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RESUMO

Introducao: A violéncia contra a mulher é um grave problema de saude publica que
ocasiona consequéncias adversas para a saude e o bem-estar das mulheres ao longo
das suas vidas, sendo a gestacdo e o pds-parto momentos onde a violéncia pode
estar presente. O presente estudo parte do pressuposto de que os servigos de atengao
pré-natal e pos-natal sdo espacos apropriados para a abordagem deste fenémeno.
Objetivos: Avaliar a prevaléncia e explorar as percepcoes sobre a violéncia
doméstica e por parceiro intimo em gestantes e puérperas, as acbes para seu
enfrentamento em um contexto de emergéncia sanitaria, e desenvolver uma estratégia
para sua abordagem em servigcos de atencao pré-natal e pos-natal. Método: Foram
realizados: 1. Estudo de corte transversal com dados coletados em mulheres que
frequentavam regularmente servicos de Obstetricia de um hospital terciario, no
periodo de julho de 2019 e setembro de 2021. Foi avaliada a relagdo entre as
caracteristicas sociodemograficas das mulheres e a violéncia doméstica e por parceiro
intimo mediante andlises de regressao logistica univariada e multipla. 2. Estudo
qualitativo com entrevistas individuais semiestruturadas realizadas em outubro de
2022. A selegcédo da amostra foi intencional, de acordo com o critério de saturagao
tedrica. Participaram do estudo mulheres e adolescentes com diversas experiéncias
em relacdo a violéncia doméstica e familiar. A andlise de dados foi realizada mediante
a técnica de andlise tematica. 3. Revisao integrativa conduzida com base em artigos
publicados entre dezembro de 2019 e junho de 2020, os quais descreveram a
dindmica da violéncia contra a mulher no contexto das medidas restritivas adotadas
durante a pandemia de COVID-19. 4. Projeto de melhoria de qualidade em saude para
o desenvolvimento de uma estratégia destinada a abordagem da violéncia doméstica
nos servicos de Obstetricia. Resultados: Das 600 gestantes e puérperas, 138 (23%)
sofreram algum tipo de violéncia. As mulheres com maior chance de relatar violéncia
alguma vez na vida foram nao brancas (1,5 vezes maior), com idade gestacional <13
semanas (3,4 vezes maior) e puérperas (2,8 vezes maior). Os relatos de violéncia
foram mais frequentes antes da pandemia de COVID-19. Na pesquisa qualitativa
foram entrevistadas 12 mulheres, usuarias de um servigo de atencao pré-natal e pds-
natal. A partir das analises foram identificados os temas: 1) Entre o publico e o privado:
a violéncia contra as mulheres e suas manifestagdes, causas e particularidades; 2)
Fatores que incidem no aumento das vulnerabilidades; 3) Sistema de protecao e rede



de apoio: fortalezas e fragilidades; 4) Alternativas para a prevencgao e eliminacdo da
violéncia. Na revisdo integrativa foram incluidos trinta e oito artigos os quais
mostraram que fatores individuais, relacionais, comunitarios e sociais que aumentam
as vulnerabilidades das mulheres a violéncia foram exacerbados durante o periodo de
distanciamento social. Os profissionais de saude foram fundamentais para detectar e
responder a violéncia contra a mulher durante este periodo. A partir dos resultados do
trabalho teérico e da pesquisa de campo, foram elaborados materiais didaticos, um
artigo de opinido, assim como uma estratégia para o servico de Obstetricia com o
intuito de reforcar o papel dos profissionais na identificacdo de sobreviventes, o
oferecimento de apoio e informacdes de qualidade as mulheres. Conclusoes:
Gestantes e puérperas sao vulneraveis a vivéncia de violéncia doméstica e por
parceiro intimo. As percepcdes de mulheres brasileiras durante a gestacao e no pés-
parto sobre a violéncia doméstica demonstram as dificuldades que as mulheres
enfrentam para interromper o ciclo da violéncia e acessar as redes de apoio. O contato
regular entre profissionais de salude e mulheres gestantes e puérperas, oferece uma
janela de oportunidades para a implementacao de intervencdes psicossociais junto as

mulheres em risco de violéncia.

Palavras-chave: Violéncia contra a Mulher; Violéncia Doméstica; Cuidado Pré-Natal;

Cuidado Pds-Natal; Profissionais da Saude; Melhoria de Qualidade.



ABSTRACT

Introduction: Violence against women is a public health problem that involves serious
consequences for the health and well-being of women throughout their lives, with
pregnancy and postpartum being moments where violence can be present. The
present study assumes that antenatal and postnatal care services are appropriate
settings for addressing this phenomenon. Aims: To assess the prevalence and explore
perceptions about domestic and intimate partner violence in pregnant and postpartum
women, the actions to respond it in an emergency context, and to develop a strategy
for its approach in antenatal and postnatal care services. Method: We conducted 1.
Cross-sectional study with data collected from women who regularly attended services
of a tertiary hospital, between July 2019 and September 2021. The relationship
between the sociodemographic characteristics of women and domestic and intimate
partner violence was evaluated using univariate and multivariable logistic regression
analyses. 2. A qualitative study with individual, semi-structured interviews was
conducted in October 2022. The sample selection was intentional, according to the
data saturation criterion. Women and adolescents with different experiences regarding
domestic and family violence participated in the study. Data analysis was performed
using the thematic analysis technique. 3. An integrative review with articles published
between December 2019 and June 2020, which described the dynamics of violence
against women in the context of restrictive measures adopted during the COVID-19
pandemic. 4. Health quality improvement project to develop a strategy to address
domestic violence in Obstetrics services. Results: Of the 600 pregnant and
postpartum women interviewed, 138 (23%) had suffered any abuse. Women more
likely to report lifetime violence were non-white (1.5 times higher), with a gestational
age <13 weeks (3.4 times higher) and postpartum women (2.8 times higher). Reports
of violence were more frequent before the COVID-19 pandemic. As part of the
qualitative research, twelve women who attended an antenatal and postnatal care
service were interviewed. Based on the analyses, the themes were identified: 1)
between the public and the private—violence against women and its manifestations,
causes, and particularities; 2) factors that increase vulnerability; 3) protection system
and support network—strengths and weaknesses; and 4) alternatives for the
prevention and elimination of violence. In the integrative review, thirty-eight articles

were included, which showed that some individual, relational, community, and social



factors that increase women's vulnerabilities to violence were exacerbated during the
period of social distancing. Health professionals were essential to screening and
responding to violence against women during this period. Based on the results of
theoretical and field study, didactic materials, an opinion article, as well as a strategy
for the Obstetrics service were prepared to reinforce the role of professionals in
identifying survivors, offering support and quality information to women. Conclusions:
Pregnant and postpartum women are vulnerable to experiencing domestic and intimate
partner violence. The perceptions of Brazilian women during pregnancy and the
postpartum period regarding domestic violence included a multifaceted view of
violence. The women’s discourse demonstrated the difficulties that they faced in
interrupting the cycle of violence and accessing support networks. Regular contact
among healthcare professionals and women during this period offers a window of
opportunities for implementing psychosocial interventions among women at risk of

violence.

Keywords: Violence against Women; Domestic Violence; Antenatal Care; Postnatal

Care; Health Personnel; Quality Improvement.



RESUMEN

Introduccion: La violencia contra la mujer es un problema de salud publica que
ocasiona graves consecuencias para la salud y el bienestar de las mujeres a lo largo
de su vida, siendo el embarazo y el puerperio momentos donde la violencia puede
estar presente. El presente estudio parte del presupuesto de que los servicios de
atencién prenatal y posnatal son espacios propicios para el abordaje de este
fenomeno. Objetivos: Evaluar la prevalencia y explorar las percepciones sobre la
violencia doméstica y de pareja en mujeres embarazadas y puérperas, acciones para
su enfrentamiento en contexto de emergencia, y desarrollar una estrategia para su
abordaje en servicios de atencion prenatal y posnatal. Método: Fueron realizados: 1.
Estudio transversal con datos recolectados entre mujeres que asistieron regularmente
a los servicios de Obstetricia de un hospital terciario, entre julio de 2019 y septiembre
de 2021. Se evalud la relacién entre las caracteristicas sociodemogréficas de las
mujeres y la violencia doméstica y de pareja mediante analisis de regresion logistica
univariada y mdultiple. 2. Estudio cualitativo con entrevistas individuales
semiestructuradas realizado en octubre de 2022. La seleccion de la muestra fue
intencional, segun el criterio de saturacién teérica. Participaron del estudio mujeres y
adolescentes con diferentes experiencias en relacion a la violencia doméstica y
familiar. El analisis de los datos se realiz6 mediante la técnica de analisis tematico. 3.
Revisidn integrativa realizada a partir de articulos publicados entre diciembre de 2019
y junio de 2020, que describieron la dinamica de la violencia contra las mujeres en el
contexto de las medidas restrictivas adoptadas durante la pandemia del COVID-19. 4.
Proyecto de mejora de calidad en salud para el desarrollo de una estrategia orientada
al abordaje de la violencia doméstica en los servicios de Obstetricia. Resultados: De
las 600 mujeres embarazadas y puérperas, 138 (23%) sufrieron algun tipo de
violencia. Las mujeres con mayor probabilidad de relatar violencia en algdn momento
de su vida fueron las no blancas (1,5 veces mayor), con edad gestacional <13
semanas (3,4 veces mayor) y puérperas (2,8 veces mayor). Los relatos de violencia
fueron mas frecuentes antes de la pandemia de COVID-19. En la investigacion
cualitativa fueron entrevistadas doce mujeres usuarias de un servicio de atencion
prenatal y postnatal. A partir de los andlisis, se identificaron los temas: 1) Entre lo
publico y lo privado: la violencia contra la mujer y sus manifestaciones, causas y
particularidades; 2) Factores que inciden en el aumento de vulnerabilidades; 3)
Sistema de proteccién y redes de apoyo: fortalezas y debilidades; 4) Alternativas para



la prevencion y eliminacion de la violencia. En la revision integrativa, se incluyeron
treinta y ocho articulos, que mostraron que algunos factores que aumentan la
vulnerabilidad de las mujeres a la violencia se exacerbaron durante el periodo de
distanciamiento social. Los profesionales de la salud fueron fundamentales para
detectar y responder a la violencia contra las mujeres durante este periodo. Con base
en los resultados del trabajo tedrico y la investigacién de campo, se elabord un
material didactico, un articulo de opinién, asi como una estrategia para el servicio de
Obstetricia con el fin de reforzar el papel de los profesionales en la identificacion de
sobrevivientes, ofreciendo apoyo e informacion de calidad a las mujeres.
Conclusiones: Las mujeres embarazadas y puérperas son vulnerables a
experiencias de violencia doméstica y de pareja. Las percepciones de las mujeres
brasilefias durante la gestacion y postparto sobre la violencia doméstica, demuestran
las dificultades que las mujeres enfrentan para romper el ciclo de la violencia y para
acceder a las redes de apoyo. El contacto regular entre los profesionales de la salud
y las mujeres embarazadas y puérperas ofrece oportunidades para la implementacion

de intervenciones psicosociales junto a mujeres en situacion de riesgo de violencia.

Palabras clave: Violencia contra la Mujer; Violencia Doméstica; Atencion Prenatal;

Atencion Posnatal; Profesionales de la salud; Mejoramiento de la Calidad.



SIGLAS E ABREVIATURAS

AAS — Abuse Assessment Screen.

CAAE — Certificado de Apresentagdo para Apreciacao Etica.

CAISM - Centro de Atencao Integral a Saude da Mulher do Hospital da Mulher
Prof. Dr. José Aristodemo Pinotti.

FCM — Faculdade de Ciéncias Médicas.

HITS — Hurt, Insulted, Threatened with Harm and Screamed.

OMS - Organizacao Mundial de Saude.
PDSA-Plan-Do-Study-Act.

SUS - Sistema Unico de Saude.

TALE — Termo de Assentimento Livre e Esclarecido.
TCLE — Termo de Consentimento Livre e Esclarecido.
UNICAMP - Universidade Estadual de Campinas.

VD - Violéncia Doméstica.

VF — Violéncia Familiar.

VPI — Violéncia por Parceiro intimo.

WAST — Woman Abuse Screening Tool.
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1. APRESENTACAO

A violéncia contra a mulher € um grave problema de saude publica e
violagéo dos direitos humanos. Partindo dessa premissa é preciso compreender
este fendbmeno com sua complexidade, além de reconhecer a urgéncia do
desenvolvimento de uma resposta integral envolvendo varios setores da

sociedade.

Gestantes e puérperas constituem um grupo susceptivel a vivéncia de
violéncia tanto por parceiro intimo como no ambiente doméstico e familiar. Sem
davidas, tornar-se mae vem acompanhado de novos desafios no a&mbito da familia,
e traz mudancgas nas relagdes entre seus membros. Neste cenério, experiéncias
passadas e atuais de violéncia podem estar presentes nas historias de vida das
mulheres, tendo consequéncias negativas tanto para a mae como para o recém-

nascido.

A violéncia pode estar presente seja nas histérias de vida dos membros da
familia ou nos vinculos afetivos fazendo parte de episddios recorrentes. Deste
modo, é importante ficar alerta j& que a mesma opera como um ciclo, e
especialmente neste periodo gravido-puerperal, os episddios podem variar na sua

gravidade e frequéncia.

A presente tese € fruto do reconhecimento da relevancia de oferecer
atencao integral as mulheres que recebem atencdo pré-natal e pds-natal no
Hospital da Mulher Prof. Dr. José Aristodemo Pinotti - Centro de Atencgao Integral
a Saude da Mulher - CAISM/ UNICAMP.

Com este trabalho pretendemos integrar tanto os resultados da revisao
sobre a violéncia contra a mulher em um contexto de emergéncia sanitaria
decorrente da pandemia de COVID-19, com os resultados que revelam a
prevaléncia deste fendbmeno em mulheres gestantes e puérperas, e finalmente
oferecer uma estratégia adaptada ao servico de Obstetricia do CAISM/UNICAMP

com objetivo de transformar em rotina a abordagem deste tema no servico.

Este trabalho tem sido desenvolvido por uma equipe de pesquisadoras
integrada por alunas de Graduacdo da Liga de Ginecologia e Obstetricia,
estudantes da Pés-graduacao em Tocoginecologia e docentes da area da Saude.
Neste percurso, a equipe identificou a necessidade de sistematizar e implementar
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o rastreamento da violéncia doméstica entre as usuarias do servigo. Este processo
envolveu o desenvolvimento de acdes de sensibilizacdo junto as equipes
multiprofissionais, a producdo de materiais informativos para as usuarias, e a
producdo de artigos cientificos para o dialogo como a comunidade académica,
demonstrando assim, a vinculagdo da pesquisa com a melhoria de praticas

assistenciais em saude.

A introdugéo teodrica desta pesquisa traz elementos que contribuem na
conceptualizagao, compreensao da dindmica da violéncia desde uma perspectiva
ecolégica, assim como na identificacdo das diferentes formas da violéncia contra
as mulheres. Além disso, € descrita a prevaléncia da violéncia a nivel global e no
contexto brasileiro, e especificamente sao relatados os impactos da violéncia

durante a gravidez e apés o parto.

Nos resultados e discussao deste trabalho sao explorados dados sobre a
prevaléncia de violéncia contra mulheres que utilizam um servico de referéncia na
atencao pré-natal e apos o parto, assim como suas percepcdes sobre este tema.
Além disso, partimos da premissa de que as equipes de saude desempenham um
papel fundamental ndo s6 no oferecimento de tratamento oportuno para as
sobreviventes da violéncia, mas para o desenvolvimento de agbes para prevenir a
violéncia. Os achados sao discutidos a luz do contexto de emergéncia decorrente
da pandemia de COVID-19 como cendrio que agudizou as desigualdades de

género existentes.

Considerando a importancia da assisténcia pré-natal e pds-natal para o
bem-estar da mulher, e seu impacto nos desfechos maternos e perinatais, torna-
se relevante explorar aspectos da violéncia durante o ciclo gravidico-puerperal
para melhorar a abordagem deste tema dentro dos servicos de saude.

A proposta de estratégia para a abordagem da violéncia doméstica no
servigco esta sustentada no fato do aumento de contatos das gestantes e puérperas
com o0s servicos de saude, o que torna o acompanhamento pré-natal uma
oportunidade para acolher e apoiar as mulheres, validar suas histoérias, oferecer
informacao de qualidade e oportuna ao respeito dos servigos disponiveis para
cada situagao, e prover os encaminhamentos necessarios. O contato regular entre

profissionais de saude e mulheres nesse periodo oferece uma janela de
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oportunidades para o rastreamento sistematico, e a implementacdo de

intervengdes psicossociais junto as mulheres em risco de violéncia.

Para a implementagdo de uma estratégia para a abordagem da violéncia
doméstica nos servicos de atencdo pré-natal e pés-natal dos ambulatérios de
Obstetricia do Caism tem sido desenhadas acdes destinadas a diversos publicos,
incluindo prestadores de servico, mulheres gestantes e puérperas, assim como a
comunidade cientifica. Assim, sao integradas agcbes de prevencao, promogao de
saude, capacitacao e desenho de um sistema de encaminhamento para mulheres

em situagao de violéncia.

Em suma, a tese apresentada nao apenas estuda a natureza da violéncia
contra as mulheres que frequentam servicos de atencéao pré-natal e pés-natal; a
partir dos resultados deste estudo, sao sugeridas recomendagbes para o
desenvolvimento de uma estratégia focada no rastreamento da violéncia
doméstica entre as usuarias a serem implementados no hospital para
complementar os cuidados atualmente oferecidos.

Os resultados apresentados tem a intencdo de potencializar o
desenvolvimento de futuras pesquisas que permitam aprofundar as experiéncias
de usuarias, gestores e profissionais na abordagem do tema, além de promover
acodes educativas que fortalegam as competéncias dos profissionais que oferecem
atencao especializada as gestantes e puérperas. Nesse sentido, consideramos
gue este trabalho contribui para tornar a violéncia contra a mulher mais visivel, ao
mesmo tempo em que destaca o papel dos profissionais de saude no

enfrentamento desse fendmeno.
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2. INTRODUCAO

A violéncia contra a mulher é reconhecida pela Organizacao Mundial da
Saude (OMS) como um problema de saude publica e uma grave violagdo dos
direitos humanos (1, 2). Estimativas globais mostram que 27% das mulheres de
15 a 49 anos sofreram violéncia fisica e/ou sexual por parceiro e, para 13% das

mulheres, o episddio de violéncia ocorreu nos ultimos 12 meses (2).

As Nacgdes Unidas consideram violéncia contra a mulher “qualquer ato de
violéncia de género que resulte ou possa resultar em dano fisico, sexual ou
psicolégico as mulheres, incluindo ameagas de tais atos, coer¢cdo ou privagao
arbitraria de liberdade, quer ocorram na vida publica ou privada” (3). Este termo
abrange uma ampla variedade de comportamentos, incluindo crimes cometidos
contra as mulheres tais como trafico humano, tortura, perseguicao, prostituicao e
matriménio forgado, mutilagdo genital, coercdo reprodutiva, entre outros.
Entretanto, a violéncia doméstica e por parceiro intimo sao as formas mais comuns

de violéncia sofridas pelas mulheres ao longo da vida (4).

A violéncia contra mulheres, adolescentes e meninas tem sido pesquisada
nas suas diversas formas e nos mais variados contextos. Na literatura sobre o
tema sao frequentemente empregados os termos violéncia doméstica (VD),
violéncia familiar (VF) e violéncia por parceiro intimo (VPI) (5). Essa diversidade
mostra que os episédios de violéncia podem fazer parte das experiéncias das
mulheres ao longo da vida, podendo ocorrer nas suas redes de apoio, nas relagdes
familiares, e nos vinculos amorosos. Embora este ndo seja o Unico ambito onde
as mulheres podem vivenciar episodios de violagdo de seus direitos, o lar se torna
um espago inseguro para muitas mulheres, e o parceiro intimo tem sido

identificado como principal agressor.

A VPI inclui comportamentos exercidos por um parceiro intimo incluindo
atos de agressao fisica, coercdo sexual, abuso psicolégico e comportamentos de
controle (6). Embora varios estudos tenham identificado a VPl como umas das
formas da violéncia mais prevalentes, € relevante a inclusdo da violéncia
domeéstica e familiar contra a mulher como um conceito que permite a observacao
de qualquer abuso perpetrado por qualquer membro da familia, cujos vinculos sao
configurados baseados em lagos consanguineos, afetivos ou de coabitacdo. Estas
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formas de violéncia aparentemente restritas ao espacgo privado ou pessoal devem

ser entendidas como um tema publico mediado por elementos macrossociais (7).

A violéncia doméstica e familiar contra a mulher pode assumir varias formas
tais como: fisica (qualquer acao que coloque em risco a saude ou integridade fisica
de outra pessoa), psicologica (danos emocionais, ataques a autoestima, controle
de acdes, perseguicdo, ameacas, assédio e chantagem), sexual (relacionamento
indesejado/estupro, impedimento ao uso de anticoncepcionais e gravidez forgada,
aborto ou prostituicao), patrimonial (retencdo, subtracdo ou destruicdo de
documentos, objetos e recursos) e moral (calunia e difamacao) (8).

De acordo com Schraiber et al. estas definicdes tém um carater operativo ja
que “ao apresentarem explicitamente certos atos e danos, tais definicoes
estabelecem comunicagdo mais facil também junto as propostas de intervencoes,
deixando mais claro sobre quais situagdes se vai intervir e permitindo abordagens

mais concretas também junto as mulheres nos servigos.” (9).

Se bem resulta um tema sensivel e sensibilizador, a violéncia contra as
mulheres constitui uma violacao de direitos que desde uma perspectiva ética deve
ser compreendida “‘como anulagdo da dignidade, impedindo o sentimento de
esperanga” nas pessoas afetadas (9). Neste sentido, a geracao de tecnologias de
intervencdo em Salde para tratar os danos provocados pela violéncia precisam

abranger este fendmeno desde uma perspectiva interdisciplinar (9, 10).

Contudo, a violéncia contra as mulheres é resultado de uma interacao
multidimensional de fatores. Consequentemente, a OMS adota uma “abordagem
ecolégica” reconhecendo que “fatores pessoais, familiares e sociais podem
proteger uma mulher da violéncia ou coloca-la em maior risco” (11). Em um primer
nivel deste modelo séo incluidos fatores biolégicos, demograficos e da histéria de
vida dos individuos, tanto na sua condicao de vitimas como perpetradores. O
segundo e terceiro nivel observam as peculiaridades das relacdes interpessoais e
as caracteristicas dos contextos comunitarios, respectivamente. Por ultimo, sao
estudadas a existéncia de normas que legitimam a violéncia, assim como as
deficiéncias nas politicas sociais, de saude, educacionais, econémicas e seu

impacto neste fenémeno.
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Segundo Dahlberg e Krug, “a proposta ecoldgica enfatiza as multiplas
causas da violéncia e a interacao dos fatores de risco que operam no interior da
familia e dos contextos mais amplos da comunidade, como o contexto social,
cultural e econdémico. Colocado em um contexto de desenvolvimento, 0 modelo
ecolégico mostra como a violéncia pode ser causada por diferentes fatores em

etapas diversas da vida.” (12)

Em geral, os estudos sobre o tema tendem a focar em fatores individuais
e/ou relacionais e sua associacdo com a prevaléncia de violéncia, e poucas
analises abordam as influéncias da comunidade e do contexto social neste
fendmeno (11). Nesse sentido, varios autores apontam que a violéncia contra as
mulheres é historicamente enraizada em desigualdades de poder nas relacdes de
género precisando de abordagens que questionem crencas e estruturas sociais
que a perpetuam (13-15).

Como problema de carater global, este fendmeno ainda demanda a
implementacdo de politicas efetivas para seu enfrentamento e erradicagdo. O
Brasil deu esse passo em 2006, quando sancionou a Lei Maria da Penha, que
estabeleceu mecanismos para prevenir, coibir e criminalizar a violéncia doméstica
e familiar contra a mulher. A Lei Maria da Penha também reconheceu a
necessidade de medidas integradas de prevencgao, além da implementacao e o

fortalecimento do trabalho multidisciplinar na resposta a violéncia (16).

Assim mesmo, esta lei promove o0 desenvolvimento de pesquisas, a
producao de dados e outras informacgdes relevantes que tenham em consideracao
categorias como género, raca e/ou cor da pele (8). Essas informagdes devem estar
relacionadas com as causas, consequéncias e frequéncia da violéncia doméstica
e familiar contra a mulher para sistematizar dados, elaborar politicas publicas e

avaliar periodicamente os resultados das medidas adotadas (8).

Ilgualmente, uma série de convengdes e instrumentos internacionais em
conjunto com a luta dos movimentos feministas tém mostrado a necessidade de
responsabilizacdo dos Estados na resposta frente a violéncia doméstica. O Estado
brasileiro assumiu estes compromissos ao ser signatario de instrumentos focados
na garantia dos direitos humanos fundamentais das mulheres como a Convencao

sobre a Eliminacado de Todas as Formas de Discriminacdao contra as Mulheres-
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CEDAW (1979), a Conferéncia Internacional sobre Direitos Humanos-Viena
(1993), a Conferéncia Internacional sobre Populacdo e Desenvolvimento-Cairo
(1994), a Convencgao Interamericana para Prevenir, Punir e Erradicar a Violéncia
Contra a Mulher-Convencéao de Belém do Para (1994) e a 42 Conferéncia Mundial
sobre a Mulher—Beijing (2005) (17, 18). Estes mecanismos foram marcos
importantes para o desenvolvimento de politicas publicas enfocadas em enfrentar
a violéncia contra as mulheres e criar dispositivos para monitorar os avangos na

sua erradicacao no pais.

Neste contexto, uma série de politicas tém sido desenvolvidas ao longo dos
anos, entre as quais se destacam a criacdo das Delegacias Especializadas no
Atendimento a Mulher a partir de 1985. Além da adoc¢ao do Pacto Nacional pelo
Enfrentamento a Violéncia contra as Mulheres em 2007 e 2011, destinado a
implementacao de politicas publicas integradas em todo o territério nacional (19).

Apesar dos esforcos, as estatisticas mostram que a violéncia se mantém
presente na vida das mulheres. Por exemplo, dados recentes do Forum Brasileiro
de Segurancga Publica produzidos durante a pandemia de COVID-19 mostraram
gue 230.160 mulheres realizaram registros por lesao corporal dolosa por violéncia
domeéstica. De igual modo, 1.350 feminicidios ocorreram em 2020, e nos casos
onde foi identificado o agressor, 81,5% das mulheres foram mortas pelo
companheiro ou ex-parceiro. A maior parte delas se encontrava nas faixas etarias
de 18-44 anos (20). Os dados mostraram alta prevaléncia nacional de violéncia
doméstica, com aproximadamente 17 milhdes de mulheres sofrendo violéncia
fisica, psicoldégica ou sexual em 2020 (21). Entretanto, ao observar o perfil
sociodemografico das vitimas, é possivel identificar um nimero maior de mulheres

jovens em idade reprodutiva entre as vitimas.

Por sua vez, é importante reconhecer que a violéncia deve ser
compreendida como um ciclo, pelo que é frequente observar que episddios de
violéncia, em suas mais variadas formas, podem ser recorrentes ao longo da vida
das mulheres. Deste modo, a violéncia doméstica pode ser entendida como um
continuum aonde sao observados certos padrées que podem se tornar repetitivos
(22). Considerar a violéncia como um ciclo, implica reconhecer que histérias
passadas e recentes de violéncia podem afetar negativamente a saude e o bem-

estar de mulheres, meninas e criangas durante sua vida.
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O ciclo da violéncia foi descrito pela psicdloga norte-americana Lenore
Walker no livrto The Battered Woman publicado em 1979 (23). Baseado em
entrevistas em profundidade conduzidas com mulheres em situagcédo de violéncia
em seus relacionamentos intimos, a autora descreve uma série de padrdes que
permitem entender o comportamento ciclico da violéncia. As descricbes mais
generalizadas do modelo incluem trés etapas, onde é possivel identificar uma fase
de acumulo de tensdes, seguido de um episddio agudo e a continuagdo a
denominada “lua de mel”, etapa de pedido de desculpas e procura de reconciliagao

até que o ciclo se repita (24).

As etapas do ciclo da violéncia ndo sao “universais” ou previsiveis, nem
conseguem descrever as experiéncias de vida de todas as mulheres em situagéo
de violéncia ou explicar os conflitos que enfrentam as mulheres para romper o ciclo
da violéncia. Contudo, tem sido um recurso util na compreensao de que a violéncia
pode se instalar paulatinamente desde comportamentos mais sutis, 0 que pode
levar a desenvolver acbes preventivas. Estes tipos de abordagens que procuram
adentrar-se na natureza da violéncia facilitam o debate sobre as complexas
relagdes que explicam as suas causas “enraizadas no tecido social, cultural e

econdmico da vida humana” (12).

Neste complexo cenario, a gravidez e o pés-parto resultam periodos onde
a violéncia pode encontrar-se presente. Estudos mostraram que ao longo da
gravidez e no puerpério os episodios de violéncia podem ser mais frequentes (22,
25-28). Por outro lado, outros autores mostraram que mulheres com vivéncias de
violéncia relataram uma aparente diminui¢cdo dos episddios de violéncia doméstica
durante a gravidez (11, 29). Algumas mudancas no padrdo da violéncia podem
ocorrer nesse periodo, indicando que mulheres que se encontravam em situacao
de violéncia poderiam estar vivenciando formas menos explicitas, pelo que é
preciso obter uma compreensao aprofundada da natureza e das caracteristicas da

violéncia nestes periodos.

Deste modo, identificar aquelas gestantes que tenham sofrido experiéncias
atuais ou passadas de violéncia doméstica, contribui para compreender a
importancia da sensibilizacdo neste tema, e a necessidade de uma abordagem
adequada durante o pré-natal e ap6s o parto. Consequentemente, alguns autores

descreveram que a violéncia doméstica pode ser mais prevalente durante a
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gravidez em comparagdo com outras condigdes, como pré-eclampsia e diabetes

gestacional, comumente rastreadas durante esse periodo (30).

Além disso, quando a violéncia ocorre durante a gravidez, a chance de
relatar que essa situacao ocorre no puerpério € 8,2 vezes maior (31). Nesse
sentido, alguns estudos mostraram que a vivéncia de violéncia durante a gravidez

prediz fortemente experiéncias destes episddios apds o parto (28, 32).

Em relacdo a prevaléncia de violéncia fisica durante a gravidez, um estudo
da OMS (2005) observou uma ampla variabilidade de 1% na cidade do Japao a
28% na provincia do Peru (11). No entanto, os resultados foram inconclusivos em
geral, mostrando que a gravidez pode ser um fator protetor ou de risco para a
violéncia em determinados contextos. A diversidade nos achados entre os paises
em relacdo a prevaléncia de violéncia durante a gravidez, sugere que Sao
necessarias mais evidéncias para entender os fatores que podem influenciar dita

variabilidade entre paises e regides (11).

Pesquisas realizadas no Brasil tém abordado a violéncia intrafamiliar,
domeéstica ou por parceiro intimo durante o ciclo gravidico-puerperal (29, 33-39).
Em relacdo a violéncia ao longo da vida, um estudo recente realizado em uma
maternidade no Brasil mostrou que 3% das gestantes sofreram alguma forma de
violéncia doméstica, em contraste com outros estudos que mostraram que 36,9%
das mulheres sofreram violéncia doméstica em algum momento da vida (40).
Podemos afirmar que esta variabilidade na prevaléncia deste fenémeno é

observavel tanto entre os paises como dentro do mesmo pais.

Apesar da variabilidade nos dados, parece existir certo consenso a respeito
das consequéncias negativas da violéncia na gravidez e no puerpério para o bem-
estar da mae e do recém-nascido (41). As repercussées podem se manifestar
durante a gravidez e ap6s o parto. Nesse sentido, alguns estudos sugerem uma
associacao entre violéncia por parceiro intimo a desfechos maternos e perinatais
adversos como baixo peso ao nascer, parto prematuro, gravidez indesejada e
aborto espontaneo, baixa adesdo ao pré-natal, anemia materna, sangramento
vaginal, infeccdes, hipertenséo, descolamento prematuro da placenta, e restricao
do crescimento fetal (42-44). Para as criancgas, as repercussdes também incluem
desnutrigdo, alteragdo do desenvolvimento e abuso infantil (44). Além disso,
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impactos na saude mental, como depresséo, ansiedade, transtorno de estresse
pds-traumatico e consequéncias adversas no vinculo mae-filho sao descritos como
algumas consequéncias das experiéncias de violéncia durante a gravidez (45).

A gravidez tem sido considerada um momento critico de intervengao devido
ao contato regular entre mulheres e profissionais de saude, devendo ser
considerada uma oportunidade para deteccdo precoce da violéncia, e
oferecimento de encaminhamentos e atendimento especializado (42). Nesse
sentido, os profissionais de saude assumem uma posicdo fundamental para
identificar e ajudar as sobreviventes de violéncia doméstica (46).

Como temos assinalado, se a violéncia é um fenbmeno global devem ser
evidenciadas as particularidades dos contextos no qual sua dindmica é analisada.
Apoés a declaragéo da Organizagdo Mundial da Saude (OMS) caracterizando o
surto de COVID-19 como uma pandemia em 11 de marco de 2020 (47), governos
e autoridades de todo o0 mundo introduziram ou intensificaram medidas restritivas
de distanciamento social para reduzir a propagacao da infeccao. Essas medidas
impactaram as dinamicas familiares por meio de seus efeitos na renda familiar,

vinculos interpessoais, bem-estar e saude mental da populagéo (48).

Apesar dos impactos da pandemia na sociedade, situagdes de crises
humanitarias e emergéncias de saude publica tém impactos diferentes em
mulheres, adolescentes e meninas, assim como entre outros grupos vulneraveis.
No contexto da situacdo de emergéncia de saude publica decorrente da pandemia
de COVID-19, diversos alertas surgiram da comunidade cientifica sobre o possivel
aumento da violéncia domeéstica em todo o mundo (49).

A violéncia contra as mulheres tinha sido reconhecida pelo Secretario Geral
das Nagdes Unidas como uma “pandemia global” (50), além de ser apontada como
um problema sistémico presente em todos os grupos socioecondémicos (51). A
complexidade da coexisténcia das duas pandemias agravou os riscos de impactos
negativos na saude e no bem-estar de quem j& vivia em situacdo de
vulnerabilidade anterior ao surgimento da pandemia por COVID-19. Em patrticular,
“as pandemias pioram as desigualdades de género existentes para mulheres e
meninas e podem impactar a forma como recebem tratamento e cuidados” (52).

Nesse sentido, os servicos de saude sexual e reprodutiva tém um papel importante



23

durante as crises humanitarias para proteger mulheres e meninas da violéncia
sexual e de género, além de coletar dados sensiveis ao género para avaliar assim
seus impactos na saude reprodutiva (53).

O aumento das denuncias de violéncia doméstica contra a mulher durante
a pandemia tem alertado diversas organizacdes, pesquisadores e representantes
da sociedade civil os quais manifestaram sua preocupagdo e afirmaram a
necessidade de estabelecer intervencdes efetivas para prevenir e combater este
fendmeno (54).

Por outra parte, durante situagdes de crises ou de emergéncia, assim como
em contextos humanitarios sdo agravados os riscos de formas adicionais de
violéncia. Nestes contextos sdo exacerbadas as condigdes que aumentam a
vulnerabilidade das mulheres (54, 55). Se consideramos a atengao pré-natal e pos-
natal como um servico essencial, precisamos reforcar a importancia de que
profissionais de saude estejam atentos para a deteccéo dos padrdes da violéncia,
e desenvolvam as condi¢des que garantam o oferecimento de suporte de primeira

linha as sobreviventes.

Além de situacdes de emergéncia, os servigos de saude possuem uma série
de recomendagdes e guidelines que sugerem rastrear rotineiramente as mulheres
que frequentam servicos de saude sexual e reprodutiva para identificar
experiéncias de violéncia doméstica e por parceiro intimo. Varias organizacdes
internacionais, incluindo a Organizagcdo Mundial da Saude e The International
Federation of Gynecology and Obstetrics (FIGO), desenvolveram declaragdes e
orientagdes éticas sobre sua abordagem em ambientes de saude. Diretrizes da
OMS abarcam uma série de condigdes minimas para abordar a violéncia nesse
contexto, incluindo a existéncia de um protocolo, o treinamento para os
profissionais, garantias de um ambiente privado e de confidencialidade, assim

como possuir um sistema de encaminhamento (6, 56).

Especialmente, durante a gravidez, foi reconhecido que a violéncia € uma
qguestao relevante a ser abordada considerando que a implementacdo de um
rastreamento adequado durante o pré-natal contribui para uma experiéncia
positiva durante este periodo (56). Organizagdes profissionais como American
Medical Association (AMA), American Academy of Family Physicians (AAFP),
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Emergency Nurses Association (ENA) e American Academy of Pediatricians
(AAP), entre outros, reconheceram a importancia do rastreamento destas

experiéncias nas usudrias dos servigos de saude.

Especificamente, The American College of Obstetricians and Gynecologists
(ACOG) estabeleceu que durante a gravidez e o puerpério é necessario
implementar uma triagem sistematica (57). Da mesma forma, a FIGO na
publicacao intitulada Ethical guidance on healthcare professionals’ responses to
violence against women, reforgou as consequéncias das experiéncias de violéncia
domeéstica, e o papel de Ginecologistas e Obstetras para abordar este problema
(58).

Para que as mulheres tenham uma experiéncia positiva durante a gestacao,
torna-se necessario a avaliagdo da possibilidade de violéncia por parceiro intimo,
além de todas as rotinas clinicas e laboratoriais de pré-natal estabelecidas. Isso
se torna ainda mais importante quando se avaliam condigbes que podem ser
desencadeadas ou agravadas pela violéncia. Em todos os casos, € importante que
os profissionais de saude fornecam uma resposta de apoio e cumpram 0s
requisitos minimos estabelecidos pela OMS.

Ilgualmente, as mulheres podem apresentar condigdes clinicas associadas
a experiéncias passadas e/ou atuais de violéncia. Algumas condi¢oes especificas
podem justificar a triagem de violéncia como a observagao de lesdo traumatica na
gestante (particularmente lesbes de repeticdo acompanhada de explicacdes
vagas), a presenga de um parceiro intrusivo durante as consultas, sintomas
geniturinarios repetitivos e inexplicaveis incluindo dor pélvica, disfungdo sexual,
sangramento vaginal repetido e infecgcdes sexualmente transmissiveis, dor
crénica, assim como uso de alcool e abuso de substancias, sintomas de depressao

e ansiedade e automutilagéo (6, 56).

Os servicos de saude sdo muitas vezes o0 primeiro contato para
sobreviventes de violéncia, e algumas condigdes clinicas associadas a ditas
experiéncias, podem ser identificadas durante as consultas de Obstetricia. A
presenca dessas condi¢cdes aliada a uma relacdo de confianca entre a gestante e
o profissional de salude podem levar ao reconhecimento da violéncia e ao

fornecimento do suporte necessario.
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Durante este periodo, profissionais qualificados devem prestar assisténcia
pré-natal e pés-parto, a fim de promover condicdes ideais de saude para a mulher
e seus filhos. Os cuidados pré-natais e ap6s o parto incluem educacao em saude,
identificacao de riscos, prevencdo de complicacbes na gravidez, manejo de
doencas pré-existentes e acdes de promocao da saude (41). O pré-natal é uma
oportunidade estratégica para os profissionais de salde detectarem casos de
violéncia contra a mulher, possibilitando aconselhamento e o desenvolvimento de

intervencdes adequadas as necessidades das mulheres (6, 41, 58).

No entanto, implementar uma abordagem de rotina sobre a violéncia
doméstica durante o pré-natal ndo é uma tarefa facil e requer varias condicoes e
principios éticos que devem ser garantidos. Estudos mostraram que a falta de
tempo e conhecimento sobre esse tema foram algumas das barreiras relatadas
pelos profissionais de saude para abordar este tema (59).

Apesar das barreiras e desafios, evidéncias mostraram uma atitude positiva
entre as mulheres quando questionadas sobre as experiéncias de violéncia
doméstica durante as consultas de pré-natal (60, 61). Por esse motivo, é
importante a implementacdo de programas de treinamento com uma perspectiva
de género e direitos humanos para os profissionais de saude, integrando a
educacao para a abordagem deste tema aos curriculos das faculdades de
medicina, assim como a geracao de uma cultura institucional favoravel a escuta e
atendimento adequado as sobreviventes. A preparacdo técnica sobre como
perguntar e responder € um conhecimento essencial, mas este resulta um tema
sensivel que exige respeito as escolhas de autonomia da mulher, atitudes nao

julgadoras, empaticas e sigilosas.

Desde a década 1980 a area da saude publica tem assumido um papel
fundamental e crescente nos estudos sobre a relacédo entre violéncia e saude, e
contribuido para a compreensdo da dindmica da violéncia e na proposicao de
acoOes para sua prevencao (12). No Brasil, o setor da salde tem estado presente
na abordagem da violéncia contra as mulheres com a criacdo de servicos e
atendimentos especificos para mulheres sobreviventes de violéncia sexual, sendo
este uns dos principais pontos para introducao deste tema na agenda das politicas
de saude (19).
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Segundo Schraiber e d’ Oliveira, a violéncia € um fenémeno no qual o
campo da Saude precisa investigar e atuar desde as esferas da assisténcia
terapéutica, prevengédo e promogao constituindo a violéncia em si mesma seu

objeto, n&o limitando o atuar aos seus impactos (62).

A resposta do setor da saude, incluindo estratégias focadas na prevencao
primdria, secundaria e tercidria, requer uma abordagem multidisciplinar e
intersetorial. As mulheres sobreviventes de violéncia podem ter diversas
necessidades de seguranca, financeiras, psicossociais, de protecao legal e de
saude, e por isso é importante reconhecer o papel do enfrentamento da violéncia
doméstica por meio da implementacédo de politicas publicas, servigos juridicos,
servigos preventivos de saude e apoio psicossocial (1).

Alguns desafios neste setor incluem o fortalecimento das capacidades para
implementar estratégias de prevencdo da violéncia em ambientes de saude, e
especialmente durante a atencao pré-natal e pés-natal, além do desenvolvimento
de acdes para a formacao de competéncias nos profissionais de saude e gestores.
Igualmente é necessario fortalecer a representacdo das instituicbes de saude
como locais seguros para mulheres e seus filhos, com o intuito de capacitar e
incentivar aos profissionais de saude a implementar rotinas de triagem

sistematicamente.



27

3. OBJETIVOS

3.1 Objetivo geral

Avaliar a prevaléncia e explorar as percepgdes sobre a violéncia doméstica e

por parceiro intimo em gestantes e puérperas, as acdes para seu

enfrentamento em um contexto de emergéncia sanitéria, e desenvolver uma

estratégia para sua abordagem em servicos de atencao pré-natal e pés-natal.

3.2 Objetivos especificos

Identificar a prevaléncia da violéncia doméstica e por parceiro intimo,
assim como os fatores individuais associados entre gestantes e
puérperas que frequentavam um servico de atencao pré-natal e pés-
natal no periodo de julho de 2019 a setembro de 2021.

Explorar as percepg¢des das mulheres sobre a violéncia, suas causas,
manifestacdes e consequéncias, assim como as respostas para prevenir
e enfrentar a violéncia domeéstica contra as mulheres na sociedade
brasileira.

Analisar a literatura cientifica referente as estratégias e recomendacdes
para responder a violéncia contra a mulher durante a implementagéo de
medidas de distanciamento social em resposta a pandemia de COVID-
19.

Promover estratégias para a abordagem da violéncia doméstica e por

parceiro intimo na atengéo pré-natal e pos-natal.
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4. METODOS
4.1. Desenho do Estudo

O presente trabalho integra os resultados de um estudo observacional para
medir a prevaléncia da violéncia doméstica em gestantes e puérperas, e explora
as percepgbes das mulheres sobre a violéncia doméstica, suas causas,
manifestagbes e consequéncias, assim como as respostas para preveni-la.
Igualmente, sintetiza agdes para o enfrentamento da violéncia contra as mulheres
durante a pandemia de COVID-19, e apresenta uma estratégia para sua

abordagem em servigos de atencdo pré-natal e pds-natal.

4.1.1 Pesquisa de Campo

Foi realizado um estudo com perspectiva mista seguindo um desenho
explanatério sequencial. Primeiramente, foi desenvolvido um estudo de corte
transversal, seguido de uma pesquisa com abordagem qualitativa, ambos
conduzidos no Hospital da Mulher Prof. Dr. José Aristodemo Pinotti - Centro de
Atencao Integral a Saude da Mulher- CAISM/UNICAMP. Os dados quantitativos
foram coletados entre julho de 2019 a setembro de 2021 entre gestantes e
puérperas que frequentavam os servicos de Obstetricia. A coleta de dados
qualitativos aconteceu no més de outubro de 2022.

Este hospital universitario localizado no municipio de Campinas, atende os
municipios da regido com aproximadamente 5 milhdes de pessoas. Como
instituico publica terciaria pertencente ao Sistema Unico de Salide especializada
em saude da mulher, o hospital recebe semanalmente cerca de 200 mulheres em
seus ambulatérios para atencao pré-natal e 40 mulheres em consultas pos-parto.
Essa instituicdo conta com equipes multiprofissionais para prestar assisténcia

integral as mulheres que frequentam rotineiramente os ambulatorios.
4.1.2 Tamanho amostral

O tamanho da amostra foi calculado baseado na prevaléncia da violéncia
psicologica (19,1%) e fisica/sexual (6,5%) observada em um estudo anterior
conduzido entre mulheres gestantes usuarias do Sistema Unico de Satde que

receberam assisténcia em unidades basicas de saude no municipio de Campinas
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(33). A tabela 1 mostra o tamanho da amostra para cada fator, considerando-se

um nivel de significancia de 5%.

Tabela 1
Prevaléncia Erro Tamanho da
Amostral Amostra
Psicolégica 19,1% 5% 237
Fisica/Sexual 6,5% 2% 584

O calculo foi realizado considerando a férmula para estimativa de uma
prevaléncia. Foi assumido o maior tamanho da amostra dentre os calculados para os

parametros, sendo assim, a amostra a ser coletada é de n = 584 mulheres.

a= 0,05 (5%)

P = incidéncia

€2 = erro amostral

Zy_q > = valor da distribui¢do normal padrio ¢/ probabilidade 1 — o /2

Z*1-42 P(1-P)

82

Considerando algumas perdas por desisténcia da mulher e problemas no

preenchimento dos questionarios, foram incluidas 600 mulheres.
4.1.3 Selecao das participantes

As participantes foram contatadas dentro dos servicos de Obstetricia no
periodo de julho de 2019 a setembro de 2021, sendo convidadas a participar da
pesquisa gestantes e puérperas que compareceram as consultas especializadas. Os
convites aconteceram quando as mulheres se encontravam sozinhas. Nos casos nos
quais as mulheres por qualguer motivo se encontravam perto de qualquer
acompanhante, o convite ndo era feito nesse momento, aguardando sempre a

situacao oportuna para conversar com a mulher garantindo sua privacidade.
Critérios de inclusao

e Gravidas e puérperas que frequentam o servico de pré-natal e pés-natal.
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Critérios de exclusao

e Diagnostico de condigdes com comprometimento da saude mental da gestante

e puérpera que impeg¢am suas respostas aos questionarios.

Na fase qualitativa da pesquisa, a selecao das participantes foi intencional,
sendo convidadas a participar mulheres que frequentavam rotineiramente os
ambulatérios de Obstetricia. As participantes do estudo foram mulheres e
adolescentes com diversas experiéncias em relagao a violéncia doméstica e familiar.
A coleta aconteceu no més de outubro de 2022 nas salas dos ambulatérios de
Obstetricia do hospital. No total foram realizadas doze entrevistas. Foi empregado o

critério de saturacao tedrica para a definicdo do numero de entrevistas necessarias.
4.1.4 Variaveis e conceitos

Neste estudo foi compreendido como violéncia doméstica e familiar contra a
mulher “(...) qualquer agao ou omissao baseada no género que Ilhe cause morte, lesao,

sofrimento fisico, sexual ou psicolégico e dano moral ou patrimonial.” (8)

Segundo a Lei Maria da Penha entre os tipos de violéncia sdo reconhecidas:

* Violéncia fisica: atos que afetem a integridade fisica da mulher.

» Violéncia psicologica: atos que provoquem dano emocional e diminuicao da
autoestima, visem controlam e afetem o pleno desenvolvimento da mulher.

* Violéncia moral: atos de calunia, difamagéao ou injuria.

» Violéncia sexual: condutas que coajam a presenciar, a manter ou a participar
de relacao sexual nao desejada mediante intimidacao, ameaca, coacao ou uso
da forga.

» Violéncia patrimonial: retencao, subtracao, destruicdo de objetos, documentos

e bens pessoais.

Comumente, a violéncia doméstica € um termo relacionado a VPI e a violéncia
de género, mas suas consequéncias nao se limitam as mulheres. Introduzir o conceito
de género na compreensdo da natureza da violéncia, nos permite discutir sobre como
tem sido construidas as relacoes de género sustentadas em mecanismos de opressao

ainda presentes e naturalizados nas nossas vidas cotidianas.
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A VPI compreende diversas formas de violéncia tais como agressdes fisicas,
sexuais e psicoldgicas, coercdo econbmica, perpetradas por um parceiro intimo
anterior ou atual (63). O termo violéncia doméstica tem sido usado como um conceito
guarda-chuva que permite avaliar diversas formas de violéncia cometidas contra
grupos vulneraveis, como mulheres, criancas, adolescentes e idosos dentro do
ambiente domiciliar e familiar (63). No presente estudo, exploramos tanto a vivéncia
de VD como a VPI com o intuito de refor¢car que manifestagdes de violéncia podem
acontecer nas relagbes onde mediam vinculos afetivos independentemente da

coabitacao.
No estudo foram analisadas as seguintes variaveis:

e Idade da mulher: tempo transcorrido entre a data de nascimento e a data da
coleta de dados, segundo a mulher;

e Escolaridade: nivel maximo de escolaridade referida pela participante, sendo
categorizada em ensino fundamental, médio ou superior;

e Idade gestacional: categorizados em primeiro, segundo ou terceiro trimestre de
acordo com a idade gestacional em semanas, com base na amenorreia ou
ultrassonografia obstétrica realizada durante o primeiro trimestre;

e Estado marital: situacao conjugal da participante, categorizada em com ou sem
companheiro(a);

e Conviventes: niumero de pessoas que residem de modo regular no mesmo lar
onde mora a participante compartindo o0 mesmo espaco fisico categorizado em
0-1;2-5; ou =6;

e Coabitacdo com parceiro(a): convivéncia no ambiente doméstico de maneira
regular junto com a parceria, categorizado em sim ou nao;

e Trabalho remunerado: trabalho formal ou informal da participante categorizado
em sim ou nao;

e Cor de pele: cor atribuida pela mulher a sua pele, sendo categorizada em
branca, parda, negra, amarela ou indigena;

e Religiao: crenca ou espiritualidade da participante categorizada em adepta ou
ndo adepta, e caso seja adepta, as religibes categorizadas em catdlica,
evangélico, espirita, umbanda, ou ndo definido;

e Periodo de coleta: momento no qual a participante foi entrevistada,
categorizado em antes ou durante a pandemia de COVID-19;
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Violéncia fisica recente: agressodes fisicas acontecidas nos ultimos 12 meses
incluindo comportamentos como bater, esbofetear, chutar ou machucar
fisicamente, categorizada em sim ou nao;

Violéncia fisica durante a gestacdo: agressdes fisicas acontecidas durante o
periodo gestacional, incluindo comportamentos como bater, esbofetear, chutar
ou machucar fisicamente, categorizada em sim ou nao;

Violentada alguma vez: experiéncias de violéncia fisica e ou psicolégica
durante a gestagao, nos ultimos 12 meses ou em algum momento da vida,
categorizado em sim ou nao;

Medo: percepcao de medo a familiares, pessoas préximas ou parceiro intimo
referido pelas participantes, categorizado em sim ou néo.

Parentesco do agressor: principais agressores identificados pelas mulheres
que relatam violéncia durante a gestacdo e puerpério revelando o tipo de
relagdo que tem com a vitima categorizado em parceiro, marido, ex-namorado,

estranho ou outro.

4.1.5 Instrumentos para coleta de dados

Ficha de Dados Sociodemograficos (Anexo 4): instrumento criado pela equipe
para a indagacao de caracteristicas sociodemogréficas das participantes, que

possuem relevancia para o estudo.

Abuse Assessment Screen (AAS) (Anexo 5): é uma ferramenta amplamente
utilizada para gestantes que permite identificar experiéncias de violéncia ao
longo da vida, a frequéncia e gravidade dos episodios de violéncia, os sitios da
lesdo e o vinculo com o agressor. Por meio desse instrumento, obtiveram-se
os desfechos do estudo: violéncia psicolégica e/ou fisica ao longo da vida,
violéncia fisica recente, violéncia fisica na gravidez, violéncia sexual e medo do
parceiro ou de familiares. A escala fornece respostas dicotdbmicas Sim/Nao
para cada item explorado. Marido, ex-marido, namorado, estranho e outros séo
opcOes para responder a cada item. A versao em portugués empregada foi
desenvolvida por Reichenheim et al. (64), a mesma tem sido amplamente
utilizada em estudos com populacées de gestantes e puérperas brasileiras (65-
67). Para medir a confiabilidade da escala AAS foi empregado o coeficiente de
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consisténcia interna (o de Cronbach), obtendo-se um valor de 0.657 para a

nossa amostra.

Woman Abuse Screening Tool (WAST) (Anexo 6): para investigar a violéncia
perpetrada pelo parceiro intimo atual, foi utilizado o instrumento entre aquelas
mulheres que se encontravam em um relacionamento intimo no momento da
coleta. Este questionario inclui 8 itens que exploram a violéncia fisica, sexual e
emocional usando uma escala de intensidade ou frequéncia, onde as
pontuacdes de cada item variaram de 1 a 3. Para avaliar a gravidade da VPI a
ferramenta fornece uma pontuacéo total que varia de 8 a 24, sendo que uma
pontuacdo mais alta indica maior gravidade. O ponto de corte de 13 a 24 foi
usado para indicar uma resposta positiva a VPI no atual relacionamento (68).
As duas primeiras questdes exploram a vivéncia de situagdes estressantes no
relacionamento e as dificuldades na resolugédo das discussdes. Para a primeira
pergunta, a resposta variava entre nenhuma tensdo, alguma tens&o ou muita
tensdo. A segunda questao tem como opgdes de resposta, grande dificuldade,
alguma dificuldade ou nenhuma dificuldade. Os seis itens restantes exploram
diferentes formas de abuso (fisico, psicolégico e sexual), e oferecem como
possiveis respostas: frequentemente, as vezes ou nunca, para cada questao.
O instrumento tem sido traduzido, adaptado e utilizado em diversas populacoes
no contexto dos servicos de saude (68, 69). O questionario WAST foi traduzido
pelas pesquisadoras para a lingua portuguesa e adaptado as exigéncias
culturais. Para medir a confiabilidade da escala foi empregado o coeficiente de
consisténcia interna (o de Cronbach), obtendo-se um valor de 0.841 para a

nossa amostra.

Hurt, Insulted, Threatened with Harm and Screamed (HITS) (Anexo 7): o
instrumento explora a violéncia fisica e psicoldgica por meio de um questionario
de 4 itens que indaga a frequéncia com que uma mulher sofreu agressao no
ambiente doméstico e familiar, incluindo parceiros e familiares, como possiveis
agressores. Para cada item foi utilizada uma escala de intensidade de 1 a 5,
sendo que a pontuacéo final poderia variar de 4 a 20 pontos. Uma pontuagao
superior a 10 pontos indica que a participante se encontrava em risco de
violéncia doméstica (70). Para avaliar a frequéncia de episodios de violéncia
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domeéstica, foi utilizada a seguinte escala Likert: 1 = nunca, 2 = raramente, 3 =
as vezes, 4 = bastante frequentemente, 5 = frequentemente. O HITS é um
instrumento curto validado e amplamente utilizado em diversas populagées,
incluindo falantes de inglés e espanhol, assim como populacdes femininas e
masculinas em ambientes de saude (71-74). A versdo em portugués
empregada tem sido utilizada na populagdo brasileira para explorar a
associacao entre violéncia doméstica, nivel socioeconémico e relagdes sociais
(75, 76). Para medir a confiabilidade da escala foi empregado o coeficiente de
consisténcia interna (o de Cronbach), obtendo-se um valor de 0.784 para a

nossa amostra.

e Entrevistas semiestruturadas (Anexo 8): entrevistas individuais conduzidas
através de um roteiro semiestruturado com perguntas abertas, criado pela
equipe de pesquisadoras. O roteiro foi elaborado de acordo os principais
resultados obtidos na fase quantitativa do estudo, a partir da identificagéo pela
equipe de pesquisadoras de questdes que precisavam ser aprofundadas. As
perguntas elaboradas indagavam os conhecimentos das participantes sobre a
frequéncia da violéncia na vida das mulheres brasileiras, os tipos de violéncia
e ambientes de maior vulnerabilidade, as causas e consequéncias, 0
comportamento da violéncia durante a gestacao/pés-parto e na pandemia de
COVID-19, as redes de apoio, assim como as estratégias para a prevenir e

eliminar a violéncia contra as mulheres.

4.1.6 Coleta de dados

A coleta de dados foi realizada em local privativo antes ou apds a consulta médica.
As mulheres foram convidadas a participar do estudo quando estavam sozinhas e
os instrumentos foram aplicados em salas dentro dos ambulatérios de Obstetricia.
Os dados quantitativos foram coletados por uma equipe feminina de
entrevistadoras composto por seis alunas de graduacéo e duas profissionais de
saude, previamente treinadas para responder e preencher os questionarios, assim
como para informar as participantes sobre 0s tipos de violéncia e os sistemas de
encaminhamento disponiveis fora ou dentro do hospital, caso as mulheres

necessitassem de apoio. Igualmente, as entrevistas aconteceram em sala
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privativa, gravadas e transcritas, sendo as participantes entrevistadas apenas uma
vez. Durante esta fase, a coleta de dados foi conduzida por uma das
pesquisadoras com formacao em Psicologia e com experiéncia na conducao de

entrevistas individuais.
4.1.7 Processamento e analise dos dados

Para descrever o perfil da amostra, segundo as variaveis em estudo, foram
feitas tabelas de frequéncia das variaveis categéricas com valores de frequéncia
absoluta (n) e percentual (%), e estatisticas descritivas das varidveis numéricas,

com valores de média, desvio padrao e valores minimo e maximo.

Para comparacéao das variaveis categoricas entre os grupos foram utilizados
os teste exato de Fisher (para valores inferiores a 5) ou teste Qui-quadrado, o qual
foi de utilidade na exploragdo das variaveis relacionadas a exposigéo a violéncia
domeéstica, de acordo com o instrumento AAS.

Por fim, agrupamos as variaveis violéncia psicologica e/ou fisica ao longo
da vida, violéncia fisica recente (ultimos 12 meses) e violéncia fisica durante a
gravidez sob a variavel “violentada alguma vez’. Em seguida, para analisar os
fatores associados com a violéncia, adotou-se a andlise de regressao logistica
univariada e multipla. A associacdo entre caracteristicas sociodemograficas e a
variavel “violentada alguma vez” foi examinada mediante o calculo de Odds ratios
(ORs) brutos e ajustados e seus respectivos intervalos de confianga de 95%. O
nivel de significancia adotado foi de 5%.

De acordo com a literatura, incluimos na regressao logistica aquelas
caracteristicas sociodemograficas que apresentaram associagdo com a violéncia
doméstica como desfecho. Foram incluidas as caracteristicas relacionadas a
vitima, como idade, estado marital, raca/cor da pele, escolaridade, trabalho
remunerado (77), além de outros indicadores como 0 numero de pessoas no
domicilio (78), religiao (40), coabitacdo com companheiro (32) gravidez ou
puerpério (31) e periodo da coleta dos dados segundo dois momentos, antes e
durante a pandemia de COVID-19 (79). Os dados foram analisados por meio do
software SAS System for Windows (Statistical Analysis System, versédo 9.2, SAS
Institute Inc., 2002—2008, Cary, NC, Estados Unidos).
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Os dados qualitativos foram analisados mediante a técnica de analise
tematica proposta por Braun e Clarke (2006) incluindo seis fases: 1) Familiarizacao
com dados; 2) Gerando codigos iniciais; 3) Buscando temas; 4) Revisando os
temas; 5) Definindo e nomeando os temas; 6) Produzindo o relatério (80). O
material transcrito foi lido de forma cuidadosa para a familiarizagao inicial com os
dados e com o contexto no qual este foi produzido. Posteriormente, foram
identificados e elaborados os codigos iniciais, os quais foram revisados a partir da
releitura sistematica do material. Consequentemente, os cédigos foram agrupados
para a conformagdo de potenciais temas e subtemas. Durante a construcao e
refinamento dos temas, foi avaliado se estes refletiam apropriadamente as
percepcdes e principais ideais das entrevistadas sobre o objeto de estudo,
abrangendo de maneira fidedigna, as perspectivas das participantes sobre os
tépicos explorados. Os resultados foram interpretados e confrontados com as

evidéncias existentes na literatura sobre o objeto de estudo.
4.1.8 Aspectos Eticos

Esta pesquisa foi aprovada pelo Comité de Etica em Pesquisa da
Universidade Estadual de Campinas (CAAE: 13426819.1.0000.5404). Todos os
procedimentos foram realizados de acordo com a Declaragé&o de Helsinque e com
as normas estabelecidas na Resolucdo do Conselho Nacional de Saude n®
466/2012 sobre pesquisas em saude com seres humanos. Todas as participantes
foram informadas Termo de Consentimento Livre e Esclarecido (TCLE) (Anexo 2)

ou Termo de Assentimento Livre e Esclarecido (TALE) (Anexo 3).

Os requisitos minimos estabelecidos pela OMS para responder a VPl em
ambiente clinico foram respeitados durante a coleta de dados. Para as mulheres
que sofreram violéncia, foi oferecido apoio social e psicoldégico da equipe
multidisciplinar do hospital, além de informagdes sobre servicos especializados
disponiveis. A confidencialidade, privacidade e o sigilo no cuidado das informagodes
foram chaves no desenvolvimento da pesquisa, respeitando também a vontade
das mulheres de participar voluntariamente na pesquisa e descontinuar sua

participacao em qualquer momento.
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4.2. Revisao Integrativa

Foi conduzida uma revisédo integrativa com a finalidade de sintetizar a
literatura empirica e/ou tedrica existente para compreender as estratégias e
recomendacdes para responder frente a violéncia contra a mulher durante a
situacao de emergéncia sanitaria causado pela pandemia de COVID-19. Com base
na proposta tedrico-metodoldégica de Whittemore e Knafl (81, 82), foram
conduzidas as seguintes etapas:

Primeira Etapa - Identificacdo do problema

Foi formulada a seguinte pergunta de pesquisa: Quais tém sido as
estratégias e recomendacdes para o enfrentamento da violéncia contra a mulher
durante a implementacdo de medidas de distanciamento social em resposta a
pandemia de COVID-197?

Segunda Etapa — Busca na literatura

Nesta fase as seguintes bases de dados foram pesquisadas: PubMed,
Scientific Electronic Library Online (SciELO) e Latin American and Caribbean
Center on Health Sciences Information (LILACS). Os descritores Medical Subject
Headings (MeSH) usados foram “COVID-19” AND “domestic violence” OR
“intimate partner violence” OR “gender-based violence”, em inglés, portugués e

espanhol.

Foram consideradas fontes primarias e secundarias incluindo artigos
empiricos, de opinidao e comentérios, editoriais, entre outros trabalhos publicados
entre dezembro de 2019 e junho de 2020. Foram considerados aqueles trabalhos
que descreviam o comportamento da violéncia contra a mulher durante a
implementacdo das medidas de distanciamento social devido a pandemia de
COVID-19, sobretudo aquelas publicacbes que abordassem sua dindmica e/ou
sugerissem recomendacdes para responder a este fenédmeno. Foram excluidas as
orientacées e recomendagdes fornecidas por organizagcdes ou comités tanto

nacionais como internacionais de combate a violéncia no contexto da pandemia.
Terceira Etapa — Avaliagdo dos dados

Foi conduzida a pré-selecao dos artigos. Primeiramente, titulos, palavras-

chave e resumos foram examinados por dois pesquisadores independentes para
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selecionar aqueles materiais que seriam lidos na integra. Quando surgiram
divergéncias, um terceiro pesquisador avaliou a pertinéncia da inclusdo ou
excluséo do trabalho. As referéncias bibliograficas dos artigos selecionados foram
examinadas para buscar potenciais estudos que atendessem aos critérios de
inclus&o e que ndo haviam sido identificados previamente. Foram identificados 85
artigos, dos quais 38 foram lidos na integra e selecionados para extragdo de dados
e a criacao da matriz de sintese.

Quarta Etapa - Analise dos dados

Os dados coletados foram organizados em uma matriz sintese. Essa
ferramenta foi Gtil para agrupar e comparar os dados, resultando na identificacao
de categorias tematicas, bem como na elaboracao de consideracoes sobre o tema

objeto de estudo.
Quinta Etapa — Apresentacao da revisao integrativa

A sintese do conhecimento produzido foi divulgada, juntamente com a
descricao das implicagdes e limitacées da revisao integrativa.

4.3. Artigo de opinido sobre o rastreamento de rotina da violéncia doméstica na

atencdo pré-natal

Foi desenvolvido um artigo de opinido com o propodsito de sensibilizar a
Ginecologistas e Obstetras sobre a violéncia entendida como problema da saude
publica com graves consequéncias para a saude da mulher. O artigo foi elaborado de
acordo a diretrizes nacionais e internacionais sobre o tema. Foram referentes as
orientacdées da OMS contidas nos guidelines: Responding to intimate partner violence
and sexual violence against women: WHO clinical and policy guidelines (6) e WHO
recommendations on antenatal care for a positive pregnancy experience (56). A
divulgacao deste tipo de material pretende aumentar o conhecimento dos profissionais
sobre a necessidade de elaborar uma resposta apropriada para mulheres expostas a
violéncia no ambito doméstico e familiar, reconhecer as oportunidades que a atencao
pré-natal oferece para responder a este tipo de violéncia, assim como discutir sobre
as responsabilidades do setor da saude na sua abordagem.
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4.4. Material didatico para profissionais da saude na atencao pré-natal e
pods-natal

Foi desenhado um material educativo em colaboragdo com integrantes do
grupo de pesquisa SARHAS (Saude Reprodutiva e Habitos Saudaveis) e junto a
profissionais de saude vinculados diretamente a assisténcia oferecida no Caism a
mulheres gestantes e puérperas. O objetivo desta cartilha foi pontuar questdes
relevantes para os profissionais da saude sobre a violéncia contra a mulher,
disponibilizar definigdes conceituais e referéncias para aprofundar o conhecimento
sobre o tema, além de mostrar os servicos existentes na regidao para oferecer os

encaminhamentos necessarios.

4 5. Projeto de Melhoria da Qualidade em Saude

Trata-se de uma intervencao orientada a realizacdo de um ciclo de melhoria, a
partir da apresentacdo de uma estratégia para implementar o rastreamento de rotina
da violéncia doméstica nos servigos de Obstetricia de um hospital de referéncia na
atencao a saude da mulher. A construgéo da proposta teve embasamento no modelo
Plan-Do-Study-Act (PDSA) sob o objetivo de apoiar a equipe multiprofissional para
abordar a triagem de rotina da violéncia doméstica entre gestantes e puérperas (83-
85).

Contexto da intervengao

Este projeto é desenvolvido no Hospital da Mulher Prof. Dr. José Aristodemo
Pinotti-Centro de Atencao Integral a Saude da Mulher- CAISM/UNICAMP, instituicdo
localizada na regiao de Campinas, Sao Paulo, Brasil. O Hospital da Mulher é um
hospital universitario de referéncia pertencente ao Sistema Unico de Satde (SUS).
Essa unidade oferece atendimento especializado a aproximadamente cinco milhdes
de habitantes dos municipios da Regiao Metropolitana de Campinas. As consultas de
Obstetricia fazem parte dos diversos servigos oferecidos as mulheres na instituicao.
Semanalmente é oferecido atendimento especializado a gestantes e puérperas que
frequentam regularmente os servigos ambulatoriais de cuidado pré-natal e revisao
puerperal. A assisténcia pré-natal e pds-natal é realizada por uma equipe

multidisciplinar composta por médicos, enfermeiros, psicélogos e assistentes sociais.
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Desenho

O modelo PDSA permite organizar, testar e implementar intervencées com
base em uma estrutura que funciona por meio de ciclos continuos. Esta abordagem
inclui quatro etapas: 1) definicdo do problema e planejamento da mudang¢a com base
nas evidéncias disponiveis (Plan); 2) as mudancas sao implementadas detalhando
seus efeitos ou consequéncias (Do); 3) identificacdo e analises das mudancas,
avaliando se estas mostram as melhorias esperadas mensurando os resultados
alcangados (Study); e 4) identificar se é necessaria alguma modificagdo ou ajuste e,
consequentemente, preparar novos ciclos de PDSA de acordo com as licbes
aprendidas (Act) (83-85).

Este tipo de abordagem envolve um “compromisso com a melhoria continua da
qualidade dos cuidados de saude, com foco nas preferéncias e necessidades das

pessoas que utilizam os servigos” (83).
Algumas questdes basicas que orientam esse processo (83):

e O que estamos tentando realizar? Objetivamos a implementacao da
consulta de rotina de VD entre as mulheres que frequentam
regularmente os servicos de atencao pré-natal e o pds-natal.

e Como saberemos se uma mudanca foi uma melhoria? Sera
desenvolvida uma pesquisa de implementacao, posteriormente, para
avaliar alguns indicadores como o local que implementou a triagem,
o numero de mulheres triadas, o tipo de violéncia identificada e a
classificacao de risco coletada por meio de avaliacbes de 6 meses,
12 meses e 18 meses.

e Que mudangcas podemos fazer que resultardo em melhorias?
Avaliagdo pos-implantacdo das agdes para usuarias e profissionais
de saude:

a) Colocar cartazes nas salas de espera destinados as usuarias do
Servigo.

b) Fornecer materiais de apoio a equipe multidisciplinar.

c) Realizar treinamentos breves para a equipe médica e reunides

com a equipe multidisciplinar.



41

5. RESULTADOS

Os resultados desta tese serdao apresentados em formato de artigos, seguindo a
configuracado alternativa de tese. Compdem esse trabalho seis artigos e uma
producéao técnica mediante o desenho de uma cartilha para profissionais da saude.

Artigo 1: Artigo publicado na revista BMJ Open: “Violence against women during

pregnancy and postpartum period: a mixed methods study protocol”.

Artigo 2: Artigo publicado na revista Journal of Advanced Nursing: “Domestic

violence: a cross-sectional study among pregnant and postpartum women”.

Artigo 3: “Perceptions of women at an obstetric outpatient clinic regarding domestic
violence: a qualitative study”. Submetido a revista BMJ Open.

Artigo 4: Artigo publicado na revista International Journal of Gynecology &
Obstetrics: “Violence against women during the COVID-19 pandemic: An

integrative review”.

Artigo 5: Artigo publicado na Revista Brasileira de Ginecologia e Obstetricia:
“Routine Enquiry for Domestic Violence during Antenatal Care: An Opportunity to

Improve Women’s Health”.

Material educativo para profissionais da saude. “Violéncia contra a mulher- Cartilha
para profissionais da saude na atengao pré-natal e pos-natal”

Artigo 6: “Developing a strategy to address domestic violence in antenatal and
postnatal care service: a quality improvement project”. Submetido a revista Journal
of Advanced Nursing.
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5.1 Artigo 1. Violence against women during pregnancy and postpartum period:
a mixed methods study protocol
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Protocol

Violence against women during
pregnancy and postpartum period: a
mixed methods study protocol
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Bianca Contieri Bozzo Campos, Carla Grazielle Guerazzi Pousa Pereira,

Fernanda G Surita ©

ABSTRACT

Introduction Violence against women is a public health
problem that poses serious consequences for victims and
their environments. The healthcare system struggles to
assess this phenomenon during prenatal and postpartum
care because of pregnant and postpartum women's
potential vulnerabilities. The research protocol presents the
alms to evaluate the prevalence of violence, the periodis)
in which it oceurs, aggressars and forms it takes as well
as to explore how violence against women s perceived
among pregnant and postpartum women.

Methods and analysis This mixed methods study
protocol uses an explanatory sequential desion and is
based on the establishment of meta-inferences that

result from the combination of quantitative and qualitative
approaches. Probabilistic sampling will be used to select
the study participants: 584 women attending prenatal and/
or postpartum care outpatient services at the University

of Campinas Women's Hospital, Brazil, The quantitative
approach will consist of four valldated questionnaires,

and the qualitative approach will use focus groups that
serve to deepen the understanding of participants’

views about the study topic. To create the focus groups,
72 study participants will be invited and divided into 6
groups (3 adolescents and 3 adults) based on age and
pregnancy/postpartum condition, Descriptive analysis

of sociodemographic characteristics and questionnaire
results will be used to identify the prevalence and forms

of violence experienced by women during the pregnancy-
puerperal cycle, the relationships between women and
their aggressors, and the existence of a history of violence.
A bivariate and multivariate analysis will be performed to
identify the association between sociodemographic factors
and violence as an outcome. Qualitative data will be
analysed through Grounded Theory to understand women's
perceptions of the phenomenon studied.

Ethics and dissemination The research protocol

was approved by the Research Ethics Commitiee

of the University of Campinas, Brazll number CAAE:
134268 19.1.0000.5404. The resulls will be disseminated
to the health science community.

Strengths and limitations of this study

§|

m:mmw
mwm:mmmmum
phenamenon.

rhmﬂmﬂmmm

> mmﬂ perpelrators, such as al-
 cohal and drug use, and mental finess; will not be

another’s physical health or integrity at risk}.
psychological (eg, emotional harm, attacks
on self-esteem, control of actions, stalking,
threats, harassment and blackmail), sexual
(eg, unwanted relationship/rape, impedi-
ment to contraceptive use, and forced preg-
nancy, abortion or prostitution}), property
(eg. retention, subtraction, or destruction of
documents, objects and resources) and moral
(eg. slander and defamation).! It is a public
health problem that demands the worldwide
implementation of policies that confront
and prevent it. Brazil took this step in 2006
when it passed the Maria da Penha law. which
established mechanisms to prevent and crim-
inalise domestic and family violence against
women. The Maria da Penha law also recog-
nises the need lor integrated prevention
measures, siich as the promotion of research,
statistics and other relevant information that

Carrespandence o INTRODUCTION takes into perspective gender, race and/
Dr Fernanda 5 Surita: Violence against women can take various or ethnicity. This information should be
surita@unicamy. br forms: physical {any action that puts connected with the causes, consequences
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and frequency of domestic and family violence against
women in order to systematise data, elaborate on public
policies and periodically evaluate the results of adopied
measures.!

According to the WHO, 13%-61% of women aged
15=49 have already suffered physical violence from an
intimate pariner at least once in their lifeime; of these
women, 1%=28% suffered that violent episode during
pmgtmnc}'.E Other data show that viclence against
women may increase in frequency and severity during or
after pu’f.*g;nam:_‘if_""al These data corroborate the view that
violence against women is an important global health
problem and violation of human rights.

In Brazl, recent studies !:-rmide statistics concerning
violence against women." © For instance, feminicide
was ‘observed in all age groups, but significantly higher
among women of reproductive age: 28.2% of victims were
between 20 and 29 years old, 20.8% were between 30 and
39% and 18.5% were between 40 and 49 when they were
killed'.® In the cases where the relationship between the
victim and aggressor could be identified, 88.8% of victims
were murdered by their partners or former Pa.aners;
65.6% of the women were killed in their homes.

Campinas is a large city in Southeastern Brazil with a
population of roughly 1.2million inhabitants. Recent
data from the Violence Notification System revealed 1086
cases of violence against women aged 18-5% in Campinas
in 2018. Of these, 50.7% recognised that suffered phys-
ical violence, 13.8% were sexual and 8.6% psychological
during 2018. The most frequent aggressors were intimate
parmers (42.6%). In 11% of the cases, the aggressors
were known by their victims, and in 3.5% of the cases, the
aggressors had some family relationship with the vic tim. ™

Domestic violence is frequently underreported. In this
context, qualitative data are powerful in undersianding the
magnitude and impact of viclence on women and their
surroundings. Additionally, qualitative data are important
to recognise other forms of violence that are less visible and
difficult t0 measure; this includes psychelogical violence
and the difficultes around its ‘definiion, concepiuali-
sation and {:pe;f‘:lhilit\_.".lE The Brazilian Forum of Public
Security recognises the imporiance ol interseciorial collab-
oration and the use of methodologies that allow a better
understanding of such a complex subject. It acknowledges
that: “the information generated by public safety agencies
acquires a more robust sense when crossreferenced with
health information and with qualitative research from
gender studies. The reason for producing this data is that it
can be viewed across complex scenarios and the strategies
for confronting it are based on robust evidence (... }'.9

When considering violence as result of a multidimen-
sional factors interaction, WHO takes an ‘ecological
approach’ to recognise that “personal, family and social
factors might protect a woman from violence, or might
put her at greater risk™® In general, review studies focus
on individual and/or relationship factors, and their asso-
ciation with the prevalence of violence. Few analyses focus
on the influences of the community and social context.

Several studies explore factors related o violence
during pregnancy and the postpartum period. Some of
them are: low income,'*'* use of Iehgn],fillegal substances
by the woman and/or her pariner, e unplanned preg-
nancy,® " lowdevel education,” ® "% had suffered or
being a witness of family violence during childhood * %7
be }'oun%u ¥ ethnic diversity” and having mental health

1 During the postparium period, some studies
reveal that violence during pregnancy stwongly predict
violence after pregnn.ncy.ﬁ' :

A recent study in a southern Brazilian city reveals some
divergences between their research findings and world-
wide factors associated with violence against women.
The association between violence against women and
some sociodemographic variables, such as women's
employment status, level of education and cohabitation
with partner, reveals conflicting findings with previous
studies.™ Thus, we use these same variables, among
others, to find associations with interpersonal violence
in a Brazilian female population in a specific moment of
their lifetime {pregnancy/postpartum period).

A metasanalysis conducted by Jamieson uses the term
violence during pregnancy and the postpartum period to
acknowledge interpersonal violence broadly, recognising
different types of violence (physical, sexual and psycho-
logical) and perpetrators (family and non-household
members, intimate partner or stranger), and also suggests
analysing aspecis of the relationship with the perpe-
trator™ Scientific literature identifies intimate parmer
violence as one of the most common forms of violence
agninst women. " Therefore, more evidence is needed to
understand the mechanisms of interpersonal violence,
lifetime, during pregnancy and the postpartum period,
and their perpetrator’s.

The novelty ol the study is the possibility to analyse
the complex interaction of subjective aspecis of violence
and epidemiological da@ in a large sample of women
in a specific condition. Considering the importance of
prenatal and postpartum care for well-being of women and
{amilies, and positive perinatal and maternal outcomes,
it is relevant to explore aspects of violence during the
pregnancy-puerperal cycle in order to improve interper-
sonal violence approaches in the women’s health services.

15811E%.

Violence during pregnancy and the postpartum period

Women are wulnerable to violence during pregnancy
and the postpartum period. Prenatal care is a strategic
opportunity for healthcare workers to detect cases of
violence against women, enabling appropriate counsel-
ling and intervention.?! Researches conducted in Brazil
have addressed intrafamily, domestic or intimate pariner
violence during the pregnancy-puerperal evcle. mes
However, the results were inconclusive overall as the
studies found that pregnancy can be either a protective or
a risk factor for violence. A crosssectional multi-country
study showed differences worldwide ahout prevalence
of domestic violence during pregnanc_t.m In order to
contribute to this debate, in this study we aim to create

2
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data to support a more comprehensive understanding
about cultural norms and gender roles prescriptions, that
may influence the prevalence ratios of violence.

While there is no consensus in the literature regarding
how prevalent viclence is during pregnancy and the
postpartum period, there is no doubt that, when it does
occur, it negatively impacts maternal and foetal health.*
The repercussions may manifest during pregnancy and
after childbirth. They wpically include poor adherence
to prenatal care. maternal anaemia, vaginal bleeding,
infections, hypertension, placental abruption, impaired
mental health, foetal growth restriction and miscarriage.
For children, the repercussions include malnutnition,
developmental alteration and child abuse *®

Qualified professionals should provide prenatal and
postpartum care in order to promote optimal health
conditions for women and their children. Prenatal and
postpartum care include health education, risk identfi-
cation, prevention of pregnancy complications, manage-
ment of previous diseases and health F.trl:'.-mt:-tior:t.El

For women to have a positive pregnancy experience,
the WHO recommends that an assessment of the possi-
bility of intimate parmer violence be conducted in addi-
tion to all necessary clinical and laboratory prenatal
care rouiines. This becomes even more important when
assessing conditons that could be triggered or aggra-
vated by intimate partner violence. In all instances, it is
important for health professionals to provide a supportive
response and adhere to the minimum requirements set
by the WHO. These requiremenis include: “a protocol/
standard operating procedure; training on how to ask
about intimate partner violence, and on how to provide
the minimum response or bevond; private seiting; confi-
dentiality ensured: system for referral in place; and tme
to allow for appropriate disclosure”.™

Specific conditions that warrant screening for violence
include traumatic injury (particularly repeated injury
accompanied by vague explanations), an intrusive partner
during consultations, repetitive genitouninary symptoms,
alcohol use and substance abuse, symptoms of depression
and anxiety, and selfmutilation.” The presence of these
conditions together with a trusting relationship between
the pregnant woman and the health professional may
lead to the recognition of violence and the provision of
the necessary support.

Understanding the predictive factors and improving
strategies for screening violence during pregnancy should
be the focus of healtheare workers as about 70% of these
women who experience violence during pregnancy become
victims of postpartum violence. Prenatal care is an opportu-
nity for women and their healthcare providers to form solid
bonds, which could later make it easier for women o report
some forms of violence ™ A major challenge is that women
living in violent situations may delay, and consequently
not receive adequate, prenatal care. As such, interventions
must occur at various strategic levels o reach all impacted
pregnant women. Some specific sirategies 1o use are high-
lighting campaigns that raise awareness of the civil rights of

women in violent situations, strengthening legislation and
providing early iniervention services and routine prenatal
screenings in risky |fg'inns_5

Healith professionals face difficulties in obtaining an
m=depth understanding of victims, their experiences (type
of violence and prevalence}. and their aggressors because
of a lack of data. While there are many studies related
to intimate partner violence, these do not fully apply to
women whose aggressors are other known individuals or
family members. Addidonally, screenings are not equally
conducted across varying socoeconomic condittons; this
means that a significant number of women are notincluded
in the screenings and may stll be victims of violence.™ It
also means that these women’s experiences and percep=
tions are not known. Better understanding the meanings
and symbols these women atribute to violence. as well as
their attitudes towards their direct or indirect experiences
with it, 15 an important direction for research to take.

Considering the importance of prenatal and/or post-
partum care services and the role of health professionals
for a women’s positive experiences during and after
pregnancy, this study aims o evaluate the prevalence of
violence against women during this period as a situation
that may affect negatively the women’s well-being. Also,
we will screen different forms of violence and the rela-
tionships between victims and aggressors, even (o iden-
tify women whose aggressors are individuals other than
intimate partners. Additionally, we will explore women's
perceptions of violence to understand in-depth the ideas
and meanings attribute 1o violence.

AIM AND OBJECTIVES

The aim of this study is to assess the prevalence of violence

against women during the pregnancepuerperal cycle,

including the relationships between victims and aggres-

sors, and to explore women’s perceptions of violence.

The following items are the objectives of the study.

» Identify the prevalence of interpersonal violence
among pregnant and postpartum women.

» Identify the types of violence suffered by these women.

» Identify the relationships between the women and
their aggressors.

» Identify factors associated with violence against preg-
nant and postparium women.

» Identify women's perceptions of violence, aggressors,
causes and ways to prevent violence against women.

METHODS AND ANALYSIS
Study design
This is a mixed methods research that will use an explan-
atory sequential d.esign.w The use of the mixed approach
within the health science field is increasingly preferred
because of the advantages it offers in understanding a
complex reality that cannot be deeply investigated using
a single method.

The study will start with the collection of quantitative
data to identify prevalence, types, aggressors and the most
frequent periods of violence against the study participanis.

Sanchez DAR, ot 2l BMJ Open 2020,10:2037522. dot 10.1136/bmjopen-2020-037522
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| Wialence against women |

Fhase 1 Caiantitative A Phase 2 Quaklalive

Prevalence Perceptions

| Duesticanaires Focus Groups
VARIABLES THEMES

Soxicrclemgea phic chamcieristics. Diefinition of vioksnos

Lifgtime valence Sestings

Types af vialence | Afaressan
Relationship with the aggressar Calsag

Actions against viclenoe

Figure 1 Flowchart study overview. Phases, instruments,
variables and themes.

After that, the qualitative data will be collected with the
aim to understand the participants’ perceptions. Finafly,
meta-inferences will be established through the integra-
tion of both approaches (figure 1). We followed the Good
Reporting of a Mixed Methods Study to conduct this
protocol.

Study participants

Study participants will be women attending prenatal and
postpartum care services ai the University of Campinas
Women’s Hospiial, Brazil. For the quantitative phase,
the calculated sample will be probabilistic so as 1o be
representative of the pregnant and postparium women
attending the hospiwml’s outpatient clinics,

The sample size was calculated based on the prevalence
of psychological {19.1%) and physical/sexual (6.5%)
violence observed in a previous smdy."ﬁ Table 1 shows
the sample size for each factor, considering a significance
level of 5%. Of the sample sizes calculated, the largest
should be assumed: n=584 women.

About 200 women attend weekly in the outpatient
prenatal care and 40 women on postpartum consultation.
However, many of them are in return visits and will be
invited only once. In this study, our priority will not be
to stratify trimesters of pregnancy or postparium period.

All women in the outpatient clinic will be eligible, so
theoretically, all should be invited. Nevertheless, as all
efforts will be taken to do not expose women during the

Prevalence Sampling Sampile
(%) error (%) size
Psychological 191 & 237
Physical/sexual 6.5 2 584
a=0.05 (5%).
P=prevalence.
e*=sampling errar.

Z,_ -=standard normal distribution with probability 1=o/2.
_ 2t _ aPO-P
S

n

Inclusion Pregnant and postparturn women attending
criteria prenatal and postpartum outpatient clinics and
whao have ﬁs'ﬁ.e:l the hospital at least twice

invitation. We expect to reach the necessary number of
cases calculated for the planned analyses.

In the qualitative phase, the sample population will be
intentional: 6 groups of 812 participants each. Focus
group will use a homogeneity criteria based on age and
pregnancy,/postpartum condition. Thus, will create three
groups by adolescents (two pregnant and one postpartum
women's group), and three groups by adults (two preg-
nant and one postpartum women’s group}. The inclusion
and exclusion criteria are shown in table 2.

Variables

The outcome variable will be interpersonal violence
against women during pregnancy and postpartum period.
The exposure or independent variables will be women’s
employment status, level of education, age, skin colour,
gestational age (for pregnant women). days after birth
{for postpartum women}, marital status, religion. cohab-
itation with parmer and lifetime violence will be consid-
ered as potential confounding factors.

Study procedures

The research will start with quantitative data collection in
which participants will be invited to fill out four question-
naires: Abuse Assessment Screen (AAS); Hurt, Insulted,
Threatened with Harm and Screamed (HITS): Pariner
Violence Screen (PV5S); and Woman Abuse Screening
Tool (WAST). Each of these serves to evaluate violence
against women. Participants will complete the question-
naires either before or after their consuliation at the
outpatent clinic. The questionnaires will be adminis-
tered by a trained researcher in a private location and
should take approximately 20 min to complete.

After this stage. some of the participants will be invited
to participate in a focus group. Each focus group will
range around 0 min and will focus on the participants’
perceptions of violence against women as well as the ways
it has impacted and the tools, they have for confronting iv
The research staff will be alert for some auention reduc-
won or uncomfortable situatons that would affect the
participants. Focus groups will be planned after recruit-
ment stage. These groups will happen at the same date
of the regular obstetric appointments. Women will be
contacted personally, at least 24 hours before the group,
in the consultation prior to the proposed date for them.

The focus group will be held in a privative room
designed for groups meetings on the outpatient clinic. It
is a room regularly used for group patienis meetings with
adequate conditions such as privacy. The focus group

Sinchez OoR. ef &l BMJ Open 2020:10:2037522. doi:10.1136/bmjopen-2020-037522



will not be recorded or filmed to guarantee privacy and
a comfortable setting. The moderator and two ohservers
will take notes about it and then produce a consensus
report. The questions in the focus group will be designed
hased on the findings of the first phase of the study.

The research team consisis of onlv women, all of
whom are members of the group Reproductive Health
and Healthy Habits (SARHAS). Six team members are
undergraduate students, all of whom are members of
the League of Gynaecology and Obstetrics (League-
Ob&Gyn). All members are from the University of
Campinas. The guestionnaires were translated by the
researchers into Brazilian Pormuguese language, using
the translation-back tanslation method and adapted to
cultural requirements. Each team member will complete
a training process for administering the questionnaires
and conducting the focus groups. The questionnaires
and focus groups will be analvsed to further under-
standing of the data obtained.

Instruments

Abuse Assessment Screen

Developed in the USA in 1989 by the Nursing Research
Consortium on Violence and Abuse, the AAS is a 5-item
questionnaire that identifies the frequency and severity of
violent events, the sites of injury in a specific period. and
the perperrator’s profile. We will use the version trans-
lated and adapted to the Brazilian context® ™

Hurt, Insulted, Threatened with Harm and Screamed

The HITS is a 4-item guestionnaire that explores how
often a woman suffered aggressions. The items relate to
both physical and psychological violence. Each item is
scored from 1 to 5, and the final score can range from 4
to 200 points. A score of more than 10 points indicates that
the participant is at risk of domestic violence ™

Partner violence screen

The FVS is an open-ended tem questionnaire that
focuses on whether the respondent has experienced
physical violence in the past year as well as her current
security perceptions. A positive response to any one of the
three questions constitutes a positive screen for intimate
partmer violence. A *ves’ response to the physical violence
question was considered positive for partner violence if
the perpetrator was a current or former spouse or other
intimate pariner. For the safety questions, women who
reported feeling unsafe because of a current or past
partner and those who were unsure about their safery
were considered positive for pariner violence ™!

Woman Abuse Screen Tool

The WAST is an S-item questionnaire that focuses on phys-
ical, sexual and emotional violence. These items must be
answered using a three-point intensity or frequency scale.
Finally, the final score of each item indicates the degree of
abuse suffered by women.™!

Semistructured, study-specific questionnaire

The insorument was created by the research team 1o
investigate sociodemographic data relevant to the study.
Some of the data it collects includes: date and place of
birth, current residence, education, profession, skin
colour, gestation time (for pregnant women}, time after
birth (for postpartum women), marital status, religion,
number of people living in household as well as their rela-
tionship to the participant, family income and paid work
{means work for financial gain or reward, whether as an
employee, a self-emploved person or otherwise). It will
be used as a face-to-face interview. It was considered a full
range of socicdemographic identified by research team
and discussed in research literature. It was consulted
some IBGE (Brazilian Institute for Geography and Statis-
tics) indicators such as colour/race, level of education,
occupation and type of family configurations.

Focus groups

Focus groups serve to evaluate ‘perceptions, opinions
and feelings regarding a given theme in an environment
of interaction”.™ In other words, they provide differing
points of view on a subject and, in this case, make it
possible to analyse the participants’ unique perceptions
of violence against women. These insights can then be
combined with findings from previously collected quanti-
tative data to further understanding of the subject.

Data analysis

Cuantitative data will be processed using the SPSS Statis-
tics for Windows, V.18.0. A descriptive analysis will be
performed on the sociodemographic characteristics of
the sample by calculating the frequency of each of the
categorical variables; the frequency will be used to analyse
the prevalence of violence against women, the relation-
ships between women and aggressors, and history of
violence prior to pregnancy. The mean, median and SD
will be calculated for the continuous variables.

Univariate and multivariate analysis using logistic regres-
sion madel will be used o assess the effect of the exposure
variables to outcome variable. The strength of the associ-
ation berween the mdependent and dependent variables
will he expressed as crude and adjusted estimated ORs, and
their respective 95% Cls. The level of significance adopted
is 5%. We will include in the model independent variables
that remained associated with the outcome after adjusiment
for all variables included (Wald test p<(0.05).The contribu-
tion of each variable for the model will be tested using the
likelihood ratio test and adjusting the model will be tested
using the Hosmer-Lemeshow test.

The strategy to handle the missing data, is recover
data before participants complete the questionnaires.
This is possible because researchers will be administered
the questionnaires and they can do additional check for
missing values before the participant leaves.

Qualitative data will be analysed using a threesstep
procedures. First, a preanalysis that involves organising
the material in order 1o establish a flexible plan. Next,
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data will be explored using data coding. This step will use
the KVivo qualitative data analysis software (QSR Interna-
donal, V.11). The software measure words frequency and
validates author's analyses by daia coding and categorisa-
ton. Two reviewers will independently define categories
and subcategories to ensure the validity of results. Discrep-
ancies will be solved by a discussion with our research
group. In order to minimise the risk of perception hias,
we will use peer reviewers, all of them members of the
SARHAS's group that do not have a direct involvement in
this study. Grounded Theory axial cuding” will be used
to develop a constant comparison analysis between data,
codes and categories.

Grounded Theory axial coding as strategy to data anal-
vsis might provide in-depth identification, description and
explanation of the prevalence of violence against women
during pregnancy and the postpartum period, and their
relation with women’s perceptions about it. Finally, the
results will be inferred and interpreted to use it for prac-
tical purposes. Chalitative and quantitative data will be inte-
grated into the discussion topic final.

Our interpretation will be reflexive and multilingual.
We will use two languages: English for academics purpose
and Portuguese 1o participants’ interactions. Thus, text
transcriptions will be on Portuguese language, but all the
qualitative data that we will use on scientific publication
will be translated to English.

Data management

The questionnaires and focus group ranscription will be
anonymous, and the text will use pseudonyms when refer-
ring to participanis. Only the principal researcher will
know participants” registered names and/or nicknames,
Omne researcher will retain and archive the research
data for 5 years after completion of the study. Data will
be entered from a data paper forms into an electronic
database. We will use a Microsoft Excel database to store
the data collected. Data will be stored on one password-
protecied computer.

Patient and public involvement

Neither the public nor the participanis were involved in
research design. During qualitative data collection, statis-
tics on violence against women as well as information on
types of violence, the cycle of violence and resources for
victims of violence will be shared with focus group partic-
ipants. Women who are identified as victims of violence
will be referred to support and follow-up services such
as hospital social services, nor-governmental support
cenires and the women’s assistance police station.

Ethics and dissemination

This study will be conducted in accordance with the Decla-
ration of Helsinki and will comply with Brazilian stan-
dards like the Resolution of the National Health Council
No. 466,/2012 on health research with humans. All partic-
ipants will be made aware of the Informed Consent Form
{ICF), which states their freedom to participate, withdraw

and maintain their anonymity as well as describes the
purpose of study.

It is common practice for there to be two copies of the
written consent form: one for the researcher and one for
the participant. To avoid endangering any of the partic-
ipants, the local Research Ethics Committee suggested
both copies be filed with the researchers but be available
for participanis to request at any time. One researcher
will retain and archive the research data for 5 yvears after
completion of the stdy.

To ensure participants’ privacy, the women will be
asked to enter study sites without company. If a woman is
near others for any reason, the invitation to complete the
questionnaires and/or participate in the focus group will
be postponed until she is alone.

Women will be invited to participate in the focus group
while they complete the ICF. There is a section on ICF
to invite them to a focus group as a second stage of this
study. Therefore. each woman who participates in qualita-
tive data collection will already have completed the anon-
ymous questionnaires from the first stage of the research;
this sequencing was chosen so as to acclimate women to
the topic and make it easier for them to participate in
focus group discussions.

We will be provided some time necessary for guaran-
teed participant’s comprehension about the data manage-
ment. We will be available to answer any question about
ICE. For women who have suffered violence, it will be
offered social and psychological support from the regular
hospital staff, as well as information about support in the
community will be delivered.

This research protocol was approved by the Research
Ethics Commitiee of the University of Campinas, Brazil
under number CAAE: 13426819.1.0000.5404. Resulis
will be disseminated to the health science community
through peerreviewed publications and presentations at
scientific congresses.

FUTURE IMPLICATIONS

This study offers the opportunity to explore data on the
prevalence of violence against women who use prenatal
and postpartum referral services as women may be vulner-
able to violence at both stages.

Largely, research on the subject has focused on intimate
partner violence due to its high prevalence. The proposed
study adds to understanding of the subject because, in
addition to looking at intimate partner violence, it also
identifies others who mav exent some kind of violence
against women during and afier pregnancy.

The proposed study is also important because it not only
[ocuses on the prevalence of violence against women, but
also uses qualitative analysis to study women's perceptions
of violence against them in order to attempt to identify
the meanings women atiribute to i

In short. the proposed study not only studies the namre
of violence against women who receive prenatal and post
partum services but also reflects on how women perceive

6
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violence against them. This fosters participants’ awareness
of the issue and can become a tool for positive change in
their lives. Using findings from this study, the research team
will be able 1o suggest both recommendations for innova-
tive future research and educational programmes to imple-
ment in the hospital 10 complement the care currently
offered. In this sense, it helps make violence against women
more visible while also highlighting the role of health
professionals in addressing this phenomenon.
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Abstract

Aim: To assess the prevalence of domestic violence/intimate partner violence, ag-
gressors, types of violence and associated factors in women who attend an antenatal
and postnatal care service in a public hospital in Brazil.

Design: Cross-sectional study.

Methods: We interviewed women attending antenatal and postpartum care services
in a Brazilian public tertiary woman's hospital in Campinas, Sdo Paulo, between July
2019 and September 2021. Data were collected through interviewer-administered
questionnaires previously used in healthcare settings: Abuse Assessment Screen
(AAS); Woman Abuse Screening Tool (WAST); Hurt, Insulted, Threatened with Harm
and Screamed (HITS). We evaluated the relationship between the sociodemographic
characteristics of women and domestic/intimate violence using bivariate and multi-
variable logistic regression analyses.

Results: Of the 600 pregnant and postpartum women interviewed, 138 (23%) had
suffered any abuse. Some participants disclosed physical violence during pregnancy
(2.3%) and during the last 12months (5.3%). The partner was identified as the main
aggressor in most of the cases (60%). When women had a partner, 3.5% reported
domestic violence and 6.7% disclosed intimate partner violence during pregnancy or
postpartum period. Women with non-white skin colour (OR = 1.53; 95% Cl 1.01-2.34;
p = .048), gestational age < 13weeks (OR = 3.41; 95% Cl 1.03-11.25; p = .044) and in
postpartum period (OR = 2.81; 95% Cl 1.32-5.99; p = .008) were more likely to expe-
rience domestic violence at some time in their lives. Women interviewed before the
COVID-19 pandemic were more likely to disclose that they had suffered any abuse.
Conclusion: Experience of violence during pregnancy and postpartum period was
more frequent in women with non-white skin colour, in their first gestational tri-
mester and in the postpartum period, and was more reported before the COVID-19
pandemic. Antenatal and postpartum care services could be safe places to support
violence survivors.

Impact: Pregnant and postpartum women are a vulnerable group to experiencing do-

mestic violence/intimate partner violence. Violence can negatively affect women's
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1 | INTRODUCTION

Violence against women has been considered one of the main viola-
tions of human rights and as a public health problem (WHO, 2013).
This term includes a wide range of behaviours; however, domestic/
intimate partner violence (IPV) is one of the most common forms of
violence experienced by women across their lifetime. Recent global
prevalence estimates show that 27% of women aged 15 to 49 suf-
fered physical and/or sexual violence by a partner, and for 13% of
women, the episode occurred in the last 12 months (WHO, 2021).

A World Health Organization (WHO) population-based study
revealed a variation in findings among countries about the preva-
lence of violence during pregnancy, suggesting that more evidence is
needed to understand multidimensional factors that could influence
prevalence variability among countries (Garcia-Moreno et al., 2005).
Nevertheless, there is widespread agreement about the negative
consequences of domestic/IPV to the mother and her unborn child.
In this sense, some studies show evidence that suggests an asso-
ciation between IPV and adverse maternal and perinatal outcomes
such as low birth weight, preterm birth, unintended pregnancy and
abortion (Hill et al., 2016; Pallitto et al., 2013).

On the other hand, it has been recognized that humanitarian cri-
ses and public health emergencies have different impacts on women,
adolescents and girls and among other vulnerable groups. After the
declaration by the WHO in March 2020 of the public health emer-
gency given by the classification of the disease by COVID-19 as a
pandemic, many alerts emerged from the scientific community about
the possible increase in domestic violence worldwide (Bradbury-
Jones & Isham, 2020). In this sense, sexual and reproductive health
services have an important role during humanitarian crises to pro-
tect women and girls from sexual and gender-based violence and to
collect gender-sensitive data to assess the impact of the pandemic
on reproductive health (Thorne et al., 2020). Nevertheless, beyond
crises and disease outbreaks, violence against women has been
identified as a systemic problem present worldwide among all socio-
economic groups (WHO, 2012).

Therefore, considering the prevalence of this issue among preg-
nant and postpartum women and the opportunities for healthcare
services to identify and support the survivors of domestic/IPV, we

and children's health and well-being. Antenatal and postpartum care should be con-
sidered as a moment to routinely inguiry women about past and current violence
experiences. Regular contact among healthcare professionals and women during this
period offers a window of opportunities for implementing psychosocial interventions
among women at risk of violence. Healthcare providers (i.e., physicians, psychologists,
social workers, nurses and midwives) have an important role in identifying survivors,

offering support and providing quality information to women.

antenatal care, domestic violence, healthcare professionals, nurses, postnatal care, postpartum
period, pregnant women

aimed to assess the prevalence of domestic violence/IPV, aggres-
sors, types of violence and associated factors in women who at-
tended an antenatal and postnatal care service in a public hospital
in Brazil.

2 | BACKGROUND

Domestic violence, IPV and family violence are terms frequently
used in the literature (Sapkota et al., 2019). This diversity demon-
strates that violence episodes could be part of women's experiences
during their lifetime, and it could occur in relevant social support
networks such as family and intimate relationships.

IPV has been considered 'behavior by an intimate partner that
causes physical, sexual or psychological harm, including acts of phys-
ical aggression, sexual coercion, psychological abuse and controlling
behaviors' (WHOQ, 2013, p. vii). Although several studies explored
IPV, this study also included domestic violence as a broad term to
allow observation of any abuse perpetrated by any family member
during pregnancy and the postpartum period.

In Brazil, national statistics show a high domestic violence preva-
lence, with approximately 17 million women suffering physical, psy-
chological or sexual violence in 2020 (FBSP, 2021). In this context,
some studies reveal the prevalence of episodes of violence during
pregnancy, showing this period as a moment of vulnerability (Audi
et al.,, 2008; Lima et al., 2016; Ludermir et al., 2017; Silva et al., 2011).
A history of family violence is associated with experiencing violence
during pregnancy (Audi et al., 2008; Lima et al,, 2016; Ludermir
et al., 2017). Additionally, when violence occurs during pregnancy,
the chance of reporting that this situation happens during the post-
partum period is 8.2 times greater (Silva et al., 2011). During preg-
nancy, changes in the frequency, types and severity of violence were
observed; however, more evidence is needed to gain an in-depth
understanding of the nature and patterns of violence in this period
(Taillieu & Brownridge, 2010).

Domestic/IPV is a complex phenomenon that requires a multi-
sectoral response, and the healthcare system has been considered a
key sector in addressing this issue (Garcia-Moreno et al., 2005). For
this reason, a domestic violence routine inquiry during pregnancy
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and postpartum care is recommended. In addition, pregnancy has
been considered a critical moment of intervention due to the regular
contact between women and healthcare providers, and this must be
considered an opportunity for early detection of violence and of-
fered specialized care and referrals (Hill et al., 2016). In this sense,
studies have revealed that healthcare professionals, including nurses
and midwives, assume a key position to identify and help domestic
violence survivors (Crombie et al., 2017).

Universal or selective screening has been a focus of discussion
about the most appropriate approach to be implemented in the
healthcare setting. Despite this, the inclusion of a routine inquiry is
strongly supported by some professional organizations, particularly
during antenatal and postpartum care. Additionally, recommenda-
tions about violence against women screening in healthcare set-
tings are developed by the WHO and the International Federation
of Gynaecology and Obstetrics (FIGO), recognizing the necessity of
training and educational programs for professionals, especially doc-
tors, nurses and midwives (FIGO, 2015; WHO, 2013).

Although more research is needed for a comprehensive ap-
proach about experiences of violence and maternal and perinatal
outcomes, some authors recognize the importance of inquiry about
violence experiences during this period, arguing that this issue could
be more common than conditions frequently screened during ante-
natal care (Guedes et al., 2002). If we consider violence as a cycle,
we assume that past and recent history of violence may negatively
affect women, girls and children's health and well-being during their
lifetime.

On the other hand, several authors have recognized some socio-
demographic factors associated with domestic violence, such as ed-
ucation level, income, use of legal/illegal substances, age, ethnicity
and previous experiences of violence (Sanchez, Bonas, et al., 2020).
However, more evidence is needed to understand how multiple fac-
tors could exacerbate violence experiences among pregnant and
postpartum women. In this sense, this research is based on the no-
tion that pregnancy and the postpartum period are not exempt from
experiences of violence. Therefore, the focus of this study is former
and current experiences of domestic/IPV, including observing the
possibility of relatives and intimate partners as perpetrators. We
considered the following questions: What is the prevalence of do-
mestic/IPV among pregnant and postpartum women? What socio-
demographic characteristics are associated with domestic violence
among pregnant and postpartum women? Who are the main perpe-
trators of physical violence during pregnancy?

3 | THESTUDY
31 | Aim

We aimed to assess the prevalence of domestic violence/IPV, ag-
gressors, types of violence and associated factors in women who
attended an antenatal and postnatal care service in a public hospital
in Brazil.

3.2 | Design

A cross-sectional study was conducted in a public tertiary woman's
hospital using interviewer-administered questionnaires. Additionally,
the study protocol has previously been published, and more detailed
information about the methods can be found there (Sanchez, Bonas,
etal., 2020).

3.3 | Participants

Participants were recruited at the antenatal and postpartum care
services at the Women's Hospital of the University of Campinas,
Sao Paulo, Brazil. This university hospital is in the municipality of
Campinas, a large city in southeastern Brazil; however, the hospi-
tal also attends 42 municipalities in the region with approximately
5 million people. As a public tertiary institution from the Brazilian
health system specializing in women's health, this hospital weekly
receives approximately 200 women in outpatient antenatal care
and 40 women on postpartum consultation who access a medical
referral system. This institution has multi-professional teams to pro-
vide comprehensive care to women who regularly attend outpatient
clinics.

From July 2019 to September 2021, pregnant and postpartum
women who attended outpatient specialized consultations at least
twice were invited to participate. Participants were interviewed only
once. Women with a diagnosis of an impaired condition that would
compromise questionnaire answers were excluded.

3.4 | Sample size

To determine the sample size in this study, we used the formula
n=2%_,,P(1-P)/ ¢, where Pis prevalence, ¢ is the width of the
confidenceinterval and Z, as2 is a standard normal distribution with
probability 1 - a /2. According to a study conducted in the munici-
pality of Campinas among pregnant Brazilian women, the prevalence
of psychological (19.1%) and physical/sexual (6.5%) violence during
pregnancy was observed (Audi et al., 2008). Assuming a significance
level of 5%, both proportions were taken to calculate the sample
size. Based on a single prevalence of 19.1% and a sample error of 5%,
a sample of 237 women would represent the prevalence of violence
in this population. When assuming a prevalence of 6.5% and a sam-
ple error of 2%, a sample size of 584 would be able to represent the
prevalence of violence during pregnancy. We assumed the largest
sample size and adjusted it to 600 women.

3.5 | Data collection

Data were collected through three structured questionnaires. The
data collection was performed in a private location before or after
their medical consultation. Female undergraduate students and
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graduate health professionals conducted face-to-face interviews
that were previously trained to answer and complete the question-
naires and to inform them about types of violence and referral sys-
tems outside or inside the hospital in case women needed further
support. To handle possible response bias, the interviewer informed
the participants that their responses were anonymous and confi-
dential. Women were invited to participate in the study when they
were alone in private rooms. To handle possible missing data, the
interviewer checked all the items and recovered data before the
participants finished the face-to-face interview (Sanchez, Bonas,
et al., 2020).

We collected sociodemographic data using an instrument cre-
ated specifically for this study. We considered participants' age (by
the date of birth), level of education (incomplete or complete ele-
mentary school, high school/college or university), gestational age
for pregnant women (categorized into first, second and third trimes-
ters according to gestational age in weeks, based on amenorrhea
or obstetric ultrasonography performed during the first trimester),
marital status (with or without a partner), the number of people liv-
ing in their home as well as their relationship to the participant (cat-
egorized into 0-1;2-5; and 26) and paid work (categorized into yes or
no). The race/skin colour variable was performed based on catego-
ries adopted by the Brazilian Institute of Geography and Statistics.
The analysis of this variable was performed by self-report, which
classifies the participants as white, black, brown (mixed race), yellow
(Asian descent) and indigenous. The types of religion were based on
self-reports about religiosity. Extrinsic (i.e., going to church/prayer
in a formal setting) and/or intrinsic aspects (i.e., religious beliefs)
were considered. This variable was also categorized into Yes/No
responses.

IPV is a specific term that includes diverse forms of violence
(i.e., physical, sexual and psychological attacks, economic coercion)
perpetrated by a former or current intimate partner (Jansen, 2016).
Commonly, domestic violence has been used as an umbrella term
to assess diverse forms of violence committed against vulnerable
groups, such as women, children, adolescents and elderly people in-
side their domicile and family environment. Domestic violence is a
term that overlaps with IPV and gender-based violence, but it is not

limited to women (Jansen, 2016; Figure 1).

In our study, we considered intimate partners to be close rela-
tionships that may involve some dimensions, such as ‘emotional
connectedness, regular contact, on-going physical contact and sex-
ual behavior, identity as a couple or familiarity with and knowledge
about each other's lives' (Jansen, 2016, p. iii). The inclusion of the
IPV term allows an intimate partner to be identified as an aggressor
independent of cohabitation. Likewise, other relatives or cohabi-
tants could also perpetrate violence against pregnant and postpar-
tum women. In this sense, we decided to include diverse instruments
that allowed us to assess both terms.

The Abuse Assessment Screen (AAS) is a tool widely used among
pregnant women that identify lifetime violence, the frequency and
severity of violent events, the sites of injury in a specific period and
the perpetrator's relationship (Sanchez, Bonas, et al., 2020). Through
this instrument, the outcomes of the study were obtained: lifetime
psychological and/or physical violence, recent physical violence (last
12 months), physical violence during pregnancy, sexual violence and
fear of partner or relatives. The scale provides Yes/No answers to
each item that explores different forms of violence. Husband, ex-
husband, boyfriend, stranger and others are options to respond to
each item. The semantic equivalence of the Portuguese version was
developed by Reichenheim et al. (2000). This version has been used
in studies with Brazilian pregnant and postpartum populations (Lima
et al., 2016; Manzolli et al., 2010; Pinheiro et al., 2012). The scale’s
Cronbach's a is 0.657 in our sample.

To investigate the violence experienced by women and per-
petrated by an intimate partner, a scale from the Woman Abuse
Screening Tool (WAST) was used among those women who have an
intimate relationship. This questionnaire has eight items to explore
physical, sexual and emotional violence using a three-point intensity
or frequency scale (Sanchez, Bonas, et al., 2020). The first two items
assess relationship stress, and the other items address physical, psy-
chological and sexual violence.

This tool provides a total score ranging from 8 to 24 to assess the
severity of IPV, and a higher score indicates more severe violence.
A cut-point from 13 to 24 was used to indicate a positive answer to
IPV in the current relationship (Yut-Lin & Othman, 2008). The scores
of each item ranged from 1 to 3. The first two questions explore
relationship stress and difficulties in resolving arguments. To the

FIGURE 1 Theoretical framework,
measurements and instruments.
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first question, the answer varied from no tension, some tension or
a lot of tension. The second one varied from great difficulty, some
difficulty or no difficulty. The remaining six items explore different
forms of abuse (i.e., physical, psychological and sexual) and include
three levels of scales based on frequency answers such as often,
sometimes or never. To each question, the women could provide one
of the three possible answers.

The WAST questionnaire was translated by the researchers
into the Brazilian Portuguese language using the translation-back
translation method and adapted to cultural requirements (Sanchez,
Bonas, et al., 2020). This scale has been translated, adapted and
used in diverse populations among users of healthcare services
(Garcia-Esteve et al, 2011; Yut-Lin & Othman, 2008). Among
Spanish-speaking women, the scale was found to be reliable, with
a Cronbach's a of 0.91 (Fogarty & Brown, 2002). Cronbach's alpha
value of this instrument was 0.841 in our sample.

The instrument Hurt, Insulted, Threatened with Harm and
Screamed (HITS) explores both physical and psychological viclence
through a four-item questionnaire that explores how often a woman
suffered aggression in the domestic/family setting, including part-
ners and relatives, as possible aggressors. An intensity scale from 1
to 5 was used for any item, and the final score can range from 4 to
20 points. A score of more than 10 points indicates that the partici-
pant is at risk of domestic violence (Basile et al., 2007). To assess the
frequency of domestic violence episodes, the following Likert scale
was used: 1 = never, 2 = rarely, 3 = sometimes, 4 = fairly often and
5 = frequently.

The HITS is a short instrument validated and widely used in
diverse populations, including English and Spanish speakers and
female and male populations in healthcare settings (Caldentey
et al., 2017; Chen et al., 2005; Shakil et al., 2005; Sherin et al., 1998).
A Portuguese version was developed, and it has been used among
Brazilian elderly people to explore the association between do-
mestic violence and socioeconomic status and social relations (da
Fonséca et al., 2020; Guedes et al.,, 2015). Compared with other
questionnaires, the English version of this tool has been demon-
strated to have good internal reliability and concurrent validity
(Sherin et al., 1998). English and Spanish versions obtained 0.76 and
0.61, respectively (Chen et al., 2005). Similarly, the Cronbach's alpha
value of this instrument was 0.784 in our sample.

AAS and HITS were used to explore domestic violence expe-
riences, including lifetime violence and current experiences of vi-
olence committed by in-laws, husbands, boyfriends, ex-partners,
relatives or cohabitants. Currently, partnered women were asked
a series of questions about IPV experiences through the WAST
tool.

3.6 | Ethical considerations
This research was approved by the Research Ethics Committee of

the University of Campinas (CAAE: 13426819.1.0000.5404). All
procedures were carried out according to the Helsinki Declaration

and with Brazilian standards such as the Resolution of the National
Health Council No. 466/2012 on health research with humans. All
participants were made aware of the informed consent form. The
minimum requirements set recommended by the WHO to respond
to IPV in a clinical setting were respected during data collection. For
women who have suffered violence, social and psychological sup-
port from the regular hospital staff, as well as information about spe-
cialized services in their communities, was offered.

3.7 | Dataanalysis

To report the frequency of domestic/IPV exposure and sociodemo-
graphic characteristics, descriptive statistics, including frequency
(percentage) for categorical variables and mean and standard devia-
tion for quantitative variables were used. The comparison between
categorical variables and domestic violence exposure variables from
the AAS tool was analysed using Fisher's exact test and a chi-square
test.

For analytical purposes, we combined lifetime psychological
and/or physical violence, recent physical violence (last 12 months),
and physical violence during pregnancy as the ‘ever-abused’ label.
We conducted univariate and multivariable analyses using a lo-
gistic regression model. We examined the association between
sociodemographic variables and ‘ever-abused’ using crude and ad-
justed estimated odds ratios (ORs) and their respective 5% con-
fidence intervals (Cls). The level of significance adopted was 5%.
We applied a statistical correction (Bonferroni method) to take ac-
count of multiple testing. According to the literature, we included
in the multivariable regression model sociodemographic charac-
teristics that showed an association with domestic violence as the
outcome. We tested whether 10 sociodemographic factors were
associated with ‘ever-abused' variable. We included some victim-
related characteristics such as age, marital status, race/skin co-
lour, education, employment status (Taillieu & Brownridge, 2010),
as well as other indicators such as the number of people in the
household (Ferri et al., 2007), religion (Steiner et al., 2022), co-
habitation with a partner (Durand & Schraiber, 2007) pregnancy
or postpartum period (Silva et al., 2011) and screening period
based on two periods before and during the Covid-19 pandemic
(Abujilban et al., 2022). The data were analysed using SAS System
for Windows software (Statistical Analysis System, version 9.2,
SAS Institute Inc., 2002-2008, Cary, NC, United States).

3.8 | Validity and reliability/rigour

We selected questionnaires frequently used in clinical settings to
identify women who faced domestic and IPV (Basile et al., 2007).
A systematic review revealed that some of the most studied IPV
screening tools were the HITS (sensitivity 30%-100%, specificity
86%-99%); the WAST (sensitivity 47%, specificity 96%) and the AAS
(sensitivity 23%-94%, specificity 55%-99%) (Rabin et al., 2009).
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4 | RESULTS/FINDINGS

In Table 1, we describe all sociodemographic data for the total
sample of 600 women interviewed, aged 13-47 years, with a mean
(+SD) of 27.0 (+8.58). Among them, 79.7% were pregnant, and
20.3% were postpartum women; the majority declared themselves
non-white skin colour (60.7%), had a religion (75.2%), had an in-
timate partner (91.8%) and 473 (85.8%) cohabited with them at
the time of the interview. More than half (53.2%) completed high
school, and most of them (64.3%) did not have paid work currently.
We conceived and designed this study before the COVID-19 pan-
demic. The majority of the interviews were conducted during the
COVID-19 pandemic among women regularly attending antenatal
and postnatal services.

Qur results show that 136 (22.7%) experienced lifetime psycho-
logical and/or physical violence perpetrated by an intimate partner or
relatives, 32 (5.3%) reported physical violence in the last 12 months
and 14 (2.3%) disclosed that they suffered physical violence during
pregnancy. The prevalence of women with fear of partners or rela-
tives was 3.3%, and 0.3% reported sexual violence. A higher prev-
alence of lifetime psychological and/or physical violence occurred
among non-white skin colour (p = .036) and postpartum women
(p = .020). Being afraid of a partner or relatives was more frequent
among adolescents (13 to 19years), women older than 35years old
(p = .025), postpartum women (p = .023) and those not living with an
intimate partner (p =.030) (Table 2).

When evaluating the characteristics of the perpetrators, we ob-
served that the husband (60%), ex-husband (6.7%), boyfriend (6.7%)
and other relatives (26.7%), such as parents, aunt or stepfather, were
the perpetrators of physical violence during pregnancy.

According to HITS and WAST scales, among women with part-
ner, 37 (6.7%) experienced IPV, and 19 (3.5%) reported domestic
vialence. In this group, 13 (2.4%) reported both forms of violence
(Figure 2). Among those women reporting current domestic violence
or IPV, most had previously suffered any abuse (95% and 83.8%, re-
spectively) (Figure 3).

The results according to the 'ever-abused’ variable showed that
138 (23%) women suffered violence during any moment of their
life. Ever been abused occurred mainly among non-white skin co-
lour (p = .041) and postpartum women (p = .009), and it was more
frequently disclosed before the COVID-19 pandemic (p<.001). In
univariate analysis to race/skin colour, screening period, pregnancy
trimester and postpartum were the variables correlated with the
‘ever-abused’ variable. Pregnant women in their first gestational
trimester (OR = 3.73; 95% Cl 1.16-11.95; p = .027), those in their
third trimester (OR = 1.97; 95% Cl 1.03-3.79; p = .042) or during the
postpartum period (OR = 3.09; 95% Cl 1.51-6.33; p = .002) were
more likely to disclose having already suffered abuse than women
in their second trimester of pregnancy. Women with non-white skin
colour (OR = 1.53; 95% Cl 1.02-2.28; p = .040) were more likely to
suffer violence at any moment of their life than women with white
skin colour. Women interviewed during the COVID-19 pandemic
(OR = 0.44; 95% Cl 0.30-0.65; p<.001) were less likely to report

TABLE 1 Distribution of sociodemographic characteristics of
antenatal and postnatal care attendees (n = 600)

Variables n (%)
Age

<19 157 (26.2)

20-34 296(49.3)

=35 147(24.5)
Race/skin colour (self-reported)

White 236(39.3)

Mixed race 253 (42.2)

Black 108 (18.0)

Asian descent 3(0.5)
Marital status

With partner 551(91.8)

Without partner 49(8.2)
Schooling

Incomplete elementary school 70(11.7)

Elementary school 175 (29.2)

High school/College 319(53.2)

University 36(6.0)
Paid work

Yes 214 (35.7)

No 386 (64.3)
Religion

Yes 451(75.2)

No 149 (24.8)
Type of religion (n = 451)

Catholic 190 (42.1)

Evangelical 225(49.9)

Spiritism 5(1.1)

Umbanda 5(1.1)

Other 21(4.7)

Not defined or multiple religions 5(1.1)
No. of people in the household®

0-1 179 (29.9)

2-5 410 (68.4)

26 10(1.7)
Living with a partner (n = 551)

Yes 473(85.8)

No 78(14.2)
Pregnancy trimester or postpartum

First trimester 17 (2.8)

Second trimester 94 (15.7)

Third trimester 367 (61.2)

Postpartum 122(20.3)
Screening period

Before Covid-19 pandemic 184 (30.7)

During Covid-19 pandemic 416 (69.3)

*Missing value = 1.
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(Continued)

TABLE 2

n (%) of women with fear of partner

or relatives

n (%) of women experienced physical

n (%) of women experienced recent
violence during pregnancy

physical violence (last 12 months)

n (%)of women experienced lifetime

psychological and/or physical violence

No (n = 580) p-value®

20)

=464) p-value® Yes (n = 32) No(n=565) p-value® Yes (n = 14) No (n = 586) p-value® Yes (n

No (n

Yes (n = 136)

Characteristics

Pregnancy trimester

or postpartum

.023

17(2.9)
94 (16.2)
356 (61.4)

0(0)
0(0)
11 (55)

.337

17 (2.91)
94 (16)

01(0)
0(0)
10(71.4)

15(2.7) 161

93(16.4)
344 (60.7)

12(2.6) .020 2(6.3)

82(17.7)
285 (61.4)

5(3.7)
12 (8.8)

82

First trimester

1(3.1)
22(68.8)

Second trimester

357 (60.9)
118 (20.1)

(60.3)

Third trimester

113 (19.5)

9 (45)

4 (28.6)

115(20.3)

7(21.9)

85(18.3)

37 (27.2)

Postpartum

Screening period

.016

173 (29.8)

11 (55)

.014

175 (29.9)

<.001 9 (64.3)

164 (28.9)

<.001 20 (62.5)

60 (44.1) 124(26.7)

Before Covid-19

SANCHEZ ET AL

pandemic
During Covid-19

407 (70.2)

9 (45)

411 (70.1)

5(35.7)

404(71.1)

12(37.5)

340(73.3)

76 (55.9)

pandemic

Abreviations: mv, mean value; sd, standard deviation.

“p-value from Chi-square test and Fisher exact test; significant p-values are bold.

any abuse than women interviewed before the COVID-19 pandemic
(Table 3).

Multivariable logistic regression analysis confirmed that race/
skin colour, screening period, pregnancy trimester and postpartum
period were significant factors associated with the ever-abused vari-
able. Non-white women (OR = 1.53; 95% Cl 1.01-2.34; p = .048),
women with gestational age < 13weeks (OR = 3.41; 95% Cl 1.03-
11.25; p = .044) and postpartum women (OR = 2.81; 95% Cl 1.32-
5.99; p = .008) were more likely to experience domestic violence at
some time in their lives. Women interviewed during COVID-19 were
less likely to disclose having suffered any abuse (OR = 0.45; 95% CI
0.29-0.69; p<.001) (Table 3).

5 | DISCUSSION

Our study showed the prevalence of domestic violence among at-
tendees of antenatal and postnatal services. We found that during
pregnancy and the postpartum period, women could experience
physical and emotional violence in the domestic setting that was
specifically perpetrated by intimate partners. The WHO multi-
country study revealed different prevalence estimates of physical
IPV, showing a range of 1% in Japan city to 28% in Peru province
(Garcia-Moreno et al., 2005). Similarly, a review of studies from 19
low- and middle-income countries showed a variation from 2% to
13.5% (Devries et al., 2010). In this sense, a recent systematic review
revealed that the worldwide prevalence of physical, psychological
and sexual violence during pregnancy was 9.2%, 18.7% and 5.5%,
respectively (Roman-Galvez et al., 2021).

However, our current finding is lower than some studies con-
ducted in Brazilian healthcare settings that explore experiences
of physical violence during pregnancy in Cariacica (7.6%) (Silva &
Leite, 2020), Recife (7.4%) (Menezes et al., 2003), Campinas (6.5%)
(Audi et al., 2008) and Vitdria (4.6%) (Fiorotti et al., 2018) and even
lower among postpartum women in Rio de Janeiro (30%) (Moraes
et al., 2017). About lifetime violence, a recent study conducted in
a maternity hospital in Brazil showed that 3% of pregnant women
experienced some form of domestic violence, in contrast with other
studies that showed that 36.9% of women suffered domestic vio-
lence at some point in their life (Steiner et al., 2022).

Different violence estimates must be analysed carefully. Some
authors also observed that this variation might be caused by diverse
sample sizes (Menezes et al., 2003), techniques to recruit study par-
ticipants (Fekadu et al., 2018), assessment tools and different types
of data collection techniques (Audi et al., 2008; Fekadu et al., 2018).
Likewise, population characteristics and different definitions of vio-
lence might influence this difference observed throughout studies
(Audi et al., 2008; Menezes et al., 2003). In addition, socio-cultural
norms must be considered to analyse differences between the fre-
quency and severity of types of violence experienced by women
during pregnancy across all regions and countries (Garcia-Moreno
et al., 2005). In this sense, social representation of violence against
women must be considered to analyse these results. In some
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cultures, pregnancy and the postpartum period could be protec-
tive factors because it is not a socially accepted physical aggression
during this period; however, in other societies, being pregnant could
be a risk factor (Garcia-Moreno et al., 2005).

In addition, the evidence on pregnancy as a risk factor is not yet
conclusive (Menezes et al., 2003). Furthermore, our study does not
allow us to evaluate pregnancy and postpartum as risk factors; how-
ever, our findings showed that women are vulnerable to experiencing
lifetime violence and domestic/IPV during this period. Additionally,
domestic violence is a complex phenomenon, and more research is
necessary to understand the violence dynamics before, during and
after pregnancy, including qualitative studies of a comprehensive

Domestic Violence Intimate Partner
Positive Score Violence Positive Score
19 (3.5%) 13 (2.4%) 37 (6.7%)

FIGURE 2 Prevalence of combination of domestic and
intimate partner violence among women in a current intimate
relationship.

participants

approach based on an ecological model that allows multidimensional
analysis of individual, relationships community and societal factors
(Garcia-Moreno et al., 2005). Similar to other studies, our findings
suggest that this issue may be present at any stage of a woman's life
(Gashaw et al., 2018). In this sense, some authors, when studying
domestic violence experiences, combined current and past experi-
ences as any domestic violence because they suspected that some
cases reported ‘in the past’ could actually affect women (Warren-
Gash et al., 2016).

Notably, the data collection period was significantly associated
with domestic/intimate violence experiences. A higher frequency
of lifetime violence, recent physical violence and physical violence
during pregnancy before the COVID-19 pandemic was observed.
A study conducted in Canada showed that 24.07% of women who
gave birth during the COVID-19 pandemic reported some form
of perinatal IPV (Muldoon et al., 2021). Some data available from
low- and middle-income countries show the prevalence of domestic
violence during the COVID-19 pandemic among pregnant women.
For instance, IPV violence during pregnancy was reported among
7.1% of Ethiopian pregnant women (Teshome et al., 2021). In con-
trast, a community-based study conducted in Southwest Ethiopia
revealed that the prevalence of IPV was 39.2% among pregnant
women (Fetene et al., 2022). Data from a population online survey
conducted in the Democratic Republic of Congo showed that 11.7%
of women reported any form of IPV and being pregnant signifi-
cantly increased the odds of reporting IPV (Ditekemena et al., 2021).
On the other hand, upper-middle-income countries such as Iran

Domestic

violence
(HITS scale)

n=20 positive n=579 negative
screen screen

Intimate
Partner
Violence
(WAST scale)

n=37 positive n=563 negative
screen screen

1(0.5%) 461 (79.6%) 5 6(16.2%) 456 (81%)
ovorabused | | Moause || i lE e | | moabuse cvranusad | | "odbuwse | |t TIN | | moabuse
history history history history

FIGURE 3 Presentation with domestic and intimate partner violence current experiences and ever-abused cases.
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TABLE 3 Association of sociodemographic characteristics and ever-abused variable according to abuse assessment tool (n = 600)

n (%) of ever-abused® women Univariate analysis Multivariable analysis
Adjusted OR
Characteristics Yes(n=138) No(n=462) p-value Crude OR (95% Cl) p-value® (95% Cl) p-value®
Age
<19 42 (30.4) 115(24.9) .201 (ref) - (ref) -
20-34 59 (42.8) 237 (51.3) 0.68 (0.43-1.07) .098 0.98 (0.55-1.75) .948
235 37 (26.8) 110 (23.8) 0.92(0.55-1.54) 753 1.34 (0.69-2.60) .386
Skin colour
(self-reported)
White 44(31.9) 192 (41.6) .041 (ref) - (ref) =
Non-White 94 (68.1) 270(58.4) 1.53(1.02-2.28) .040 1.53 (1.01-2.34) .048
Marital status
With partner 125 (90.6) 426 (92.2) 540 (ref) - (ref) -
Without partner 13(9.4) 36(7.8) 1.23(0.63-2.39) 541 0.83(0.36-1.92) 668
Schooling
Elementary school 60 (43.5) 185 (40) 471 (ref) - (ref) -
College/High school 78 (56.5) 277 (60) 0.87 (0.59-1.28) 472 0.99 (0.64-1.55) .986
and University
Paid work
Yes 46(33.3) 168 (36.4) 514 (ref) = (ref) -
No 92 (66.7) 294 (63.6) 1.14(0.77-1.71) 515 1.03 (0.65-1.62) 506
Religion
Yes 103 (74.6) 348(75.3) .870 (ref) = (ref) -
No 35 (25.4) 114 (24.7) 1.04 (0.67-1.61) .869 0.87 (0.54-1.40) 563
No. of people in the
household
0-1 32(23.2) 147 (31.9) .050 (ref) - (ref) -
22 106 (76.8) 314 (68.1) 1.55(0.99-2.41) .051 1.07 (0.66-1.73) 793
Living with a partner
Yes 101 (73.2) 372 (80.5) .064 (ref) - (ref) -
No 37 (26.8) 90 (19.5) 1.51 (0.97-2.36) .065 1.52(0.85-2.74) 159
Pregnancy trimester or
postpartum
First trimester 6(4.3) 11(2.4) .009 3.73(1.16-11.95) .027 3.41(1.03-11.25) .044
Second trimester 12 (8.7) 82(17.7) (ref) - (ref) -
Third trimester 82 (59.4) 285(61.7) 1.97 (1.03-3.79) .042 1.50(0.75-3.01) .255
Postpartum 38(27.5) 84 (18.2) 3.09 (1.51-6.33) .002 2.81(1.32-5.99) .008
Screening period
Before Covid-19 62 (44.9) 122 (26.4) <.001 (ref) - (ref) -
pandemic
During Covid-19 76 (55.1) 340(73.6) 0.44 (0.30-0.65) <.001 0.45(0.29-0.69) <.001
pandemic

Abbreviations: OR, Odds Ratio; Cl, Confidence Interval; ref, reference.
*Ever-abused, ever been emotionally or physically abused and/or physically abused during the last year and/or during pregnancy.
°p-value obtained by the likelihood ratio test based on the logistic regression model. Significant p values (p <.005) are bold.

reported a domestic violence of 35.2% during the COVID-19 out- and reproductive services to receive specialized care during the
break (Naghizadeh et al., 2021). period of the pandemic. For instance, during the COVID-19 pan-

An element that may have influenced our findings is related to demic, specialists from the Service for Sexual and Domestic
the access of women who were in situations of violence to sexual Violence in Milan, Italy observed a 50% decrease in demand for
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assistance (Viero et al., 2021). Similar to our findings, a study con-
ducted in Jordan among pregnant women revealed that the level
of IPV during the quarantine was less than before the quarantine
(Abujilban et al., 2022). This does not mean a reduction in domestic
violence episodes; in fact, these results provoke a discussion about
the victims' opportunities to access specialized services during this
specific period (Sanchez, Vale, et al., 2020). About data on domestic
violence, it is also important to highlight the context in which these
data were collected.

However, a wide range of domestic violence prevalence
among settings and inconsistent findings of sociodemographic
characteristics as their role as risk factors for domestic vio-
lence demonstrate that this topic needs more research (Garcia-
Moreno et al., 2005; Taillieu & Brownridge, 2010). In the same
way as before the COVID-19 pandemic, this varied range was
observed among studies conducted during the outbreak. Among
the observational studies available during this period among the
population of pregnant and postpartum women, surprisingly, no
Latin American studies were identified. We expected that our
findings contribute to increasing the knowledge about domestic
violence and women's perception of safety among pregnant and
postpartum women in diverse contexts, including Latin American
countries.

In addition, it is recognized that underreporting of cases of vio-
lence has been a recurrent problem in addressing this issue because
of the stigma women may feel about disclosing violence during preg-
nancy (Garcia-Moreno et al., 2005). In addition, it highlights that fear
of retaliation and of being discovered affect the disclosure of IPV
(Kwaramba et al., 2019). Additionally, the prevalence of domestic
vialence during this specific context must be reached through rep-
resentative data and epidemiological studies that analyse healthcare
service accessibility and its impact on maternal and perinatal health
(Kotlar et al., 2021).

Based on WHO multi-country data, some factors, such as al-
cohol abuse, cohabitation, young age, attitudes supporting vio-
lent behaviour in marriage relationships, experiencing childhood
abuse, history of domestic violence and experiencing or perpe-
trating other forms of violence in adulthood, increased the risk
of IPV (Abramsky et al., 2011). Several authors have identified
some factors associated with experiencing different forms of vi-
olence among pregnant women, such as low-level education (Audi
et al, 2008; Menezes et al., 2003; Silva & Leite, 2020; Steiner
et al., 2022), previous experience of violence (Audi et al., 2008;
Durand & Schraiber, 2007; Menezes et al., 2003), being young
(Moraes et al., 2017; Silva & Leite, 2020) and economic vulnera-
bilities (Moraes et al., 2017; Silva & Leite, 2020). However, in this
specific population, our findings contrast with those reported and
suggest that experiences of domestic violence are independent of
some sociodemographic characteristics. Similarly, another study
that estimated the lifetime prevalence of IPV among women from
an urban city in southern Brazil showed that educational level,
household income, age and race were not significantly associated
factors (Kwaramba et al., 2019).

Studies that explore risk factors about victims' characteristics
have demonstrated some inconsistencies about the association
between violence during pregnancy and age, race/ethnicity, in-
come level, educational level, marital status and educational status
due to associations show significance during bivariate analysis and
often become non-significant in multivariable analyses (Taillieu &
Brownridge, 2010). In this sense, we agree that some groups could
be more vulnerable to experiencing domestic violence; however, it is
important to be aware that violence against women is present in all
settings and among all socioeconomic status (WHO, 2012).

In addition, we considered that it is necessary to encourage
routine screening as a practice among healthcare professionals
in the assistance offered to this population, including a system-
atic enquiry about IPV and exploring whether other relatives are
perpetrators of violence during pregnancy and the postpartum
period. Some professional organizations, such as the Emergency
Nurses Association (ENA), support routinely screening people for
IPV and recommend developing and implementing strategies, pro-
cedures and education for improved identification, reporting, pro-
tection and primary prevention when caring for individuals at risk
for different forms of violence. In addition, the American College
of Obstetricians and Gynaecologists (ACOG) recommends system-
atically screening adolescents and women for interpersonal and
domestic violence and, in case they need, providing or referring
for intervention services (ACOG, 2017). Consequently, antenatal
and postnatal care services might be an opportunity to identify,
refer and offer quality information and support care to survivors
(Sapkota et al., 2019).

A recent guideline focused on the pregnant population contains
some recommendations for selective screening strategy (WHO, 2016).
Somehow, this recognizes that antenatal care services are a relevant
entry point. Some clinical conditions presented during this period might
be associated with IPV experiences. Therefore, IPV is a preventable
risk factor for perinatal and maternal adverse outcomes (WHO, 2016).
However, screening about IPV experience during antenatal care is a
context-specific recommendation. To include this clinical inquiry is re-
quired the application of some conditions such as ‘a protocol/standard
operating procedure; training on how to ask about IPV, and on how to
provide the minimum response or beyond; private setting; confidenti-
ality ensured; system for referral in place and time to allow for appro-
priate disclosure’' (WHO, 2016, p. xii).

However, identifying women in situations of violence is a chal-
lenge for health professionals in antenatal and postnatal care
services. For this reason, it is necessary to develop educational pro-
grams to train healthcare providers to implement routine screenings
based on women-centered care to respect a woman's rights and
autonomy.

Finally, our results show that healthcare professionals in sexual
and reproductive healthcare services might address this issue sys-
tematically. In this sense, domestic violence has been identified as
a problem that may be present in all women throughout their lives,
and pregnancy and the postpartum period are not an exception. It
is widely known that these experiences negatively affect fetal and
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maternal health, and for this reason, based on a comprehensive care
approach, healthcare professionals cannot neglect this issue during
antenatal and postpartum care.

5.1 | Strengths and limitations

To the best of our knowledge, this is the first study exploring vio-
lence experiences in pregnant and postpartum women with data
collected before and during the COVID-19 pandemic in Brazil.
Most studies were conducted before the COVID-19 pandemic,
and more evidence about violence dynamics during this emer-
gency context is needed. Even though there are many police and
governmental reports about the increase in domestic violence,
there is a paucity of survey data documenting the intersection of
pregnancy, violence and the COVID-19 pandemic. A recent scop-
ing review highlighted that there is a gap in representative epi-
demiological data assessing domestic violence increase, and the
available data did not reveal whether the victims were pregnant or
mothers (Kotlar et al., 2021).

However, the findings presented in this study should be inter-
preted in the context of some limitations. As a cross-sectional de-
sign, this study is not sensitive enough to establish a cause-effect
relationship between exposure and outcomes, and reproductive co-
ercion or economic violence were forms of violence not explored.
Possible underreporting could be another limitation; however, the
researchers' team guaranteed a safe and private environment, and
interviewer training was also performed to reduce information bias.

Additionally, considering that all the conception of this study was
before the COVID-19 pandemic, it did not include specific questions
about safety perception during physical or social distancing measures
to allow an in-depth analysis of the violence course during this period.
Women with greater levels of exposure to violence may be less likely
to have participated, especially during the COVID-19 pandemic, which
may introduce selection bias. This factor may explain why several risk
factors were not significantly associated with domestic violence. Future
studies would benefit from larger sample sizes from population-based
studies, which would improve our understanding of sociodemographic
associations with domestic violence.

As a strong paoint of our study, we may mention that this type of
finding is relevant for assisting in the implementation of public pol-
icies and the development of strategies to reduce and prevent the
occurrence of violence. Considering healthcare settings as essential
services during the emergency context, those services focused on
sexual and reproductive health needs have an important role in iden-
tifying and supporting women experiencing violence who may have
lost contact with social support networks.

6 | CONCLUSION

Violence against women was more frequently reported before
the COVID-19 pandemic by women with non-white skin colour,

pregnant in their first gestational trimester and in the postpartum
period. Despite the variability of prevalence estimates, our data re-
inforce that current and past experiences of violence may be present
among women of reproductive age. In this sense, reproductive and
sexual healthcare settings could be appropriate environments to de-
velop some strategies to reduce interpersonal violence and prevent
possible repeat victimization experiences. Encouraging healthcare
professionals, including nurses, doctors and midwives, to implement
a routine inquiry is needed.
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Abstract

Introduction: Domestic violence is a complex issue present in every society that
results in adverse consequences for women throughout their lives. Health systems,
namely reproductive health care services, are appropriate environments in which to
address this issue. To prevent and respond appropriately to this problem, it is

necessary to understand the meanings that women attribute to domestic violence.

Objective: The aim was to explore women's perceptions of violence, its causes,
manifestations, consequences, and responses to prevent and confront domestic

violence against women in Brazilian society.

Design: We conducted a qualitative study with individual, semi-structured interviews.
We used thematic analysis and discussed the data considering the ecological

framework.

Setting: The study was conducted in the Brazilian National Health System's antenatal

and postnatal care service.

Participants: The sample selection was intentional and was conducted according to
the data saturation criterion. Twelve women who attended an antenatal and postnatal
care service were interviewed. The participants reported different experiences of
domestic and family violence throughout their lives.

Results: Based on the analysis, four themes were identified: 1) between the public
and the private—violence against women and its manifestations, causes, and
particularities; 2) factors that increase vulnerability; 3) protection system and support
network—strengths and weaknesses; and 4) alternatives for the prevention and
elimination of violence.
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Conclusions: The perceptions of Brazilian women during pregnancy and the
postpartum period regarding domestic violence included a multifaceted view of
violence. The women’s discourse demonstrated the difficulties that they faced in

interrupting the cycle of violence and accessing support networks.

Keywords: Violence Against Women; Domestic Violence; Pregnancy; Postpartum

Period; Qualitative Research
Strengths and limitations of this study

This qualitative study collected perceptions about domestic violence against Brazilian
women who received specialized care during pregnancy and the postpartum period,

contributing to a deeper understanding of this phenomenon.

This study will advance the literature in understanding the barriers and facilitators

women face in reporting and seeking help for domestic violence.

Limitations of this study include the generalizability of the findings due to the interviews
being conducted in a public health service, which may influence the representation of

women with a specific socioeconomic profile.
INTRODUCTION

Domestic violence is recognized as a complex problem that women may face
throughout their lives. Globally, one in three women has experienced sexual and/or
physical violence from an intimate partner (1). This phenomenon is a problem that

affects women in all countries and regions (2).

Data from a multi-country study revealed that the prevalence of physical
violence during pregnancy ranges from 1% in Japan to 28% in Peru (1). The variation
in domestic and partner violence rates between countries might be due to differences
in theoretical and methodological approaches (3). Nevertheless, these findings reveal
the importance of understanding how sociocultural characteristics affect the

prevalence, patterns, and dynamics of domestic violence in different contexts.

Pregnant and postpartum women are considered vulnerable to domestic
violence. Some studies have shown that women with a history of violence are more
likely to suffer violence during pregnancy and in the postpartum period (4). Moreover,

in some contexts, it was observed that domestic violence experiences were initiated or
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increased during pregnancy and the postpartum period (3,5). During these periods,
psychosocial issues must be addressed as part of routine care in antenatal and
postnatal care services. In addition, several adverse maternal and perinatal outcomes
are associated with domestic violence during pregnancy, such as low birth weight,
premature birth, unwanted pregnancy, and miscarriage (6).

Considering the importance of ensuring that pregnant and postpartum women
have a positive experience during this period, several recommendations reinforce the
importance of routine screening for violence (7,8). These recommendations recognize
the urgency of implementing strategies that guarantee an effective response to
confront this issue. However, these strategies need to consider women's perceptions
of the frequency, causes, and forms of violence and their awareness of support

services for victims of violence in its various forms.

The wide-ranging harm to women’s sexual and reproductive health caused by
violence and systematic monitoring by health services during pregnancy and the
postpartum period suggest that this is an appropriate period for interventions in this
scope. Therefore, understanding women's attitudes regarding exposure to violence is
a key factor to identifying more effective strategies to prevent and respond
appropriately to domestic violence.

Aim
The aim of this study is to explore women's perceptions of violence, its causes,

manifestations, consequences, and responses to prevent and confront domestic

violence against women in Brazilian society.
METHODS
Study setting

This study was conducted in a public service of the Brazilian National Health
System (SUS). The Women’s Hospital of the University of Campinas is a reference
institution specializing in women's health located in the metropolitan region of
Campinas city in Sdo Paulo state. The study was conducted at outpatient obstetrics
clinics. The institution articulates with the social assistance network in the region,
providing a system of referrals to specialized services for women in whom exposure to

domestic violence has been identified.
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Design and sampling

This qualitative study is part of research with a mixed perspective following a
sequential explanatory design (9). The research integrated quantitative and qualitative
methods, techniques, and data to obtain a holistic understanding of a complex reality
of domestic violence (10). The prevalence of domestic violence and domestic violence-
associated factors were previously identified in a sample of women who received
specialized care during pregnancy and after childbirth. The study protocol (10) and the
quantitative research (11) were published, and additional details about the research
design, methods, and results of the quantitative phase can be found in both

publications.

In the qualitative phase of the research, the selection of participants was
intentional; women who routinely attended obstetrics outpatient clinics were invited to
participate. The participants comprised women with different experiences regarding

domestic and family violence.
Data collection

Empirical data were collected through individual, face-to-face interviews
conducted using a semi-structured script with open questions. The interview guide was
prepared and reviewed by a team of researchers based on the identification of issues
that needed to be discussed according to the results obtained in the quantitative phase
of the study. The invitation to participate in the research and the data collection were
performed by one of the female researchers with a degree in psychology and

experience in conducting individual interviews.

In general, the questions explored the participants’ knowledge about the
frequency of violence in Brazilian women, the types of violence and environments that
increase vulnerability to violence, the causes, consequences, and frequency of
domestic violence during pregnancy and the postpartum period, and the changes that
were observed during coronavirus disease 2019 (COVID-19) pandemic. In addition,
we explored the support networks and the strategies they recommended to preventing

and eliminating violence against women.

The women were invited to participate in the research in the hospital's outpatient

clinics when they were alone to guarantee their privacy and safety. Data collection was
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conducted in October 2022 in the obstetrics outpatient rooms of the hospital. In total,
12 interviews were conducted. The theoretical saturation criterion was used to define
the number of necessary interviews. All interviews were performed in a private room;
they were audio recorded and verbatim transcribed, and the participants were

interviewed only once.
Data analysis

Data were analyzed using the thematic analysis technique proposed by Braun
and Clarke (2006), which included six phases: 1) familiarization with the data, 2)
generating initial codes, 3) searching for themes, 4) reviewing the themes, 5) defining
and naming the themes, and 6) producing the report (12, 13). The transcribed material
was carefully read for initial familiarization with the data and the context in which it was
produced. Subsequently, the initial codes were identified and elaborated, which were
revised via systematic re-reading of the material. The codes were grouped into
preliminary themes and sub-themes. During the construction and refinement of the
themes, we evaluated whether they appropriately reflected the perceptions and main
ideals of the interviewees regarding the objective of study, faithfully covering the
perspectives of the participants regarding the explored topics. The results were
interpreted and compared with existing evidence in the literature on the subject of
study. Data were discussed using the ecological framework (14). Reporting was
conducted in accordance with the COnsolidated criteria for REporting Qualitative
research (COREQ).

Ethics and dissemination

The project was approved by the Research Ethics Committee of the University
of Campinas under number CAAE 13426819.1.0000.5404. All stages of the research
were conducted following the ethical principles established in the Resolution of the
National Health Council n® 466 of 2012 and the Declaration of Helsinki. All participants
signed the informed consent form and were informed about the purpose of this study
and their rights. The participants’ statements were identified with consecutive numerals
to maintain anonymity. We will disseminate our findings to researchers and health care
providers through conference presentations and publications in peer-reviewed

journals.



Patient and public involvement

No patients nor the public were involved in the design of this study.

RESULTS
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Twelve women participated in the study. The sociodemographic characteristics of the

interviewees are presented in Table 1.

Table 1. Distribution of sociodemographic characteristics of antenatal and

postnatal care attendees

Participant

E1l

E2

E3

E4

ES

E6

E7

E8

EQ

E10

E1l1

E12

Age

20

16

17

31

22

27

29

15

19

13

18

16

Scholarship

High School

High School

Elementary

Higher
education

High School

High School
High School
Elementary
High School
Elementary
Elementary

Elementary

Race/
skin
colour
Mixed
race
White

Mixed
race
White

White

White

Mixed
race
Mixed
race
Mixed
race
Mixed
race
White

White

Marital
status

With
partner
With
partner

With
partner
With
partner

With
partner

With
partner
With
partner
Without
partner
With
partner
Without
partner
With
partner
With
partner

Living
with a
partner
Yes

No

No

No

Yes

Yes
Yes
No
Yes
No
No

Yes

People in the
household

Partner

Mother,
father, 3
sisters
Mother,
stepfather
Mother,
father,
daughter
Mother,
sister,
husband
Husband

Husband,
daughter
Mother,
stepfather
Husband, son

Grandmother

Mother,
father, sister
Father,
husband

Paid work

No

No

No

Yes

No

Yes

Yes

No

No

No

Yes

No

Religion

Christian

Catholic

Evangelical

Catholic

Evangelical

Spiritism
Catholic
No religion
Evangelic
Evangelic
Catholic

Umbandista

Four themes were identified through thematic analysis: 1) between the public and the

private—violence against women and its manifestations, causes, and particularities; 2)

factors that increase vulnerabilities; 3) protection system and support network—
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strengths and weaknesses; and 4) alternatives for the prevention and elimination of
violence (Figure 1).

The female
condition

History of family Pregnancy-
violence postpartum period

MANIFESTATIONS
CAUSES VULNERABILITIES

PARTICULARITIES Socloeconomic coviD-19

inequities pandemic

Consequences Mental health and

substance abuse

DOMESTIC
VIOLENCE

Education

PROTECTION
Health SYSTEM AND
Services Strengths § o;ppoRT NETWORK

Fig 1. Thematic Map

1) Between the public and the private—violence against women and its

manifestations, causes, and particularities

Forms of violence

The type of violence most recognized by the interviewed women was physical
violence. This was observed through the description of behaviors, from those that
denoted physical aggression (pushing, arm squeezing, hair pulling) to acts that could
culminate in femicide. This was generally the first form of violence mentioned by the
interviewees. Despite recognizing the severity and impacts of different forms of
violence, the interviewees perceived how physical aggression directly affected and
threatened the integrity of women.

E4: Both forms are serious, but | think that from the moment it starts with

aggression that hurts not only the soul, but also the person, it is more serious.
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Psychological violence became apparent in the discussions through behaviors
such as belittling, offending, humiliating, manipulating, harassing, controlling, or
invalidating the woman's feelings. This was described as one of the most frequent
forms of violence, even being observed in the affective bond through behaviors that
apparently symbolized care and protection.

EG6: | believed that was the kind of care that the person had for me, right? That
it was a kind of protection—not really, right? | was very manipulated; | was very shy
regarding small things, from clothing to opinions. | was watched; | had my cell phone
and computer hacked. It was something that the abuser involved my parents a lot in,
as if I was always wrong {(...)

Sexual violence was mentioned, specifically violence that was perpetrated by
strangers. In contrast, patrimonial violence was scarcely mentioned. Only one of the

interviewees described this latter form of violence based on familial experiences.

E1: There is a type of violence that is called patrimonial violence, which is, in
short, that the husband or partner owns everything, owns the house and the car, and
the woman ends up being—in short—a hostage of the situation.

The roots of violence against women

Some of the participants recognized the causes of violence in historical, cultural,
and structural elements. Social inequalities defined the relationships and existed not
only in the domestic environment, but also in the labor sphere. Some participants

mentioned the exclusion of the women who become mothers from the labor market.

E1: Ithink maybe it's all a historical, cultural, structural issue, and it comes from
that because we don't see the alternative. Not as much as men; it must exist, but still,

it's a minority.

E6: The woman must be the person who takes care of the children and doesn't
have the kind of support network that allows her to return to the job market, right? It's
always the woman who ends up giving up. | think this is a lot of the violence; | know
many women who go through this, but they don't see it as violence. | see it as

inequality, right? With immense structural machismo.

The power relationship described as an oppression—submission relationship

was identified in different scenarios; therefore, the women perceived the possibility of
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immediate transformations that contributed to the establishment of an equitable society
as unlikely. Inequalities in the relationships between men and women are at the root
of violence, and their consequences are observed in the most diverse areas of

women's lives.

E1: Yes, it is already rooted...in the culture that we come from. From the
housewife woman, from the woman taking care of the children, from the submissive
woman to her husband, from the woman and the submission to other men at work, and
finally, in society. All this violence is the result of a social historical reason that goes
back many years, and it is very difficult to break it from day to night.

E9: Ah, because today's world is very, very sexist, right? So men think they are
more than women, right? That they should earn more, that men are better than women

are. Yeah, | think that's totally wrong.

Specifically, institutions, such as the church and the family, were mentioned as

environments that reinforced a stereotyped view of women's roles in society.

EG6: | even went to religious cults and stopped being part of the church because
of pastors encouraging this type of thinking, and many times | have seen women seek
this type of support, not being happy, and hearing—sometimes from her own family—
that she has to fulfill her role as a woman before the bible, before society (...) So, |
think this is something that is very much there, that is everywhere: at work, in the family,

at church. [It is] very difficult to change this reality.

Cycle of violence: its peculiarities, consequences, and the barriers to
interruption

Different stages of the cycle of violence were identified in the interviewees'
discourse. Even without naming the stages or referring to the cyclical nature of
domestic violence, the phases of reconciliation and forgiveness until the repetition of
the cycle with moments of materialization of aggression were recognized as part of the
behaviors that characterized violence in the bond with their partner.

E1: You end up loving and forgiving, thinking it won't happen again—but it
happens.
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Confronting a violent relationship is a complex and time-consuming process;
this was described by one of the interviewees from their personal experiences and

those with close family members.

E6: Within my relationship, | realized that it took almost a year of dialogue to
validate what was really happening, within my home, within my relationship, and within
myself. Therefore, until | managed to have this dialogue, there were many discussions,
many fights, many questions, and a lot of invalidation of what was happening.

Furthermore, from the perception of the interviewees, it is a moment of
vulnerability for women when they decide to break the bond. In relationships with a
partner, episodes of violence become visible through behaviors such as jealousy.
Specifically, episodes of violence from the partner were observed when they did not

accept the end of the relationship.

E2: Sometimes because of jealousy, sometimes because of an end of the

relationship, which [the partner] does not accept.

In this context, situations that make it difficult to break the bond with the

aggressor are described in Chart 1.

Reasons for difficulty breaking the cycle
of violence

Participants’ quotes

Emotional and financial dependence

E1: (..) there are many women who don't have
choices; sometimes they are hostage to the
situation because it's the husband who supports
them. She has the children, has nowhere to go,
has no support.

Shame

E4: Unfortunately, women accept their situation
due to fear and shame—the shame of exposing
themselves and talking about what they are
confronting.

Difficulty identifying the signs

E1:Itis not easy to recognize violence unless the
woman exposes it. The violence that is most seen
is physical when there are symptoms and bruises
that are visible, but they are not easy to identify.

Naturalization of violence and expectations
of changes from the aggressor

E7: (...) for me, it was normal; | thought that it
would get better one day. People from the outside
saw that it wouldnt, and it wasn't going to get
better; it was getting worse, but | didn't see it
myself. It was because of my stupidity that I did
not seek help or treatment because | thought
everything was fine.
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Low perception of safety E1: The woman is not protected all the time, the
police will not be there (...) he will not guarantee
it, he will not hold it.

Fear E7: I think it leaves us with the feeling that we
can't do anything. Come on, | didn't want to work.
Leaving the house, | was also afraid of something
happening—being  beaten—even  after |
separated from taking a protective measure (...)

Not having access to the necessary | E4: Violence is occurring, but the person ends up
support not looking for help, or when they seek it, they
don't have the help they need.

Perception of decreased severity of other | E1: A woman thinks that because she didn't
forms of violence experience physical aggression that she is not
suffering violence. Many women are unaware
and don't know how serious it is and how much it
is harming them.

From the interviewees' discourse, it was possible to observe some ideas that
implicitly made women responsible both for the violence and for not being able to
interrupt the cycle of violence, including arguments for having low self-esteem, not

seeking help for "nonsense," or exhibiting behaviors that provoked the aggressor.
E1: A person who loves himself first will not allow that to happen.

E3: Sometimes the woman also looks for it because sometimes the men act
crazy...and already she looks for a fight (...) Sometimes there are crazy women who
like to start fights for no reason.

Some of the statements placed the responsibility of interrupting the cycle of
violence on the woman's own attitudes, in which she should avoid the situation to avoid
negative consequences, both for herself and for the family.

E1: When the woman, unfortunately, does not act right away, the only one
affected will be her. [She] will end up being killed, unfortunately through feminicide, or
she will end up with nothing, the family destroyed until the abuser decides that he

doesn't want it anymore.

The consequences of domestic violence are diverse; however, the interviewees
focused mainly on the impacts on women's mental health, quality of life, self-image,
and interpersonal relationships. In this context, they described anxiety and depression
as disorders associated with experiencing violence and reported the negative impacts
of violence on their interpersonal relationships.
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E11: Trauma—we get a lot of trauma. Our quality of life is no longer good, so

we leave home with fear. We start to be afraid of people, so it harms [us] a lot.

Specifically, some of the interviewees described adverse consequences on
maternal and perinatal health resulting from experiencing violence during pregnancy.

E7: Even the hospital psychologist says that the high blood pressure crisis that
I had may have developed due to the anger that | experienced during childbirth. | don't
know if it makes sense, but she said it.

E8: [The mother] lost a child when she was pregnant, right? He assaulted her.
Then she lost [the fetus].

2) Factors that increase vulnerability

The female condition

From the perception of the interviewees, being a woman is a source of

vulnerability, silencing, and a lack of protection in the most diverse areas.

E1: The woman ends up being a victim; it will always be her, and she will never

have a voice.

E6: At work, at friends' houses, anywhere, we are unprotected. On public
transportation, in our own home, anywhere, anywhere. [It is] hard to be a woman!

The interviewees also recognized how the stereotyped image of women and the
representation of femininity as weakness and fragility resulted in violence being

directed largely at them.

E5: So, it doesn't always happen, but unfortunately, it's more [common] with
women because the world holds a stereotype that women are more fragile, so people
see women as a more fragile target. It's not quite like that, so much so that men too
are abused, and children who are really fragile; unfortunately, it happens more to

women.

Pregnancy and the postpartum period

From the perception of the interviewees, pregnancy and the psychosocial
changes that this period causes in a woman makes her more vulnerable to suffering
violence from her partner. Some ideas reinforced the perception that violence is
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caused by increased “sensitivity” and the diverse transformations that take place

during this period.

E4: | believe it can happen because the woman ends up becoming more
sensitive, ends up getting more annoying, and there are men who end up not accepting
this (...) the woman becomes more sensitive, she becomes a little more delicate about
anything.

Some recognized that, despite being pregnant, women were the object of
violence; however, generally, pregnancy was not a protective factor, representing an
additional vulnerability for those who had already experienced episodes of violence. In
addition to the impacts on women, acts of violence were seen as attacks directed on
the baby.

E4: Both before and after; after, you pay more attention to the child than to the
partner who is close to you. | think that there would be no reason for aggression, but if

the person is violent, it ends up being [a reason for aggression].

E5: | can't understand! It’s bad enough for a person to abuse someone for the
sake of really abusing someone who has a baby. | cannot imagine any form of violence
against a baby.

One of the interviewees mentioned that there were changes during pregnancy
and in the postpartum period regarding her domestic violence experiences. During
pregnancy, episodes of violence decreased; however, they increased again in the
postpartum period.

E7: In my case, on the contrary, it improved. When my daughter was born, she
had to be hospitalized—everything changed. It changed a lot later; she got upset again
(...) She went home, and he came back worse than before, the fights and everything.
That is when | decided to [leave the husband]. Because | said, in that period after
childbirth, | don't want my daughter to live with that.

In this period, the women experienced other forms of violence, such as father
abandonment, at a time when the support and participation of the partner was

necessary.

E1: | think violence is even greater because there are studies that report that

women tend to be more betrayed and more abused, and it is a time when women are
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more vulnerable. Apart from the violence of abandonment (...) In the postpartum
period, it is worse because it is a time when the woman needs more help, and at that
moment, she is alone. Those who suffer don't have a partner to be by their side.

The COVID-19 pandemic

Violence was perceived as a reality that already existed in the women's lives.
Difficulties with coexistence and communication, stress, anger, and job loss were some

of the reasons the women mentioned for increased violence during this period.

E4: | think that because of spending more time together, living together because
there was this quarantine thing, not being able to go out and everything, | think it
increased because of that. If the person, as | mentioned, is already aggressive, in an
environment where he does not accept some things, it will end up getting worse.

E11: Many women lost their jobs, and many people started to stay at home
more. All this affected everyone, but nothing justifies [domestic violence] because it's
family; if we're together we don't have to have these things, we have to respect being

equals.

In addition to the difficulties the survivors experienced speaking out and seeking
help, the pandemic added vulnerabilities in terms of underreporting and poor visibility

of cases of violence.

E1: During the pandemic, [domestic violence] increased, and the cases became
more excluded, not so visible, because it happened at home, and many women didn’t
want to have the headache of having to expose themselves, of accepting reality. They
ended up running away from it and ended up accepting it, even for personal reasons.

History of family violence and socioeconomic inequities

From the women's perspectives, community contexts where there were greater
economic vulnerabilities generated situations in which violence tended to increase.
Therefore, areas where the low-income population was concentrated, for some,
became an environment of greater vulnerability. However, one of the participants
recognized that violence is present in all areas.
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E4: Nowadays, it happens in general; before, it was more on the outskirts, in
places with fewer resources... nowadays it is very general both at home and on the
street.

Previous experiences of family violence were understood as elements that
influenced aggressive behavior in adult life. Intergenerational violence transmission

was perceived as an issue that influenced the violent behavior of perpetrators.

E5: My father was also very traumatized because of his father, because my
grandfather was very violent with his mother, and his parents were not very welcoming
to him, so this could have caused a lot of trauma in his life and he ended up becoming
violent too. So the way you were treated does that too.

Mental health and substance abuse

Some of the interviewees' perceptions linked violence to issues associated with
the aggressor's mental health, such as “psychopathy” (E12) or the “sick” behavior of
the aggressors (E1).

Previous experiences of violence in the family context reinforced the idea that
the consumption of alcoholic beverages and drugs favored the emergence of
aggressive behavior, especially by parental figures and partners.

E12: My mother, she is a drug user, and we lived, just she and me, because
she and my father had separated. Then, due to her drug use, the abandonment began;
leaving me alone at home when | was about 3 years old. In addition, other violent
behavior, like leaving me locked alone in the room, hitting me for no reason {(...)

E5: So, my father was never a bad person. He is very good, but he is an
alcoholic, and he takes everything he is going through out on alcohol and ends up
losing control because he is very emotional. He has panic syndrome too and ends up
taking it out on my mother, and I think that is a very bad attitude and irresponsible {(...)

E7: Every weekend he was drinking, and the fight happened. The drugs...I'm
not sure about, but | suspected them, too.

3) Protection system and support network—strengths and weaknesses

Despite the existence of public policies to address violence, the interviewees
reported flaws in the protection network and existing laws. They mentioned that
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protective measures and penalties become insufficient and reported a lack of urgency
on the part of the police to act and have greater vigilance, which increased their
perceptions of insecurity.

E4: | think the law should be stricter in this regard. | think the law fails a lot in
these cases.

Institutions and services, such as Basic Health Units, police stations, and
specialized telephone lines, are resources that focus on violence prevention and
treatment. Among the personnel qualified to address this topic, those in the field of
health and social work were mentioned, including psychologists, doctors, and social

workers.

From the perspectives and experiences of the interviewees, physical violence
was more likely to be disclosed, addressed, and confronted. Negative experiences in
institutions, a lack of urgency, and a lack of opportunities to disclose other forms of
violence influenced the perceptions that the women had regarding access to justice
and protection resources.

E7: This help is very important because when | went to report the verbal
aggression, the police did not treat me very well. It was really bad, so much so that the
first time, | couldn't even file a police report.

E9: | should look for the police, right? But also, the police should be improved
even more because even the police sometimes attack people, right?

The expectation of women when disclosing their domestic violence experiences
was to receive support and advice from their families. The primary networks were the
closest contacts to women; however, sometimes, family members preferred to remain

silent, avoiding intervening in issues they considered intimate.

E1: No one should poke their nose into a husband-and-wife fight. People don't

like to intervene.

E2: Families need to be informed, but not every family gives the person the
support they deserve.
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4) Alternatives for the prevention and elimination of violence

The prevention and elimination of violence, according to the women, must be
addressed by several sectors. One of the aspects mentioned by the interviewees was
the development of initiatives aimed at educating the younger generations in both

formal and informal environments.

E1: | think it starts with education. In addition, educating boys and girls to
recognize the types of violence, knowing how to seek help, and not allowing it to

happen the first time (...) It starts with education, because sexism is at home.

Health services, especially the Basic Health Units, and the creation of support
groups, were seen as appropriate and accessible spaces for women. Therefore, the
existence of alternatives that transcended the environments of the police stations were

desirable.

E1: The main thing is for women to be aware; maybe there should be support
groups in the health services in each neighborhood or they should have more access
[to services] (...) If there was a support network that wasn't just the police station, that
wasn't just the Maria da Penha Law, but some other institution that could help, | don't
think it would solve the problem, but it would improve [the situation].

The generation of sources of income for women and the recognition and
guarantee of their rights were referred to as important aspects to combat violence

against women.

ES8: Jobs for women (...) so that she can depend financially on herself, right?
Not needing the men that nowadays have machismo; they think that the woman
doesn't have to work, that it's the man who must support them.

E11:1don't know...we try so hard, we fight for our rights, we talk, but it seems
to be in vain, but we must keep doing it—fighting for our rights.

DISCUSSION

Our study revealed that violence against women was part of the life experiences
of the interviewees, whether due to their own experiences of domestic and intimate
partner violence in adult life or due to history of intra-family violence witnessed or
suffered in childhood. Those who did not report a history of violence stated that being
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exposed to cases in the media, in their neighborhood, or meeting people who dealt
with these episodes made them aware of the different types and dynamics of domestic
violence and the difficulties that survivors face.

According to the interviewees, violence against women was present in several
spheres of life. Women experienced various forms of violence in the private and public
spheres. Nevertheless, we observed overlaps in the types of violence that the women
experience in different scenarios. The main causes of domestic violence among the
Brazilian population are rooted in cultural values and economic and structural factors
(15).

Studies have confirmed that domestic violence is linked to unequal relationships
based on patriarchal norms and male domination (16, 17). The women described
situations that demonstrated unequal power relationships based on the distribution of
domestic activities, childcare, participation in the labor market, and stereotypical

representations of women.

Likewise, the perceptions of the interviewees reinforced the cycle of violence,
where the aggressions became repetitive with periods of forgiveness and
reconciliation. The participants mentioned the need for women to “take action” in the
face of violence; however, expressions of this nature suggest that remaining in a violent
relationship was the woman's free choice (18). However, this contrasted the women’s
knowledge of the difficulties they faced disclosing the violence they experienced.
Studies describe the pathway of women in situations of domestic violence, where
seeking help is a “critical path,” demonstrating the various obstacles that women face

to interrupt the cycle of violence (16, 18).

The interviewees' discourse indicates that public policies need to be
accompanied by welcoming services and qualified personnel to avoid situations of
victimization and blame. The need for services to aid in identifying and coping with
other forms of violence, not only physical violence, was recurrent in the discourse of

the women interviewed.

Similarly, other studies have shown that the difficulties and obstacles that
women face in reporting and seeking help are due to the insufficient reception of

institutions, the shame of disclosing the situation of violence, fear of the aggressor,
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economic and emotional dependence, and the naturalization of violence, among others
(16-19).

Sexual violence was mentioned; however, it seems that episodes were mostly
perpetrated by strangers in public spaces. There was little recognition that these
episodes could occur in the context of marital relationships. Moreover, reproductive
coercion, patrimonial violence, and marital rape were barely mentioned by the
interviewees. The lack of awareness about the severity of non-physical forms of
violence represented a barrier to firstly recognizing oneself as a victim of violence and
consequently seeking help and support.

Violence has several psychosocial, economic, and health consequences on
women's lives (20). The participants described the adverse consequences of violence
on health, especially on women's mental health and interpersonal relationships. This
recognition, in principle, makes health services suitable environments to implement

strategies aimed at preventing and helping victims cope with violence.

Therefore, health care professionals, namely those in prenatal and postnatal
care services, can be appropriate facilitators for the implementation of strategies
focused on the detection, reception, orientation, and support of women in situations of

domestic violence (21).

Alternatives described by the participants involved the dynamics of violence and
encompassed the need to create public policies focused on generating sources of

income and employment for women and recognition and guarantee of women's rights.

Violence against women is a complex and multidimensional phenomenon (1).
The violence that occurs in private environments must be regarded as a target of
intervention in the public and political spheres (22). Therefore, strategies for its
prevention and eradication require the integration of policies that consider and address

the different economic, health care, and security needs of women.

The identification of violent situations and the resolution of cases may be
influenced by the social perception of what it means to be a victim of violence, the
relationship with the aggressor(s), the naturalization of some forms of violence, and
how society has been organized to cope with this phenomenon in terms of public

policies and specialized services.
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CONCLUSION

This study revealed the perceptions of Brazilian women during pregnancy or
after childbirth regarding domestic violence against women. The women revealed the
main difficulties that they faced in dealing with the impacts of violence in different areas
of life and the barriers to accessing support networks. The meaning attributed to
domestic violence might contribute to the identification of possible vulnerabilities of
women who suffer violence and the obstacles they face when accessing specialized

services and seeking aid from support networks.

Future research in this area requires critical analysis of the barriers and
facilitators for the implementation of strategies against domestic violence, considering
the perspectives of women in their role as recipients of specialized services and those

of professionals who work in the protection and care network.
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1 | INTRODUCTION

Abstract

Background: During the COVID-192 pandemic, incipient data have revealed an increase
in viclence against women [VAW).

Objective: To analyze the existing scientific literature on strategies and recommenda-
tions to respond to VAW during the implementation of social distancing measures in
response to the COVID-19 pandemic.

Search strategy: An integrative review was conducted based on articles published
between December 2019 and June 2020. Suitable articles were identified from the
PubMed, SciELO, and LILACS databases, using relevant terms.

Selection criteria: Eligible studies incdluded opinion and primary research articles describing
the dynamics of VAW during quarantine and in the context of the restrictive measures taken
during the COVID-1% pandemic and proposing recommendabions to respond to this ssue.
Data collection and analysis: Data were extracted from eligible publications and gualita-
tive synthesis was used.

Main results: The 38 articles included in the study showed that some factors increasing
women's vulnerabilities to violence were exacerbated during the social distancing and
lockdown period. Health professionals are essential for screening and responding to
VAW during the pandemic.

Conclusions: Strategies must include integrated actions aiming to prevent and respond
to violence during and after the COVID-19 pandemic. These must be designed based on
lessons learned from previous public health emergencies,

KEYWORDS
COVID-19 pandemic; Intimate partner violence; Social distancing: Violence against women

entalled by the coexistence of the two pandemics exacerbates the
risks of negative outcomes in the health and well-being of those who

After the statement of WHO characterizing the COVID-19 outbreak
as a pandemic on March 11, 2020 governments and authorities
around the world have introduced or intensified restrictive social dis-
tancing measures to reduce the spread of the infection. These mea-
sures have impacted family dynamics through their effects on family
income, interpersonal bonds, well-being. and mental health.”
Wiolence against women has alsa been recognized by the United
Mations General Secretary as a "global pandl:rrndc".3 The complexity

were already living in vulnerable situations before the emergence of
COVID-19. Hazards affect women and men in different ways. In par-
teular, "pandemics make existing gender inequalities for women and
girls worse, and can impact how they receive treatment and care”*
The increase in reports of domestic viclence against women
during the pandemic has alerted several organizations, research-
ers, and civil society representatives. By using formal and infor-
mal networks, they expressed their concern and affirmed the
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need to establish effective interventions to prevent and combat
the phenomenon. The urgency of the situation calls for analyzing
the existing scientific literature on strategies and recommenda-
tions for facing domestic violence against women in the context
of the social distancing measures adopted as a response to the
COVID-12 pandemic.

2 | MATERIALS AND METHODS

The present study is an integrative literature review designed to sum-
marize the existing empirical and/or theoretical literature in order to
obtain a comprehensive understanding of the lssue of interest. ¥ Based
on the proposal and concepts of Whittemore and Knafl® five stages
were designed and performed.

2.1 | Firststage: ldentification of the problem

The following research guestion was formulated: What have been
the strategies and recommendations for addressing violence against
women during the implementation of social distancing measures in
response to the COVID-19 pandemic?

2.2 | Second stage: Literature search

The following databases were searched: PubMed, Scientific Electronic
Library Online {S6ELD), and Latin American and Caribbean Center on
Health Sciences Information (LILACS). The Medical Subject Headings
(MeSH) descriptors used were "COVID-19" AND "domestic vio-
lernce” OR "intimate partner violence” OR “gender-based vialence” in
English, Portuguese, and Spanish.

Primary research articles, editorials, perspective pleces, and com-
mentaries (among others) published between December 2019 and
June 2020 were considered. To be included, the material had to meet
the following criteria: describe the phenomenon of violence against
women during the implementation of socizal distancing measures due
to the COVID-1% pandemic; address the dynamics of this phenome-
non; and/or suggest recommendations for action. Guidelines and rec-
ommendations provided by international and national arganizations
or committees to combat violence in the context of the pandemic
were excluded.

2.3 | Third stage: Evaluation of data

Titles, keywords, and abstracts were first examined by two inde-
pendent researchers for the pre-selection of articles that would be
read in full. When divergences arose, a third researcher evaluated
the pertinence of inclusion or exclusion. The bibliographic refer-
ences of the selected articles were perused to scout for potential
studies meeting the inclusion criteria that had not been uncovered
previcusly, A total of B5 articles were identified, of which 38 were
reead in full and selected for data extraction to create the synthesis
matrix (Fig. 1).

24 | Fourth stage: Analysis of data

The collected data were arganized in a synthesis matrix. This tool was
useful in grouping and comparing data, resulting in the identification
of thematic categories as well as the efaboration of considerations on
the topic under study.

25 | Fifth stage: Presentation

The syntheses of the knowledge produced were made public, along
with a description of the implications and limitations of the review.

3 | RESULTS

A total of 38 articles were selected. A commeon perception among
them is the key role of health workers, public security, and social ser-
vices in screening. identifying. and addressing cases of violence. The
articles use several terms referring to violence, such as intimate part-
ner, domestic, family, and gender-based violence. The first two terms
prevail in the papers analyzed (Fig. 2).

After the reading and critical analyss of the articles, categories
were elaborated, revealing the occurrence of domestic, family, and
intimate partner violence behaviors during the pandemic. Facilitating
factors of violence from the perspective of individual, relational, com-
minity, and sodal dimensions were also identified.” The strategies
suggested and implemented for prevention, screening. and interven-
tions in cases of violence were also addressed (Fig. 3). The catepgories
analyzed are displayed in Box 1.

The course of domestic and family viclence during the COVID-19
pandemic are described by the authors. Assertions regarding the
increase in violence are based on anecdotal evidence, police reports,
increased demand for emergency services, shelters, and calls or con-
tacts with help services.” " Although the review's target population
consisted of women in the domestic and family environment, the
impact of violence on other family members {children, adolescents,
and the elderly) is reported. which reveals the growing need for an
intergenerational approach. ' The articles show that the increase
in violence has been abserved not only in low- and middle-income
countries. but in several regions where social distancing measures
were adopted (Table 51).

The evidence showed an increase In calls to helplines and
contacts with services and organizations intended for survivors,
although many articles considered underreporting was possible 1420
The literature observes that some issues can affect the mode of
complaint as well as demand for and access to help. Barriers in
reporting include the aggressive and controlling behavior of the
aggressor,”B1SIABT o privacy?® fear of contamination by
COVID-19.*** decreased social support and protection during
the pandemic, and scarce availability of facilities {due to reduced
work hours, funds, and personnel).”* %32 pdditianally, survi-
wors face difficulties in implementing security plans with friends and
family due to fear of contagion.*>**
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BOX 1. Categories of domestic and family violence
against women during the COVID-1% pandemic.

The course

The tendencies in reports of domestic and family violence during
=ocial distancing measures

The dynamics

Factors or elements addressing the higher vulnerability experi=
enced by women in situations of violence in the home, family,
or linked with the intimate partner

Recommendations and strategies for prevention and
confrontation

Strategies for prevention or intervention in situations of violence,
as well as suggestions for those measwres that need to be
strengthened during and after the pandemic

essential service. contact with the population may encourage sur-
vivors to seek help. Several barriers limit the performance of the
health sector, including insufficient technical training for health
workers and fear of breaking patient confidentiality, 222537 the pri-
orities for care associated with the spread of COVID-19.” and the
perception that this topic is not their respt'.\rrsiI:Irit"«_""ll

The dynamics of domestic and family violence agalnst women
have been addressed from different perspectives as individual,
interpersonal, communal, and social in nature.” For this analysis, the
ecological model of WHO™ fs 3 valuable resource for understanding

the complexity of the phenomenon, which Is compounded by the
experience of living through a global emergency. Using this model as
a reference, one of the articles describes elements of both women
and their aggressors that can put them at greater vulnerability
during the current pandemic (Fig. 4).7

The home itself has been recognized as an unsafe space for
women 71182637 The presence of firearms and the increase in con-
sumpticn of alcohol are also seen as catalysts for violence 8253 A
interesting aspect addressed in the dynamics of violence s the use of
fear of contagion as a tool to practice control over the victim, in addi-
tion to the typical coercive behavior of the ageressor.'*** In this sense.
fear of exposure has been used as a resource to keep women solated
at home and away from social contact. 1527

The vulnerability of those who were already experiencing situations
of vickence before the pandemic has increased. Based on the articles
analyzed, it is possible to assert that the pandemic has revealed several
situations of rights violations in the life stories of women veterans, ®
migrante®® pregnant women,*** puerperal women, ™ and adolescents
and young people 830 The nandemic and the measures taken
to combat it did not create all observed inequality gaps in the societ-
jies, 1294 Gruen thiks reality, it i necessary to transcend fragmented
wviews of the fink between violence and the pandemic to analyze the
complexdty of relationships within a patriarchal system 132023

Authors formulate recommendations and strategies for the pre-
wvention and confrontation of demestic and family violence against
women. Telemedicine has been used to maintain contact with patients
while reducing the risk of exposure to COVID-19, %1525 37288042
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FIGURE 4 Ecological model for understanding vialence during the COVID-19 pandemic. Source: Adapted from I(r*l.:;ﬂ,e'tal.n

use can be recommended for screening and for the provision of sup-
port resources to survivors of viclence, taking into account the need
to ensure the women's privacy and security. The recommended
resources include the verification of privacy,'® the use of closed
guestions to verify se:nrihr.”‘ﬂ'm the use of specific colors or
codes in case of danger,'® and flexibility to take advantage of the
aggressor's absences %

Health professionals are recognized as essential actors in the
identification and management of cases of violence, with the authors
highlighting the importance of their training 2317212327 5836374143 1y
addition to the need for support to deal with experiences during the
pandemic and prioritize the well-being of the health professionale
Specific recommendations have been launched for psychiatrists,®
radiologists,* and dentists and maxiliofacial surgery teams.™

The use of “traditional” paths. such as reaching out to shelters. vic-
tim support centers, police departments and helplines, and preparing
a security plan, has been combined with the use of virtual channels,
such as websites and messaging applications. Security precautions
such as clearing history of wse, calls, and messages should be taken
when using mm_%imm’,ﬂ

Public campaigns to raise awareness and informative leaf-
lets and handouts are identified as necessary for education en
the topic and should be given on available services and facili-
ties, FBI0HIL2E-3038 Thoe on materials send the message to survivors
that they are not "alone” and contribute to deconstructing the idea
of the aggressar’s impunity.

In public spaces like pharmacies, the use of confidentiality codes
has been established™** in addition to the distribution of infor-
mative handouts in facilities considered essential services™® This
initiative improves access for women who are prevented from using
wirtual channels. Maintaining and ensuring basic services for survi-
wors in public spaces of health, safety, and justice are also indicated
as relevant strategies, in addition to operating specialized centers and
volunteer iniHatives, W11 180726992931 35,3942

Several authors emphasize the need for validated and culturally
adapted screening instruments 2122532 Collaborative and integrated
work between organizations for the collection of data, indicator selec-
tion, impact assessment, and the design of actions against violence
are also highlighted 1032243848 The myitidisciplinary and intersectoral
approach is presented as key in the analyzed articles 142034333584 4,
addition. many formulate questions regarding the role of local and
national wmﬁ_ﬁlm.ﬁ?ﬂ

Personal and community support networks and their role in
denouncing and protecting survivors are another important topic in
the literatire 781112162326 |y s erucial to think eritically about the ide-
alized representations of family and the home, to offer survivers the
possibility of talking about the subject and creating actions to combat
abuse and control within the family.!!

The authors recommend conducting clinical, epldemiologieal. and
psychosocial research related to COVID-1% and sexual and reproduc-
tive health %33 They alsa underline the need to implement public
paolicies for the prevention, protection, investigation, and punishment
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of ﬂolm." and to create opportunities for the econamic indepern-
dence of vulnerable women.” The integration of a gender perspective
in statistics, Impact assessments, and actions in crises are recom-
mended "0 a¢ \well 3¢ maintaining and ensuring access to services
focused on women's sexual and reproductive health. 2% The lang-
term nature of the impact of the pandemic highlights the importance
of implementing actions to prevent and confront domestic and family
violence againet women 8212441

4 | DISCUSSION

Violence and its exacerbation during the COVID-19 pandemic have
been identified as a global and public health issue thal requires an
urgent response.® The literature analyzed consists predominantly of
primary research, comments, editorials, and letters to editors raising
red flags to the scientific community and advocating for the elabora-
tion of prevention strategies and integrated responses to violence in
the domestic and family space.

The existence of publications on violence in the domestic con-
text and within family tes denotes emerging concerns about the
possible impacts of social distancing measures on the well-being
and physical and mental health of vulnerable populations. These
cancerns are supported by the evidence of violations of the rights
of girls and women during previous emergencies and disasters. The
use of words such as "paradox.” "hidden,' or "tp of the iceberg”
by the authors in reference to the topic reveals the complexity of
the phenomenan,

Violence against women was already a global and public health
issue before the COVID-19 pandemic. Evidence shows that one in
three women has experienced physical and/or sexual violence from
an Intimate partner in her Bfe.* The high prevalence of violence expe-
rienced by women throughout their lives in situations of "supposed
normality” is an alert. In the current crisis, the coexistence of factors of
a different nature intensifies the vulnerability in women

The multiplicity of roles assigned to women in society increases
their exposure to situations that deteriorate their physical and mental
health. In the current pandemic, women represent 70% of health pro-
fessionals, mary of whom are working on the frontline ® These wormen
usually assume the roles of both caregiver and family provider, facing
situations of rights violaion not only at work but also at home.

Some authors have promoted certaln aspects over others in their
analysis of the dynamics of violence in Hmes of pandemic. espe-
cially by focusing on individual and relational factars.’® This trend
was observed when analyzing risk and protection factors associated
with violence.® In general, the literature reveals that the elements
identifed as factors increasing vulnerability to violence have been
exacerbated as a result of the impact of the pandemic and the social
distancing measures on social, economic. and personal relationships.
Hevertheless, the fact that this phenomenon is being analyred and
empirical data are collected as it unfolds brings to light the need to
develop epldemiological studies.

The challenges posed to governments and healthcare systems by
the COVID-19 pandemic have also impacted how violence against
women & addressed. New protocols and approaches have been rec-
ommended to tackle viclence, taking into account the comglexity of
the phenomenon. There is a concern, in several areas of healtheare,
to adopt best practices when screening and assisting survivors of vio-
lence. In this sense, training and education for health professionals are
key. They should include information on warning signs and technical
knowledge as well as challenge the representations of health workers
around violence against women.

A topie that should be discussed is the process of collecting and
systematizing data on the course and dynamics of violence during the
pandemic and on the extent to which health and safety systems are
prepared to track cases of vielence and to step In In this sense, there
is an urgent need to reinforee the joint work between public security
and the health and social assistance sectors, in addition to civil society,
in the prevention, identification, and confrontation of violence.

Intersectionality in prevention. screening, and intervention are
essential to address domestic, family, and intimate partner violence,
alongside the implementation of public policies and strategies focus-
ing an gender and rights. Women should be included in the "decision-
making and planning of interventions, security surveillance, detection
and preventon mechanisms”

The confinement situation forces women to spend most of their
time at home with their aggressor, a reality that complicates both
screening by professionals and the seeking of help by the women.
During the pandemic, social media has seen an increase in complaints
from third parties about situations of viclence. In Brazil, the Brazilian
Farum of Public Security observed a 431% increase in reports of fights
among neighbiors on social media between February and April 202057
This reveals the role of community networks, friends, and family in
identifying and taking action in cases of violence.

The strategies and recommendations presented by the authors
expose the need to think about strategies before, during, and after
the pandemic. given the probability that the vulnerable conditions of
women will continue.

5 | CONCLUSIONS

The use of different terms to describe the violence experienced by
women reveals the multiplicity of scenarios where their rights can be
violated. The already evident consequences of the COVID-19 pan-
demic on the physical and mental health of papulations highlights the
necessity of planning actions baced on the experiences of previous
crises and emergencies.

The health sector has a key role to play in identifying cases, pro-
viding support, and validating the experiences of survivors during this
crisis. The scientific community should perform original studies to pro-
duce evidence on the dynamics of viclence at this stage and to design
strategies for preventing and confronting viclence against women
during and after the pandemic.
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Violence against women has been recognized by the World
Health Organization (WHOQ) as a health problem and a
human rights viclation with epidemic proportions which
requires an urgent action. Worldwide it is estimated that
~1 in 3 women have suffered physical and/or sexual violence
by an intimate partner or non-partner sexual violence in
their lifetime.? The United Nations considered as violence
against women “any act of gender-based violence that results
in, or is likely to result in, physical, sexual, or mental harm or
suffering to women, including threats of such acts, coercion
or arbitrary deprivation of liberty, whether occurring in
public or in private life.*!

Domestic violence (DV), family violence (FV) and intimate
partner violence (IPV) are terms frequently observed in the
literature,® Unfortunately, domestic environment it is a place
where many women might suffer violence perpetrated by
relatives, former or current partner, showing that particu-
larly their homes could be unsafe places from many women
around the world.

In Brazil, recent statistics from Brazilian Forum of Public
Security show that 230 160 women disclosed domestic
violence and 1.350 feminicides occurred durning 202058 If
we observed victims’ sociodemographic characteristics it is
appreciated a higher number of young women of reproduc-
tive health age which are particularly vulnerable to expen-
ence diverse forms of violence.

Throughout pregnancy violence episodes could be more
frequent and DV might increase during the pregnancy course
as well as in the postpartum period.” On the other hand,
other authors have shown that women with history of
violence reported an apparently decrease of DV episodes
during |'.ireg:'|ar1|:yr.3's This variability suggest that some
changes in severity and frequency of violence may occur
during this period and pregnant woman could be experienc
ing forms less explicit of violence. However, identify those
pregnant women might be suffered current or past experi-
ences of DV contribute to understand the importance to be
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awareness of this issue and the necessity to provide an
appropriate approach during routine antenatal care (ANC).
Accordingly, it has been recognized that DV might be more
prevalent during pregnancy compared with other conditions
such preeclampsia and gestational diabetes commonly
screening during this period.®

There is a consensus regarding history of violence as a risk
factor to experiences futures episodes and several evidence
confirm that many forms of violence might be experienced
during pregnancy and postpartum period.”®1%"? Alsg,
when observed these patterns, it is necessary highlight the
importance to observe domestic violence as a continuum.” In
this sense, it is important to recognize that violence can be
perform as a cycle and episodes of violence could be recur-
rent through women's lifetime.

Regarding the prevalence of physical violence during preg-
nancy a WHO Multi-Country Study on Women's Health and
Domestic Violence against Women observed a variability
among countries 1% in Japan city to 28% in Peru pn:r\."jnce.3 A
Brazilian study conducted among pregnant undergoing ANC in
basic health care units of the Brazilian Health System (SUS),
revealed that 19.1% (n = 263) reported psychological violence
and 6.5% (n=89) disclosed physicalfsexual violence."! How-
ever, similarly to global estimates, the prevalence of DV among
pregnant varied among studies conducted in Brazil.

Furthermore, a widely body of evidence has been shown
serious consequences of DV to women wellbeing, particularly
to sexual and reproductive health such as neonatal low-birth
weight, unintended pregnancies, sexually transmitted infec-
tions, and preterm birth.”® Also, mental health problems such
as depression, anxiety, post-traumatic stress disorder and
adverse consequences in mother-child bond™ are described
as some consequences of DV experiences during pregnancy.

DV it is a complex phenomenon, and it is needed develop
profounder analysis about their dynamics. In this sense, we
highlight the importance to improve understanding about
DV dynamic based on ecological perspective recognizing that
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individual, relationship, community and society factors are
necessary to achieve a comprehensive approach and conse-
quently implementing strategies to response and prevent
violence in all their forms.>13

Underreporting DV is common and most of survival have
fears, feel worred about safety and face barriers and difficul-
ties to disclose DV experiences. -'® However, health system has
been recognized as a key sector and those women who
experienced DV might show clinical conditions associated
with past andjor current DV experiences. Health services are
often the first contact for survivors of violence and some
clinical conditions associated with [PV experiences could be
identified during obstetrics consultations such as unexplained
reproductive symptoms, including pelvic pain, sexual dysfunc-
tion, repeated vaginal bleeding and sexually transmitted
infections, unexplained genitouninary symptoms and chronic
pain among others, "’

Health sector response including strategies focused on
primary, secondary and tertiary prevention undoubtedly
requires a multidisciplinary approach. In the last years
WHO have been developed strategies to strengthen the
role of the health system including a multisectoral response
to address interpersonal violence, especially against women
and girls.” Women survivors of violence may have a safety,
financial, psychosocial, legal protection and health needs’
and for this reason it is important to recognize the role to
addressing DV through implementing public policies, legal
services, preventive health care services and psychosocial
Support.

Several international organizations, including the World
Health Organization and International Federation of Gyne-
cology and Obstetrics (FIGO), have developed statements,
ethical guidance and recommendations regarding DV and [PV
in healthcare settings. The 2013 WHO guideline included a
series of minimum conditions to address violence in this
context such as a protocol, training for providers, private
setting, confidentiality and a system for referral.’? In addi-
tion, particularly during pregnancy has been recognized that
IPV it is a relevant issue to be address considering that
implementing an appropriate enguiry during antenatal
care contribute to a positive experience during this |:t-|:rir|:uim
In addition, professional organizations such as American
Medical Association (AMA), American Academy of Family
Physicians (AAFP). Emergency Nurses Association (ENA) and
American Academy of Pediatricians (AAP) among others
recognized the importance to screening for violence expe-
riences. For instance, American College of Obstetricians and
Gynecologists {ACOG) agreed that during pregnancy it is
necessary to implementing a screening systematically. In
this sense, they recommend routine enguiry during prenatal
care and extended to postpartum ]JEI'jﬂl:LIg Similarly, FIGO
has issued a publication entitled Ethical guidance on health-
care professionals’ responses to violence against women rein-
forcing the consequences of DV experiences and the role of
gynecologists and obstetricians to address this issue 20

Gynecologists and obstetricians should play an important
role in identification, provide quality information, support,
and referral survivals of DV. In this sense, routine enguiry

during ANC has been recognized as an opportunity to offer
supporting and quality information, helping access resources
and validating women's history.'"-2? The systematic contact
between physicians and pregnant women should be consid-
ered as a possibility to create a confidential and trustiness
bond.

However, implementing a routine enquiry about DV
during ANC it is not an easy task and requires several
conditions and ethical principles that must be guarantee.
Studies revealed that lack of time and knowledge about this
topic were some barriers among health professionals to
address DV.?' Despite barriers and challenges evidences
showed a positive attitude among women when questioned
about DV experiences during ANC consultations.2? For this
reason, it is important implementing gender sensitive train-
ing among healthcare providers particularly obstetricians,
gynecologists and residents, integrating DV education into
medical school curricula and creating an institutional cul-
ture favorable to listen and offer an appropriate care to DV
survivors. Technical preparation about how to ask and
response is an essential knowledge, but DV is a sensitive
topic that requires respectful of women's autonomy choices,
non-judgmental, empathic, and confidential attitudes.

Additionally, it is observed an especial interest on examine
effectiveness interventions to address DV during pregnancy.
Thus, systematic reviews were conducted with this aimed
showing a diversity of strategies including brief individualized
consultation, referral to other professional and multiple ther-
apy sessions.>?? Although the effectiveness of interventions
still a literature gap due to lack of data and consistency in the
outcomes® evidences suggest that not harmful effects were
found due to interventions.* Furthermore, interventions for
reducing andfor controlling DV among pregnant women con-
ducted in low- and middle income countries were based in
similar criteria such as women empowerment and contribut-
ing to identify resources and supporting women decisions to
rise solutions acrording their particularly situation® Hence, it
is recommended that women centered-care response must to
be the principal focus of interventions programs in healthcare
settings.

Emergency and humanitarians’ crises may present the
risk of additional forms of violence and exacerbated
conditions widely known as factors that increase women
vulnerahilities.'*? Considering ANC as an essential service
during Covid-19 pandemic context it is relevant to reinforce
the importance of gynecologists and obstetricians to
be aware to DV patterns and opportunities to offered first-
line support to survivals.

Challenges such as strengthen and build capacities to
implementing strategies to prevent DV in healthcare settings
and especially during ANC, training healthcare providers and
stakeholders, strengthen the representation of health sector as
safety places for women and their children, change cultural
norms which maintenance different forms of violence against
‘women as an acceptable behavior are some critical points to
strengthen and encouragement gynecologist and obstetricians
to implementing routine screening about DV during
pregnancy.

Rew Bras Ginecol Dbstet  Wol, 44 Mo, 3/2022 @ 2022, Federagda Brasileira de Gimecologia = Obstetricia. A rights reserved.
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5.6 Material didatico para profissionais da saude. “Violéncia contra a mulher-
Cartilha para profissionais da saude na atencao pré-natal e pés-natal”
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@
Apresentacao

A VIOLENCIA CONTRA MULHERES, ADOLESCENTES E
MENINAS TEM SIDO PESQUISADA NAS SUAS DIVERSAS
FORMAS E NOS MAIS VARIADOS CONTEXTOS, NO ENTANTO,
O LAR TEM SE MOSTRADO COMO UM ESPAGCO INSEGURO
PARA MUITAS MULHERES. UM PROBLEMA FREQUENTE E A
SUBNOTIFICAGAO DAS PESSOAS VIVENDO EM SITUAGAO
DE VIOLENCIA, O QUE RESULTA EM DIFICULDADES PARA A
ESTIMATIVA DO NUMERO REAL DE CASOS.

RECONHECER A VIOLENCIA CONTRA AS MULHERES SOB A
PERSPECTIVA DA SAUDE PUBLICA E UMA OPORTUNIDADE
DE COMPREENDER ESTE FENOMENO E SUA COMPLEXIDADE,
TENDO COMO CONSEQUENCIA O DESENVOLVIMENTO DE
UMA RESPOSTA QUE ENVOLVA VARIOS SETORES DA REDE
SOCIOASSISTENCIAL.

O OBJETIVO DESTA CARTILHA E PONTUAR QUESTOES
RELEVANTES PARA OS PROFISSIONAIS DA SAUDE SOBRE A
VIOLENCIA CONTRA A MULHER, DISPONIBILIZAR
REFERENCIAS PARA APROFUNDAR O CONHECIMENTO
SOBRE O TEMA, ALEM DE DISPONIBILIZAR OS SERVICOS
EXISTENTES NA REGIAO PARA OFERECER 0S
ENCAMINHAMENTOS NECESSARIOS.

A ABORDAGEM DESTE TEMA DENTRO DO SERVICO
PERMITIRA QUE NOSSAS USUARIAS POSSAM IDENTIFICAR
AS INSTITUICOES DE SAUDE COMO ESPACOS
ACOLHEDORES E DE PROTEGAO.

ESTA CARTILHA, DIRIGIDA AS EQUIPES DE SAUDE DE
NOSSO SERVICO, SERA UMA CONTRIBUICAO PARA
ALCANCAR ESSE OBJETIVO!
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O QUE E A VIOLENCIA
CONTRA A MULHER?

“(...) QUALQUER ATO DE
VIOLENCIA BASEADO NO
GENERO DO QUAL RESULTE,
OU POSSA RESULTAR, DANO
OU SOFRIMENTO FISICO,
SEXUAL OU PSICOLOGICO
PARA AS MULHERES,
INCLUINDO AS AMEACAS
DE TAIS ATOS, A COACAO
OU A PRIVACAO ARBITRARIA
DE LIBERDADE, QUE
OCORRA, QUER NA VIDA
PUBLICA, QUER NA VIDA
PRIVADA."

Assembleia Geral da ONU. Declara¢ao sobre a Elimina¢do da
Violéncia contra as Mulheres, 1993.
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Violéncia doméstica e familiar contra a
mulher

“(...) qualquer acao
ou omissao baseada
no genero que lhe
cause morte. lesao.
sofrimento fisico,
sexual ou
psicologico e dano
moral ou
patrimonial (...)"”

Art. 52 Lei n. 11.340/2006 (L.ei Maria da Penha)



Violéncia doméstica e familiar contra a mulher
pode acontecer

I- no ambito da unidade doméstica.,
compreendida como o espaco de
convivio permanente de pessoas,
com ou sem vinculo familiar,
inclusive ~ as  esporadicamente

agregadas:

II- no ambito da familia,
compreendida como a comunidade
formada por individuos que sio ou
se consideram aparentados. unidos
por lacos naturais, por afinidade ou
por vontade expressa:

III- em qualquer relacao intima de
afeto. na qual o agressor conviva ou
tenha convivido com a ofendida.
independentemente de coabitacao.

Paragrafo tnico. As relacoes pessoais enunciadas

neste artigo independem de orientacao sexual.

Art. 52 Lei n. 11.340/2006 (Lei Maria da
Penha)
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Violéncia fisica

Violéncia psicoloégica

Violéncia moral

Violéncia sexual

Violéncia patrimonial




A violéncia no ambiente doméstico
e familiar pode manifestar-se como:

Violéncia fisica: atos que afetem a integridade ou satde
corporal da mulher. Por exemplo: bater, chutar, cortar,
queimar, ferir, empurrar, atirar objetos, sacudir e apertar os
bracos, espancamento e provocar lesdes com objetos.

Violéncia psicologica: atos que provoquem dano emocional
e diminuicdo da autoestima, visem controlar e afetem o
pleno desenvolvimento da mulher. Por exemplo: ameacas,
ciimes, constrangimento, chantagem, insultos,
humilhagoes, vigilancia constante, isolamento e violagcdo da
intimidade.

Violéncia moral: atos de caltinia, difamacdo ou injiria. Por
exemplo: expor a vida privada e emitir juizos morais sobre
a conduta.

Violéncia sexual: qualquer conduta que constranja a
presenciar, 2 manter ou a participar de relacao sexual nao
desejada mediante intimidacao, ameaca, coacdo ou uso da
forca. Algumas delas sdo: estupro, limitar ou anular o
exercicio dos direitos sexuais e reprodutivos da mulher,
obrigar a mulher a praticar atos sexuais que causem
desconforto ou repulsa e impedir o uso de métodos
contraceptivos.

Violéncia patrimonial: retencdo, subtracdo, destruicao de
objetos, documentos e bens pessoais. Por exemplo: privar
de bens, valores ou recursos econémicos, destruicio de
documentos pessoais e causar danos propositais a objetos
da mulher ou dos quais ela goste.

Instituto Maria da Penha. Tipos de Violéncia
Disponivel em: https://www.institutomariadapenha.org.br/lei-
11340/tipos-de-violencia.htm|
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Ciclo da

violéncia

Emergem  agressdes verbais,
controle excessivo, humilhacoes,
ameacas e destruicao de objetos.
A mulher minimiza a situacao,
pode ter atitude submissa e tenta
controlar “fatores externos” que
“provocam” os atos violentos.

Aqui, toda a tensdo
acumulada se materializa
em violéncia verbal, fisica,
psicologica, moral ou
patrimonial. Explode a
tensdo em situacoes que
variam em gravidade. A
mulher pode ficar
deprimida, oculta as lesoes,
teme, pode ter uma reacao
de procura de ajuda ou nao.

Momento de arrependimento e perdao,
até voltar a viver novamente momentos
mais tensos. A mulher acredita no
perdao, pode sentir culpa. Nessa fase
pode acontecer a retirada das dentncias
e abandono dos grupos de ajuda.

Devemos reconhecer o ciclo da violéncia,
suas diferentes fases e  possiveis
comportamentos  dos profissionais de
satide em cada momento do ciclo,

evitando estigmas e julgamento das
historias de vida das mulheres.




A Lei Maria da
Penha

Cria os mecanismos para
prevenir e intervir nas
situagoes de violéncia
domeéstica e familiar.

Facilita a elaboragdo de
politicas publicas para a
prevencdo, atendimento
humanizado e protegdo as
sobreviventes; institui medidas
protetivas de urgéncia, além
de programas com fins
educativos.

Tem sido considerada umas
das leis mais avangadas
nessa areaq.
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Violéncia na gestacao e no pos-parto

A gravidez, parto e puerpério envolvem uma série de
mudancas bioldgicas, psicologicas e sociais. Ser mae vem
acompanhado de novos desafios no ambito da familia,
acontecendo mudancas nas relacoes entre seus membros.

A violéncia tem consequéncias para o bindmio mae-filho:
aumenta o risco de gravidez nao desejada, IST, ébito neonatal,
baixo peso ao nascer, aborto espontaneo, afecoes
ginecolégicas e da satide mental.

Estudos apontam que, durante o ciclo gravidico-puerperal,
aumenta a vulnerabilidade da mulher de sofrer violéncia
doméstica, no entanto outros falam que diminuem os eventos
de violéncia ao ndo ser socialmente aceito violentar a mulher
durante essa etapa. As evidéncias mostram a importancia de
ficar alertas ja que a violéncia neste periodo pode variar em
gravidade e frequéncia.

Garcia-Moreno, et al. 2005; Medina & Penna, 2008



Papel das
equipes de
saude

As equipes de saude desempenham um papel
fundamental no oferecimento de tratamento oportuno
para as sobreviventes da violéncia, mas também sdo
muito importantes para o desenvolvimento de acoes de
prevencdo.

0 aumento de contatos das gestantes e puérperas com
nossos servigos pode-se tornar uma oportunidade para
acolhé-las, validar suas historias, oferecer informagado
oportuna dos servigos disponiveis para cada situagdo e
prover os encaminhamentos necessdrios.

Segundo a OMS, os requisitos que devem estar
garantidos para o avaliar experiéncias de violéncia
sdo: um protocolo/procedimento operacional padrao;
formacdo sobre o modo de perguntar acerca da
violéncia doméstica e familiar, e sobre o modo de dar a
resposta minima ou oferecer mais suporte; contar com
um ambiente privado; garantia de confidencialidade;
sistema de transferéncia instalado; e tempo para
permitir a revelacdo apropriada.

WHO recommendations on antenatal care for a positive
pregnancy experience, 2016.
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Avaliando o risco

ESTE TIPO DE

CLASSIFICAGCAO SUPOE UM

RECORTE DE UM FENOMENO
COMPLEXO

A classificacao
nao é definitiva

O agressor pode
transitar rapidamente de
Perceber-se em comportamentos de
uma relacao violenta baixo para alto risco
pode demorar
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BAIXO RISCO

"Quando nao ha indicios de risco iminente de
graves lesdes fisicas e/ou feminicidio. E
neste momento que as mulheres conseguem
observar comportamentos indicativos de que
seu companheiro(a) tem expressado uma
relagcao de posse e pertencimento dentro do
relacionamento.

Isto representa um sinal de alerta importante
para que as mulheres se observem no
contexto de violéncia, e consigam - em tempo
habil e com apoio dos poderes estatais -
interromper o ciclo da violéncia.

Este momento deve ser considerado
essencial para a prevencao de formas mais
agravadas do comportamento violento.

Exemplos: Piadas ofensivas, culpar,
desqualificar em publico, chantagear, mentir,
enganar, ignorar, ciumes, ofender e humilhar,
intimidar e ameacar, proibir e controlar.”

SESC e UNFPA. Campanha “Vocé ndo esta sozinha”, 2020

Disponivel em: https://brazil.unfpa.org/pt-br/news/campanha-voce-
nao-esta-sozinha-como-identificar-uma-relacao-de-violencia-de-
genero
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MEDIO RISCO

"Pode ser observado como a fase em que a
violéncia fisica ja esta instaurada, podendo
resultar em lesoes graves para as mulheres.

Este estagio tem um papel fundamental de
apresentar, de forma nitida, elementos que
mostrem a urgéncia de romper com o ciclo da
violéncia; e ainda de convocar os poderes
publicos para a necessidade imediata de
medidas para protecao das vitimas.

Exemplos: Destruicdao de bens pessoais,
"brincar” de bater, machucar, agredir, beliscar,
empurrar, chutar e golpear.”

SESC e UNFPA. Campanha “"Vocé ndo esta sozinha”, 2020

Disponivel em: https://brazil.unfpa.org/pt-br/news/campanha-voce-
nao-esta-sozinha-como-identificar-uma-relacao-de-violencia-de-
genero



ALTO RISCO

"Alerta para vida em perigo. Risco iminente
de lesdes graves e/ou feminicidio. E o
momento em que acgoes deixam de ser
indicios de violéncia iminente, tornando-se
imperiosa a acao estatal imediata.

Este € um dos momentos mais delicados,
tanto para as mulheres, quanto para os
profissionais responsaveis pelas respostas
as vitimas. E dificil mensurar o grau de
vulnerabilidade psicolégica e fisica das
mulheres para que possam, autonomamente,
sair do contexto de violéncia.

Para os profissionais, € necessario apoiar
deliberagcoes sobre medidas protetivas de
urgéncia, buscar a rede de protecao e
encaminhar para autoridades de seguranca
publica.

Exemplos: Ameacgar de morte, forgar relagoes
sexuais, ameacar com objetos ou armas,
mutilar, confinar, prender, matar."

SESC e UNFPA. Campanha “Vocé ndo esta sozinha”, 2020

Disponivel em: https://brazil.unfpa.org/pt-br/news/campanha-voce-

nao-esta-sozinha-como-identificar-uma-relacao-de-violencia-de-
genero
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FIQUE

Alerte|

Alguns sintomas clinicos associados d
vivéncia de violéncia

Transtornos crénicos, vagos e
repetitivos;

Entrada tardia no pré-natal,

Companheiro muito controlador;
reage quando  separado  da
parceirq;

Infecg@o urindria de repeticdo (sem
causa secunddria encontroda);

Dor pélvica cronica;

Sindrome do intestino irritdvel;

Transtornos na sexualidade;
Complicagbdes em gestacoes
anteriores, abortos de repeti¢cdo;

Depressdo, Ansiedade;

Historia de tentativa de suicidio:;

LesOes fisicas que ndo se explicam de
forma adequada

CODEPPS. Mulheres em situacdo de violéncia doméstica e sexual: orientacdes
gerais, 2007.
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PARA O RASTREAMENTO DA SITUACAO
DE VIOLENCIA PELOS PROFISSIONAIS DE
SAUDE PODEM SER EMPREGADAS VARIAS

ESTRATEGIAS:

Ataques a entes queridos, objetos pessoais, ou a

O

[] Restrigdo de liberdades individuais (impedimento

animais de estimacéo;

de trabalhar fora; estudar; ou sair de casq,

mesmo para visitas a familiares);

[] Prdticas que resultam em restricées de liberdades,
como ndo disponibilizar dinheiro; ameacas de

agresséo ou brigas verbais associadas as saidas;

[0 Humilhacso (maus-tratos, desqualificacdes
publicas ou privadas) xingamentos e ofensas por

conhecidos e/ou familiares;

D Discussdes e brigas verbais frequentes;

O Ameacas de agresséo; ameagas com armas ou

instrumentos de agresséo fisicq;

Relagdes sexuais forcadas;

Submissdo a prdticas sexuais indesejadas;

[0 Agresséo fisica de qualquer espécie.

Acolher o relato espontdaneo

CODEPPS. Mulheres em situacdo de violéncia doméstica e sexual: orientacdes
gerais, 2007.
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PARA O RASTREAMENTO DA SITUACAO DE
VIOLENCIA PELOS PROFISSIONAIS DE
SAUDE PODEM SER EMPREGADAS VARIAS
ESTRATEGIAS:

Perguntas diretas

D Como vocé deve saber, hoje em dia néo é raro escutarmos
sobre pessoas que foram agredidas fisica, psicolégica ou
sexualmente ao longo de suas vidas, e sabemos que isto
pode afetar a saiide mesmo anos mais tarde. Isto aconteceu

alguma vez com vocé?

Perguntas indiretas

O Esté tudo bem em sua casa, com seu companheiro? ou
Vocé estd com problemas no relacionamento familiar? ou
Vocé se sente humilhada ou agredida? ou
Vocé acha que os problemas em casa estdo afetando sua
saude? ou
Vocé e seu marido (ou filho, ou pai, ou familiar) brigam
muito? ou

Quando vocés discutem, ele fica agressivo?

CODEPPS. Mulheres em situacdo de violéncia domeéstica e sexual: orientacdes
gerais, 2007.
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CEAMO: servico publico municipal que presta
acolhimento, acompanhamento psicossocial e
orientacdo juridica as mulheres em situacdo de violéncia
de género no dmbito doméstico, visando romper o ciclo
da violéncia através de atendimento individual, familiar
ou em grupo.

Endereco: Av. Francisco Glicério, 1269 - 6° andar - Vila
Lidia /Centro, Campinas - SP, 13012-100

Hordrio de atendimento: 08:00 das 17:00

Telefone: (19) 3236-3619 / 0800 777 1050

Observacdo: Durante o periodo da pandemia podem
ocorrer mudancas no hordrio de funcionamento.
Recomenda-se contatar o servico antes de oferecer os
encaminhamentos necessarios.

Delegacias Especializadas de Atendimento a Mulher:
unidades especializadas da Policia Civil que realizam
agdes de prevengdo, protegdo e investigagdo dos
crimes de violéncia contra as mulheres. Entre suas
acgdes, estdo o registro de Boletim de Ocorréncia e a
solicitag@o ao juiz das medidas protetivas de urgéncia,
nos casos de violéncia doméstica e familiar contra as
mulheres.

r

OS ESPECIALIZADOS
DISPONIVEIS NA REGIAO

19 Delegacia de Defesa da Mulher de Campinas

Endereco: Av. Dr. Anténio Carlos Sales Junior, 310 -
Jardim Proenca |, Campinas - SP, 13100-410

Hordrio de atendimento: 09:00-17:00

Telefone: (19) 3242-5003

29 Delegacia de Defesa da Mulher de Campinas

2
>
(2 4
L
W

Endereco: R. Ferdinando Panattoni, 590 - Jardim
Pauliceia, Campinas - SP, 13060-090

Hordrio de atendimento: Aberto 24 horas

Telefone: (19) 3227-0080

Secretaria Nacional de Politicas para as Mulheres. Mulheres na
COVID-18, 2020.
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Ligue 180: recebe dendncias de violéncia, informa e
orienta as mulheres sobre seus direitos e sobre a
legislagGo vigente, encaminhando-as para outros
servicos, quando necessdrio. O Ligue 180 & um servico
gratuito que funciona 24 horas, todos os dias da
semanda.

Policia Militar: disponivel para situagdes de emergéncia
acessivel mediante o ndmero 190.

Guarda Amigo da Mulher(Gama): possui uma equipe
de guardas municipais qualificados para acompanhar e
fiscalizar a situagdo de mulheres que possuem medidas
de protecdo por conta de violéncia doméstica, acessivel
mediante o nimero 153.

Programa de Atendimento das Mulheres Vitimas de
Violéncia Sexual: servico de salde do SUS,
especializado no atendimento ds mulheres que foram
vitimas de violéncia sexual. Neles contamos com
equipes multidisciplinares capacitadas para um
atendimento humanizado que oferecem seguimento
ambulatorial até o 6° més apds a data da violéncia.
Este servico estd disponivel no CAISM e funciona 24
horas oferecendo atendimento imediato.

r

OS ESPECIALIZADOS
DISPONIVEIS NA REGIAO

Enderecgo: R. Alexander Fleming, 101-Cidade Universitdria,
Campinas - SP, 13083-881

2
>
(2 4
L
W

Secretaria Nacional de Politicas para as Mulheres. Mulheres na
COVID-18, 2020.
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Abstract

Background: Violence against women has been considered by the World Health
Organization to be a public health problem and a serious violation of human rights. The
strategies for its eradication should include efforts to improve the response of health
systems to violence against women supported from a health promotion perspective.
Some recommendations are available regarding the importance of including
domestic/intimate partner violence screening in antenatal and postnatal care
consultations, however, little evidence is reported on how to implement a routine

screening in healthcare settings.

Methods: This is a quality improvement based on the PDSA cycle. The evidence-
based intervention is part of a project that has been conducted within an antenatal and
postnatal care service at a university hospital in Campinas, Sdo Paulo, Brazil. As part
of the four stages cycles, we designed a strategy based on five steps 1) identification
of a strategy for screening domestic violence; 2) identification of the scale for risk
assessment; 3) system for recording information and referrals; 4) meetings with
multidisciplinary teams; and 5) development of informative and educational materials
for users and health professionals. The implementation of this intervention aims to
develop a strategy focused on including a domestic violence approach in antenatal and
postnatal care. This strategy is being developed by a multidisciplinary team, supported
by intersectoral work with the social assistance network of the community, and

facilitated by researchers of the hospital.

Discussion: The inclusion of this topic in antenatal and postnatal care services is an
opportunity to identify women in situations of vulnerability to violence and thus facilitate
their access to domestic violence resources. The approach that is presented will
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contribute that women recognize health institutions as welcoming, safe and protective

environments.

Keywords: Domestic Violence; Antenatal Care, Postnatal Care; Health professionals;

Quality Improvement.

Background

Violence against women (VAW), adolescents, and girls is a public health
problem and a serious violation of human rights (1). Despite it has been developed
many efforts to eradicate violence against women, a home is still an unsafe place for
many women. According to statistics from the World Health Organization, 1 in 3 women
has experienced physical and/or sexual violence by their partner (2). In the Americas,
it is estimated that 25% of women between 15 and 49 years of age experience physical

and/or sexual violence by an intimate partner at some point in their lives (3).

In Brazil, some statistics collected during the COVID-19 pandemic show that
230.861 women reported a case of domestic violence (DV) in 2021 increasing by 0.6%
when compared with the previous year (4). Unfortunately, beyond public health
emergencies violence against women is a persistent issue. Lessons learned from
previous emergencies have shown a trend of violence increase, especially in those
countries with weak health and legal systems, and already high rates of VAW and
gender inequality (5). This context added challenges to developing actions to reduce
and prevent DV. Despite this, it was observed that greater difficulties to report violence
and a reduction of available resources for violence survivors increased this group's
vulnerability (6). Also, other forms of violence such as patrimonial or psychological

violence are part of the life experiences of women, but there are historically less visible.

Pregnant and postpartum women are not except for domestic/intimate partner

violence. A systematic review collected studies that revealed intimate partner violence
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(IPV) prevalence among pregnant women demonstrated that the worldwide prevalence
rate of any type of IPV in pregnancy was 25.0% (95% CIl 20.4-30.7) showing a

variation within countries and continents (7).

Physical and sexual violence have an impact on sexual and reproductive
health, thus increasing the risk of unwanted pregnancy, sexually transmitted infections,
miscarriage, as well as gynecological disorders, and mental health conditions, among
other issues (2). These outcomes reveal the importance of being alert to violence
during the pregnancy-puerperal cycle due to the serious maternal and perinatal health

consequences.

Although the effects of violence are recognized, difficulties in estimating the
actual number of survivors due to underreporting is a common problem, especially
among the women most at risk for experiencing violence (8). Despite this, antenatal
care has been recognized as a relevant entry point (9). Some studies have revealed
high support for routine or case-based screening for intimate partner violence in

antenatal care among pregnant women (10, 11).

Therefore, it is necessary to strengthen the capacities of health systems for both
the development of actions aimed at the prevention of violence and the rehabilitation
of survivors. In this sense, to address violence against women, it is necessary to

develop a multisectoral response (2).

The development of a strategy to address domestic violence (DV) within
antenatal and postnatal care service is justified by the opportunities that health
professionals have to establish a bond of trust during systematic contact with women.
Some recommendations are available reinforcing the importance to include

domestic/intimate partner violence screening in antenatal and postnatal care
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consultations. Despite these recommendations, little evidence reported how to
implement a routine screening in healthcare settings through a formal protocol. Within
this context, we aim to develop a strategy focused on including a domestic violence

approach in antenatal and postnatal care.
Methods/Design

The project will address four phases that function as a cycle. Figure 1 shows the

different elements that compound the project.

PDSA CYCLE

ACT ) PLAN
PHASE IV MAINTAINING PHASE | OBSERVATIONAL
OR ADJUSTING ACTIONS STUDY
Recommendations for ¢ =
innovative  research and To assess domestic violence

prevalence among pregnant
and postpartum women
attending antenatal and
postpartum care services.

improve the evidence-based
intervention in antenatal and
postpartum care to address

domestic  violence  within
healthcare settings.
STUDY DO
PHASE Il PHASE Il EVIDENCE-
IMPLEMENTATION BASED INTERVENTION
RESEARCH
. i Develop an evidence-based
Asses to implementation intervention for domestic
outcomes through a violence in antenatal and

qualitative/quantitative
evaluation.

postpartum care.

Fig.1 The PDSA model.

From the perspective of quality improvement in healthcare, the conception of this
project was based on Plan-Do-Study-Act (PDSA) cycle. Thus, this article presents the
main elements that compound an evidence-based strategy to address domestic

violence within an antenatal and postnatal care service (Fig. 2).
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The objective of this phase is to support a multi-disciplinary team to address domestic

violence routine screening among pregnant and postpartum  women.

Eighie 2 Identification of a

. Identification of the scale
strategy for screening .
L forrisk assessment
domestic violence

03 04
St rategy to Meetings with the
address System for recording multidisciplinary
domestic information and referrals teams
violencein a
prenatal and
postnatal care 05

service —

Development of informative and educational
materials for users and health professionals

Multidisciplinary team and social assistance network

Fig. 2 Strategy for addressing domestic violence in antenatal and postnatal care

services.
PDSA cycles and quality improvement in healthcare services

Quality improvement involves a “commitment to continuously improving the quality of
healthcare, focusing on the preferences and needs of the people who use services”
(12). The promotion of changes in healthcare institutions through a quality
improvement project was an important step conceived by the researcher's team to
introduce new approaches that strengthen a women's center-care in antenatal and

postnatal care services.

Commonly, some basic questions guide this process (12)



130

e What are we trying to accomplish? We aim the implementation of DV routine
inquiry among women who attend regularly outpatient antenatal and postnatal
care.

e How will we know if a change has been an improvement? It will be developed
implementation research that measures some indicators such as the local that
implemented the screening, the number of women screened, the type of
violence identified, and the risk classification collected through 6 months, 12
months, and 18 months assessments.

e What changes can we make that will result in improvement? It will be
implemented actions for stakeholders such as:

a) Put posters in waiting rooms for clinic attendees.

b) Provide support materials for multidisciplinary teams.

c) Conduct brief training sessions for medical staff and meetings with the
multidisciplinary team.

One way to implement changes is using PDSA cycles that allow organizing,
testing, and implementing interventions based on a framework that functions through
continual stages. This is the most commonly used approach and includes four stages
such as 1) definition of the problem and planning of the change based on the available
evidence (Plan); 2) changes are implemented detailing their effects or consequences
(Do); 3) identifies and analyze if the change denotes the expected improvements
measuring the results achieved (Study); and 4) identify if any modification or adjusting
is needed, and consequently, prepared new cycles of PDSA according to lessons
learned (Act) (12-14). PDSA cycles have been considered a model that contributes to

decreasing the resistance to changes due to their interaction with stakeholders (14).
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Context of intervention

This project is developed at the Women’s Hospital of the University of Campinas
(CAISM), an institution located in the Campinas region, Sdo Paulo, Brazil. The
Women’s Hospital is a reference university hospital belonging to the Brazilian Unified

Health System (Sistema Unico de Satide — SUS in Portuguese).

This unit offers specialized care to approximately five million inhabitants of 42
municipalities in the Metropolitan Region of Campinas. Obstetrics consultations are
part of the services offered to women. Weekly the service receives approximately 200
pregnant and 40 postpartum women who attend regularly outpatient antenatal and
postnatal care. The antenatal and postnatal care is conducted by a multidisciplinary
team composed of physicians, nurses, psychologists, and social assistance

professionals.

This hospital is committed to healthcare professionals' education and receives
students from diverse specialties. At the moment of the intervention, 38 medicals are
completing their residency training in Obstetrics and Gynecology specialties, and 6 in

Family and Community Medicine Residency.

This research was approved by the Research Ethics Committee of the University of

Campinas, Brazil under number CAAE: 59282322.0.0000.5404.
Phase I: Observational study

The care proposal originated from the doctoral project entitled Violence against
women during pregnancy and the postpartum period: a mixed methods study, whose
aim is to evaluate the prevalence of violence against women and the types and degree
of kinship of aggressors, as well as to explore the perceptions about violence among

women seen in antenatal and postnatal services (15).
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During the data collection, the researchers found a participatory multidisciplinary
team that was sensitized to the topic addressed, in addition to users of the service
needing listening, guidance, and support. Most parts of this phase were conducted
during the COVID-19 pandemic. Consequently, the period around the COVID-19
pandemic, also considered a specific context of exacerbation of economic and social

vulnerabilities, makes actions in this scope even more necessary (6).

In this phase, we recognized domestic/intimate partner violence as a problem
presented among pregnant and postpartum women. During this phase, we identified
that of the 600 pregnant and postpartum women interviewed, 138 (23%) had suffered
any abuse, 2.3% had suffered physical violence during pregnancy, and 5.3% of the

women experienced an episode of physical violence during the last 12 months (16).

Phase II: The evidence-based intervention

The strategy developed involved five steps, described below: 1) identification of
a strategy for screening domestic violence; 2) identification of the scale for risk
assessment; 3) system for recording information and referrals; 4) meetings with
multidisciplinary teams; and 5) development of informative and educational materials

for users and health professionals.

First step: Identification of a strateqy for screening domestic violence

Developing actions in the health sector to support survivors of violence is a
necessary practice due to the different consequences resulting from exposure to
violence at different times of the life cycle. Identifying the relevance of this sector is
essential because not all women in situations of violence seek specialized services,
but they will likely access the health system at some point in life with various health

needs (17).
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To identify the most convenient and effective strategy for the detection of
domestic violence among pregnant women and postpartum women in tertiary health
care, scientific literature was consulted for theoretical and technical support. The
databases and technical manuals of international and Brazilian organizations were
consulted to enable the subsequent development of a tool appropriate to the context.

The main findings are described below.

In a literature review on the response of the health sector to intimate partner
violence in low- and middle-income contexis, the existence of several models was
identified, among which are those focused on the levels of secondary and tertiary care,
such as services emergency services, or those located at the primary level focused on

reproductive health services and family planning (17).

In turn, the World Health Organization published a series of recommendations
for addressing intimate partner violence in health services, which indicate the need to
ensure conditions, such as the existence of a standard operating protocol/procedure;
training on how to ask about intimate partner violence and how to give the minimum
response or offer more support; the private environment; the guarantee of
confidentiality; the referral system installed; and the time to allow appropriate

disclosure (18).

Furthermore, professional organizations such as The American College of
Ovbstetricians and Gynecologists (ACOG) recognize the importance of including the
issue of domestic and interpersonal violence in the routine care provided to women
during pregnancy and the puerperium period. In the case of obstetric consultations, it
is recommended that they occur from the first antenatal care visit, at least once per

trimester, and during the postpartum care (19).
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Universal screening as a practice for the detection of domestic violence has
been the subject of wide discussion (20). Although some health organizations
recommend the implementation of this evaluation for all women, others consider that
it should be aimed at high-risk populations, including pregnant women attending
antenatal care clinics (21). The adoption of strategies to include the detection of
domestic violence in the care received by users requires changes in health
professionals and the institutions themselves so that these approaches are lasting.
Despite the challenges, it is important to consider that routine benefits include
increased surveillance, detection of survivors, prevention of new episodes, provision

of guidance, and referral to specialized services.

To detect a reference model to offer a comprehensive response from the health
sector, the research team identified an alternative developed in Brazil, which was
evaluated by the multidisciplinary and adapted team to the context of antenatal and
postnatal care offered at the institution. This care proposal, which focuses on severe
domestic conflicts (CONFAD), constitutes a model of action in primary care based on

detection, listening, and qualified guidance as part of professional practice (22).

According to the manual Women in situations of domestic and sexual violence:
general guidelines (Mulheres em situacdo de violéncia doméstica e sexual:
orientacées gerais in Portuguese), developed by the Coordination for the Development
of Health Programs and Policies, resources can be used within the services that
facilitate the identification of women in situations of violence, such as accepting the
spontaneous report, using indirect questions or direct questions in case of suspicion
(23). In the case of the experience developed in our service, it was suggested to the
teams the introduction of these questions as part of the consultation routine offered to

women during the antenatal and postnatal periods.
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Similarly, the evidence mentions the impact of violence on health, where in
addition to the appearance of lesions, there is a wide variety of clinical conditions to be
observed in the users’ histories (17). Considering the diversity of clinical manifestations
that may be associated with the experience of violence, it was recommended to the
teams to observe issues such as chronic, vague, and repetitive disorders; late entry
into antenatal care; bond with the partner; mental health conditions; disorders in
sexuality; injuries that are not adequately explained; repeated abortions, and

complications in previous pregnancies (23).

Second step: Identification of the scale for risk assessment

To offer resources to professionals to evaluate exposure to violence in users,
a scale proposal for preliminary risk assessment was presented (24). With the help of
a resource such as the “violentometer”, different gradients of violence are represented,
to contribute to the recognition of implicit and explicit forms of violence. Currently, the
use of this format has been promoted in the campaign You are not alone (Vocé nao
esta sozinha in Portuguese), developed by Sesc and the United Nations Population
Fund (24). Similarly, validated instruments have been developed to provide an
educational technology that contributes to identifying and preventing diverse forms of

VAW (25).

The risk classification proposed is based on exposure to different forms of violence,

including:

1) Low risk: behaviors that may reveal a relationship of possession in the bond with
the partner, representing an important warning sign to develop actions aimed at the
prevention of acute episodes of violence. Examples: offensive jokes, quilt,

disqualification in public, blackmail, control, and jealousy, among others.
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2) Medium risk: stage in which physical violence is present, and severe injuries can
be identified in women, indicating the urgency to break the cycle of violence. Examples:
the destruction of personal property, offenses, and shoving, among other various forms

of aggression.

3) High risk: phase in which an imminent risk of femicide or situations that put personal
integrity at risk is identified, which requires immediate intervention and the execution
of measures to ensure the protection of exposed people. Examples: death threats,

forced sexual relations, and confinement, among others.

The purpose of this type of scale is to support the multidisciplinary team in the
identification of possible behaviors to be followed in terms of referrals to external
services and/or within the hospital itself. For the approach to domestic violence, it is
recommended that the classifications should not be used as a means of minimizing
the situations of violence identified because the behaviors present in each phase

should put the health teams on alert.

This type of scale assumes that domestic violence is a complex phenomenon
that can worsen and become cyclical, so the preliminary assessment of the perception
of risks experienced by women is not definitive (24). In this sense, this tool can be used
as a resource to offer a welcoming and initial guidance to women in situations of
violence. Some important aspects should be taken into account when using this type
of resource. Women self-identifying in a violent relationship is a difficult process and
can take a long time; in turn, the aggressor can move quickly from low to high risk,

without necessarily manifesting behaviors that respond to a predetermined logic (24).
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Third step: System for recording information and referrals

For the identification of women at risk and their monitoring by the
multidisciplinary team, changes were made to the electronic information record system
of the institution. The records included aspects such as the question about domestic
and family violence, the types of violence identified, and the preliminary risk

assessment.

The evidence shows that women who reveal situations of domestic violence
may receive a response from professionals that includes support in the development
of a safety plan, emotional support, referral to specialized services, or information
about appropriate local/national network resources (26). In this sense, a referral
system was implemented to facilitate the provision of the necessary services according

to the needs of the users (Fig. 3).

Prenatal/Postnatal Care

l |

Spontaneous report of
domestic violence (DV)

Indirect questions Direct questions |

l J

Risk assessment
High Risk

Area: Social Service
Objective: Facilitate the
interrelation among stakeholders
and the specialized network of the
region for survivors of violence.

Medium or Low
Risk

Nursing
consultation

Are there signs of high-risk behaviors for the integrity of the attendee?

[ 1

Yes No

DirectApproach] l Indirect Approach ‘
Referrals for an in-depth approach

Were identified reports of ohiﬁ:;i::ew::‘;:gwm

DV with behaviors of high N individual and group

risk for ‘h; lﬂtlfQ',’]'Y of the educational actions to address
altendee? DV (types of violence, cycle,

and services in the region)

Fig. 3 Service flowchart.
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Fourth step: Meetings with the multidisciplinary teams

As part of the experience, a series of activities were conceived with health
professionals that facilitated awareness and preparation for addressing the topic. In
this sense, meetings were held with the various areas that participated in the strategy:
Obstetrics, Resident Physicians, Nursing, Psychology, and Social Work of the

institution. These meetings, conceived as brief training, have the following objectives:

1- Sensitize multidisciplinary teams on the importance of implementing a strategy to
address violence in antenatal and postnatal care services that would allow the
identification of women in vulnerable situations from a comprehensive, intersectoral,

and humanized perspective.

2- To present the definition of domestic and family violence, the cycle of violence,
associated clinical manifestations, strategies for its address in consultation, preliminary
risk assessment, a flowchart of care within the hospital, and specialized services

available in the region.

Fifth step: Development of informative and educational materials for users and

health professionals

Another of the actions developed was the development of support materials for
multidisciplinary teams. The document entitled Violence against women: A primer for
health professionals in prenatal and postnatal care aims to present relevant content for
health professionals, synthesize information, and show various references to deepen
knowledge about the care of women in situations of domestic violence, in addition to

providing the services available in the region to provide the necessary referrals.

For the users, the strategy was based on the design of an informative video

with content on the definition of domestic and family violence, types and cycles of
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violence, and specialized services available in the region. Another of the actions
designed was the development of posters with a clear, direct message and easy-to-
understand language. The same was prepared with the purpose of encouraging the
speech of users in situations of violence and showing the willingness of professionals

to listen, accept and validate their stories.
Phase Ill Inplementation research

During this phase, the research team will conduct a study to assess the
implementation of a strategy for addressing DV screening in antenatal and postnatal
care services in obstetrics consultations. As part of this stage, some indicators will be
measured to evaluate the adoption of this strategy. Through the analysis of qualitative
and quantitative data, the research team will explore the knowledge, attitudes
regarding DV, and the adoption of routine inquiry for the medical staff within antenatal

and postnatal consultations.

The medical records will contribute to access measurements such as the local
that implemented the screening, the number of women screened, the type of violence
identified, and the risk classification, as well as some sociodemographic
characteristics, maternal outcomes, and reproductive history of outpatient clinic

attenders.

Although, some brief training will be conducted in this stage using educational
material, videos, and face-to-face intervention to promote routine screening among the

medical staff. Pre and post-intervention measures will be assessed during this phase.
Phase IV Proposals for maintaining or adjusting actions

In this stage, using findings from the study phase the research team will suggest

new PDSA cycles to improve the screening of DV in this service. As part of the



140

implementation, users will be in contact with information about types of violence, the
cycle of violence, and resources for victims of violence in their communities. Women
who are identified as victims of violence will be offered access to resources focused
on support and follow-up services such as hospital social services, or specialized

centers such as a Referral Center for victims of domestic violence.

Recommendations for further research based on barriers and limitations
identified, as well as new educative activities to implement within the hospital would be
planned. This phase is relevant to communicating the main findings to the
multidisciplinary team and designing with the stakeholders new actions to improve and

maintain the implementation of DV screening in the hospital.

Discussion

The inclusion of a strategy to confront domestic violence in an antenatal and
postnatal care service is an opportunity to identify women in vulnerable situations,
provide the necessary referrals, and contribute to the health institutions being
recognized by users as spaces where they can receive the care they need according

to their needs.

The approach to this topic within a specialized service aimed at assisting women
during pregnancy and postpartum needs to be supported by the commitment of the
multidisciplinary teams to ensure respect for sexual and reproductive rights and the
decisions of the users. The creation of a welcoming, private and confidential
environment is one of the basic conditions that should be considered by teams, as the
establishment of a bond of trust between professionals and users is central to providing

humanized care. The integration between professionals and the articulated work of the
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social assistance network is one of the strengths of this type of approach, which aims

to offer a comprehensive view of women's health.

Similarly, this strategy values the potential of health systems to identify the
demands of users and, consequently, provides the necessary referrals to specialized
services, ensuring respect for the autonomy and confidentiality of survivors. In addition
to the responsibility of the multidisciplinary teams in providing timely treatment and in
the development of health promotion actions, the proposed approach expects to allow

women to identify health institutions as welcoming and safe spaces.

One of the challenges of this project is that it requires changes in cultural norms
and modification of stereotypes about VAW among stakeholders. Nevertheless, we
propose to identify the barriers and facilitators to the implementation of this approach,
as well as increase awareness among health providers about the importance of
addressing this topic during antenatal and postpartum care. Consequently, further

cycles of action to improve quality will be designed.

The inclusion of a DV routine screening within Obstetrics outpatient clinics is
supported by the need to implement approaches centered on women's needs and
focused on ensuring the well-being of service users and newborns. It is urgent to
encourage practices that favor comprehensive care for women's health during
pregnancy and postpartum. The proposed project represents an opportunity to
strengthen the capacities of the teams to receive, identify, and refer women in
situations of violence to specialized services of the intersectoral network in their
communities. Regular contact between health professionals and women during
pregnancy and postpartum is an opportunity to identify clinical symptoms that might be

associated with the experience of violence.
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The study presented is relevant from a social point of view, as it proposes an
ethical and humanist approach that contributes both to complementing the care
currently offered as well as contributing to the training of professionals and their
qualification for addressing a topic of social relevance. Therefore, the study will
contribute to the visibility of violence against women, train professionals, and

emphasize their role in addressing this phenomenon.

Abbreviations:

VAW: Violence against women; DV: Domestic Violence; PDSA: Plan, Do, Study, Act; IPV:
Intimate Partner Violence.
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6. DISCUSSAO

A presente tese avaliou a VD e VPI a partir da abordagem da atencao pré-
natal e pos-natal. Partindo do pressuposto do direito das mulheres de viver uma
vida livre de violéncia, esta tese focou as oportunidades para estabelecer
estratégias que permitam resposta multiprofissional da area do cuidado pré-natal
e pés-natal na deteccédo e medidas de enfrentamento.

Dentre os principais achados, constatou-se que durante a gravidez e o
puerpério as mulheres podem vivenciar violéncia fisica e psicolégica no ambiente
doméstico, perpetrada especificamente por parceiros intimos. Nossos achados
demonstram que 23% das participantes tém antecedentes de violéncia fisica ou
psicoldgica, e para 2,3% delas, a violéncia fisica aconteceu durante a gestacao.
Por outro lado, 3,3% das entrevistadas relatam ter medo do parceiro ou familiares,
resultado que pode oferecer informacdes sobre a situagdes de inseguranca as

quais as mulheres se encontram expostas.

Em relac&o a prevaléncia da violéncia na gestagédo, uma revisao de estudos
de dezenove paises de baixa e média renda mostrou uma variacao de 2% a 13,5%
(86). Contudo, outro estudo revelou que a prevaléncia mundial de violéncia fisica,
psicolégica e sexual durante a gravidez foi de 9,2%, 18,7% e 5,5%,
respectivamente (87).

Ilgualmente, no Brasil estudos também mostram variagdes na prevaléncia
da violéncia neste periodo (31, 33, 67, 88). No entanto, nossos resultados sobre a
prevaléncia da violéncia fisica nesta populacdo foram menores comparados a
alguns estudos realizados em ambientes de saude brasileiros, tais como os
resultados mostrados em estudos conduzidos em Cariacica (7,6%) (37), Recife
(7,4%) (29), Campinas (6,5%) (33) e Vitéria (4,6%) (38), e ainda menor comparado
com achados entre puérperas do Rio de Janeiro (30%) (39).

As divergéncias no comportamento da violéncia entre regides também
precisam ser avaliadas considerando a diversidade socioecondmica e cultural do
Brasil, as desigualdades no acesso a condigcdes de educacgdo, capacitacao
profissional e emprego na populacdo. Igualmente, autores apontam que as

andlises das relagdes entre violéncia e condigdes socioecondmicas é um campo
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no qual € necessaria a articulacao dos estudos de género, a compreensao das
relagées entre violéncia e saude, assim como das desigualdades e os custos
econdmicos gerados pela violéncia (89).

Diferentes estimativas de violéncia devem ser analisadas com cautela.
Alguns autores também observaram que essa variacdo pode ser causada por
diversos tamanhos de amostra (29), divergéncias nas técnicas para o
recrutamento dos participantes do estudo (90), nos instrumentos de avaliagéo e
tipos de técnicas de coleta de dados (33, 90).

Da mesma forma, caracteristicas populacionais e diferentes definicbes de
violéncia podem influenciar na diferenca observada ao longo dos estudos (29, 33).
Por exemplo, foi observado que nos estudos consultados para a elaboracao da
presente tese sdo utilizados diversos termos referente a violéncia, como violéncia

por parceiro intimo, violéncia doméstica, familiar e de género.

Além disso, as normas socioculturais presentes em cada contexto devem
ser consideradas para analisar as diferengas entre a frequéncia e a gravidade dos
tipos de violéncia vivenciados pelas mulheres durante a gravidez entre as regides
e paises (11). Nesse sentido, conhecer a representacao social da violéncia contra
a mulher pode ser um elemento util para compreender estas estatisticas. Em
algumas culturas, a gravidez e o puerpério podem ser fatores de protecao, pois
nao seria socialmente aceito agredir fisicamente as mulheres nesse periodo; no
entanto, em outras sociedades, estar gravida pode ser um fator de risco (11).

Além disso, as evidéncias sobre a gravidez como fator de risco ainda nao
sao conclusivas (29). Apesar de que nosso estudo ndo permite avaliar a gravidez
e o puerpério como fatores de risco, nossos achados mostraram que as mulheres
sdo vulneraveis a sofrer violéncia ao longo da vida, assim como vivenciar episodios
de violéncia doméstica e por parceiro intimo durante esses periodos. A violéncia
doméstica € um fenbmeno complexo, e sS40 necessarias pesquisas que permitam
compreender sua dinamica antes, durante e apds a gravidez, incluindo estudos

qualitativos que propiciem uma abordagem em profundidade.

Por outro lado, homogeneidade nas caracteristicas sociodemograficas da
populagdo poderia explicar por que varios fatores de risco ndo foram
significativamente associados a violéncia doméstica. Somado a ampla variacéo na
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prevaléncia de violéncia doméstica entre os contextos, € possivel encontrar
achados inconsistentes entre o0s estudos sobre as caracteristicas
sociodemograficas como fatores de risco para a violéncia domeéstica (11, 77).

Segundo a OMS com base em dados de varios paises, alguns fatores, como
abuso de éalcool, coabitacdo com o parceiro, ser jovem, presenca de atitudes que
apoiam o comportamento violento em relacionamentos conjugais, sofrer abuso na
infancia, histérico de violéncia doméstica e vivenciar ou perpetrar outras formas de

violéncia na idade adulta, aumentam os riscos de VPI (91).

Ilgualmente, varios estudos confirmam a associacdo de alguns desses
fatores a vivéncia de diferentes formas de violéncia entre gestantes, como a baixa
escolaridade (4, 28, 29, 33, 37, 40, 92), experiéncia anterior de violéncia (29, 32,
33, 67, 88), ser jovem (32, 37, 39, 92), uso de substancias licitas ou ilicitas pela
mulher e/ou companheiro (28, 29, 33), gravidez nao planejada (28, 92) e

vulnerabilidades econdmicas (37, 39).

No entanto, nossos achados contrastam com os relatados e sugerem que
as experiéncias de violéncia doméstica sao independentes de algumas
caracteristicas sociodemograficas. Da mesma forma, outro estudo que estimou a
prevaléncia de VPI ao longo da vida entre mulheres de uma cidade urbana do sul
do Brasil mostrou que escolaridade, renda familiar, idade e cor da pele/raga ndo

foram fatores significativamente associados a violéncia (93).

De maneira geral, estudos que exploram fatores de risco em relagdo as
caracteristicas das vitimas tém demonstrado algumas inconsisténcias sobre a
associacao entre violéncia na gravidez e idade, raga/etnia, nivel de renda,
escolaridade, estado civil e escolaridade devido as associacdées mostraram
significancia durante a analise bivariada e muitas vezes se tornarem nao

significativas em analises multivariadas (77).

Especificamente em relacao as caracteristicas dos perpetradores, tem sido
descrito varios fatores que acrescentam os riscos de violéncia. Alguns deles
incluem, abuso de alcool, baixa tolerancia a frustracao, déficit de assertividade,
personalidade antissocial, diferencia enquanto a orientacao religiosa e de nivel de
escolaridade do casal, agressividade contra criancas e histérico de violéncia
familiar (94).
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Alguns estudos sugerem que perpetradores de violéncia ndo devem ser
entendidos como um grupo homogéneo (94). A presenca de determinados fatores
nao constituem preditores irredutiveis de um comportamento violento ou da
condicdo de vitima. E preciso transcender uma visdo que indica que estar em risco
de ser perpetrador ou vitima de violéncia responde a um perfil especifico. Ao
estarmos tratando com um fendmeno complexo, a interseccdo de fatores
individuais, sociais e culturais precisam ser compreendidos como elementos
explicativos a instauracdo da violéncia nos relacionamentos e nas dificuldades
para quebrar o ciclo de violéncia. Segundo Saffioti (2015), a patologizagcédo do
agressor, associar violéncia a pobreza ou ao consumo de drogas licitas ou ilicitas
sdo elementos que limitam a compreensao das hierarquias e contradicdes sociais

qgue envolvem este fenémeno (95).

Nesse sentido, concordamos que alguns grupos podem ser mais
vulneraveis a vivéncia da violéncia doméstica e por parceiro intimo. No entanto, é
importante estar ciente de que a violéncia contra a mulher esta presente em todos
os ambientes e entre todas as classes socioecon6micas (51). Estudos
populacionais com amostras maiores, poderiam contribuir na nossa compreensao

da associacao entre caracteristicas sociodemograficas com a violéncia doméstica.

Por outra parte, o0 uso do modelo ecoldgico resultaria em uma abordagem
apropriada para o desenvolvimento de pesquisas que estudam o fenbmeno da
violéncia desde uma andlise multidimensional incluindo fatores individuais,
relacionais, comunitarios e sociais (11). A dindmica da violéncia doméstica e
familiar contra a mulher tem sido abordada a partir de diferentes perspectivas, no
entanto o modelo ecolégico € um recurso valioso para a compreensao da
complexidade de um fenémeno, que é agravado pela experiéncia de viver uma

situacdo de emergéncia global.

lgualmente, € fundamental pensar criticamente sobre as representacées
idealizadas da familia e do lar, oferecer aos sobreviventes a possibilidade de falar
sobre 0 assunto, e criar acbes que desconstruam o abuso e controle dentro da
familia como formas legitimas de se relacionar (49). Compreender melhor os
significados que essas mulheres atribuem a violéncia, bem como suas atitudes em
relacdo as suas experiéncias diretas ou indiretas com este fenbmeno, € um

importante direcionamento para as pesquisas que abordam este tema.
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Notavelmente, no nosso estudo o periodo de coleta de dados foi
significativamente associado as experiéncias de violéncia doméstica e por parceiro
intimo. Foi observada maior frequéncia de violéncia ao longo da vida, violéncia
fisica recente e violéncia fisica durante a gravidez antes da pandemia de COVID-
19. Nesse sentido, um estudo realizado no Canadda mostrou que 24,07% das
mulheres que tiveram seus partos durante a pandemia de COVID-19 relataram
alguma forma de VPI (96).

Alguns dados disponiveis de paises de baixa e média renda mostram a
prevaléncia da violéncia doméstica durante a pandemia de COVID-19 entre
mulheres gravidas. Por exemplo, a violéncia VPI durante a gravidez foi relatada
entre 7,1% das mulheres gravidas etiopes (97). Em contraste, um estudo realizado
no sudoeste da Etiépia revelou que a prevaléncia de VPI foi de 39,2% entre as
mulheres gravidas (98). Dados de um estudo populacional realizado na Republica
Democratica do Congo mostraram que 11,7% das mulheres relataram ter sofrido
violéncia, e estar gravida aumentou significativamente as chances de relatar VPI
(99). Por outro lado, paises de renda média alta, como o Ira, relataram uma
prevaléncia de 35,2% durante o surto de COVID-19 (100).

Um elemento que pode ter influenciado nossos achados esta relacionado
ao acesso de mulheres que se encontravam em situacao de violéncia aos servicos
de atencdo a saude sexual e reprodutiva para receber atendimento especializado
durante o periodo da pandemia. Por exemplo, durante a pandemia de COVID-19,
especialistas do Servico de Violéncia Sexual e Doméstica em Mildo, Itélia,
observaram uma reducao de 50% na demanda por assisténcia (101).

Similar aos nossos achados, um estudo realizado na Jordania entre
mulheres gravidas revelou que o nivel de VPI durante a quarentena foi menor do
que antes da quarentena (79). Isso nao significa reducao dos episodios de
violéncia doméstica; de fato, esses dados provocam uma discussdo sobre as
oportunidades reais das vitimas de acessar a servigos especializados durante esse
periodo especifico.

Assim, um achado relevante da presente tese em relacdo aos dados sobre
violéncia doméstica, € a importancia de destacar o contexto em que os dados
foram coletados. Nesse sentido, ressaltamos que conhecer a prevaléncia da
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violéncia doméstica em um contexto especifico de emergéncia deve ser alcancada
por meio de dados representativos e estudos epidemiolégicos que analisem a
acessibilidade aos servicos de saude, e seu impacto na salde materna e perinatal
(102).

Entretanto, através da revisao de literatura conduzida foi possivel observar
varios trabalhos que mostraram o curso da violéncia doméstica e familiar durante
a pandemia de COVID-19. As afirmacdes sobre o aumento da violéncia em um
comeco foram baseadas em evidéncias anedéticas, relatorios policiais, relatos do
aumento da procura por servicos de emergéncia, abrigos e ligacbes ou contatos
com servicos de ajuda (49, 55, 103-106). Os dados aportados por estes trabalhos
mostraram que o aumento da violéncia tem sido observado ndo apenas em paises
de média e baixa renda, mas em varias regides onde foram adotadas medidas de

distanciamento social.

As evidéncias mostraram um aumento de ligacdes para linhas de ajuda e
contatos com servicos e organizacdes destinadas a sobreviventes de violéncia,
porém € considerada um possivel a subnotificagdo dos casos (107, 108). Algumas
questdes poderem interferir na procura dos servigos especializados e 0 acesso a
ajuda, incluindo o comportamento agressivo e controlador do agressor (55, 108-
110), o medo de contaminacao por COVID-19 (110, 112), e a escassa
disponibilidade de servigos especializados incidindo na diminuig&o do apoio social
e protecdo durante a pandemia (53, 55, 103, 106, 113-116). Além disso, 0s
sobreviventes enfrentaram dificuldades na implementacéo de planos de seguranca
junto as redes de apoio como amigos e familiares, sobretudo causado pelo medo
de contagio por COVID-19 (106).

Além disso, reconhece-se que a subnotificacdo de casos de violéncia tem
sido um problema recorrente na abordagem desse tema devido ao estigma que as
mulheres podem sentir ao revelar a violéncia durante a gravidez (11). O medo de
retaliacao e de ser descoberta afeta a denuncia (93). Além de preocupagcdes com
a seguranca, as sobreviventes enfrentam diversas barreiras e dificuldades para
denunciar os episédios de violéncia (1, 117).

Nesse sentido, compreender a magnitude e o impacto da violéncia sobre as

mulheres e seu entorno resulta imperativo, reconhecendo a existéncia de outras
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formas de violéncia menos visiveis e dificeis de mensurar. Isso requer da
colaboracéao intersetorial, de consensos sobre as definicbes dos termos, e da
utilizacao de metodologias que permitam uma melhor compreensao de um assunto

tdo complexo.

Os estudos sugerem que, a vulnerabilidade de quem ja vivia situacbes de
violéncia antes da pandemia aumentou neste periodo. No entanto, devemos
apontar que a pandemia e as medidas tomadas para combaté-la ndo criaram todas
as brechas de desigualdade observadas na sociedade (107, 110, 115). Esta
afirmacao reforga que é necessario transcender visées fragmentadas do vinculo
entre violéncia e pandemia para analisar a complexidade das relacées dentro de
um sistema patriarcal e de desigualdades socioeconémicas (107, 108, 110).

A pluralidade de manifestagdes da violéncia que as mulheres vivenciam nos
distintos ambitos da vida, precisa ser entendida desde a perspectiva de género.
Isto, provoca reflexdes sobre a dinamica da violéncia com um olhar critico as
relagdes desiguais e de dominacao que historicamente tem sido construidas, e que
colocam a condi¢do feminina desde a representacdo de submissdo e suposta
fragilidade.

Resultados sobre a relagdo entre religido e atitudes sobre a violéncia
domeéstica e por parceiro intimo, trazem reflexdes sobre como o universo simbdlico
religioso e suas representagdes sobre as relagdes familiares e do vinculo conjugal
legitimam a cultura patriarcal (118,119). Atitudes permissivas podem gerar
siléncios sobre a violéncia no ambiente doméstico e familiar, e consequentemente,

limitar a procura de ajuda e a ruptura do ciclo da violéncia.

A articulacdo entre violéncia contra a mulher e direitos sexuais e
reprodutivos tem sido um tema amplamente discutido, reforcando assim o
entendimento da violéncia contra a mulher como violagao dos direitos humanos.
Varios autores destacam a necessidade de manutencao de servicos que garantam
o direito das mulheres a atencéo a saude sexual e reprodutiva durante periodos
de emergéncia sanitaria (53, 120, 121). No entanto, diversas barreiras limitam a
atuacado do setor de saude, incluindo o insuficiente treinamento técnico dos
profissionais de salude e o medo de quebrar a confidencialidade do paciente (113),
as prioridades de atendimento associadas a disseminacao da COVID-19 (55), e a
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percepcao de que este tépico ndo é de sua responsabilidade ou competéncia
(122).

Nesta etapa, o uso de rotas “tradicionais”, como acessar a abrigos, centros
de apoio a vitimas, departamentos de policia e linhas de ajuda, foi combinado com
0 uso de canais virtuais, como sites e aplicativos de mensagens e 0 uso da
telemedicina. Em alguns contextos seu uso pode ser recomendado para a triagem
e o fornecimento de recursos de apoio a sobreviventes de violéncia, levando em
consideracao a necessidade de garantir a privacidade e a seguranca das mulheres
no seu uso (104, 109, 114, 115, 123).

Em sintese, este periodo evidenciou a necessidade de realizacdo de
pesquisas clinicas, epidemiolégicas e psicossociais relacionadas ao COVID-19 e
a saude sexual e reprodutiva (116, 120), assim como a urgéncia de implementar
politicas publicas de prevencao, protegcéo, investigacdo e punicdo da violéncia
(124). Além da necessidade de integracdo da perspectiva de género nas
estatisticas, avaliagdes de impacto e nas acdes a serem conduzidas em situacoes
de crises (53, 104, 111, 115).

Assim mesmo, tornou-se evidente a necessidade de manter e garantir o
acesso a servigos voltados a saude sexual e reprodutiva da mulher durante este
periodo (53, 120,121). As consequéncias no longo prazo do impacto da pandemia
ressaltam a importancia de implementar e manter agées para prevenir e enfrentar
a violéncia doméstica e familiar contra as mulheres (103, 109, 112).

Em geral, a literatura revela que os elementos identificados como fatores de
aumento da vulnerabilidade a violéncia foram exacerbados em decorréncia do
impacto da pandemia e das medidas de distanciamento social nas rela¢des
sociais, econdémicas e pessoais. Por sua vez, a multiplicidade de papéis atribuidos
as mulheres na sociedade aumenta sua exposicao a situacdes que deterioram sua
saude fisica e mental, pelo que nesse contexto, a coexisténcia de fatores de

diversa natureza intensificam as vulnerabilidades das mulheres.

Os desafios impostos aos governos e sistemas de saude pela pandemia do
COVID-19 também impactaram na forma como a violéncia contra as mulheres é
abordada. Novos protocolos e abordagens tém sido recomendados para o
enfrentamento da violéncia, levando em conta a complexidade do fendmeno. Ha
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uma preocupacao, em diversas areas da saude, em adotar as melhores praticas
no rastreamento e atendimento aos sobreviventes de violéncia. Nesse sentido, a
formacao e a educacao dos profissionais de saude sédo fundamentais, devendo
incluir informagdes sobre os determinantes sociais da saude, as sinais de alerta e
conhecimento técnico para abordar este tema, bem como mudar as

representacoes dos profissionais de saude sobre a violéncia contra a mulher.

Um tema que deve ser discutido é o processo de coleta e sistematizacao de
dados sobre o curso e a dindmica da violéncia durante a pandemia e até que ponto
os sistemas de saude e os 6rgaos de segurancga publica estdo preparados para
acompanhar os casos de violéncia, e intervir segundo as demandas das
sobreviventes. Nesse sentido, € urgente reforgar o trabalho conjunto entre a
seguranca publica e os setores de salde e assisténcia social, além da sociedade

civil, na prevengao, identificacdo e enfrentamento da violéncia.

Os relatos observados sobre o comportamento da violéncia neste contexto
expdem a necessidade de pensar estratégias antes, durante e apds situacdes de
emergéncia sanitaria, dada a probabilidade de que as condicbes de
vulnerabilidade das mulheres sejam mantidas.

Por esse motivo, consideramos que é necessario incentivar a triagem de
rotina sobre VD como préatica entre os profissionais de salde na assisténcia
oferecida a mulheres durante a gestacao e o pés-parto. Os servicos de atencao
pré-natal e pos-natal podem ser uma oportunidade para identificar, encaminhar,

oferecer informacdes de qualidade, assisténcia e apoio as sobreviventes (5).

A promocao de mudancgas na instituicado de saude, por meio de um projeto
de melhoria da qualidade, foi um importante passo para introduzir no servigo um
enfoque orientado a fortalecer uma abordagem centrada na mulher nos servigos
de pré-natal e p6s-natal.

Os principais achados da presente tese podem auxiliar na implementacao
de politicas publicas e no desenvolvimento de estratégias para reduzir e prevenir
a ocorréncia da violéncia. Considerando os servicos de saude como servigcos
essenciais no contexto de emergéncia, os servigos voltados a atencédo a saude

sexual e reprodutiva tém um papel importante na identificagao e apoio as mulheres



155

em situacao de violéncia, sobretudo para aquelas que podem ter perdido o contato

com as redes de apoio.

Compreender os fatores preditivos e melhorar as estratégias de
rastreamento da violéncia durante a gravidez, deve ser o foco dos profissionais de
saude, ja que parte das mulheres que sofrem violéncia durante a gravidez tornam-

se vitimas de violéncia no pos-parto.

O pré-natal é uma oportunidade para que as mulheres e os profissionais de
saude formem vinculos so6lidos, o que pode facilitar a denuncia de algumas formas
de violéncia por parte das mulheres (125). Um grande desafio é que as mulheres
que vivem em situacdo de violéncia podem atrasar e, consequentemente, nao
receber o pré-natal adequado. Como tal, as intervengdes devem ocorrer em varios

niveis estratégicos para alcancar todas as gestantes impactadas (44).

Embora a efetividade das intervencdes ainda seja uma lacuna na literatura
devido a falta de dados e consisténcia nos resultados (5), evidéncias sugerem que
ndao foram encontrados efeitos nocivos causados pelas intervengdes

implementadas (126).

Neste sentido a inclusdo de uma estratégia de enfrentamento a violéncia
doméstica em um servico de pré-natal e pds-natal € uma oportunidade para
identificar mulheres em situacao de vulnerabilidade, fornecer os encaminhamentos
necessarios e contribuir para que as instituicbes de saude sejam reconhecidas
pelas usudrias como espagos onde podem receber os cuidados que necessitam
de acordo com suas necessidades.

A abordagem desse tema dentro de um servico especializado voltado a
assisténcia a mulher na gestacao e no puerpério precisa estar respaldada pelo
empenho das equipes multidisciplinares em garantir o respeito aos direitos sexuais
e reprodutivos e as decisdes das usuarias. No entanto, identificar mulheres em
situacao de violéncia é um desafio para os profissionais de salude nos servigcos de
atencao pré-natal e p6s-natal.

A criacdo de um ambiente acolhedor, privativo e sigiloso é uma das
condicoes basicas que deve ser considerada pelas equipes, pois 0

estabelecimento de vinculo de confianga entre profissionais e usuérias é central
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para oferecer uma assisténcia humanizada. A integracdo entre os profissionais e
o trabalho articulado da rede socioassistencial € um dos pontos fortes desse tipo
de abordagem, que visa oferecer uma visao integral da saude da mulher.

Neste sentido, transcender a visdo da violéncia como natural, instintiva ou
associado a nossa condicdo humana, conduze as discussdées no campo da
educacao e seu papel na transformacao da sociedade. Este é um eixo fundamental
para o estabelecimento de relagdes humanas baseadas na equidade e no respeito
aos direitos humanos. Nessa linha, é preciso pensar estratégias para enfrentar as
violéncias contra as mulheres com um olhar critico as instituicdées, sua funcao

educativa e os processos de socializacao.

Da mesma forma, a estratégia apresentada como parte desta tese, valoriza
o potencial dos sistemas de saude para identificar as demandas das usuarias e,
consequentemente, proporcionar 0s encaminhamentos necessarios para servicos

especializados, garantindo o respeito a autonomia e sigilo das usuéarias.

E de notar que as tipologias da violéncia que tém sido usadas na presente
tese tém um carater instrumental que permitem observar uma série de
comportamentos e 0s danos que sua vivéncia provoca na saude. No entanto, ndo
esgotam a diversidade de sentidos que a violéncia tem para as mulheres e seus
agressores, reforcando, assim, a necessidade de estudos qualitativos que
permitam aprofundar nos significados atribuidos a violéncia por ambos.

Por outro lado, embora a existéncia de politicas publicas no pais para a
abordagem da violéncia contra as mulheres, este tem sido um tema objeto de
marcados retrocessos nos ultimos anos. Evidéncia disto tem sido apontada por
autores que destacam a extingdo em 2016 da Secretaria Nacional de Politicas para
as Mulheres tanto no nivel Federal como em alguns municipios (19), assim como
a precarizacao ao longo dos anos de recursos materiais e humanos dos servicos
especializados, tais como Delegacias Especializadas e servicos de assisténcia
psicossocial (127). Mais recentemente, tem sido noticiados cortes no orcamento
do Ministério da Mulher, da Familia e dos Direitos Humanos, questdo que incide
diretamente nas politicas focadas ao enfrentamento da violéncia contra as

mulheres. Além disso, o discursivo misogino e discriminatério, ainda presente na
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sociedade, impacta na desvalorizacdo da relevancia deste tema, e dificulta o

desenvolvimento de acdes efetivas do Estado para seu enfrentamento.

O estudo apresentado abre novas rotas de investigagdo encaminhadas a
identificar as barreiras e facilitadores para a implementacdo dessa abordagem,
bem como aumentar a conscientizagcdo dos profissionais de saude sobre a
importancia de abordar esse tema durante a assisténcia pré-natal e pds-natal.
Consequentemente, isso implica a realizagdo de novos ciclos para melhorar a

qualidade do servico.

Conhecer os significados atribuidos a violéncia doméstica pode contribuir
na identificagéo de possiveis vulnerabilidades das mulheres de sofrer violéncia, os
obstaculos que enfrentam ao acessar aos servigos especializados e na procura de
suporte das redes de apoio. Futuras pesquisas nesta area requerem analisar
criticamente as barreiras e facilitadores para a implementagéo de estratégias para
o enfrentamento da violéncia doméstica, considerando a perspectiva tanto das
mulheres no seu papel de usuarias dos servicos especializados como dos

profissionais que atuam na rede de protecdo e cuidado.

O trabalho apresentado propée uma abordagem ética e humanista que
contribui tanto para complementar a assisténcia ofertada atualmente quanto para
a formacéo dos profissionais e sua qualificacéo para a abordagem de um tema de
relevancia social. Portanto, a tese apresentada contribuird para a visibilidade da
violéncia contra a mulher, capacitar profissionais e enfatizar seu papel no

enfrentamento desse fendmeno.
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CONCLUSAO

A violéncia contra a mulher foi mais frequentemente relatada antes da
pandemia de COVID-19 por mulheres de cor da pele nao branca, gravidas no
primeiro trimestre gestacional e no puerpério. Nossos dados reforcam que
experiéncias de violéncia atuais e passadas estdo presentes entre mulheres
em idade reprodutiva.

As percepcoes de gestantes e puérperas brasileiras sobre a violéncia
doméstica demonstram as dificuldades que as mulheres enfrentam para
interromper o ciclo da violéncia e acessar as redes de apoio. As politicas
publicas para o enfrentamento da violéncia contra as mulheres precisam estar
acompanhadas de servicos acolhedores e pessoal qualificado para evitar
situagbes de vitimizagdo e culpabilizacao.

As publica¢des produzidas durante a pandemia por COVID-19 sobre a violéncia
no contexto doméstico e familiar, denotaram diversas preocupagdes sobre os
impactos das medidas de distanciamento social no bem-estar, saude fisica e
mental das populagdes vulneraveis. Essas preocupacdes sao apoiadas pela
evidéncia de violagcbes dos direitos de meninas e mulheres durante
emergéncias e desastres anteriores. A utilizagdo de diferentes termos para
descrever a violéncia vivenciada pelas mulheres revela a multiplicidade de
cenarios onde direitos desta populacdo sdo continuamente violados. As
consequéncias ja evidentes da pandemia de COVID-19 na saude fisica e
mental das populacdes, evidenciam a necessidade de planejar agdes com base
nas experiéncias e licoes aprendidas de crises e emergéncias anteriores.

O setor da saude e os profissionais que oferecem servigos especializados para
atengdo a saude sexual e reprodutiva tém um papel fundamental a
desempenhar na identificacdo dos casos, no apoio e na validagdo das
experiéncias das sobreviventes de violéncia. Nesse sentido, os ambientes
destinados a atencdo a saude reprodutiva e sexual podem ser espacos
apropriados para desenvolver estratégias para reduzir a violéncia e prevenir

gue estas experiéncias se tornem recorrentes na vida das mulheres.
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Apresentagao do Projeto:

Segundo a Organiza¢do Mundial da Saude (OMS) entre 13 a 61% das mulheres com idade entre 15 e 49
anos ja sofreram violéncia fisica por um parceiro intimo pelo menos uma vez na vida, sendo que de 1 a 28%
delas o episédio violento ocorreu durante a gestagao (1). Esses dados corroboram para o entendimento de
que a violéncia contra a mulher é um grave problema de saude global e de violag&o dos direitos humanos.
H4&, ainda, dados de que a violéncia contra a mulher pode aumentar de frequéncia e severidade durante a
gestacéo e apds ela (2). No Brasil esse cenario ocupa um papel importante na discusséo e planejamento de
politicas publicas de enfrentamento a violéncia contra a mulher. Um importante passo nesse caminho foi a
criagdo da Lei Maria da Penha (2006), que visa criar mecanismos para coibir a violéncia doméstica e familiar
contra a mulher. A criminalizagdo abrange varias modalidades de violéncia, como: fisica (qualquer conduta
que ofenda sua salde ou integridade), psicolégica (dano emocional, diminuigcdo da autoestima, controle de
acbes, ameaga, constrangimento, chantagem ou qualquer outro prejuizo psicologico), sexual (relagao
indesejada, impedimento de uso de contraceptivos ou que a force ao casamento, gravidez, aborto ou
prostituicdo), patrimonial (retengado, subtragéo, destruicdo de documentos, objetos, bens, valores e recursos)
e moral (calunia, difamag&o ou injaria)(3). Ainda na Lei Maria da Penha, ha o entendimento da necessidade
de medidas integradas de prevencgdo, como a promogao de estudos e pesquisas, estatisticas e outras
informagdes relevantes, com a perspectiva de género e de raga ou etnia, concernentes as causas, as

consequéncias e a frequéncia da violéncia
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doméstica e familiar contra a mulher, para a sistematizac3o de dados, a serem unificados nacionalmente, e
a avaliagdo periodica dos resultados das medidas adotadas (3). Diante disso, o pré-natal se apresenta como
uma importante oportunidade para a equipe de salide detectar esses casos, possibilitando um
aconselhamento e intervengdo adeguada para o problema(4). A atencdo pré-natal deve ser feita por
profissionais qualificados e com a finalidade de promover as melhores condigdes de salde para a mulher e
seu filho. Dentre os componentes desse acompanhamento encontramos: educagdo em salde, identificagao
de riscos, prevencdo de complicagfes da gestagao, gestio de doencas prévias e promogdo da saiude (4). A
OMS recomenda, a fim de obter uma experiéncia positiva na gestacdo, além de toda a rotina clinica e
laboratorial do pré-natal, gue haja uma investigago a respeito da possibilidade de vicléncia por parceiro
intimo. Se rastreada a equipe podera fornecer apoio adequado para a gestante(5). A violéncia na gestagdo
pode afetar seu desfecho por meio de respostas neuroendocrinas ao esitresse, incluindo a liberagio de
catecolaminas, - endorfina e cortisol e a desregulagdo do sistema imunologico, afetando substancialmente a
liberagdo de prostaglandinas (6). As consequéncias negativas desses episodios de violéncia afetam tanto a
saude materna como a fetal, incluindo os problemas de sadde mental no pés-parto e frequentes
hospitalizagdes durante a infancia (6). As repercussdes podem se manifestar tanto no periodo gestacional
como apos o parto. S3o desfechos frequentes: baixa ades&o a assisténcia pré-natal, anemia, sangramentos
vaginais, infecgBes, hipertensdo, descolamento prematuro de placenta, restricdo de crescimento fetal,
prejuizos a saude mental e abortos. Ja no caso das criangas, podemos encontrar ma nutrigo, alteragdo no
desenvolvimento e abuso infantil (7). Determinadas condigbes podem justificar o rastreamento para a
violéncia, dentre elas: lesdo traumatica (particularmente as repetidas, acompanhadas de explicagbes
vagas), parceiro intrusivo nas consultas, sintomas genitourinarios repetitivos, uso de alcool e outras
substancias, sintomas de depressdo e ansiedade, automutilacdo entre outros (5). A presenca dessas
situagfes, acompanhada por uma relagdo de confianga entre a gestante e o profissional de salde, pode
permitir a identificagdo da situagio de violéncia.O abuso infantil & uma questdo bastante relevante nesses
casos, amplificando e perdurando os impactos causados pela violéncia nessas familias. Entende-se como
abuso infantil além do abuso fisico e psicolégico, a negligéncia. As taxas de abuso infantil em até 1 més,
nas mulheres que foram vitimas de violéncia no pericdo gestacional é de 32,9%. Quando analisado o
periodo de 6 meses de pos-parto essa taxa se eleva para 49,3% 8. Esse comportamento, pode ser
entendido pelo sentimento de rejeigdo e raiva que algumas maes alimentam pelos bebés, em decorréncia da
experiéncia traumatica de violéncia experimentada por elas durante a gestacao (8). Nota-se qgue ha uma

grande concentracdo de
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estudos em relagdo a violéncia contra a mulher por parceiro intimo, porém a violéncia pode se dar na
relagdo com outros individuos como familiares e colegas de trabalho. A compreensao a respeito dos fatores
preditivos e aperfeicoamento das estratégias de rastreamento de situagbes de violéncia gestacional devem
ser alvo de atencdo dos profissionais de salde, uma vez que cerca de 70% dessas mulheres continuam
sendo vitimas de violéncia no pos-parto e o pré-natal & uma oportunidade para a formacao de vinculos
solidos entre a mulher e a equipe, facilitando dessa forma o relato da mulher sobre alguma forma de
violéncia (8). Um grande desafio nesses casos & que mulheres que vivem em situagdo de violéncia, além de
ter uma assisténcia pré-natal inadequada, podem atrasar sua entrada no pré-natal. Diante disso, &
importante gue a intervengao ocorra em varios niveis estratégicos, para atingir todas as gestantes imersas
nesse cenario. Dentre as ferramentas importantes para esse enfrentamento, podemos ressaltar as
campanhas de conscientizagdo dos direitos civis das mulheres em situacdo de violéncia, fortalecimento da
legislac3o, servico de intervencio precoce em lares de risco, friagem de rotina nos pré-natais (7). Per fim, no
Brasil, nota-se uma caréncia de dados gue permitam aos profissionais de salde entender o perfil de vitimas
e agressores, bem como um entendimento mais profundo da prevaléncia e tipo de violéncia sofrido por
essas mulheres. Muitas vezes o direcionamento do rastreio diante de determinadas condigdes, como
vulnerabilidade econémica e social, fazem com que um numero significativo de mulheres ndo seja incluido

no rastreamento e mesmo assim, possam estar sendo vitimas de violéncia (9).

Objetivo da Pesquisa:

Objetivo Primario:

Avaliar a prevaléncia da violéncia contra a mulher, tipos e grau de parentesco dos agressores entre
mulheres que frequentam um servigo de atencao pré-natal e pos-natal e explorar as percepgbes das
mulheres sobre a violéncia.

Objetivo Secundario:

- Conhecer a prevaléncia de casos de violéncia entre mulheres que frequentam o servico de atencgdo pré-
natal e pos-natal.

- Identificar os tipos de violéncia descritos pelas mulheres gestanies e puérperas.

- Identificar o grau de parentesco dos agressores descritos pelas mulheres gestantes e

pUErperas.

- ldentificar as percepg@es das mulheres sobre a violéncia, @mbitos, agressores, causas e agdes ante a
vivéncia de violéncia contra a mulher.
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Avaliagao dos Riscos e Beneficios:

De acordo com as pesquisadoras, tanto a aplicacdo dos guestionarios quanto a realizacdo da entrevista
grupal ndo apresentam riscos para a saude fisica das participantes. Ambas etapas contardo com uma
pesguisadora que ¢ profissional freinada e tem recursos para fazer encaminhamentos de atengdo na area
da saude em caso de eventual necessidade. Serfo garantidas as condicSes do local para realizar as
atividades tais como: auséncia de ruido, ventilagao e iluminagdo adequadas. Ademais, consta no TCLE e
TALE a informagao acerca do teor de algumas perguntas, as quais podem ftrazer a tona sentimentos e
emogdes intensas, lembrangas de vivéncias que possuem carga emocional forte, como por exemplo, raiva,
choro e constrangimento. Se isso acontecer, as pesquisadoras garantem a possibilidade de interrupgio da
participag3o na pesquisa, ou finalizar a entrevista em uma ocasido posterior. Em relagdo aos beneficios, as
pesquisadoras afirmam que ndo havera beneficios diretos aos voluntarios desta pesquisa. Entretanto, a
sensibilizagdo da participante com o topico abordado o pode ser o inicio de uma mudanga na vida das
mulheres para fomentar uma vivéncia positiva da gravidez e o puerpério. Assim como havera a possibilidade
de obter informacgies acerca dos tipos de violéncia e as instituipbes que a mulheres podem recorrer diante
deste tipo de experiéncias.

Comentarios e Consideragoes sobre a Pesquisa:

Este protocolo se refere aos Projeto de Pesquisa intitulado "Avaliago da violéncia contra a mulher em
servigo de atencdo pré-natal e pos-natal”, cuja Pesquisadora Responsavel é a Professora Livre Docente
Fernanda Garanhani de Castro Surita do Departamento de Tocoginecologia, FCM/UNICAMP, crientadora do
projeto de Doutorado em Tocoginecologia da aluna Odette del Risco Sanchez e do projeto de Iniciagdo
Cientifica da aluna de graduacdo em medicina na FCM/UNICAMP Mariana Kerche Bonas.

Trata-se de um estudo que visa avaliar a prevaléncia e explorar as percepgdes sobre a violéncia contra a
mulher entre gestantes e puérperas, gue frequentam um servigo de atengdo pré-natal e pos-natal. O estudo
apresenta um desenho misto para o estabelecimento de meta-inferéncias, produto da combinagao dos
enfoques gualitativo e quantitativo (corte transversal). As técnicas utilizadas serdo questionarios para o
estudo da prevaléncia da violéncia em as usuarias do servigo e grupos focais para aprofundar ne imaginario
das mulheres sobre o objeto de estudo. A amostragem & probabilistica e o tamanho da amostra & de 700
mulheres, que frequentam os servigos de ambulatorios para gestantes e puérperas.
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As mulheres serdo convidadas para participar da pesquisa nos proprios ambulatorios do hospital. De acordo
com as pesquisadoras, para garantir que esteja sozinha durante o convite, a mulher sera chamada para
entrar na sala sem companhia. Se a mulher por qualguer motivo se encontra perto do acompanhante, o
convite nao sera feito em esse momento aguardando sempre a sifuagio oporfuna para conversar com a
mulher garantindo sua privacidade. O convite sera para participar nos preenchimentos das técnicas
quantitativas e para posterior participagdo nos grupos focais, se assim elas desejassem. A solicitagdo para
participar do grupo focal sera feita durante o preenchimento do Termo de Consentimento Livre e
Esclarecido/Termo de Assentimento Livre e Esclarecido. Por isso as mulheres gque passaram na etapa
qualitativa terdo preenchido os guestionarios anbnimos gue serdo empregados na primeira etapa da
pesquisa o que contribuira em que elas fiqguem mais sensiveis ao tema permitindo aprofundar na discussao
dele no espago grupal. Para a fase guantitativa a mostra & probabilistica sendo representativa para
mulheres gravidas e puérperas em idade reprodutiva e que frequentam o servigo hospitalar. No componente
qualitativo da pesquisa a amosira & intencional, estimando-se a realizacao de 6 grupoes formados entre 8-12
participantes, procurado sua homogeneidade baseada na idade das participantes. Serdo previstos trés
grupos para adolescentes e trés grupos adultas. Nao obstante os pesquisadores seguirdo o critério de
saturagio tedrica sendo definido quando “as informagdes fornecidas pelos novos participantes da pesquisa
pouco acrescentariam ao material ja obtido, n8oc mais contribuinde significativamente para o
aperfeigoamento da reflex8o tedrica fundamentada nos dados que estio sendo coletados”. Os critérios de
inclusdo s3o:

- Gravidas e puérperas que frequentam o servigo de pré-natal e pos-natal.

- Usuaria regular do servigo pré-natal ou pos-natal que comparece pela segunda vez ao atendimento.

Os critérios de exclusdo

-Diagnoéstico de patologias com comprometimento da salude mental da gestante e puérpera que impegam
sua participacdo no grupo ou comprometam suas respostas aos questionarios.

Para a realizagdo dos grupos focais serdo convidadas 72 mulheres, tendo sido previstos trés grupos com
adolescentes e trés com adultas. Para o processamento dos dados serdo apresentados valores de média,
desvio-padrio e mediana para as variaveis quantitativas como idade e tempo de gestacdo. Para as demais
variaveis (qualitativas) ser8o avaliados prevaléncia e intervalos de conflanga das mesmas. Sera assumido
confiabilidade de 95% (= 0,05 (5%)). Os dados qualitativos serdo analisados mediante analise de contetdo
tematico para a compreensdo das percepgdes das mulheres sobre o fenédmeno estudado. Serdo

estabelecidas meta-inferéncias o que oferece a
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oportunidade de identificar possiveis vulnerabilidades das usuarias a partir dos significados atribuidos a
violéncia contra @ mulher durante a gravidez e o puerpério.

De acordo com o documento “Informacdes Basicas do Projeto”, o orgamento do projeto esta estimado em
RS$ 2.200,00 (dois mil e duzentos reais) por meio de financiamento da CAPES. O cronograma apresentado
menciona as atividades a serem desenvolvidas entre maio de 2019 e abril de 2020.

Consideragoes sobre os Termos de apresentagio obrigatdria:
Foram analisados os seguintes documentos de apresentagdo obrigatoria abaixo listados.

Recomendagoes:

Mo quesito "Sigilo e Privacidade”, tanto no TCLE guanto no TALE ha um erro de digitagdo que necessita de
corregdo, pois a palavra "ndo” esta digitada "no®:

"Durante o preenchimento dos questionarios e na entrevista grupal ndo havera gravagdo em audio ou video,
s0 constara registro escrifo”.

"guarto guestionarios sobre violéncia”

Conclusdes ou Pendéncias e Lista de Inadequagges:

Apods as alteragdes realizadas nos documentos apresentados, o protocolo pode ser considerado
APROVADO.

Considerag6es Finais a critério do CEP:

- O participante da pesquisa deve receber uma via do Termo de Consentimento Livre e Esclarecido, na
integra, por ele assinado (quando aplicavel).

- O participante da pesquisa tem a liberdade de recusar-se a participar ou de retirar seu consentimento em
qualquer fase da pesquisa, sem penalizaco alguma e sem prejuizo ao seu cuidado (quando aplicavel).

- O pesguisador deve desenvolver a pesquisa conforme delineada no protocolo aprovado. Se o pesquisador
considerar a descontinuagio do estudo, esta deve ser justificada e somente ser realizada apos analise das
razdes da descontinuidade pelo CEP gue o aprovou. O pesquisador deve aguardar o parecer do CEP
quanto & descontinuagdo, exceto quando perceber risco ou dano ndo previsto ao participante ou quando

constatar a superioridade de uma estratégia diagnostica ou
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terapéutica oferecida a um dos grupos da pesguisa, isto &, somente em caso de necessidade de agdo
imediata com intuito de proteger os participantes.

- O CEP deve ser informado de todos os efeitos adversos ou fatos relevantes gue alterem o curso normal do
estudo. E papel do pesquisador assegurar medidas imediatas adequadas frente a evento adverso grave
ocorrido (mesmo gue tenha sido em outro centro) e enviar notificagdo ao CEP e a Agéncia Nacional de

Vigildncia Sanitaria — ANVISA — junto com seu posicionamento.

- Eventuais modificagGes ou emendas ao protocolo devem ser apresentadas ao CEP de forma clara e
sucinta, identificando a parte do protocolo a ser modificada e suas justificativas e aguardando a aprovagdo
do CEP para continuidade da pesquisa. Em caso de projetos do Grupo | ou |l apresentados anteriormente &
ANVISA, o pesquisador ou patrocinador deve envia-las também a mesma, junfo com o parecer aprovatorio
do CEP, para serem juntadas ao protocolo inicial.

- Relatorios parciais & final devem ser apresentados ao CEP, inicialmente seis meses apos a data deste
parecer de aprovacao e ao término do estudo.

-Lembramos que segundo a Resolugdo 466/2012 | item X1.2 letra e, “cabe ao pesquisador apresentar dados
solicitados pelo CEP ou pela CONEP a qualquer momento”.

-0 pesquisador deve manter os dados da pesquisa em arquivo, fisico ou digital, sob sua guarda e
responsabilidade, por um periodo de 5 anos apés o término da pesquisa.

Este parecer foi elaborado baseado nos documentos abaixo relacionados:

Tipo Documento Arquivo Postagem Autor Situagao
Informagbes Basicas| PB_INFORMAGCOES_BASICAS_DO_P | 02/07/2019 Aceito
do Projeto ROJETO 1342208.pdf 10:25:27
Outros RespostaPendencias.pdf 02/07/2019 |Femmanda Garanhani | Aceito

10:22:12 | de Castro Surita
Projeto Detalhado / | ProjetoViolencia.pdf 02/07/2019 |Fermmanda Garanhani | Aceito
Brochura 10:19:55 |de Castro Surita
Investigador
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TCLE / Termos de | TCLE.pdf 02/07/2019 |Fernanda Garanhani | Aceito

Assentimento / 10:18:33 | de Castro Surita

Justificativa de

Auséncia

Outros Parecer.pdf 09/05/2019 |Fernanda Garanhani | Aceito
18:47:04 |de Castro Surita

Outros Identidade. pdf 09/05/2019 |Fernanda Garanhani | Aceito
18:39:39 | de Castro Surita

Declaracéo de CEP.pdf 03/05/2019 |Fernanda Garanhani | Aceito

Instituig3o e 12:44:26 |de Castro Surita

Infraestrutura

Folha de Rosto FolhadeRosto.pdf 03/05/2019 |Fernanda Garanhani | Aceito
12:35:53 |de Castro Surita

Situagao do Parecer:

Aprovado

Necessita Apreciagao da CONEP:

MNao

Enderego:

UF: 5P
Telefone:

CAMPINAS, 15 de Julho de 2019

Assinado por:

Renata Maria dos Santos Celeghini

Rua Tessilia Vieira de Camargo, 126
Bairro: Bardo Geraldo

Municipio: CAMPINAS
(19)3521-8936 Fax:

(19)3521-T187

(Coordenador(a))

CEP: 13083-887

E-mail:

cep@fcm. unicamp.br
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Anexo 2. Termo de Consentimento Livre e Esclarecido

TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO

Titulo da pesquisa: Avaliacdo da violéncia contra a mulher em servico de atencao pré-
natal e pés-natal

Nome do(s) responsavel(is): Dra. Fernanda Garanhani de Castro Surita
MSc. Odette del Risco Sanchez

Numero do CAAE: 13426819.1.0000.5404

Vocé esta sendo convidada como voluntéria a participar da pesquisa: “Avaliagdo da
violéncia contra a mulher em servigo de atencdo pré-natal e pds-natal”, sob responsabilidade
dos pesquisadores Prof*. Dr®. Fernanda Garanhani de Castro Surita (Professora Livre-Docente
de Obstetricia do Departamento de Tocoginecologia da FCM/UNICAMP), MSc. Odette del
Risco Sanchez (Doutoranda em Tocoginecologia FCM/UNICAMP)

Este documento, chamado Termo de Consentimento Livre e Esclarecido, visa assegurar
seus direitos como participante Por favor, leia com atencdo e calma, aproveitando para
esclarecer suas dividas. Se houver perguntas antes ou mesmo depois de assind-lo, vocé podera
esclarecé-las com a pesquisadora. Vocé terd o direito de ndo aceitar participar se ndo desejar.
Se vocé ndo quiser participar ou retirar sua autoriza¢do, a qualquer momento, nao haverd
nenhum tipo de penalizagdo ou prejuizo.

Rotineiramente este termo e feito em 2 vias, uma para o pesquisador e outra para a
participante, porem pelo tema envolvido, para ndo colocar qualquer participante em risco de
violéncia pela participac@o no estudo, sugerimos que ambas as vias fiquem arquivadas com as
pesquisadoras e se vocé a qualquer momento desejar poderd entrar em contato para retird-la.
Vocé receberd um papel com os telefones de contato do CEP- UNICAMP (Comissio de Etica
em Pesquisa da UNICAMP) se tiver queixas sobre esta pesquisa.

Participando do estudo vocé estd sendo convidada a responder quatro questiondrios
sobre violéncia: Abuse Assessment Screen; Hurt, Insulted, Threatened with Harm and
Screamed (HiTS); Domestic violence Screening Tool; Partner Violence Screen (PVS) e
Woman Abuse Screen Tool. Todos eles tém o objetivo de avaliar experiéncias de violéncia
contra a mulher.

A aplicacdo destes questiondrios terd a duragcdo de aproximadamente 20 minutos no total
e serd efetuada antes ou apds a consulta no proprio ambulatério, em um local privativo, com a
presenca de uma pesquisadora.

Apos essa etapa, algumas mulheres serdo convidadas pelas pesquisadoras para
participar de uma entrevista grupal, que serd agendada em momento oportuno, ou seja, apds a
consulta no préprio ambulatdrio, na sala de grupo do pré-natal. A entrevista grupal terd duracao
média de 45 minutos e tem como objetivo conhecer as ideias que as participantes tem sobre a
violéncia contra a mulher.

Os questiondrios e a entrevista grupal formardo o material de estudo para posterior
andlise e compreensao cientifica dos dados obtidos.

OBS: Caso tenha sido convidada para participar do estudo em formato de entrevista
grupal com duracdo média de 45 minutos, assinale o item abaixo. Lembre-se que a
participacao da entrevista é voluntaria, e caso nao queira participar, nao tera problema
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algum, nao havendo comprometimento em relacio ao atendimento ambulatorial e nem
em relacio a participacao da etapa dos questionarios. Se por ventura houver necessidade
de suspender a entrevista, nao havera problema, ela podera ser remarcada ou se a
paciente desejar, ela podera retirar sua participacao desta etapa:

( ) Eu aceito participar do estudo em formato de entrevista grupal que serd agendado em
momento oportuno pelo pesquisador apds a consulta no ambulatério do CAISM.

() Eu ndo aceito participar do estudo em formato de entrevista grupal.

Ap6s sua participacdo em qualquer etapa do estudo a pesquisadora fornecera orientagdes
e esclarecerd duvidas sobre os tipos de violéncia e as institui¢gdes que a participante pode
recorrer ante este tipo de experiéncia.

Caso esse procedimento cause algum tipo de constrangimento vocé nado precisa realiza-
lo.

A pesquisa serd realizada de acordo com o seguinte cronograma, nos locais e horarios
indicados onde o participante deve estar presente.

Ano: 2019

Local e periodo: Ambulatérios de Obstetricia do Centro de Atengdo Integral a Sadde
da Mulher (CAISM), que acontecem de 2° a 6* feira no horario comercial (manha 8:00-12:00 e
tarde 13:00-17:00). Vocé ndo terd que retornar em outro dia para participar da pesquisa.

A qualquer momento vocé€ pode desistir da participa¢do neste estudo sem nenhum
prejuizo.
Para participar deste estudo, vocé ndo terd nenhum custo, nem receberd qualquer vantagem
financeira. Os dados e instrumentos utilizados na pesquisa ficardo arquivados com a
pesquisadora responsavel por um periodo de 5 anos e apds esse tempo serdo destruidos.

Desconfortos e riscos: Vocé *_nao_* deve participar deste estudo caso sinta-se
prejudicada ou ameagada por qualquer razdo, tendo o direito de interromper sua participa¢ao
em qualquer momento que julgar necessdrio € sem nenhum prejuizo ao seu atendimento
ambulatorial. Algumas perguntas podem trazer a tona sentimentos e emogdes intensas, € voce
poderd lembrar vivéncias que possuem carga emocional forte, como por exemplo, raiva, choro
e constrangimento. Se isso acontecer, ressaltamos a possibilidade de ser interrompida sua
participacdo na pesquisa se vocé o deseja ou finalizar a entrevista em uma ocasido posterior.
Tanto a aplicacdo dos questiondrios quanto a realizacdo da entrevista grupal ndo apresentam
riscos para a sua sadde fisica. Ambas as etapas contaram com uma pesquisadora que &
profissional treinada e tem recursos para fazer encaminhamentos de atenc@o a sua satde em
caso de eventual necessidade. Serdo garantidas as condi¢des do local para realizar as atividades
tais como: auséncia de ruido, ventilagdo e iluminacdo adequadas.

Beneficios: Nao havera beneficios diretos aos voluntérios desta pesquisa. Entretanto, a
sensibilizac¢do da participante com o tépico abordado pode ser o inicio de uma mudanca na vida
das mulheres para fomentar uma vivéncia positiva da gravidez e o puerpério. Assim como
haverd a possibilidade de obter informagdo dos tipos de violéncia e as instituicdes que a
mulheres podem recorrer ante este tipo de experiéncias.

Acompanhamento e assisténcia: Caso haja a necessidade de uma intervencdo
especializada a pesquisadora que acompanha a entrevista tem condi¢des e conhecimento para
o seu encaminhamento. O CAISM dispde de um servico de atendimento psicoldgico, de
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assisténcia social e de aten¢do frente aos casos de violéncia para as mulheres atendidas no
ambulatério e que ocorre em hordrio comercial, e se houver necessidade, a participante serd
encaminhada para este servigo.

Sigilo e privacidade: Voceé tem a garantia de que sua identidade serd mantida em sigilo
e nenhuma informacdo serd dada a outras pessoas que ndo facam parte da equipe de
pesquisadores. Na divulgacdo dos resultados desse estudo, seu nome nao serd citado. Dados
deste estudo ndo serdo registrados em prontudrios de qualquer natureza. Durante o
preenchimento dos questiondrios e na entrevista grupal ndo havera gravagao em audio ou video,
sO constard registro escrito.

Ressarcimento e Indenizacio: O estudo serd realizado durante o horario comercial. A
aplicacdo dos questiondrios e a entrevista grupal acontecerdo em recinto privativo nos proprios
ambulatérios do CAISM, no dia em que as participantes terdo consulta ambulatorial, portanto
nao havera necessidade de ressarcimento as participantes da pesquisa, tais como transporte,
alimentacdo ou ajudas de custo. Caso tenha gastos para participar da pesquisa fora da rotina
assistencial, vocé serd integralmente ressarcida de suas despesas. Voce terd a garantia ao direito
a indenizac¢do diante de eventuais danos decorrentes da sua participagdo na pesquisa.

O Comité de Etica em Pesquisa (CEP)

O papel do CEP € avaliar e acompanhar os aspectos éticos de todas as pesquisas
envolvendo seres humanos. A Comissdo Nacional de Etica em Pesquisa (CONEP), tem por
objetivo desenvolver a regulamentacdo sobre protecdo dos seres humanos envolvidos nas
pesquisas. Desempenha um papel coordenador da rede de Comités de Etica em Pesquisa (CEPs)
das instituicdes, além de assumir a fungcdo de 6rgdo consultor na drea de €tica em pesquisas.
Consentimento livre e esclarecido:

Declaro que concordo em participar voluntariamente desse estudo. E que, em caso de duvidas,
ou qualquer outra necessidade, poderei entrar em contato com o mesmo.

Nome do (a) participante:
Contato telefénico e-mail (opcional):
Data: / /

(nome e assinatura da participante)

Responsabilidade do Pesquisador:
Asseguro ter cumprido as exigéncias da resolucdo 466/2012 CNS/MS e complementares na
elaboracdo do protocolo e na obtengdo deste Termo de Consentimento Livre e Esclarecido.
Asseguro, também, ter explicado o motivo de ndo fornecimento de uma via deste documento
ao participante. Informo que o estudo foi aprovado pelo CEP perante o qual o projeto foi
apresentado. Comprometo-me a utilizar o material e os dados obtidos nesta pesquisa
exclusivamente para as finalidades previstas neste documento ou conforme o consentimento
dado pelo participante.

Data: / /__. (assinatura do pesquisador)
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Anexo 3. Termo de Assentimento Livre e Esclarecido
TERMO DE ASSENTIMENTO LIVRE E ESCLARECIDO (TALE)

Titulo da pesquisa: Avaliacao da violéncia contra a mulher em servico de atencio pré-

natal e pés-natal

Termo de Assentimento € um termo usado e obrigatério para pesquisas envolvendo seres
humanos, de acordo com a Resolucdo N° 466 do Conselho Nacional de Satide do Brasil,
especificamente para participantes de 07 a 17 anos.

Numero do CAAE: 13426819.1.0000.5404

Voceé estd sendo convidada como voluntaria a participar da pesquisa: “Avaliagdo da
violéncia contra a mulher em servigo de atencdo pré-natal e pds-natal”, sob responsabilidade
dos pesquisadores Prof®. Dr*. Fernanda Garanhani de Castro Surita (Professora Livre-Docente
de Obstetricia do Departamento de Tocoginecologia da FCM/UNICAMP), MSc. Odette del
Risco Sanchez (Doutoranda em Tocoginecologia FCM/UNICAMP)

Este documento, chamado Termo de Assentimento Livre e Esclarecido, visa assegurar
seus direitos como participante Por favor, leia com atencdo e calma, aproveitando para
esclarecer suas duvidas. Se houver perguntas antes ou mesmo depois de assind-lo, vocé podera
esclarecé-las com a pesquisadora. Vocé tera o direito de ndo aceitar participar se ndo desejar.
Se vocé ndo quiser participar ou retirar sua autoriza¢do, a qualquer momento, nao haverd
nenhum tipo de penalizagdo ou prejuizo.

Rotineiramente este termo e feito em 2 vias, uma para o pesquisador e outra para a
participante, porem pelo tema envolvido, para ndo colocar qualquer participante em risco de
violéncia pela participacdo no estudo, sugerimos que ambas as vias fiquem arquivadas com as
pesquisadoras e se vocé a qualquer momento desejar poderd entrar em contato para retird-la.
Vocé receberd um papel com os telefones de contato do CEP- UNICAMP (Comissio de Etica
em Pesquisa da UNICAMP) se tiver queixas sobre esta pesquisa.

Também rotineiramente para menores de 18 anos, um responsdvel legal deveria assinar
um termo de consentimento para participacdo de qualquer pesquisa, porém pelo tema
envolvido, para ndo colocar qualquer participante em risco de violéncia pela participacao no
estudo também solicitamos dispensa da autorizacdo do responsdvel legal para menores de 18
anos

Justificativa e objetivos:

Este estudo tem como objetivo avaliar a prevaléncia e explorar as percepcdes sobre a
violéncia contra a mulher entre gestantes e puérperas que frequentam o servico de atencio pré-
natal e p6s-natal do Centro de Atencao Integral a Saide da Mulher da Universidade Estadual
de Campinas. (CAISM-UNICAMP). A realizacdo deste estudo é importante para avaliar a
presenca de experiéncias de violéncia em mulheres que frequentam o servico e as ideias delas
sobre o esse tema, o que € ttil para melhorar o atendimento oferecido na institui¢do e assim
contribuir em ter uma vivéncia positiva durante etapas relevantes como a gravidez e puerpério.
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Procedimentos:

Participando do estudo vocé estd sendo convidada a responder quatro questiondrios
sobre violéncia: Abuse Assessment Screen; Hurt, Insulted, Threatened with Harm and
Screamed (HiTS); Domestic violence Screening Tool; Partner Violence Screen (PVS) e
Woman Abuse Screen Tool. Todos eles tém o objetivo de avaliar experiéncias de violéncia
contra a mulher.

A aplicagdo destes questiondrios terd a durac@o de aproximadamente 20 minutos no total
e serd efetuada antes ou apds a consulta no préprio ambulatério, em um local privativo, com a
presenca de uma pesquisadora.

Apés essa etapa, algumas mulheres serdo convidadas pelas pesquisadoras para
participar de uma entrevista grupal, que serd agendada em momento oportuno, ou seja, apds a
consulta no préprio ambulatdrio, na sala de grupo do pré-natal. A entrevista grupal terd duracao
média de 45 minutos e tem como objetivo conhecer as ideias que as participantes tem sobre a
violéncia contra a mulher.

Os questiondrios e a entrevista grupal formardo o material de estudo para posterior
andlise e compreensao cientifica dos dados obtidos.

OBS: Caso tenha sido convidada para participar do estudo em formato de entrevista
grupal com duracdo média de 45 minutos, assinale o item abaixo. Lembre-se que a
participacao da entrevista é voluntaria, e caso nao queira participar, nao tera problema
algum, nao havendo comprometimento em relacio ao atendimento ambulatorial e nem
em relacio a participacao da etapa dos questionarios. Se por ventura houver necessidade
de suspender a entrevista, nao havera problema, ela podera ser remarcada ou se a
paciente desejar, ela podera retirar sua participacao desta etapa:

( ) Eu aceito participar do estudo em formato de entrevista grupal que serd agendado em
momento oportuno pelo pesquisador apds a consulta no ambulatério do CAISM.

() Eu ndo aceito participar do estudo em formato de entrevista grupal.

Ap6s sua participacdo em qualquer etapa do estudo a pesquisadora fornecera orientagdes
e esclarecerda duvidas sobre os tipos de violéncia e as instituicdes que a participante pode
recorrer ante este tipo de experiéncia.

Caso esse procedimento cause algum tipo de constrangimento vocé ndo precisa realiza-
lo.

A pesquisa serd realizada de acordo com o seguinte cronograma, nos locais e horarios
indicados onde o participante deve estar presente.

Ano: 2019.

Local e periodo: Ambulatérios de Obstetricia do Centro de Atengdo Integral a Sadde
da Mulher (CAISM), que acontecem de 2 a 6* feira no horario comercial (manha 8:00-12:00 e
tarde 13:00-17:00). Vocé ndo terd que retornar em outro dia para participar da pesquisa.
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A qualquer momento vocé€ pode desistir da participa¢do neste estudo sem nenhum
prejuizo.
Para participar deste estudo, vocé nio terd nenhum custo, nem receberd qualquer vantagem
financeira. Os dados e instrumentos utilizados na pesquisa ficardo arquivados com a
pesquisadora responsavel por um periodo de 5 anos e apds esse tempo serdo destruidos.

Desconfortos e riscos: Vocé *_nao_* deve participar deste estudo caso sinta-se
prejudicada ou ameagada por qualquer razio, tendo o direito de interromper sua participacao
em qualquer momento que julgar necessdrio € sem nenhum prejuizo ao seu atendimento
ambulatorial. Algumas perguntas podem trazer a tona sentimentos € emogdes intensas, € voce
podera lembrar vivéncias que possuem carga emocional forte, como por exemplo, raiva, choro
e constrangimento. Se isso acontecer, ressaltamos a possibilidade de ser interrompida sua
participacdo na pesquisa se vocé o deseja ou finalizar a entrevista em uma ocasido posterior.
Tanto a aplicacdo dos questiondrios quanto a realizagdo da entrevista grupal ndo apresentam
riscos para a sua sadde fisica. Ambas as etapas contaram com uma pesquisadora que ¢
profissional treinada e tem recursos para fazer encaminhamentos de atencdo a sua saude em
caso de eventual necessidade. Serdo garantidas as condi¢des do local para realizar as atividades
tais como: auséncia de ruido, ventilagdo e iluminagdo adequadas.

Beneficios: Nao havera beneficios diretos aos voluntarios desta pesquisa. Entretanto, a
sensibilizacdo da participante com o topico abordado pode ser o inicio de uma mudanca na vida
das mulheres para fomentar uma vivéncia positiva da gravidez e o puerpério. Assim como
haverd a possibilidade de obter informacdo dos tipos de violéncia e as instituicdes que a
mulheres podem recorrer ante este tipo de experiéncias.

Acompanhamento e assisténcia: Caso haja a necessidade de uma intervengio
especializada a pesquisadora que acompanha a entrevista tem condi¢des e conhecimento para
o seu encaminhamento. O CAISM dispde de um servico de atendimento psicolégico, de
assisténcia social e de atengdo frente aos casos de violéncia para as mulheres atendidas no
ambulatério e que ocorre em hordrio comercial, e se houver necessidade, a participante serd
encaminhada para este servigo.

Sigilo e privacidade: Vocé tem a garantia de que sua identidade serd mantida em sigilo
e nenhuma informacdo serd dada a outras pessoas que ndo facam parte da equipe de
pesquisadores. Na divulgacdo dos resultados desse estudo, seu nome ndo serd citado. Dados
deste estudo ndo serdo registrados em prontudrios de qualquer natureza. Durante o
preenchimento dos questiondrios e na entrevista grupal ndo havera gravacao em dudio ou video,
sO constard registro escrito.

Ressarcimento e Indenizacao: O estudo serd realizado durante o hordrio comercial. A
aplicacdo dos questiondrios e a entrevista grupal acontecerdo em recinto privativo nos préprios
ambulatérios do CAISM, no dia em que as participantes terdo consulta ambulatorial, portanto
nao havera necessidade de ressarcimento as participantes da pesquisa, tais como transporte,
alimentacdo ou ajudas de custo. Caso tenha gastos para participar da pesquisa fora da rotina
assistencial, vocé serd integralmente ressarcida de suas despesas. Vocé terd a garantia ao direito
a indenizac¢do diante de eventuais danos decorrentes da sua participagdo na pesquisa.
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O Comité de Etica em Pesquisa (CEP)

O papel do CEP ¢ avaliar e acompanhar os aspectos éticos de todas as pesquisas
envolvendo seres humanos. A Comissdo Nacional de Etica em Pesquisa (CONEP), tem por
objetivo desenvolver a regulamentacdo sobre prote¢do dos seres humanos envolvidos nas
pesquisas. Desempenha um papel coordenador da rede de Comités de Etica em Pesquisa (CEPs)
das institui¢des, além de assumir a funcdo de 6rgdo consultor na drea de ética em pesquisas.
Consentimento livre e esclarecido:

Declaro que concordo em participar voluntariamente desse estudo. E que, em caso de davidas,
ou qualquer outra necessidade, poderei entrar em contato com 0 mesmo.

Nome do (a) participante:
Contato telefénico e-mail (opcional):
Data: / /

(nome e assinatura da participante)

Responsabilidade do Pesquisador:

Asseguro ter cumprido as exigéncias da resolucido 466/2012 CNS/MS e complementares na
elaboracdo do protocolo e na obtencdo deste Termo de Consentimento Livre e Esclarecido.
Asseguro, também, ter explicado o motivo de ndo fornecimento de uma via deste documento
ao participante. Informo que o estudo foi aprovado pelo CEP perante o qual o projeto foi
apresentado. Comprometo-me a utilizar o material e os dados obtidos nesta pesquisa
exclusivamente para as finalidades previstas neste documento ou conforme o consentimento
dado pelo participante.

Data: / /__. (assinatura do pesquisador)
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Anexo 4. Modelo de Ficha de Dados Sociodemograficos

Ficha no

Data: / /

Hora de Inicio: Hora de Término:

Duracao total: min

Local (ambulatério)

Data de nascimento: / /

Local de nascimento: Cidade Estado

Cidade de residéncia:

Escolaridade:
Ensino fundamental completo/incompleto
Ensino médio completo/incompleto
Ensino superior completo/incompleto
P6s-graduacdo completa/incompleta

Ocupacio atual

Trabalho remunerado:  Sim _ Nido
Tempo trabalhado: (horas por semana)
Cor de pele: ___branca ___parda ___ preta ___ amarela ___indigena
Tempo de gestacio: semanas completas
Tempo apds o nascimento da crianca dias
Situacao conjugal: com companheiro (a) sem companheiro(a)
Religiao: adepta Qual?
nao adepta

Numero de pessoas com as quais convive:

Grau de parentesco com os conviventes:

Entrevistador responsavel: Assinatura:




Anexo 5. Abuse Assessment Screen (AAS)

Abuse Assesment Screen (AAS)
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1.Vocé ja foi alguma vez maltratada emocionalmente o fisicamente pelo seu parceiro ou alguém

importante para vocé? Sim( )

Ndo ()

Neste ultimo ano (12 meses), alguém lhe bateu, esbofeteou, chutou ou machucou fisicamente?

Sim () Néo ()

Caso afirmativo (sim), quem? (Por favor, marque com um circulo uma ou mais opg¢des)

Marido Ex-Marido

Numero de vezes

Frequéncia: Nunca Raramente As vezes

Namorado Estranho Outro Quem?

Com certa frequéncia

Frequentemente

2.Desde que vocé engravidou, alguém lhe bateu, esbofeteou, chutou ou machucou fisicamente?

Sim () Né&o ()

Caso afirmativo (sim), quem? (Por favor, marque com um circulo uma ou mais opgoes)

Marido Ex-Marido Namorado
Numero de vezes

Frequéncia: Nunca Raramente

As vezes

Estranho Outro Quem?

Com certa frequéncia

Frequentemente

3.Marque a area traumatizada no diagrama do corpo humano. Marque cada episddio de acordo

com na escala a seguir

1.Ameacas de maus-tratos/agressao,
inclusive com um arma

o

|

2. Tapa, empurrdo; sem machucar ou
ferimento ou dor duradoura

/ }

3.Soco, chute, machucado/ “mancha
roxa”, cortes e/ou dor continua

|
[I ‘l’
{

=

4.Espancamento, contusdes severas,
gueimaduras, ossos quebrados

5.Danos na cabega, internos e/ou
permanentes

6.Uso de armas, ferimento por arma

4. Neste ultimo ano (12 meses) alguém forcou vocé a realizar atividades sexuais? Sim ()

Nao ()

Caso afirmativo (sim), quem? (Por favor, marque com um circulo uma ou mais opg&es)

Marido Ex-Marido Namorado

Numero de vezes

Frequéncia: Nunca Raramente As vezes

5.Vocé tem medo do seu parceiro ou de alguém listado acima?

Estranho

Outro

Quem?

Com certa frequéncia

Frequentemente

Sim() Nao()
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Anexo 6. Woman Abuse Screening Tool (WAST)

1. No geral, como vocé descreve seu relacionamento?
o Muita tenséo

o Alguma tensao

o Nenhuma tenséao

2. Vocé e seu parceiro resolvem as discussoes com:
o Grande dificuldade

o Alguma dificuldade

o Sem dificuldade

. As discussoes ja terminaram com vocé se sentindo para baixo ou mal consigo mesma?
Frequentemente
As vezes
Nunca

O O O W

. As discussdes resultam em bater, chutar ou empurrar?
Frequentemente
As vezes
Nunca

O O O &

. Vocé ja se sentiu assustada pelo que seu parceiro disse ou fez?
Frequentemente
As vezes
Nunca

O O O U

O seu parceiro ja abusou fisicamente de vocé?
Frequentemente

As vezes

Nunca

oo oo™

O seu parceiro ja abusou emocionalmente de vocé?
Frequentemente

As vezes

Nunca

© 0 o0 N

O seu parceiro ja abusou sexualmente de vocé?
Frequentemente

As vezes

Nunca

© o0 o0 ®
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Anexo 7- Hurt, Insulted, Threatened with Harm and Screamed (HITS)

Gritos, Insultos, Feridas e ameacas de Violéncia (HITS)

Por favor, leia cada uma das seguintes atividades e selecione a op¢do do quadro abaixo que

melhor indica a frequéncia com que o seu parceiro ou sua parceira, ou algum membro da familia

age de maneira relatada.

Com qual frequéncia o seu (a) parceiro (a) ou algum membro da familia?
Nunca | Raramente | As Com certa | Frequentemente
vezes frequéncia
Te machuca fisicamente
Te insulta ou humilha
Ameaca prejudicar a vocé
Te grita, xinga ou roga
praga
1 2 3 4 5
Escore total

Cada item € pontado de 1-5 e pode variar entre 4-20 pontos, uma pontuagao superior a 10 pontos

significa que vocé estd em risco de violéncia doméstica e deve procurar aconselhamento ou

ajuda de um centro de referéncia em violéncia doméstica, como o disque 100 de direitos

humanos do Ministério da Saude, centros de saude e redes de apoio.
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Anexo 8- Roteiro de Entrevistas

Roteiro para entrevistas semiestruturadas

Hora de inicio Hora de Término Data

Pergunta inicial: Quando vocé escuta a palavra violéncia o que é o primeiro que vem
na sua mente?

e O que vocé conhece sobre a violéncia e as formas de violéncia contra a
mulher?

e Quais sdo as formas de violéncia que vocé considera sdo vivenciadas pelas
mulheres brasileiras?

e Em sua opinido, na gestacao e no pds-parto aumenta ou diminui o risco de
vivenciar violéncia?

e Por que vocé acha que acontece a violéncia contra as mulheres?

e O que vocé acha que a violéncia pode mudar na vida das mulheres? E o que
vocé acha que nao muda?

e Quais pessoas, profissionais ou instituicdes vocé acha que podem ajudar as
mulheres frente a essas situagdes?

O que vocé achou de ter participado desta pesquisa?

Ha mais alguma coisa que vocé gostaria de comentar ou explicar que considera
importante?
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Anexo 9- Capitulo de livro "Avaliacao da violéncia doméstica em servico de
atencao pré-natal e pds-parto” Programa de Atualizagao em Ginecologia e
Obstetricia (PROAGO)

“Avaliacao da violéncia doméstica em servigo de atencao pré-natal e pos-
parto”

Odette del Risco Sanchez
Amanda Dantas Silva

Fernanda Garanhani Surita

Resumo

A violéncia contra a mulher ocasiona consequéncias adversas para a saude das
mulheres. Gestantes e puérperas sao vulneraveis a vivéncia de violéncia doméstica e
por parceiro intimo, e durante o ciclo gravido-puerperal, os episédios podem variar
nas suas formas e frequéncia. Devido aos impactos negativos da violéncia na vida
das mulheres, suas familias e comunidades, esta € uma questdo que precisa ser
abordada de forma integral e sistematica com a articulacdo de varios setores da
sociedade.

Os servigcos de pré-natal e de consultas pés-parto sdo espagos onde a violéncia pode
ser abordada pelas equipes multiprofissionais, de acordo com principios éticos, sob a
perspectiva da integralidade do cuidado. Neste sentido, os ginecologistas e obstetras
sdo fundamentais na identificacdo de mulheres em situacdo de violéncia, no
oferecimento de apoio e informagdes de qualidade as mulheres usuarias destes
Servicos.

Palavras-chave: Violéncia contra a mulher; Violéncia doméstica; Gestacao;
Puerpério, Cuidado integral.
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Anexo 10- Apresentagdo em eventos
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592 Congresso Brasileiro de Ginecologia & Obstetricia
Temaos livres - Obstetricio
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AVALIACAO DA VIOLENCIA DOMESTICA EM SERVICO
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PO867 | ADDRESSING VIOLENCE AGAINST
WOMEN DURING PREGNANCY-PUERPERAL
CYCLE

THEME: AB 10 SPECIAL TOPICS/SUB-THEME: AB 10.3
ADDRESSING STIGMA AND VIOLENCE AGAINST
WOMEN

Odette del Risco Sanchez, Erika Zambrano Tanaka,

Amanda Dantas Silva, Marfana Kerche Bonas, sabella Grieger,
Aline Geovanna Lima Baguete, Daniella Aparecida Nogueira Vieira,
Bianca Contieri Bozzo Campas, Carla Grazielle Guerazzi Pousa Pereira,
Fernanda Garanhani Surita

University of Campinas, Campinas. SP. Brazil

Objectives: To assess the prevalence and type of violence against
women during the pregnancy-puerperal cycle.

Methods: Cross-sectional study with women attending antenatal
and postpartum care services in a puhl\c tertiary hospital. We cal-
lected data through i i ires pre-
viously used in healthcare settings: Abuse Assessment Screen [AAS),
‘Woman Abuse Screen Tool (WAST); Hurt, Insulted, Threatened with
Harm and Screamed (HITS). Univariste and bivariate analyses were
conducted.

Results: Among the 300 pregnant and postpartum women who par-
ticipated in the study, 75 (25%) experienced lifetime violence. In ad-
dition, 5.3% of women reported domestic violence and 9% disclosed
intimate partner violence experiences in pregnancy-puerperal cycle.
Physical violence during pregnancy (3%) and during the last 12
months [79) was a type of violence faced by participants. Lifetime
violence experiences (P<0.001) and non-paid work (P=0.030) were
associated with physical violence during pregnancy. Partner was
identified as an aggressor in 44.67% of cases. Reports of physical
violence are more freguent among women during first and third tri-
mester. Lifetime violence was also significantly associated with do-
mestic violence (P<0.001) and intimate partner violence (P<0.001)
Conclusions: Lifetime violence and different forms of violence are
issues faced by pregnant and postpartum women. Violence experi-
ences are more frequent among women at the beginning and in the
last stages of pregnancy. This issue is more prevalent among those
women who experienced lifetime vialence and who do not have paid
employment. Antenatal and postpartum care services could be safe
places to identify domestic violence and intimate partner violence
survivors.
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Objetiva: Avaliar a prevaléncia da violéncia contra a mulher, tipos
e grau de paremtesco dos agressores entre mulheres que
frequentam um servico de atencdo pré-natal e pés-natal.
Métodos: Estudo transwersal, Induidas  mulheres
frequentam senvigos ambulatorials para gestantes e puérperas
em um hespital universitirio. Para o rastreamento da vielénda
doméstica e pelo parceiro intimo, foram empregades os
questionirios Abuse Assessment Screen (AAS); Woman Abuse
Screening Tool (WASTE Hurt, Insulied, Threatened with Harm
and Screamed (HITS). Para a andlise foram wutilizados os testes
Qui-quadrada, exato de Fisher e Mann-Whitnay. O nivel de
significdncia adotado fol de 5%. CAAE: 13426819.1.0000.5404.
Resultados: Participaram da pesquisa 300 mulheres, delas
84.7% gestantes e 15.3% puérperas. A média de idade foi de
264 anos (+ B7 DP) e €57% declaram ndo ter trabalho
remunerado. A maloria (32%) das participantes com parceira e
76% corvivem com ele. Entre as entrevistadas, 75 (25%)
relataram experiéncias de violéncia no longo da vida, 21 (7%)
sofreram violéncia fisica nos Gitimos 12 meses, e G (3%) referem
que o episadio de violéncia ocorreu na gravidez. Vialenia ao
longe da vida (p<0.001) e ndo ter trabalho remunerado
(p=0.0320) foram varlavets associadas a violéncia fisica duranie o
ciclo gravidico-puerperal. Entre os principals agressores foram
identificados o parceiro (6. 7%) e ex-parceira (11.1%). Os relatos
de violéncia foram mais frequentes entre gesiantes que se
encontravam no primeiro e Gltimo  trimestre  (p=0.049).
Confarme as pontuagBies des questiondrios HITS e WAST, entre
as participantes 16 (5.3%) relataram violéncia doméstica e 27
(9%) vicléncia pelo parceiro intimo. Conclusdo: Experiéncias
passadas e recentes de violéncia doméstica e familiar sdo
problemdticas presentes entre gestantes e puérperas. Os
principais agressores sdo os parceires, e mulheres com
antecedente de violéncia e sem trabalha remunerado tém maiar
risco. Os servigos de atencdo pré-natal e pds-natal podem ser
espacos para a identificagdo, orientagdo e encaminhamento de
mulheres em situagdo de viokéncia.

Instituicio: CAISM - Universidade Estadual de Campinas -
UNICAMP - Campinas - 5P

OBSTETRICIA

imernadas no Hospial Universitario de Jundial realizaram

testes RT-pCR para SARS-CoV-2. Para a deteccdo mole-

eular foram ulilizadas amostras respiratérias da cavidade
Result

‘o famillares. Conforme os scores do questiondrio WAST,
8 37 d

lencia exercida pelo atual parecira intimo. A dade média
las participantes fol de 27.0 anos (& 858 DP}, a maiaria

dos: 15 gestantes foram 7 tveram 7%), professava aiguma reli-

resultado positivo para COVID-19 pelo teste RT-PCR. Das
gestantes com COVID9, 5 apresentaram sintomas no 3°
timestre (7143%). A prevaléncia de comorbidades entre
as gestantes fol de 71.43%. Os sintomas mais prevalentes
foram febre aferida (n=5; 71,43%) e tosse seca (=5, 71.43%)
& 3 gestantes apresentaram descanforio respiratério im-
portante (42,86%). Das 7 pacientes, 6 fizeram tomografia
de t6rax e todas apresentaram opacidades bilaterais em
vidio fosco compativel com & padrdo por Infecgdo viral
(85.57%). Apenas 1 das gestantes precisou de Intubacio
orolraqueal. (14,29%). CONCLUSAO: Os sintomas da CO-
VID-19 slis semelhantes antre as gestantes e mulheres
adultas ndo grévidas e a prevaléncia de comorbidades
fol alta na amostra obtida, 7143% das gestantes sintoma-

tinham alguma d 3
Entretanto, sem a testagem niversal das gestantes devi-
do & auséncla de financlamento temos um fator limitante

co
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T a 13 de agosto de 2022
Transamerica Expo Center

entre as gestantes. O estudo faz parte da REBRACO uma
rede de estudos multiedntricos relacionades a COVID-19.
s dados aqui apresentados podenr-se somar a0s dos
demais 15 centros envoluidos, que esto desemvolvendo
mais estudos com diferentes sbordagens & métedos, &
que contribuirlio com es conhecimentos acerca da Infec-
GHo pelo SARS-Cov-2 nas gestantes.

Instituicao: Faculdade de Medieina de Jundiaf - Jundiai - SB

FATORES ASSOCIADOS A VIOLENCIA
DOMESTICA ENTRE GESTANTES E
PUERPERAS

Autores: Sita, AD.; Senchez, OR,; Tanoke, EZ; Bonas,
MK Grieger, L, Surita, FG.C.

Sigla: 0048

iénda e as principais
teristicas sociodemograficas associadas a exposicao &
Vieléncia doméstica em gestantes e puérperas. Métodos:
Estudo de corte transversal em gestantes & puérperas
durante consulta ambulatorial através dos questiondrios:

essment Screen (AAS) e Woman Abuse Scree-
ring Tool (WAST). Foi realizada bivariads

gi80 (75.2%), e ndo exercia atividade remunerada (64.3%)
Entre as participantes 53.2% eencluly & ensino médio. O
meda fol mals comum em adolescentes ¢ adultas malo-
res de 35 anos (p=0.025), puérperas (p<0.023) e que o
moram com parcero (p=0.030]. Mulhercs nBo brancas.
(OR=153; IC 95% 101:2.34; p=0.048), com idade gestacio-
nal 13 semanas (OR=3.41, I 95% 103-1125; p = 0.044) e
70 p6s-parto (OR=2.81: IC 95% 1.32.5.99; p=0,008) mostra-
ram malor chance de ter vivenclado violéncia doméstica
alguma vez na vida. CONCLUSAD: Mulheres no brancas,
no primelro trimestre da gestacdo e no pos-parto apre-
sentaram malor exposicao a violéncia doméstica. Nossos
achados apontam que mulheres grévidas & pubrperas.
podem estar expostas & violéncia doméstica e que a con-
Sulta pré-natal e pés-natal € um momento oportuno para
rastrear experiéneias passadas e recentes de violéncia
s ginecologistas-cbstetras podem contrbulr na detee.
Glio, assisténcla e encaminhamento a servicos especial-
2ados a sobreviventes de violéncia doméstica
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RELATO DOS DESFECHOS MATERNOS
E PERINATAIS EM UMA POPULAGAO
OBSTETRICA COM COVID-19 NO HOSPITAL
UNIVERSITARIO DA FACULDADE DE
MEDICINA DE JUNDIA|

Autores: Femandes, K G.; Corradin, 10.
Sigla: 0049

OBJETIVO: este estudo busca descrever casos de 6 ges-
tantes que apresentaram sindrome respiraioria aguda
grave devido 4 infeegBo por SARS-CoV-2 & os desfochos

idas as gestantes com quadro de sindrome respiratGria
aguda grave (SRAG) Intemadas e nolificadas no Hospital
Universitério de Jundial (HUFMJ). A coleta dos dados
ocormew aps a assinatura do termo de consentimento
e @ esclarecido (TCLE). Os quadros de SRAG atendem
805 crtérios: febre ou infeetAo respiratéria (pneumonia) e

(qui-quadrado ou exato de Fisher) e regresslo logistica
com estimativa de odds ratio (OR) para estudar os fato-
res assoeiados & vieléneia deméstica. Resultados: Foram
entrevistadas 600 mulheres, 797% gestantes e 20.3% no

um sintomas — frequéneia respira-

< 93% em ar ambiente, piora dos sintomas respirat6rios,
RX ou TC de térax com opacidades bilaterais sem outras
causas; ateracio da ordgenaglo; sepse; choque séplice.

perioda do pés-parto. Entre as 38 23%)
relataram ter vivenciado viokéndia fisica efou psicolbgica
alguma vez na vida, 5.3% sofreram violéncia fisica nos

Reslizacio

ratdrias da cavidade oral e nasal abtidas através de swab
mbinados.

dtimos 12 -
cia acorreu na gravidez e 3.3% sentem medo do parcelro

SUMARIO

desfech foram obtidos através do
atendimento, durante reviso das prontuarios médicos e

ANAIS
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