/cgi/tabcgi.exe?sih/cnv/fruf.def
http://dx.doi.org/10.1590/S1413-81231999000100007
http://dx.doi.org/10.1590/S1413-81231999000100007
https://nacoesunidas.org/pos2015/agenda2030/
https://nacoesunidas.org/pos2015/agenda2030/


AGGRESSION IN URGENCY AND EMERGENCY CARE IN VIVA SURVEY

13
REV BRAS EPIDEMIOL 2020; 23: E200009.SUPL.1

10.	 Neves ACM, Mascarenhas MDM, Silva MMA, Malta DC. 
Perfil das vítimas de violências e acidentes atendidas em 
serviços de urgência e emergência do Sistema Único 
de Saúde em capitais brasileiras - 2011. Epidemiol Serv 
Saúde 2013; 22(4): 587-96. http://dx.doi.org/10.5123/
S1679-49742013000400005

11.	 Brasil. Ministério da Saúde. Secretaria de Vigilância 
em Saúde. Departamento de Vigilância de Doenças 
e Agravos não Transmissíveis e Promoção da Saúde. 
Sistema de Vigilância de Violências e Acidentes 
(Viva): 2009, 2010 e 2011. Brasília: Ministério da 
Saúde; 2013.

12.	 Brasil. Ministério da Saúde. Secretaria de Vigilância 
em Saúde. Departamento de Vigilância de Doenças 
e Agravos Não Transmissíveis e Promoção da Saúde. 
Viva: Vigilância de Violências e Acidentes: 2013 e 2014. 
Brasília: Ministério da Saúde; 2017.

13.	 Mascarenhas MDM, Andrade SSCA, Neves ACM, 
Pedrosa AAG, Silva MMA, Malta DC. Violência contra 
a pessoa idosa: análise das notificações realizadas 
no setor saúde - Brasil, 2010. Ciênc Saúde Coletiva 
2012; 17(9): 2331-41. http://dx.doi.org/10.1590/
S1413-81232012000900014

14.	 Malta DC, Minayo MCS, Soares Filho AM, Silva MMA, 
Montenegro MMS, Ladeira RM, et al. Mortalidade 
e anos de vida perdidos por violências interpessoais 
e autoprovocadas no Brasil e Estados: análise das 
estimativas do Estudo Carga Global de Doença, 1990 
e 2015. Rev Bras Epidemiol 2017; 20(Supl. 1): 142-56. 
http://dx.doi.org/10.1590/1980-5497201700050012

15.	 Rodrigues CS, Malta DC, Godinho T, Mascarenhas 
MDM, Silva MMA, Silva RE. Acidentes e violências 
entre mulheres atendidas em Serviços de Emergência 
Sentinela - Brasil, 2009. Ciênc Saúde Coletiva 
2012; 17(9): 2319-29. https://doi.org/10.1590/
S1413-81232012000900013 

16.	 Alves RA, Pinto LMN, Silveira AM, Oliveira GL, 
Melo EM. Homens, vítimas e autores de violência: 
a corrosão do espaço público e a perda da condição 
humana. Interface 2012; 16(43): 871-83. http://dx.doi.
org/10.1590/S1414-32832012005000049

17.	 Souza ER, Gomes R, Silva JG, Correia BSC, 
Si lva MMA. Morbimor tal idade de homens 
jovens brasileiros por agressão: expressão dos 
diferenciais de gênero. Ciênc Saúde Coletiva 
2012; 17(12): 3243-8. http://dx.doi.org/10.1590/
S1413-81232012001200009

18.	 Souza ER. Masculinidade e violência no Brasil: 
contribuições para a reflexão no campo da saúde. 
Ciênc Saúde Coletiva 2005; 10(1): 59-70. http://dx.doi.
org/10.1590/S1413-81232005000100012

19.	 Freitas EAM, Mendes ID, Oliveira LCM. Ingestão 
alcoólica em vítimas de causas externas atendidas em 

um hospital geral universitário. Rev Saúde Pública 
2008; 42(5): 813-21. http://dx.doi.org/10.1590/
S0034-89102008000500005

20.	 Damacena GN, Malta DC, Boccolini CS, Souza 
Júnio PRB, Almeida WS, Ribeiro LS, et al. Consumo 
abusivo de álcool e envolvimento em acidentes 
de trânsito na população brasileira, 2013. Ciênc 
Saúde Coletiva 2016; 21(12): 3777-86. http://dx.doi.
org/10.1590/1413-812320152112.25692015

21.	 Laranjeira R, Duailib SM, Pinsky I. Álcool e violência: 
a psiquiatria e a saúde pública. Rev Bras Psiquiatr 
2005; 27(3): 176-7. http://dx.doi.org/10.1590/
S1516-44462005000300004

22.	 Brasil. Ministério da Saúde, Secretaria de Vigilância 
em Saúde, Departamento de Vigilância de Doenças 
e Agravos Não Transmissíveis e Promoção da Saúde. 
Saúde Brasil 2018 uma análise de situação de saúde e 
das doenças e agravos crônicos: desafios e perspectivas. 
Brasília: Ministério da Saúde; 2019.

23.	 Brasil. Presidência da República. Lei nº 11.340, de 
7 de agosto de 2006. Cria mecanismos para coibir a 
violência doméstica e familiar contra a mulher, nos 
termos do § 8º do art. 226 da Constituição Federal, da 
Convenção sobre a Eliminação de Todas as Formas 
de Discriminação contra as Mulheres e da Convenção 
Interamericana para Prevenir, Punir e Erradicar a 
Violência contra a Mulher; dispõe sobre a criação 
dos Juizados de Violência Doméstica e Familiar 
contra a Mulher; altera o Código de Processo Penal, 
o Código Penal e a Lei de Execução Penal; e dá outras 
providências. Diário Oficial da União [Internet]. 2006 
[acessado em 28 set. 2019]; Seção 1: 1. Disponível 
em: https://legis.senado.leg.br/norma/572125/
publicacao/15732035

24.	 Brasil. Presidência da República. Lei nº 13.104, de 9 
de março de 2015. Altera o art. 121 do Decreto-Lei nº 
2.848, de 7 de dezembro de 1940 - Código Penal, para 
prever o feminicídio como circunstância qualificadora 
do crime de homicídio, e o art. 1º da Lei nº 8.072, de 25 
de julho de 1990, para incluir o feminicídio no rol dos 
crimes hediondos. Diário Oficial da União [Internet]. 
2015 [acessado em 28 set. 2019]; Seção 1: 1. Disponível 
em: https://legis.senado.leg.br/norma/584916/
publicacao/15633553

25.	 Soares Filho AM. Vitimização por homicídios segundo 
características de raça no Brasil. Rev Saúde Pública 
2011; 45(4): 745-55. http://dx.doi.org/10.1590/
S0034-89102011005000045

26.	 Araújo EM, Costa MCN, Hogan VK, Araújo TM, Dias 
AB, Oliveira LOA. A utilização da variável raça/cor 
em saúde pública: possibilidades e limites. Interface 
Comum Saúde Educ 2009; 13(31): 383-94. http://
dx.doi.org/10.1590/S1414-32832009000400012

http://dx.doi.org/10.5123/S1679-49742013000400005
http://dx.doi.org/10.5123/S1679-49742013000400005
http://dx.doi.org/10.1590/S1413-81232012000900014
http://dx.doi.org/10.1590/S1413-81232012000900014
http://dx.doi.org/10.1590/1980-5497201700050012
https://doi.org/10.1590/S1413-81232012000900013
https://doi.org/10.1590/S1413-81232012000900013
http://dx.doi.org/10.1590/S1414-32832012005000049
http://dx.doi.org/10.1590/S1414-32832012005000049
http://dx.doi.org/10.1590/S1413-81232012001200009
http://dx.doi.org/10.1590/S1413-81232012001200009
http://dx.doi.org/10.1590/S1413-81232005000100012
http://dx.doi.org/10.1590/S1413-81232005000100012
http://dx.doi.org/10.1590/S0034-89102008000500005
http://dx.doi.org/10.1590/S0034-89102008000500005
http://dx.doi.org/10.1590/1413-812320152112.25692015
http://dx.doi.org/10.1590/1413-812320152112.25692015
http://dx.doi.org/10.1590/S1516-44462005000300004
http://dx.doi.org/10.1590/S1516-44462005000300004
https://legis.senado.leg.br/norma/572125/publicacao/15732035
https://legis.senado.leg.br/norma/572125/publicacao/15732035
https://legis.senado.leg.br/norma/584916/publicacao/15633553
https://legis.senado.leg.br/norma/584916/publicacao/15633553
http://dx.doi.org/10.1590/S0034-89102011005000045
http://dx.doi.org/10.1590/S0034-89102011005000045
http://dx.doi.org/10.1590/S1414-32832009000400012
http://dx.doi.org/10.1590/S1414-32832009000400012


PINTO, I.V. ET AL.

14
REV BRAS EPIDEMIOL 2020; 23: E200009.SUPL.1

27.	 Reichenheim ME, Souza ER, Moraes CL, Mello-Jorge 
MHP, Silva CMFP, Minayo MCS. Violence and injuries 
in Brazil: the effect, progress made, and challenges 
ahead. The Lancet 2011; 377(9781): 1962-75. https://
doi.org/10.1016/S0140-6736(11)60053-6

28.	 Brasil. Senado Federal. Lei nº 8.069 de 13 de julho 
de 1990. Dispõe sobre o Estatuto da Criança e do 
Adolescente, e dá outras providências. Diário Oficial 
da União [Internet]. 1990 [acessado em 28 set. 2019]; 
Seção 1: 13563. Disponível em: https://legis.senado.
leg.br/norma/549945/publicacao/15713055

29.	 Brasil. Senado Federal. Lei nº 10.741 de 1 de outubro de 2003. 
Dispõe sobre o Estatuto do Idoso e dá outras providências. 
Diário Oficial da União [Internet]. 2003 [acessado em 28 
set. 2019]; Seção 1: 1. Disponível em: https://legis.senado.
leg.br/norma/552617/publicacao/15677040

30.	 Mata NT, Silveira LMB, Deslandes SF. Família e 
negligência: uma análise do conceito de negligência 
na infância. Ciênc Saúde Coletiva 2017; 22(9): 2881-8. 
http://dx.doi.org/10.1590/1413-81232017229.13032017

31.	 Grupo de Trabalho da Sociedade Civil para Agenda 
2030. Relatórios Luz: síntese e completo [Internet]. 

2017 [acessado em 10 out. 2019]. Disponível em: 
https://gtagenda2030.org.br/

32.	 Malta DC. Crianças e Adolescentes, políticas de 
austeridade e os compromissos da Agenda 2030. 
Ciênc Saúde Coletiva 2019; 24(2): 348. http://dx.doi.
org/10.1590/1413-81232018242.32412018

	 Received on: 10/30/2019
	 Revised on: 01/21/2020
	 Accepted on: 01/27/2020

	 Authors’ contribution: Pinto IV and Malta DC 
participated in the study conception, interpretation 
of data, writing, critical review of the content and 
approval of  the final version of  the manuscript. 
Bevilacqua PD, Santos AP and Ribeiro AP 
participated in the writing process, the critical 
review of the content and the approval of the final 
version of the manuscript. Bernal RTI participated 
in the study conception, analysis and interpretation 
of  data and the approval of  the final version of 
the manuscript.

© 2020 Associação Brasileira de Saúde Coletiva 
This is an open access article distributed under the terms of the Creative Commons license.

https://doi.org/10.1016/S0140-6736(11)60053-6
https://doi.org/10.1016/S0140-6736(11)60053-6
https://legis.senado.leg.br/norma/549945/publicacao/15713055
https://legis.senado.leg.br/norma/549945/publicacao/15713055
https://legis.senado.leg.br/norma/552617/publicacao/15677040
https://legis.senado.leg.br/norma/552617/publicacao/15677040
http://dx.doi.org/10.1590/1413-81232017229.13032017
https://gtagenda2030.org.br/
http://dx.doi.org/10.1590/1413-81232018242.32412018
http://dx.doi.org/10.1590/1413-81232018242.32412018

