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Abstract
Intimate Partner Violence (IPV) is a recurring phenomenon in society and can have important repercussions for the lives and
health of women worldwide. Even in this alarming global scenario, many health workers still have difficulties approaching IPV
with women and providing care for the victims of this type of violence. Given this context, this qualitative study aims at
understanding how primary health care professionals provide care for women victims of violence by intimate partners. In
view of the methodology design proposed in the Grounded Theory, data collection took place through theoretical sampling.
Data collection was carried out in 22 institutions offering primary health care, with 31 female workers from different
professional categories being interviewed individually and in depth, including physicians, nurses, dentists, psychologists, and
social workers. The results show that, in order to overcome the difficulties encountered in caring for victims of IPV, primary
health care workers have been developing strategies for the care of these women. These strategies include identification of
such cases through questions about the woman’s intimate relationship, by establishing a bond with the victim so that she feels
welcomed, and through articulation with other team professionals to propose expanded health care. The interventions
carried out by these professionals include meeting the demands of women in the health institution where they work, referral
to other services in the network, if necessary, and notification of IPV cases to epidemiological surveillance. Based on this
understanding of the care offered by the professionals to women who are victims of IPV in primary health care, the research
aims at contributing to the sensitization of professionals working in health institutions regarding the identification of signs that
raise suspicion of IPV, as well as at addressing such cases in a way to fully meet these women’s needs.
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Highlights

1. Intimate Partner Violence (IPV) is a recurring phenom-
enon in women’s daily lives, with important repercus-
sions for their lives and health worldwide. Despite the
legislation in force in several countries guiding the health
professionals’ performance to care for victims of this type
of violence, there is a need for specific guidelines re-
garding the actions of these workers in relation to pre-
venting and coping with IPV in primary health care.

2. Understanding that the difficulties that permeate the care
offered to IPV victims in primary health care, especially
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with regard to objective guidelines on how to approach
the issue with women and to provide care for this type of
violence, can interfere with the outcomes of the cases,
dissemination of strategies that can favor the care offered
to these women is considered relevant. Consequently, the
objective of this study was to understand how primary
health care professionals provide care to women who are
victims of intimate partner violence.

3. Based on this understanding of the care offered by the
professionals to women who are victims of IPV in
primary health care, the research aims at contributing
to the sensitization of professionals working in health
institutions regarding the identification of signs that
raise suspicion of IPV, as well as in addressing such
cases in a way to fully meet these women’s needs.

What do we already know about this topic?

Intimate Partner Violence (IPV) is a recurring phenom-
enon in women’s daily lives, with important repercussions
for their lives and health worldwide. Despite the legis-
lation in force in several countries guiding the health
professionals’ performance to care for victims of this type
of violence, there is a need for specific guidelines re-
garding the actions of these workers in relation to pre-
venting and coping with IPV in primary health care.

How does your research contribute to
the field?

Understanding that the difficulties that permeate the care
provided to IPV victims in primary health care, especially
with regard to objective guidelines on how to approach
the issue with women and to provide care for this type of
violence, can interfere with the outcomes of the cases,
dissemination of strategies that can favor the care offered
to these women is considered relevant. Consequently, the
objective of this study was to understand how primary
health care professionals provide care to women who are
victims of intimate partner violence.

Which are the implications of your
research towards theory, practice,
or policy?

Based on this understanding of the care offered by the
professionals to women who are victims of IPV in pri-
mary health care, the research aims at contributing to the
sensitization of professionals working in health institu-
tions regarding the identification of signs that raise
suspicion of IPV, as well as at addressing such cases in a
way to fully meet these women’s needs.

Introduction

Intimate Partner Violence (IPV) is a recurring phenomenon in
women’s daily lives, with important repercussions for their
lives and health worldwide. Despite the legislation in force in
several countries guiding the health professionals’ perfor-
mance to care for victims of this type of violence, there is a
need for specific guidelines regarding the actions of these
workers in relation to preventing and coping with IPV in
primary health care, mainly because of the difficulty iden-
tifying the problem due to lack of professionals duly trained
in relation to the theme and to the difficulties in the articu-
lation between the services that comprise the reference care
network for women in IPV situations. There is an urgent need
for the care strategies targeted at women in the PHC space to
be rethought.

Regarding the alarming prevalence of this problem, an
international study points out that more than one third of the
women have already been subjected to violence in the context
of intimate relationships.1 In Brazil, the reality is also wor-
rying, as revealed by the Institute for Applied Economic
Research (Instituto de Pesquisa Econômica Aplicada, IPEA),
evidencing that, every year, nearly 1.3 million Brazilian
women are assaulted, with partners or ex-partners being the
main perpetrators.2 Regarding typification of the problem, a
study evidenced that the most recurrent IPV expressions are
the following: psychological (90.09%), physical (76.64%),
moral (69.34%), patrimonial (24.06%) and sexual (19.34%).3

It is emphasized that the groups of women with greatest
vulnerability to suffering IPV are as follows: age between 25
and 49 years old, black-skinned, single, mothers, low
schooling, low income, in use/abuse of alcohol and other
drugs, and with a weak support network.4,5

In addition to being potential fatal victims of violence,
women who experience abusive relationships are also vul-
nerable to illness. Regarding the above, it is to be noted that
these women who are IPV victims are susceptible to physical
harms resulting from the aggressions, such as hematomas,
scratches and fractures. They are also exposed to contracting
Sexually Transmitted Infections (STIs) and present psycho-
somatic symptoms, such as headache, epigastric pain, nausea,
dizziness, and inappetence.6,7 Mental impairment is ex-
pressed through feelings of fear, disgust, deep sorrow, low
self-esteem, and other depressive symptoms.8

In the social context, oppression, on the other hand, can
make women find difficulties in creating affective bonds, or
even feel forced to distancing from work, friends and even
family members.6,9,10 These situations make it difficult to end
the relationship. Added to this are the implications to the lives
of the children who, inserted in a violent family context, can,
in addition to becoming ill, reproduce violence in adult life.11

Considering that IPV is strongly influenced by gender
asymmetries, this study will use the concept of social vul-
nerability, which is related to individual behavior with the
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characteristics of social space, such as: life cycle, social
identity, social and institutional norms, and gender relations,
among others aspects.12 (Ayres et al, 2006).

All these repercussions point to the urgency of care
strategies aimed at women who suffer IPV, addressing their
needs in an integral manner, as proposed, for example, by the
National Policy for the Comprehensive Care of Women’s
Health (Polı́tica Nacional de Atenção Integral à Saúde da
Mulher, PNAISM), instituted in Brazil in 2004. In addition to
the PNAISM, other legal instruments created in the country
have shown the political interest in confronting IPV, such as
Law No 11,340 (2006), which, in its eighth article, recom-
mends integration of the legal sector actions with the health
and social assistance fields, a course of action also adopted in
Portugal, since Order No. 6,378/2013 (2013).13,14

In the Brazilian health scenario, the Ministry of Health
published a Primary Care Booklet (2001), which is a document
with guidelines for the professional practice in health services
related to cases of intra-family violence, including violence
against women.15 This document acknowledges that the pro-
fessionals whowork in the context of primary health care are in a
privileged position to prevent and cope with IPV since, in
general, primary health care centers are easily accessed by the
population and meet their various needs, such as routine ap-
pointments, reproductive planning, vaccination, and healing
procedures, among others. This reality enables early identifi-
cation of harms, forwhich intervention actionsmust be designed.

Although there are governmental documents to target
health care to women in IPV situations, these are not
widespread for the health professionals working in primary
health care, who, in general, receive general guidelines,
without deepening the approach to specific issues, such as
care for women who are victims of IPV.16 Corroborating this
statement, diverse international scientific evidence have
pointed out that these professionals do not feel sufficiently
prepared to intervene in the face of the situations of violence
they deal with in their daily work.17,18

This weakness to act in IPV situations can be related to
different factors associated with working in primary health
care services, such as additional job responsibilities, lack of
adjoining/responsive referral networks, non-familiarity with
safety planning, time constraints on the PHC worker, and
productivity demands.19,20 Added to this, this unprepared-
ness can be related to the sensitivity of the topic that is
considered a social taboo, limiting the approach of this theme
in the appointments with women in the different health care
services, which is added to the absence of this content during
the professional training process and to the nonexistence of
training actions aimed at health care workers.21-23 This
context favors that violence remains restricted to the victims’
family nucleus, with referrals that allow breaking with the
violent relationship not being made, thus impacting on the
women’s permanence in these relationships for many years.

Understanding that the difficulties that permeate the care
provided to IPV victims in primary health care, especially

with regard to objective guidelines on how to approach the
issue with women and to provide care for this type of vio-
lence, can interfere with the outcomes of the cases, dis-
semination of strategies that can favor the care offered to
these women is considered relevant. Consequently, the ob-
jective of this study was to understand how primary health
care professionals provide care to women who are victims of
intimate partner violence.

Method

This is a study with a qualitative approach, whose method-
ological contribution was adopted from the Grounded Theory
(GT). The GTwas chosen because it values the subjectivities,
seeking to understand the ways in which social beings live
their experiences in a given social context and groups of
subjects, extracting from them the meanings of what and how
they feel and the way they think. The assumptions of this
method guide the researchers about the importance of in-
vestigating the meanings of the relationships, interactions,
behaviors, and emotions in the social, cultural, or organi-
zational contexts for each individual in order to know the
reality in which they are inserted, providing deepening of the
phenomenon under study.24

The research was conducted in 22 institutions offering
primary health care, located on the periphery of a capital city
in the Brazilian Northeast region, marked by disorderly urban
growth, linked to low socioeconomic conditions, which,
added to other social markers, contribute to the increase in
crime, which makes the region socially vulnerable.

The GT instructs that data collection should take place by
means of sample groups, which shall be constituted
throughout the research process, enabling identification and
development of concepts for data collection, coding and
analysis.24 Considering that the first step to obtain the the-
oretical sampling is data collection with people considered
pertinent to answer the research question and objectives, it is
up to the researcher to define the participants of the first
sample group, in order to conduct the theoretical model that is
being constructed.24,25 In the case of this research, aiming to
attain the study object, care provided to women in IPV sit-
uations in the primary health care setting, the researcher
defined those professionals working in services at this health
care level as the first sample group, them being nurses,
physicians, and dentists.

New participants can be included during the collection
phases and even in data analysis, with the possibility of
interruption and/reassessment of the pre-established inclusion
criteria and, if necessary, formulation of hypotheses that favor
new directions to the study.24 In this sense, the following
research hypothesis emerged from the analysis of the data
obtained from the first sample group: “The professionals
working in the primary health care reference team share the
understanding that psychologists and social workers are
better prepared to provide care to women in situations of
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violence by intimate partners.” This hypothesis pointed to the
need to interview a new sample group, in the case of this
study, comprised by psychosocial care professionals, them
being psychologists and social workers. Theoretical data
saturation was achieved after collection of the second sample
group, with no need to search for new information to achieve
the objective proposed in the study.

Thus, professionals from different categories were
reached. For selection of the study participants, the inclusion
criterion established was working in the primary health care
institution for at least 6 months; and the professionals ex-
cluded were those who did not attend the scheduled interview
3 consecutive times. All the professionals, intentionally se-
lected for working in one of the institutions where the re-
search was conducted and for meeting the inclusion criterion,
were invited to participate in the individual interview through
a phone call made by the lead researcher. Only one profes-
sional refused to participate.

The in-depth interviews took place between February and
December 2019, in the face-to-face modality and a single
time with each participant, in a reserved place at the health
institution, and lasted a mean of 50 minutes. In view of the
list of recommendations in the Consolidated Criteria for
Reporting Qualitative Research (COREQ), data collection
was conducted by MS and PhD students with experience in
qualitative research and in the theme of violence, using a
semi-structured questionnaire. This form, prepared, tested,
and validated by the researchers, contains objective ques-
tions related to the study participants’ sociodemographic
characterization, as well as open-ended questions based on
the study guiding question: “Tell me how you promote the care
provided to women in situations of marital violence.” This
question, the first to be asked during data collection, aims at
stimulating the participants to speak freely about their expe-
riences in the care of women in IPV situations in primary
health care, which is the analysis object of this research.

The interviews were recorded in the researcher’s own
digital recorder and were subsequently transcribed in full,
organized, and categorized as they were conducted with the
participants, in accordance with what is proposed by the GT.
It should be noted that the transcriptions were performed by
undergraduate students who received prior training and
validated by the researchers responsible for data collection. In
order to facilitate data organization and coding, in this stage
of the work the NVIVO 10 tool was used, which facilitates
organization and grouping of the ideas presented by the
participants.

Given the assumptions of the GT, proposed by Corbin &
Strauss (2015), the data analysis process took place in 3
interdependent stages: Open Coding, Axial Coding, and
Integration. In the Open Coding stage, the first of this ana-
lytical process, the researcher separated, examined, com-
pared, and conceptualized the data obtained.26 A sentence
that was transformed into a preliminary code was attributed to
each fragment of the interview. These codes were grouped by

similarities and constituted subcategories, named according
to the theme they deal with.25,26 Subsequently, the sub-
stantive codes were identified, as well as their properties and
dimensions.

The second stage was Axial Coding. During this stage, a
preliminary code becomes a conceptual code migrating to
subcategories or categories.26,27 Once the coding, concep-
tualization and categorization stages were completed, an
analytical tool called paradigmatic model was used, which
allows for the creation of a theoretical framework to explain a
social phenomenon and is supported by 3 components:
Conditions, which refers to the reasons given by the par-
ticipant(s) for the occurrence of certain fact, as well as ex-
planations about the reasons why they respond to an action in
a certain way; Actions-interactions, understood as the re-
sponses given by the participant(s) to problematic events or
situations; and Consequences/Results, which refer to the
expected or actual results of the actions and interactions.24

Consequently, using the paradigmatic model allowed
constructing an explanatory theoretical matrix of the phe-
nomenon under study, namely: “Enabling the empowerment
of women in situations of violence by intimate partners.” This
phenomenon was presented to researchers with experience in
the GT and also to a group of research participants, who
validated it, confirming the reliability of the data presented in
this research. In this article, it was decided to present the
component referring to the actions-interactions related to the
phenomenon described and that make a reference to the el-
ements present in the experiences regarding the care provided
to women in IPV situations, narrated by the professionals,
even if they are not necessarily performed systematically and/
or by all the primary health care professionals. These ele-
ments are represented in the central themes, namely:
“Working to identify marital violence” and “Intervening in
the cases of marital violence.”

Participation in the research occurred after signing the Free
and Informed Consent Forms (FICF), where signature of this
document represented confirmation of voluntary adherence to
the study and without any financial reward. These signed
documents will be stored in virtual files for a period of 5 years
after collection. In addition to that, privacy and confidentiality of
the participants’ identity was ensured, since their names were
replaced by the letter “E” for “interviewee” (“entrevistada” in
Portuguese), followed by an Arabic number according to the
order of the interviews, plus G1 or G2, depending on the sample
group. Example: (E1 G1...E15 G1) and (E1 G2… E4 G2).

Results

The study participants were 31 health care professionals from
different categories, specifically: 17 nurses, 5 physicians, and
4 dentists, who comprised the first sample group; and 3
psychologists and 2 social workers, members of the NASF,
who made up the second sample group. In the professional
aspect, most of them (87%) had graduate studies and have
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worked in primary health care for a mean of 9 years. Re-
garding the sociodemographic aspects, the mean age of the
professionals was 38 years old, most of them were married or
lived in a stable union (48%) and stated professing the
Catholic religion (45%).

The professionals participating in the study reported only the
care provided to cisgender women involved in intimate het-
erosexual relationships with cisgender men who perpetrated
violence. Most of the professionals declared themselves to be
female; thus, this study allows for the interpretation of the study
object from a gender perspective; therefore, it is care provided by
women (health workers) to other women (IPV victims).

Thus, through the interviewees’ testimonies, it was pos-
sible to know how care is provided to women who are victims
of IPV in the context of primary health care, which permeates
the professionals’ actions and interactions in order to identify
the problem and intervene. The interviewees’ speeches were
organized into 6 categories linked to one of the following 2
themes: Theme 1: Working to identify IPV, which adds 3
categories; and Theme 2: Intervening in the IPV cases, which
also consists of 3 categories.

Working to Identify Intimate Partner Violence

The study shows that, in order to provide care to women in
situations of IPV, it is necessary to identify the problem. This
category can be illustrated based on the following subcategories:

Investigating the Woman’s Intimate
Relationship with the Perpetrator of the
Violent Act(s)

When interacting with the victims, the health professionals
are concerned with the subtle investigation of the everyday
life of their intimate relationships. Due to the lack of an
institutional document for IPV screening, this investigation is
carried out through informal questions, seeking, above all, to
learn about the partner’s behavior. In general, suspicion is
raised by observing hints, such as physical marks and signs of
psychosomatic illness like arterial hypertension.

Through the appointments we manage to identify violence, even
more psychological issues. When I suspect, I ask howmarriage is
going, if the husband drinks, if he uses other drugs. Many of them
also come with marks, so I directly ask her what that purple
bruise in her arm is, what can be making her blood pressure go
up, if it is salt in the food or the partner’s anger” (E21 G1).

In the home visit, I noticed marks over the body and asked her if
she was in any intimate relationship (E1 G2).

Establishing a Bond with the Victim

The testimonies reveal that it is essential to establish a bond with
the woman in a situation of IPV to investigate the condition, so

that she feels safe talking with the professional and exposing
details of her intimate relationship. According to the inter-
viewees, this bond is established intentionally, even in informal
conversations during vaccination and healing moments.

The woman comes to the appointment full of fears and concerns,
but gradually opens up from the moment I welcome her. Once you
win her trust, you can get her to speak (E17 G1).

I need to bond with the woman so that she feels safe in telling
what is happening in the intimate relationship! During the
appointment, as professionals, we bond with the community. […]
sometimes, in informal conversations, during vaccination or
healing moments, the women reveal the situation of violence they
are going through (E5 G2).

Articulation with Other Professionals

Another means used by the professionals to recognize the
cases of violence suffered by the women living in this context
refers to the articulation with other professionals. Thus, when
they suspect IPV, they report to their peers, especially those in
charge of the follow-up and/or who have a closer relationship
with the women, in search for information or for them to
investigate the situation.

When I suspect that it can be violence, I ask another professional
from the unit, a nurse or a doctor, and they generally know the
life story of these women. The community agent also provided us
with a lot of information; they know if the husband is a dealer, if
he beats her or locks her at home (E3 G1).

All the professionals are guided as to how to speak to the women
in these situations and refer them to us. […] sometimes, the
nursing technicians, who are in the healing room, point to me
about suspected cases of violence (E4 G2).

Intervening in the Cases of Intimate Partner Violence

In addition to the interaction process with women to identify
IPV, the professionals also intervene in the cases identified.
The care strategies within the scope of primary health care are
presented from the following subcategories:

Assisting theWoman in Primary Health Care. In the care process
provided to women inserted in an IPV context, primary health
care professionals offer assistance that encompasses wel-
coming through qualified listening, assistance to clinical
demands, whether physical or psychological, and also outline
a multidisciplinary care plan in partnership with the psy-
chosocial care network professionals. In addition to that, they
point to the importance of recording the story told by the
woman in the medical chart.

I record in the chart the whole testimony of the woman. De-
pending on the lesion, we perform the care here and I always ask
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her to come back in fifteen days. I also involve the whole team to
take care of her. We even have the support of a center that helps
us with a psychologist and social service (E16 G1).

We have a welcome consultation, listen to the story, make the
necessary referrals and book a return visit. Multidisciplinary
care is important, because that way we can think together on how
to help her. If today she doesn’t want to report or leave him, we
need to link her with the service in another way, through health
education groups. At the meetings, we pass on the information to
the reference team (E1 G2)

Referring the Woman to Other Services. In order to meet the
women’s demands, which transcend what is possible to be
solved within the scope of primary health care, the health
professionals refer them to other spaces, such as those that
address legal-police issues and also others that provide more
complex health care. In view of the need for referrals, the
professionals warn about the importance of monitoring from
counter-referral.

I make referrals according to each woman’s demands, but we
never have feedback from the service she was referred to. I’m not
sure that she will arrive at the referral site and will be welcomed
and cared for (E6 G1).

We refer women to services specialized in assisting victims of
violence, which seek to solve issues related to the criminal
process and to continuity of health care. I call the institution to
where I’m going to refer the woman beforehand and I make a
prior contact, schedule and pass on all the important information
to continue the care (E3 G2).

Notifying the Problem. In the field of the interventions related
to IPV situations, the study also points to the notification of
cases within the scope of the health system, which is not a
legal report, since it is a record for the purpose of epide-
miological analyses that does not generate any criminal in-
vestigation. However, for some professionals this practice is
still permeated by the belief that only confirmed cases can be
recorded and/or that can result in retaliation, even though
anonymity is preserved and mandatory for all the health
professionals.

I only notify cases reported by the women. I don’t notify in front of
her: I collect the necessary data and notify later (E24 G1).

When the professional that referred to me doesn’t notify, I do. I do
it because it’s part of my job, but I know that, even though it’s
confidential, the aggressor may find out and confront me (E2
G2).

Discussion

The study shows that care for women in IPV situations in the
primary health care setting is based on the action-interaction

between the professionals and the victims of violence for the
purpose of identifying the problem and intervening in the
cases.

Perceiving implicit IPV signs was only possible from an
attentive look by the professionals when assisting the victim,
since this interest makes them seek elements indicative of the
IPV problem. This interested and detailed care presented in
the results indicate that investigation of the problem must not
be restricted to the visually identifiable aspects, such as
physical lesions, with the need for an attentive look at the
mental health changes and somatization signs of the problem,
such as increase in blood pressure. In this sense, as revealed
by Brazilian and German studies conducted with women, it is
indispensable to examine the psychological changes or
clinical symptoms resulting from the somatization of the IPV
experience, such as: headache, high blood pressure, anxiety,
and low self-esteem.6,28

Regardless of the IPV signs, the study reveals that in-
vestigation of the problem can occur in any and all spaces of
interaction with the women: during individual appointments,
procedures, home visits, group activities, etc. Thus, there are
many opportunities for the professionals to be able to talk
about violence and search for clues that allow them to start a
delicate conversation.7,17 Thus, any welcoming environment
that allows sharing information becomes essential for the
phenomenon to be addressed and identified, especially
considering the constant female presence in daily care in the
context of primary health care institutions. In the meantime, it
is up to the health professionals to be prepared to create a
favorable method to achieve the attributions inherent to
primary health care within the scope of IPV through a re-
lationship of proximity and trust in the professional/victim
relationship.29,30

In order to establish effective communication that favors
establishing a trusting relationship, it is important that the
professionals show themselves available to attentively and
empathetically listen to the victim’s report, value the stories
shared, communicate using accessible language and exhibit
commitment to devise coping strategies together with these
women.31 Another point to be considered by the managers of
the services is avoiding turnover of the professionals in the
primary health care services, since that alternative can favor
interruption of the victim’s bond with the health service and
compromise care continuity, which vulnerabilizes her to stay
in the violence cycle.32

However, despite the narratives about the importance of
IPV research, the discomfort that permeates the approach to
the topic by health professionals and the women’s difficulty
in verbalizing intimate experiences must be considered.
Regarding this, a research study carried out in Uganda
reveals that the improvement in the handling of cases is
related to the training process of these professionals, which
should contemplate this topic from the demonstration of
national and international assistance protocols that assist
the professional praxis with respect to screening and
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monitoring, notification and legal consequences for the
perpetrators.33

In addition to the professional’s difficulty in approaching
the topic, women are afraid of verbalizing their daily life, a
reality that is related to the fears, myths, and taboos that
permeate the experience of abuse. Considering that the
phenomenon studied involves the diversity of aspects of
women’s lives, associated with socioeconomic issues, race,
ethnicity, language, nationality, gender, gender identity,
sexual orientation, religion, geography, ability, and age, the
importance of professional training to investigate such as-
pects must be considered, in order to offer individualized care
that meets the specific demands of each case. Thus, it is
necessary to establish a trusting relationship between pro-
fessional and woman since, as noted in the narratives, a close
relationship permeated by welcoming and trust, understood
as a bond, is the foundation for investigating phenomena that
are difficult to verbalize and allows the professionals to
empower the IPV victims and offer them support.34

The narratives reveal that articulation between profes-
sionals is also a strategy used to identify IPV cases. Thus, the
study points to the importance of raising awareness in these
professionals so that they are engaged and understand the
value of shared care among members of the health team as a
strategy for identifying cases, regardless of the scope of
action within the unit.35 In this sense, the professionals re-
sponsible for planning should consider ways of ensuring, in
favorable circumstances, the sharing of information in team
meetings without, however, exposing the women’s experi-
ences to other people. In view of this scenario, there is an
urgent need for the development of educational actions by
those who work in administering and organizing the health
services, in order to contribute to the visualization of this
multidisciplinary dialog as a strategy to promote changes in
the care of IPV.

It is clear that, given the understanding of the complexity
of IPV and of women’s needs, there is a need to mobilize
several spheres to ensure more comprehensive care, where
the support of the multidisciplinary team is inserted through
the Family Health Support Center (Núcleo de Apoio a Saúde
da Famı́lia, NASF). This center was created in Brazil in 2008
to expand the offer of assistance services as well as to im-
prove the resoluteness of primary health care; it is composed
of a multidisciplinary team, which includes, for example, a
psychologist, a social worker, and an occupational therapist.
The professionals offer specialized clinical support for pri-
mary health care units, favoring the management of difficult-
to-solve situations, such as IPV cases. A Brazilian study
shows that, in the face of IPV situations, the team that works
in primary health care can activate the Family Health Support
Center (NASF) team in order to organize care, as follows: by
discussing the cases and by the concern to follow-up the
victims and to monitor the results of the care actions
proposed.36

In the health professionals’ testimonies, concern regarding
referral of women to specialized services is also observed,
considering their needs, whether they are focused on health,
legal-police, social, or educational issues. This is related to
the absence of a defined flow for dealing with IPV cases, as is
the case in several countries, such as Brazil, Spain, and
Norway.37,38 In view of this difficulty, the health teams use
direct communication, often through telephone contact, with
other professionals who work in other services in an attempt
to ensure care continuity. However, referrals cannot be the
professionals’ responsibility and should assume an organi-
zational character, with professionalism in the care provided
and attribution of competences and responsibilities.

It is noteworthy that the narratives reveal the importance of
counter-referral for the care provided to be carried out in a
continuous and integral manner, with a focus on solving the
problem. With the organization of the Health Care Networks,
the referral and counter-referral system across the different
technological levels is an important communication channel
that brings together the points of attention in search of de-
cisive and comprehensive provision of care.22 However, due
to cultural issues and lack of knowledge about the flows, few
professionals fill out the counter-referral form.39 This situ-
ation suggests the need for training promoted by the insti-
tutions, in order to sensitize the professionals about the
importance of filling not only the referral, but the counter-
referral for continuity of the care provided.

Another strategy unveiled by the health professionals in
the care of women when intervening in cases of IPV concerns
notification of the cases. In this regard, Law No. 10,778
(2003), valid in Brazil, determines that suspected or con-
firmed IPV cases identified by the professionals must be
notified to the government.40 The professionals are afraid to
fill-in this document for fear of reprisals from the spouse,
especially in health services located in areas with high urban
violence indices, which points to these professionals’ lack of
knowledge about the secrecy nature of notifying the problem.
The purpose of the notification is to generate epidemiological
data that allow evidencing the magnitude of the problem,
devise public policies targeted at prevention and coping with
the problem and assess the effectiveness of the local planning
actions performed to such end.11,18,41

The theoretical implication from the findings of the action-
interaction theoretical component, focus of this study, alludes
to a preliminary social and conceptual process focused on
improving the way in which PHC serves women who are
victims of IPV, aiming at sensitizing the PHC professionals
regarding these issues and at promoting comprehensive and
effective care. Despite the non-institutional character of the
actions, as there is no uniformity in their implementation,
they are essential to the process of preventing and facing the
problem, being in line with the recommendations of the
National Policy for the Comprehensive Care of Women’s
Health in Brazil.
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In this sense, by unveiling guidelines for the in-service
practice in the face of IPV cases in primary health care, the
study praises, in this setting, the adoption of actions aimed at
the social determinants, among them coping with IPV situ-
ations from identification and intervention in the problem.
Studies carried out on different continents (Asia, Europe, and
South America) show successful experiences in the identi-
fication and handling of IPV cases in primary health care,
such as extended hours of the units with multidisciplinary
activities, expanding the therapeutic possibilities of physical
and mental health care and creation of groups with topics
focused on harmonious marital relations, in addition to ac-
tivities outside the unit, such as street theaters and partner-
ships with local leaders.42-44 In view of the above, it is urgent
that the organizations prioritize and guide, based on these care
strategies, professional training for the provision of care to the
women experiencing IPV, contemplating their needs and
specificities in an integral and humanized manner.

Therefore, although this study is limited for not guiding
the care strategies related to each of the expressions of IPV,
the research contributes to care organization within the scope
of primary health care for women who experience this
problem. It is also hoped that this study may raise awareness
among health professionals so that they are attentive to the
identification of indicative signs of IPV. This sensitive look at
the theme must go beyond the physical space of the office and
include other spaces, such as the woman’s home and co-living
spaces in the health services. In this context, it is also pointed
out that the professionals who work in management orga-
nizing and coordinating the health services must promote
training opportunities to better prepare the health care team to
intervene in the IPV cases, identifying them, empowering the
victims and offering them all the necessary support.

Conclusion

The data indicate that the professionals working in primary
health care have been using strategies aimed at providing care
to women in IPV situations. These strategies go through
identification of the situation of violence, which includes
investigation of IPV, creation of bonds with the user, and
articulation with other professionals of the team; as well as
through intervention in cases of violence, which includes
meeting the women’s needs in the unit, referral to other
services in the network and notification of cases.

With regard to the interventions carried out with the
purpose of helping women exit the context of violence ex-
perienced in the intimate environment, it is important to
understand that reporting the situation of violence to the
police station is not always a possibility for this population,
since the woman may not be prepared, organized and em-
powered to end the relationship. Thus, in order to avoid a
feeling of impotence due to denial of referral to this police
service, it is fundamental that the health professionals know
other alternatives that assist in coping with violence, such as

the Reference Center for Assistance to Women Victims of
Violence and support groups for women who experience the
problem, which are offered by legal-police and/or social
institutions.

The feasibility of the group activities in health units can
also be an important strategy to prevent and cope with vi-
olence. These spaces are favorable to approach violence in a
didactic way with women, who sometimes do not perceive
themselves in this situation, and also to educate men about the
construction of masculinities and their relationship with
gender violence. In addition, these interaction spaces can
contribute to the establishment of a trusting relationship with
the professional and with other women, so that they feel safe
to share personal experiences, which can facilitate identifi-
cation of cases, design of strategies, and creation of a support
network that contributes to empowerment.
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