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Our daily violence according to PNS 2019 data

Abstract  Based on the National Health Survey, 
this article aimed to verify the association be-
tween sociodemographic, health, and behavioral 
characteristics and the occurrence of psycholog-
ical, physical, and sexual violence in Brazil in 
2019. Logistic models were adjusted to four out-
comes: Having experienced physical, psychologi-
cal, or sexual violence in the last 12 months; hav-
ing experienced psychological violence in the last 
12 months; having experienced physical violence 
in the last 12 months; having experienced sexual 
violence in the last 12 months. There was a prev-
alence of 17.36% of psychological violence, 4.15% 
of physical violence, and 0.76% of sexual violence. 
The variables zone, sex, age group, skin color/race, 
marital status, per capita income, health status, 
mental health problem, and alcohol consumption 
remained in the final models. These results can 
and should contribute to adequate proposals for 
prevention and promotion actions since the Na-
tional Policy for the Prevention of Accidents and 
Violence includes these social phenomena in the 
list of problems that cause illness and deaths.
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Introduction

“Violence” was one of the 23 modules that made 
up the National Health Survey (PNS 2019)1, car-
ried out through a partnership among the Brazil-
ian Institute of Geography and Statistics (IBGE), 
the Ministry of Health (MS), and the Oswaldo 
Cruz Foundation (Fiocruz). This issue entered 
the list of health policies in Brazil in 2001, when 
the National Policy for Reduction of Morbidity 
and Mortality by Accidents and Violence (PNR-
MAV) was promulgated2. Violence, as defined 
by the World Health Organization in The World 
Report on Violence and Health (WHO)3 is the “in-
tentional use of physical force or power, threat-
ened or actual, against oneself, another person, 
or against a group or community, that either 
results in or has a high likelihood of resulting 
in injury, death, psychological harm, maldevel-
opment or deprivation”. This phenomenon that 
accompanies humanity occurs in society and has 
consequences for victims, perpetrators and com-
munity and affects people of all ages, classes, gen-
der, and race/ethnicity differently3.

Although media attention focuses on the 
most spectacular accidents and aggressions, vi-
olence continues to be present in the most dif-
ferent daily forms of interaction, and all of them 
affect health. The expressions that underlie social 
relationships are defined as “interpersonal vio-
lence,” defined by the WHO as “the intentional 
use of physical force or power to attack or threat-
en someone, some group or the community, the 
result of which is injury, death, psychological 
suffering, personal and emotional underdevelop-
ment, and deprivations”3. 

In the document World Report on violence 
and health, interpersonal violence is divided into 
two subcategories: family and intimate partner 
violence; and community violence, that happens 
between people who know each other or not and 
usually takes place outside the home. In the first 
case, the concept covers abuse and mistreatment 
of children and adolescents, aggression between 
intimate partners, and elder abuse. The second 
includes youth violence, sexual abuse, robber-
ies, assaults and abuse in schools, workplaces, 
prisons, and long-term care facilities. In all the 
situations mentioned, there are physical, psycho-
logical, and sexual violence, and the recommen-
dation that this typology needs to be known in 
its specificity in local studies, as they permeate 
family, work, hierarchical, and social relation-
ships in general, causing suffering, pain, injury, 
and death3-5. 

The purpose of this article is to verify the as-
sociation between sociodemographic, behavioral 
and self-rated health characteristics and the oc-
currence of psychological, physical and sexual vi-
olence in Brazil, in 2019, based on data from the 
National Health Survey.

materials and methods 

This article is a cross-sectional secondary-based 
study that used data from the PNS 2019, a na-
tional household-based survey carried out by 
the Brazilian Institute of Geography and Statis-
tics (IBGE) in partnership with the Ministry of 
Health (MS), and the Oswaldo Cruz Foundation 
(Fiocruz). This research aimed to collect infor-
mation on access and use of health services and 
on the health conditions of the population. More 
details about the study context and how data col-
lection took place can be found in Stopa et al.6.

The target population of the PNS is com-
posed of individuals aged 15 years or older living 
in permanent private homes, being representative 
for Brazil, its Major Regions, Federation Units, 
Metropolitan Regions, Capitals, and Municipali-
ties. It is worth noting that in the analysis of data 
on violence, only individuals aged 18 years or 
older participated, since the violence module was 
answered only by people from this age group.

In the PNS 2019, conglomerate sampling was 
used in three stages, with the census sectors or 
set of sectors, households and residents aged 15 
years and over, constituting the first, second, and 
third stage units, respectively. The PNS is part 
of the Integrated System of Household Surveys 
(SIPD), using the same master sample as the 
continuous National Household Sample Survey 
(PNAD). Further details on the sampling process 
and the data collection process can be found in 
previous publications1,6.

Four outcome variables were considered, 
namely: (1) “having experienced psychological, 
physical, or sexual violence in the last 12 months;” 
(2) “having experienced psychological violence 
in the last 12 months;” (3) “having experienced 
physical violence in the last 12 months;” and (4) 
“having experienced sexual violence in the last 12 
months.” The prevalence of each of the four out-
comes was calculated considering the proportion 
of positive responses for each of them. The same 
procedure was applied to each of the categories 
of explanatory variables. 

The outcome “having experienced psycho-
logical, physical, or sexual violence in the last 12 
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months” was created from the combination of 
three other variables previously created, namely: 
“having experienced psychological violence in 
the last 12 months,” “having experienced physical 
violence in the last 12 months,” and “having ex-
perienced sexual violence in the last 12 months”. 

Psychological violence was measured using 
five questions from the questionnaire: “In the 
last twelve months, has anyone insulted, humil-
iated, or ridiculed you in front of other people?”; 
“In the last twelve months, has anyone yelled at 
you or called you names?”; “In the last twelve 
months, has anyone used social media or a cell 
phone to threaten, offend, curse, or expose im-
ages of you without your consent?”; “In the last 
twelve months, has anyone threatened to hurt or 
harm someone important to you?”; and “In the 
last twelve months, has anyone deliberately de-
stroyed anything of yours?”. 

In order to obtain the variable related to phys-
ical violence, the following questions were used: 
“In the last twelve months, has anyone slapped 
or slapped you?”; “In the last twelve months, has 
anyone pushed you, held you tight, or thrown 
something at you with the intention of hurting 
you?”; “In the last twelve months, has anyone 
punched, kicked, or dragged you by your hair?”; 
“In the last twelve months, has anyone tried or 
effectively strangled, suffocated, or burned you 
on purpose?”; and “In the last twelve months, has 
anyone threatened or injured you with a knife, 
firearm, or any other weapon or object?”.

For sexual violence, two questions from the 
questionnaire were used, namely: “In the last 
twelve months, has anyone touched, manipulat-
ed, kissed, or exposed parts of your body against 
your will?” and “In the last twelve months, has 
anyone threatened or forced you to have sex or 
any other sexual acts against your will?”.

In the elaboration of variables related to 
psychological, physical, and sexual violence, the 
presence of a positive answer to any of the ques-
tions represented victimization by that form of 
violence.  

The explanatory variables used were orga-
nized into three blocks, namely: 

- Sociodemographic: zone (urban and rural); 
region (North, Northeast, Southeast, South, and 
Midwest); sex (male and female); age group (19 
to 29 years old, 30 to 39 years old, 40 to 49 years 
old, 50 to 59 years old, 60 years old or older); skin 
color/race (White, Asian, Black or Brown, and 
Indigenous); marital status (married, divorced 
or legally separated, widowed, single); education 
(no education or incomplete elementary school, 

complete elementary school or incomplete high 
school, complete high school or incomplete 
higher education, complete higher education); 
income (up to ½ minimum wage, more than ½ 
to 1 minimum wage, more than 1 to 2 minimum 
wages, more than 2 to 5 minimum wages, more 
than 5 minimum wages);

- Health: self-assessment of health status 
(very good, good, regular, bad, very bad); diagno-
sis of depression or other mental illness (no, yes);

- Behavioral: alcohol consumption (I nev-
er drink, less than once a month, once or more 
times a month).

The entire weighting and post-stratification 
process has been carried out by the IBGE, and it 
is expected, given the probabilistic sample design 
and the procedures employed, that the correct-
ly calculated estimators do not present biases. 
Sampling design and weights were included in all 
analyses. 

In order to verify the factors associated with 
each of the four outcomes under analysis, Pois-
son regression models have been adjusted using 
the non-automated backward variable selection 
method. Initially, we included in the models all 
variables that had a p-value lower than 0.25 in 
the simple model. We calculated crude and ad-
justed prevalence ratios, as well as their respective 
95% confidence intervals. In the final model, we 
kept variables with p-values lower than 0.05. The 
analyzes were carried out in the R software ver-
sion 4.1.3, using the libraries survey and tableone. 

The PNS was approved by the National Re-
search Ethics Committee (CONEP), of the Na-
tional Health Council (CNS), in August 2019. 
The research complies with all the norms and 
guidelines of Resolution 466/2012 of the CNS, 
and all respondents were informed and signed 
the Informed Consent Form (ICF). 

results

Analysis of PNS data shows that 18.3% of peo-
ple aged 18 and over experienced psychological, 
physical, or sexual violence in 2019. Its distribu-
tion according to Region and Federation Unit 
(UF) can be seen in Figure 1, where 13 of the 27 
UF presented a proportion above the national es-
timate, that is, they were above 18.3%. The high-
est prevalences were observed in Sergipe (24.9%), 
Roraima (22.3%), Bahia (21.8%), and Mato Gros-
so do Sul (20.6%) states. And the lowest in Acre 
(12.4%), Santa Catarina (13.3%), Mato Grosso 
(14.8%), and Rondônia (15.5%) states. 
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Table 1 presents the distributions of socio-
demographic characteristics, health status, and 
alcohol consumption according to victimization 
by psychological, physical, or sexual violence, 
analyzed in aggregate. The table shows a slight-
ly higher percentage of occurrences of violence 
among urban residents. The percentages of vic-
timization according to the region of the coun-
try are very similar, ranging from 16.65% in 
the South to 18.72% in the Northeast. Among 
women, 19.38% reported having experienced 
violence, against 17.01% for men. As for the age 
group, there is a higher prevalence among young-
er people and a decrease with advancing age. 
Who also stands out are those with black or in-
digenous skin color/race (19.59%), single people 
(22.90%), with complete or incomplete elemen-
tary school education (20.71%), and income up 
to ½ minimum wage (21.39%). Regarding health 
status, there is an increase in the prevalence of 
victimization by violence as the individual’s as-

sessment of their own health worsens. Thus, 
the results identified in the table show that the 
prevalence of violence was 16.90% among those 
who rated their health status as very good against 
29.57% among those who rated it as very bad. 
Regarding mental health, there is a higher occur-
rence of victimization by violence among those 
who reported having mental health problems 
(31.56%). The table also shows that as alcohol 
consumption increases, so does victimization by 
violence. There was a significant difference in the 
prevalence for all variables analyzed, with p<0.04 
for the region variable and p<0.001 for the oth-
ers.

Table 2 shows the distribution of explana-
tory variables according to the type of violence 
suffered. The difference in victimization accord-
ing to the nature of the violence is noteworthy, 
with psychological violence being the most men-
tioned among the interviewees (17.36%). High-
er prevalence is observed among those who live 

figure 1. Proportion of people aged 18 years and over who experienced violence (psychological, physical, or 
sexual) in the last 12 months prior to the interview, according to UF and Region of the country, Brazil, 2019.

Note: CI95%: 95% confidence interval.

Source: National Health Survey, 2019.
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table 1. Prevalence (%) of violence in the Brazilian adult population (≥18 years old) according to sociodemographic 
characteristics, health status, mental health problem, and alcohol consumption, Brazil, 2019.

Variables % experienced violence p-value

Total 18.27

Zone <0.001

Rural 14.21

Urban 18.92

Region 0.04

North 18.13

Northeast 18.72

Southeast 18.64

South 16.65

Midwest 17.84

Sex <0.001

Male 17.01

Female 19.38

Age group <0.001

18 to 29 years 27.00

30 to 39 years 20.43

40 to 49 years 18.50

50 to 59 years 14.47

60 or more 10.05

Skin color/race <0.001

White or Asian 16.60

Black/brown or indigenous 19.59

Marital status <0.001

Married 14.33

Divorced, legally separated 22.36

Widower 10.80

Single 22.90

Education <0.001

No education or incomplete elementary school 15.35

Complete elementary school or incomplete high school 20.71

Complete high school or incomplete higher education 19.94

Complete higher education 18.78

Per capita income <0.001

Up to ½ minimum wage 21.39

More than ½ up to 1 minimum wage 18.05

More than 1 to 2 minimum wage 17.14

More than 2 to 5 minimum wages 16.77

More than 5 minimum wages 16.89

Health condition <0.001

Very good 16.90

Good 17.01

Regular 19.94

Bad 23.64

Too bad 29.57

Mental health problem <0.001

No 16.19

Yes 31.56

Alcohol consumption <0.001

I never drink 16.34

Less than once a month 19.25

One or more times a month 21.58

Source: National Health Survey, 2019.
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in urban areas. As for the region of the coun-
try, similar percentages of victimization can be 
found, ranging from 15.90% to 17.83% for psy-
chological violence, 3.84% to 4.71% for physical 
violence, and from 0.49% to 0.93% for sexual 
violence, these, however, were not significant. Fe-
males show a higher prevalence for all types of 
violence, without, however, showing a significant 
difference for physical violence. Those of young-
er age groups and of black/brown or indigenous 
skin color/race are also noteworthy. However, it is 
worth mentioning that the skin color/race vari-
able was not significant for victimization by sex-
ual violence. The three forms of violence occur 
more frequently among single people, with those 
who have complete elementary education and 
incomplete secondary education, and with those 
who earn up to ½ minimum wage. Again, a gra-
dient is observed for the variables of health sta-
tus and alcohol consumption. Thus, those with 
worse health status exhibited a higher prevalence 
of violence, as well as those who reported higher 
alcohol consumption. However, the health status 
variable did not show statistical significance for 
sexual violence. There is also higher prevalence 
among those who reported having mental health 
problems. 

Table 3 shows the crude and adjusted preva-
lence ratios for the variables included in the final 
model for the outcome “having experienced psy-
chological, physical, or sexual violence in the last 
12 months”. Living in an urban area represents a 
33% higher risk of experiencing violence. Wom-
en have an 8.0% higher prevalence of experienc-
ing violence compared to men, controlling for 
the other variables. In relation to age, a gradient 
is noticed, with a decrease in the prevalence of 
experiencing violence as one advances to the 
older age groups. Thus, we can observe that the 
prevalence for the youngest (18 to 29 years old) is 
1.58 times higher when compared to the 60 years 
old or more category, adjusting for the other 
variables. Black or indigenous skin color/race in-
dividuals showed a 13% higher prevalence when 
compared to white or Asian individuals, con-
trolling for the other variables. The prevalence 
increases for divorced/legally separated (22%) 
and decreases for widowed (18%) and married 
(17%) when these categories are compared to 
singles, after controlling for the other variables. 
In relation to income, a 9.0% lower prevalence 
is observed among those who earn from ½ to 
two minimum wages, and among those who earn 
more than ½ to one minimum wage, after adjust-
ment for the other variables. A gradient for the 

variables of health status and alcohol consump-
tion was also identified. Thus, the table shows 
that the prevalence of having experienced vio-
lence increases as the individual’s health assess-
ment worsens. A similar situation is observed for 
alcohol consumption, whose prevalence ratio in-
creases as use increases, being 27% higher among 
those who reported drinking alcohol once or 
more times a month when compared to individ-
uals who reported never drinking, after adjust-
ment by the other variables. Finally, there was a 
77% increase in the prevalence ratio of victimiza-
tion by some form of violence among those who 
reported having a mental health problem. 

Table 4 shows the final model for victimiza-
tion by psychological violence, in which a pattern 
quite similar to that of aggregate violence can be 
observed (Table 3). Thus, living in an urban area, 
being female, being young (18 to 29 years old), 
having black or indigenous skin color/race, being 
divorced, mentioning poor or very poor health 
status, reporting a mental health problem, and 
consuming alcohol once or more times a month, 
resulted in an increased prevalence when com-
pared to the base categories of these variables. As 
for the being married or widowed and having an 
income of ½ to 1 minimum wage categories, they 
showed lower prevalence in relation to the basic 
categories. 

Regarding victimization by physical violence 
(Table 5), again a pattern similar to those ob-
served for the outcomes of aggregate (Table 3) 
and psychological (Table 4) violence. It can be 
seen from the table that the percentages of in-
crease in prevalence is much more pronounced 
for the youngest age group, being of black/in-
digenous skin color/race, having poor or very 
poor health status, and reporting alcohol con-
sumption. As for marital status, only the “mar-
ried” category was statistically significant, with a 
31% lower prevalence when compared to singles. 
Another difference is in relation to the income 
variable, where we observed that not only were 
all categories significant, but that as income in-
creases, the prevalence of victimization by physi-
cal violence tends to reduce.

The final model for sexual violence (Table 
6) presented some even higher prevalence than 
those observed for physical violence. Additional-
ly, there was no significance for the zone variable 
(excluded from the final model) and the region 
variable was included. In this variable, the table 
shows that belonging to the South region leads 
to a 40% lower prevalence of experiencing this 
form of violence in relation to the Midwest re-
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table 2. Prevalence (%) of violence (psychological, physical, and sexual) in the Brazilian adult population (≥18 years old) according 
to sociodemographic characteristics, health status, mental health problem, and alcohol consumption, Brazil, 2019. 

Variables
Psychological violence Physical violence Sexual violence

% 
experienced

p-value
% 

experienced
p-value

%
 experienced

p-value

Total 17.36 4.15 0.76

Zone <0.001 0.004 0.895

Urban 18.00 4.27 0.77

Rural 13.38 3.39 0.75

Region 0.051 0.174 0.097

North 16.94 4.71 0.85

Northeast 17.67 4.47 0.93

Southeast 17.83 3.98 0.72

South 15.90 3.84 0.49

Midwest 16.87 4.02 0.87

Sex <0.001 0.503 <0.001

Male 15.98 4.05 0.45

Female 18.58 4.24 1.05

Age group <0.001 <0.001 <0.001

18 to 29 years 25.32 7.65 1.61

30 to 39 years 19.70 4.51 0.61

40 to 49 years 17.60 3.87 0.94

50 to 59 years 13.72 2.74 0.39

60 or more 9.63 1.55 0.20

Skin color/race <0.001 <0.001 0.569

White or Asian 15.89 3.12 0.72

Black or brown or indigenous 18.52 4.96 0.80

Marital status <0.001 <0.001 <0.001

Married 13.76 2.52 0.29

Divorced, legally separated 21.18 4.73 1.08

Widower 10.48 2.21 0.27

Single 21.59 6.05 1.29

Education <0.001 <0.001 0.161

No education or incomplete elementary school 14.43 3.84 0.65

Complete elementary school or incomplete high school 19.63 6.19 0.93

Complete high school or incomplete higher education 18.96 4.2 0.90

Complete higher education 18.19 2.84 0.58

Per capita income <0.001 <0.001 <0.001

Up to ½ minimum wage 20.26 5.84 1.25

More than ½ up to 1 minimum wage 17.03 4.42 0.65

More than 1 to 2 minimum wages 16.40 3.3 0.64

More than 2 to 5 minimum wages 16.01 3.31 0.58

More than 5 minimum wages 16.18 2.55 0.55

Health condition <0.001 <0.001 0.093

Very good 16.13 3.32 0.62

Good 16.09 3.87 0.67

Regular 18.90 4.73 0.95

Bad 23.06 5.76 1.08

Too bad 29.16 6.88 0.90

Mental health problem <0.001 <0.001 <0.001

No 15.28 3.64 0.63

Yes 30.67 7.42 1.62

Alcohol consumption <0.001 <0.001 0.006

I never drink 15.64 3.26 0.61

Less than once a month 18.15 4.61 0.86

One or more times a month 20.37 5.66 1.02

Source: National Health Survey, 2019.
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table 3. Crude and adjusted prevalence ratios (PR) of variables in the final model of the occurrence of psychological, 
physical or sexual violence in the Brazilian adult population (≥18 years old), Brazil, 2019.

Variables Crude Pr CI95% Adjusted Pr CI95%

Zone

Rural - - - -

Urban 1.33 1.24-1.43 1.33 1.25-1.44

Sex

Male - - - -

Female 1.14 1.08-1.20 1.08 1.02-1.13

Age group

18 to 29 years 2.69 2.48-2.91 2.58 2.35-2.83

30 to 39 years 2.03 1.86-2.22 2.00 1.80-2.20

40 to 49 years 1.84 1.68-2.01 1.74 1.58-1.91

50 to 59 years 1.44 1.31-1.58 1.36 1.24-1.50

60 or more - - - -

Skin color/race

White or Asian - - - -

Black/brown or indigenous 1.18 1.12-1.25 1.13 1.06-1.19

Marital status

Married 0.63 0.59-0.66 0.83 0.79-0.89

Divorced. legally separated 0.98 0.90-1.06 1.22 1.12-1.34

Widower 0.47 0.42-0.54 0.82 0.72-0.95

Single - - - -

Per capita income

Up to ½ minimum wage - - - -

More than ½ up to 1 minimum wage 0.84 0.79-0.90 0.91 0.85-0.98

More than 1 to 2 minimum wage 0.80 0.74-0.87 0.91 0.84-0.99

More than 2 to 5 minimum wages 0.78 0.71-0.86 0.92 0.84-1.02

More than 5 minimum wages 0.80 0.70-0.89 0.95 0.84-1.08

Health condition

Very good - - - -

Good 1.12 1.03-1.21 1.19 1.09-1.29

Regular 1.56 1.43-1.69 1.68 1.54-1.83

Bad 1.81 1.58-2.07 1.90 1.68-2.16

Too bad 1.95 1.60-2.36 1.99 1.64-2.42

Mental health problem

No - - - -

Yes 2.07 1.92-2.23 1.77 1.67-1.88

Alcohol consumption

I never drink - - - -

Less than once a month 1.18 1.09-1.28 1.09 1.01-1.18

One or more times a month 1.32 1.24-1.41 1.27 1.18-1.35

Source: National Health Survey, 2019.

gion, controlling for the other variables. After 
adjusting for the other variables, we found an 
increased prevalence for females (133.0%), for 
the age group ranging from 18 to 29 years old 
(464.0%), for very poor health status (230.0%), 
for mental health problems (114.0%), and for al-

cohol consumption once or more times a month 
(69%), when compared to the base categories. 
We observed gradients for the “health status” and 
“alcohol consumption” variables. Being married 
showed a 67.0% lower prevalence of experienc-
ing sexual violence compared to being single, 
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table 4. Crude and adjusted prevalence ratios (PR) of variables in the final model of the occurrence of psychological 
violence in the Brazilian adult population (≥18 years old), Brazil, 2019.

Variables Crude Pr CI95% Adjusted Pr CI95%

Zone

Rural - - - -

Urban 1.35 1.25-1.45 1.35 1.25-1.45

Sex

Male - - - -

Female 1.16 1.10-1.23 1.09 1.03-1.15

Age group

18 to 29 years 2.63 2.42-2.86 2.57 2.34-2.83

30 to 39 years 2.05 1.87-2.24 2.03 1.83-2.25

40 to 49 years 1.83 1.67-2.00 1.74 1.58-1.92

50 to 59 years 1.43 1.29-1.57 1.36 1.23-1.50

60 or more - - - -

Skin color/race

White or Asian - - - -

Black/brown or indigenous 1.17 1.10-1.23 1.11 1.05-1.18

Marital status

Married 0.64 0.60-0.68 0.85 0.79-0.91

Divorced. legally separated 0.98 0.90-1.07 1.22 1.11-1.33

Widower 0.49 0.43-0.55 0.84 0.73-0.97

Single - - - -

Per capita income

Up to ½ minimum wage - - - -

More than ½ up to 1 minimum wage 0.84 0.78-0.90 0.91 0.85-0.97

More than 1 to 2 minimum wage 0.81 0.75-0.88 0.92 0.85-1.01

More than 2 to 5 minimum wages 0.79 0.72-0.87 0.93 0.84-1.02

More than 5 minimum wages 0.80 0.71-0.90 0.96 0.84-1.09

Health condition

Very good - - - -

Good 1.11 1.02-1.20 1.17 1.08-1.28

Regular 1.56 1.43-1.70 1.68 1.53-1.84

Bad 1.84 1.61-2.12 1.93 1.69-2.20

Too bad 2.00 1.64-2.44 2.02 1.65-2.47

Mental health problem

No - - - -

Yes 2.01 1.89-2.14 1.81 1.70-1.92

Alcohol consumption

I never drink - - - -

Less than once a month 1.16 1.07-1.26 1.08 0.99-1.17

One or more times a month 1.3 1.22-1.39 1.26 1.17-1.35

Source: National Health Survey, 2019.

controlling for the other variables in the model. 
Another interesting point is that the final model 
for this form of violence did not include the skin 
color/race and per capita income variables. 

Discussion

Analysis of PNS data shows that 18.3% of peo-
ple aged 18 and over said they experienced psy-
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table 5. Crude and adjusted prevalence ratios (PR) of the variables in the final model of the occurrence of physical 
violence in the Brazilian adult population (≥18 years old), Brazil, 2019. 

Variables Crude Pr CI95% Adjusted Pr CI95%

Zone

Rural - - - -

Urban 1.26 1.08-1.48 1.37 1.17-1.60

Age group

18 to 29 years 4.92 4.06-5.97 4.17 3.21-5.40

30 to 39 years 2.90 2.36-3.57 2.65 2.02-3.49

40 to 49 years 2.49 1.97-3.14 2.25 1.70-2.98

50 to 59 years 1.76 1.41-2.20 1.64 1.28-2.09

60 or more - - - -

Skin color/race

White or Asian - - - -

Black/brown or indigenous 1.59 1.40-1.79 1.37 1.22-1.55

Marital status

Married 0.42 0.35-0.49 0.69 0.58-0.81

Divorced. legally separated 0.78 0.65-0.94 1.22 0.99-1.49

Widower 0.36 0.28-0.50 0.96 0.66-1.40

Single - - - -

Per capita income

Up to ½ minimum wage - - - -

More than ½ up to 1 minimum wage 0.76 0.65-0.87 0.86 0.75-0.99

More than 1 to 2 minimum wage 0.57 0.48-0.67 0.71 0.60-0.84

More than 2 to 5 minimum wages 0.57 0.45-0.71 0.76 0.60-0.96

More than 5 minimum wages 0.44 0.32-0.59 0.61 0.45-0.83

Health condition

Very good - - - -

Good 1.29 1.07-1.55 1.35 1.11-1.63

Regular 1.92 1.57-2.34 2.07 1.67-2.56

Bad 2.69 2.01-3.59 2.84 2.10-3.82

Too bad 2.79 1.86-4.19 3.01 1.99-4.57

Mental health problem

No - - - -

Yes 2.04 1.78-2.34 1.90 1.66-2.18

Alcohol consumption

I never drink - - - -

Less than once a month 1.41 1.17-1.71 1.26 1.05-1.53

One or more times a month 1.74 1.50-2.01 1.65 1.44-1.93

Source: National Health Survey. 2019.

chological, physical, or sexual violence in 2019. 
Within its scope, the PNS 2019 elucidates several 
issues and corroborates the findings of investiga-
tions of a strategic and operational nature in Bra-
zil4,7-12, although the final adjusted models were 
quite similar for all forms of violence, with the 
greatest differences being observed for sexual vi-
olence. We observed that urban life brings more 
risk (33%) than rural life, which is understand-
able because it is in the cities that people gather 

and where inequalities are concentrated13,14. In ei-
ther of these two environments, women are more 
likely to experience aggression (+8.0%) than 
men, which is evidenced by the increased prev-
alence of physical, psychological, or sexual inju-
ry, which is amply attested in the national and 
international literature15-18. Men die much more 
from violence, while women suffer more from its 
effects4,5. Violence against women is structural, it 
manifests itself as a typical problem of patriarchy 
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table 6. Crude and adjusted prevalence ratios (PR) of variables in the final model of the occurrence of sexual 
violence in the Brazilian adult population (≥18 years old), Brazil, 2019. 

Variables Crude Pr CI95% Adjusted Pr CI95%

Region

North 0.99 0.66-1.48 1.06 0.69-1.63

Northeast 1.07 0.75-1.54 1.10 0.76-1.60

Southeast 0.84 0.52-1.34 0.91 0.55-1.49

South 0.57 0.35-0.91 0.60 0.37-0.98

Midwest - - - -

Sex

Male - - - -

Female 2.35 1.69-3.27 2.33 1.69-3.22

Age group

18 to 29 years 8.26 4.91-13.89 5.64 2.89-11.00

30 to 39 years 3.15 1.81-5.48 2.55 1.30-5.00

40 to 49 years 4.81 2.32-9.97 3.90 1.77-8.57

50 to 59 years 1.98 1.07-3.65 1.74 0.89-3.78

60 or more - - - -

Marital status

Married 0.22 0.15-0.33 0.33 0.22-0.61

Divorced. legally separated 0.84 0.54-1.31 1.15 0.64-2.06

Widower 0.21 0.11-0.39 0.50 0.21-1.15

Single - - - -

Health condition

Very good - - - -

Good 1.31 0.85-2.02 1.36 0.86-2.13

Regular 1.73 1.15-2.59 1.72 1.12-2.64

Bad 2.52 1.36-4.68 2.46 1.32-4.62

Too bad 3.34 1.73-6.47 3.30 1.64-6.65

Mental health problem

No - - - -

Yes 2.57 1.89-3.51 2.14 1.55-2.96

Alcohol consumption

I never drink - - - -

Less than once a month 1.04 0.94-2.10 1.22 0.80-1.87

One or more times a month 1.66 1.17-2.37 1.69 1.15-2.49

Source: National Health Survey, 2019.

that prevails and is culturally reproduced in the 
world, despite the social movements to overcome 
it. Much of the violence against them occurs in 
relationships with intimate partners or ex-part-
ners, and most victims are between 20 and 44 
years old. 

The quantification of interpersonal violence 
at the global level is a very difficult operation and 
it is difficult to compare the reality of the country 
with the reality of other regions through inves-
tigations of great magnitude, because although 
they may have the same scope, they do not al-
ways use the same variables. Here is an example 
of a study coordinated by Haagsma et al.19, with 

90 authors from the most different countries, 
using an integrative model that simultaneously 
estimated incidence, prevalence, and remission 
by age and sex, and pointed out, with data from 
2013, that 973 million people had claimed to 
have experienced some type of injury that had 
led them to resort to health services. And 4.8 
million people have died as a result. The preva-
lence of global interpersonal violence estimated 
by these authors was 8.3%. They point out that 
aggressions that cause injuries and require medi-
cal care had decreased by 31% between 1990 and 
2003 in the group of countries studied. The rate 
of decline in days of life lost was significant for 22 
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types of aggression, including the most serious. 
Malta et al.7 led a survey in Brazil with the 

same methodology used by Haagsma et al.19 and 
found, against all common sense, that here, too, 
deaths from violence, which were responsible 
for 134,931 deaths in 1990, dropped to 81,200, 
22.8% less in 2015, with the main groups of caus-
es being deaths and injuries due to homicides 
and transport accidents. Malta et al.9 repeated 
the study with data from 1990 to 2019 on deaths 
of adolescents and young people and showed a 
reduction of 30.8% in deaths of girls and 6.2% of 
boys. Corroborating the 2019 PNAD data, there 
was an increase in mortality rates in the North 
and Northeast regions, and a significant reduc-
tion in the Southeast and South regions. There 
are also local and important studies in the same 
sense, such as the study by Cecílio et al.11, carried 
out in São Paulo, and by Tauffer et al.12, with data 
from Paraná. 

Another issue recognized by experts is that 
the group most victimized by violence – both 
with deaths and injuries 4,5,7,8,20-22 – is the group of 
young people aged between 18 and 29, age group 
that the PNS 2019 indicated with a 158.0% prev-
alence of suffered damages. This fact is magnified 
by the percentages of increase in the prevalence 
for people of black skin color22-25 and indigenous 
ethnicity26, a differential accentuated by the con-
sumption of alcohol, which, in addition to the 
violence that affects Brazilian society in general, 
suffers from a series of specific situations, such 
as sexism, racism, homophobia, and transpho-
bia4,5,22-26. 

For the “married” category, the PNS 2019 
found a statistically significant 31% lower prev-
alence of victimization by violence, which is con-
firmed by several authors, including Lucas et al.27. 
This long longitudinal study followed 24,000 
married individuals for 15 years and found in 
this group more security, more satisfaction, and 
fewer health problems than among single, wid-
owed, and unmarried individuals. The bibliogra-
phy on the subject is extensive, however, in recent 
years, the gender issue has become increasingly 
complex and authors28 distinguish a healthy mar-
riage from an unhappy, abusive marriage. 

A crucial point highlighted by the study is the 
association of victimization by some form of vio-
lence with very poor health status, mental health 
problems, and frequent consumption of alcohol. 
This data is not explained in the research, but it 
arouses curiosity of scholars for the effects of re-
cursion between violent behavior and their reac-
tions in the form of depression, mental suffering, 

alcoholism (which is often cause and effect), and 
other psychological problems3-5,22-27.

As it is presented in an aggregated form, the 
data that shows the highest prevalence of an in-
terpersonal violence that affects health above the 
national average (18/100,000) is from Sergipe 
(24.9%), Roraima (22.3%), and Bahia (21.8%) 
states, not allowing for a more in-depth analysis. 
However, studies such as the Atlas of Violence9 
have shown an increase in morbidity and mortal-
ity from violence in the Northeast and North re-
gions of the country, consistently, in recent years.

We end this discussion by reporting an im-
portant limitation of this study and the PNS 2019 
in relation to the topic in focus. In this version, 
for each type of violence, a set of questions that 
describe representative actions of its expressions, 
followed by inquiries about the author, the place, 
and the frequency was prepared. In a subsequent 
block, the author and the location of the most se-
rious experienced violence was asked. And in the 
next block, the consequences of these events for 
health and the care received for the most severe 
cases. However, this last set of questions could 
not be used in the present study since there was 
no indication to which types of violence such 
data referred to. 

Conclusions

It is worth praising the initiative of the IBGE 
associated with the Ministry of Health and Fi-
ocruz, in the PNS 2019, to raise important ques-
tions about violence as part of the problems that 
affect the population’s health. The module on 
“Violence”, already dealt with in the PNS 2013, 
was expanded here in the PNS 2019, investigating 
separately the psychological, physical, and sexual 
expressions, as well as the need to use health ser-
vices due to the most serious injuries. 

It is clear from this study that in Brazil, in 
general, the family, community, institutional, and 
social environment is permeated by various types 
of interpersonal violence that affect individual 
and collective health and reduce the potential for 
a healthy growth and development. This fact was 
symbolized in a figure (18.3%) that means the 
set of what was stated by the interviewees in the 
survey. As mentioned in the discussion, the world 
estimate is 8.3%, that is, much lower.

An important conclusion of this study is that 
the data brought by the PNS 2019 fully converges 
with research carried out in the country on the 
subject, either with information from DATASUS 
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