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Prevalence of intimate partner 
violence against women in 
regions of Brazil

ABSTRACT

OBJECTIVE: To analyze the results from the “WHO Multi-country Study 
on Women’s Health and Domestic Violence”, on the prevalence of intimate 
partner violence against women found in Brazil.

METHODS: This cross-sectional study was part of the “WHO Multi-country 
Study on Women’s Health and Domestic Violence against women”, which 
was carried out in ten countries between 2000 and 2003. All the countries 
used a standardized structured questionnaire, devised for this study. In order 
to obtain data from contrasting settings within each country, the biggest city 
and a rural region were investigated whenever feasible. A representative 
sample of women aged 15 to 49 years was selected from the city of São Paulo 
and 15 municipalities in a rural region of the northeast, the Zona da Mata de 
Pernambuco. The study included 940 women from São Paulo and 1,188 from 
Zona da Mata de Pernambuco who had had an intimate partner at some time 
in their lives. Violence was classifi ed as psychological, physical and sexual 
types, and was analyzed in relation to overlapping, recurrence of episodes, 
severity and when it occurred.

RESULTS: The women in São Paulo and Pernambuco respectively reported 
the following at least once in their lifetimes: psychological (N=383; 41.8% and 
N=580; 48.9%); physical (N=266; 27.2% and N=401; 33.7%); sexual (N=95; 
10.1% and N=170; 14.3%) violence. There was signifi cant overlapping among 
the types of violence, which seemed to be associated with the most severe 
types of violence. The greatest single type was psychological violence, in São 
Paulo and Pernambuco (N=164; 17.5% and N=206; 17.3%), and the smallest 
was sexual violence (N=2; 0.2% and N=12; 1.0%).

CONCLUSIONS: The results show that violence is a very common 
phenomenon. The fi ndings reiterate previous international studies results 
with regard to high magnitude and overlapping of types of intimate partner 
violence.

KEY WORDS: Battered women. Violence against women. Spouse abuse. 
Domestic violence. Cross-sectional studies.

INTRODUCTION

Violence experience by women is a health problem nowadays. The commonest 
form is the violence perpetrated by intimate partners. International organiza-
tions (World Health Organization – WHO, Pan-American Health Organization 
–PAHO and World Bank)9,14 and a health professionals’ organization (Ameri-
can Medical Association)1 have published data showing high prevalences of 
intimate partner violence. As well as this high magnitude, these episodes of 



2 Violence against women: prevalence     Schraiber LB et al.

* Instituto Brasileiro de Geografi a e Estatística. Pesquisa nacional de amostragem por domicílios; 1999. [Acesso em 25 ago 2001]. Disponível 
em: http://www. ibge.gov.br

violence are often of a severe and repeated nature,2,7,17,22 
thereby expressing inequality in gender relations. The 
repercussions extend to women’s physical, psychologi-
cal and reproductive health and may remain even after 
the violence ceases.18,19

The existing population-based data are diffi cult to 
compare, since the studies were carried out on different 
populations, using different instruments, conditions of 
privacy, interviewer training and information collec-
tion techniques, and also with different defi nitions of 
violence. Most studies have only focused on physical 
violence, generally measured in terms of concrete 
actions such as slaps, punches and shoves. In 48 
population-based surveys carried out around the world, 
between 10% and 69% of the women reported that they 
had suffered at least one episode of physical violence 
from a partner during their lives.8 The percentage of the 
women who had been attacked during the year preced-
ing the interviews ranged from 3% to 27%.8

Sexual and psychological violence perpetrated by an 
intimate partner has been little investigated and the 
information is even more imprecise. Several factors 
contribute towards making it diffi cult to recognize 
and delimit sexual violence within stable partner rela-
tions. For example, different names are given to acts 
of aggression (violence, rape, abuse and, sometimes, 
harassment), and also in many cultures non-consensual 
sexual acts are considered to be the wife’s duty.

Likewise, the defi nition of psychological violence var-
ies widely between women and men in different cul-
tures, thereby giving rise to diffi culties in defi ning and 
consequently measuring it. However, the surveys have 
indicated that physical violence is usually accompanied 
by psychological violence and, in one third to half of 
the cases, also by sexual violence.2,7,8,13

In Brazil, a population-based study measuring the oc-
currence of violence against women21 was carried out 
on a representative national sample of 2,502 women 
aged 15 years and over. In this investigation, 43% of 
these Brazilian women declared that they had suffered 
violence infl icted by a man at some time in their lives; 
one third said they had suffered some form of physical 
violence, 13% sexual violence and 27% psychological 
violence. Husbands, former husbands, boyfriends and 
former boyfriends were the main aggressors, accounting 
for between 88% of the slaps and shoves to 79% of the 
acts of forced sexual intercourse.

With the aim of fi lling the gap in the population-based 
data on the different forms of intimate partner violence, 
the WHO Multi-country Study on Women’s Health and 
Domestic Violence4-6 was proposed by the World Health 

Organization and was carried out in ten countries 
(Brazil, Peru, Bangladesh, Japan, Thailand, Samoa, 
Namibia, Ethiopia, Serbia and Tanzania). Making use of 
the same methodology and data collection instruments, 
home surveys were conducted in one metropolis and in 
rural regions or provinces in fi ve of the countries, while 
surveys were only conducted in large cities in the other 
fi ve countries. The prevalence and factors associated 
with different forms of violence against women aged 
15 to 49 years were analyzed, along with the impact of 
this violence on the health of women and children and 
the ways of dealing with it that were adopted.

The present article analyzes the results from this multi-
country study in relation to the prevalence of intimate 
partner violence found in Brazil.

METHODS

A cross-sectional study was planned so as to construct 
representative samples of women aged 15 to 49 years 
who lived in the city of São Paulo (SP) and in the rural 
region of Zona da Mata, in the State of Pernambuco 
(ZMP), with the exclusion of the metropolitan region 
of Recife. The data collection took place between 2000 
and 2001. To standardize the design and with the aim 
of obtaining data from different situations within each 
country, whenever possible, the largest city and another 
region with more rural characteristics were surveyed. 
As an ethical requirement of the study protocol, both 
the locations chosen needed to have services capable 
of receiving cases of women who were the victims of 
violence identifi ed during the investigation.

The strategy of multiple-stage cluster sampling was 
used.12 The main sampling procedures are described 
in another article.20 In São Paulo, a probabilistic matrix 
drawn up by the Instituto Brasileiro de Geografi a e Es-
tatística (IBGE – Brazilian Institute for Geography and 
Statistics) for the Pesquisa Nacional por Amostragem 
de Domicílios (PNAD – National Household Sampling 
Survey) in 1995 was used. This was composed of 263 
census tracts that were selected with probability pro-
portional to size (PPS). Selection of the sampling units 
was done in three stages, with PPS: the fi rst consisted 
of drawing 72 census tracts from the 263 tracts in the 
matrix, ranked according to the proportion of heads of 
household with less than one year of schooling, and 
a systematic draw was made from this relationship. 
Out of the 72 tracts drawn, the outlines of 40 of them 
were updated using the PNAD 1999 register.* In the 
second stage, a fi xed number of 30 homes were drawn 
systematically in each census tract. Lastly, for each 
home where women aged 15 to 49 years were living, 
only one woman was drawn for interviewing.
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In the ZMP, the selection of the sampling units took 
place in four stages: fi rst, the 42 municipalities in the 
ZMP were ranked according to demographic density, 
urbanization rate and illiteracy rate among the heads 
of household, thus resulting in systematic selection of 
15 municipalities with PPS. In the second stage, eight 
census tracts were selected from each municipality, thus 
totaling 120 tracts. In the third stage, a sample of 18 
homes was selected from each census tract, and lastly, 
only one woman aged 15 to 49 years was drawn from 
each household.

These draws resulted in 2,163 homes in SP and 2,136 
in the ZMP. Among these addresses, 347 (16%) in SP 
and 180 (8.4%) in the ZMP were not located. Also, 
412 in SP (24%) and 401 (20.7%) in the ZMP did not 
have any women aged 15 to 49 years. Thus, 1,303 eli-
gible women were found in SP and 1,539 in the ZMP, 
giving 1,172 completed interviews in SP (90%) and 
1,473 (95.7%) in the ZMP. The refusal rates among the 
eligible women who were approached were low: 3.7% 
in SP and 1.2% in the ZMP.

Intimate partners were defi ned as the male companion 
or former companion, independent of whether there 
was any formal union, and present boyfriends provided 
that there was a sexual relationship. Among the women 
who completed the questionnaire, 940 women in SP and 
1,188 in the ZMP fulfi lled the condition of having had 
an intimate partner during their lifetimes.

The home interviews used a standardized question-
naire that had been constructed by the international 
team with collaboration from the investigators in the 
participating countries. The questionnaire was formu-
lated in English, translated into Portuguese and back 
translated into English, with verifi cation by the WHO 
team itself.6 Before arriving at the fi nal version of this 
questionnaire, the questions on violence were adapted 
to the national culture with the aid of qualitative sur-
veys (16 focus groups; 12 in-depth interviews and 39 
interviews with key informants) that were carried out 
among men, women and service professionals both in 
SP and in the ZMP. The questionnaire was discussed by 
consultative committees that were set up to follow the 
survey process, and it was pretested with regard to its 
clarity and ease of application. In analyzing its internal 
consistency, the Cronbach’s α values for psychological, 
physical and sexual violence were respectively 0.784, 
0.827 and 0.778 for SP and 0.793, 0.829 and 0.772 for 
the ZMP. In the pilot study carried out in both locations, 
the instrument was shown to be capable of discriminat-
ing between the two sociocultural contexts.

Intimate partner violence (psychological, physical or 
sexual) was considered to be present when the woman 
answered yes to at least one of the items in the respec-
tive block of questions. The physical violence was 
considered to be moderate when only items 1 and 2 

were affi rmed and severe for the other items, in ac-
cordance with the defi nition in the protocol for the 
international study.6 Each episode was explored with 
regard to whether it occurred before or during the 12 
months preceding the interview date, and whether it 
was repeated. Recurrence of the episodes was noted 
according to the interviewee’s perception, in terms of 
one, a few or many times.

The teams of interviewers (who were all women) were 
specifi cally trained for the survey, for one month.

Special attention was paid to ethical issues, including 
a concern for the personal safety of the interviewees 
and interviewers, because of the complex and sensitive 
nature of this topic. Confi dentiality and security were 
preserved through several measures: a guarantee of 
privacy during the home interview (only children of less 
than two years old were allowed into the interview loca-
tion); the use of transportation vehicles adapted for car-
rying out the interview, in the event that the home had 
no privacy or was unsafe for the woman; no personal 
identifi cation of the interviewee in the questionnaires; 
an alternative questionnaire to be used in the event of a 
threat to privacy (arrival of the partner or other people 
at the interview location); strategies for greater security 
in the logistics of access to homes, such as working 
in teams in which the members were geographically 
close to each other and with the use of mobile phones 
for rapid communication, including with the central 
offi ce for the survey; and psychological support for the 
interviewers and supporting care for the interviewees. 
As well as taking part in the training and supervision of 
the teams, the psychological support for the interview-
ers and the fi rst port-of-call for the interviewees in case 
of need included another fi gure: counselors. These were 
selected from among people with experience of dealing 
with the problem of domestic violence against women. 
In hiring drivers, the individuals selected were those 
who, after receiving brief guidance, showed themselves 
to be capable and sensitive with regard to supporting 
the teams, in addition to being able to drive safely and 
having knowledge of the places visited.

The support care was developed through partnerships 
with specialized services caring for women who are 
victims of violence, in which it was agreed in advance 
that they would receive cases that might be found during 
the survey. To identify such services, a detailed survey 
of the existing care networks for victims of violence 
in São Paulo and Pernambuco was carried out. From 
this, small-format service guides (mini-guides) were 
drawn up, indicating the different types of assistance 
provided (police, legal, psychological or medical), for 
distribution among the interviewees as educative mate-
rial and support for the care needs in future situations. 
These mini-guides, along with calendars containing 
information on human rights and women’s rights and 



4 Violence against women: prevalence     Schraiber LB et al.

Psychological violence

Psychological violence was the most frequent event 
over the women’s lifetime and also during the year 
preceding the interview. The episodes were not single 
occurrences: only 90 (22.9%) in SP and 104 (17.9%) 
in the ZMP reported that psychological violence had 
occurred only once in their lifetime; 157 (40%) in SP 
and 255 (44%) in the ZMP reported many episodes 
and the remainder said that such episodes occurred a 
few times.

In 90% of the cases, psychological violence accompa-
nied the reports of physical or sexual forms of violence. 
In fact, among the women who reported some form 
of physical or sexual violence, only 43 women in SP 
(10%) and 64 in the ZMP (9.9%) did not also report 
some episode of psychological violence.

However, in contrast with exclusively physical or 
sexual violence, psychological violence alone occurred 
at a much higher rate: 37.6% of the cases in SP and 32% 
in the ZMP of episodes during the women’s lifetime and 
approximately half in the year preceding the interview 
(Figures 1 and 2).

When occurring alone, psychological violence seemed 
to be expressed more moderately than when associated 
with other forms of violence. Among the women who 
declared that that had solely suffered psychological 
violence, the episodes most reported were insults alone 
(41.5% in SP and 30.7% in the ZMP). Only fi ve women 
in SP (3.05%) and three in the ZMP (1.46%) who re-
ported exclusively psychological violence said that they 
had suffered all its expressions (insults, humiliation, 
intimidation and threats). On the other hand, among the 
women who said that they had suffered all three forms 
of violence (physical, psychological and sexual), 34 
in SP (45.33%) and 70 in the ZMP (53.85%) reported 
suffering from all four expressions of psychological 
violence, while only two in SP (2.97%) and three in 
the ZMP (1.46%) reported only insults.

Physical violence

Slaps and shoves were the most frequent acts reported 
with regard to physical violence (Table 2). For 12.4% 
of the interviewees in the ZMP, an intimate partner had 
threatened them with or actually used a weapon on them 
at some time during their lives.

Regarding recurrence of the episodes, physical violence 
had occurred once for 37.9% of the women in SP and 
35.2% in the ZMP. Multiple episodes were reported 
by 23.4% of the women in SP and 32.7% in the ZMP. 
The remainder declared that such episodes occurred a 
few times.

The majority of the episodes were considered to be 
of greater severity (items 3 to 6 of physical violence; 

indications of dates that commemorate these rights, 
were distributed to the interviewees independent of 
whether they reported any violence, by way of educa-
tive material for the survey.

At the beginning of the interview, each participant 
was informed about the study and was told that the 
interview could be halted at any time, and her consent 
was requested.

For interview quality control, new interviews were 
conducted on 10% of the sample using a summarized 
questionnaire, to check for consistency. Furthermore, 
there was weekly supervision and monitoring of 
the response rate obtained by each interviewer, and 
comparison between them. To reduce the losses in 
São Paulo, presentation letters were sent to the homes 
that had been drawn, prior to the visits by the teams. 
If nobody was found in the homes selected and/or the 
selected women were not found on the day of the fi rst 
visit, another two return visits were made.

Since the sample elements had unequal selection 
probabilities (census tracts with different growth rates 
from 1995 to 2000 and different numbers of eligible 
women in each home), there was a need for weighted 
analysis. However, since the weighted data did not 
differ signifi cantly from the raw data, the results were 
presented without weighting.

The data are presented in the form of means and 
proportions, using Student’s t statistics and Pearson’s 
chi-squared to test for possible differences in the means 
and proportions, respectively. Differences with α<5% 
were deemed to be statistically signifi cant.

The study was approved by the Research Ethics Com-
mittee of the Faculdade de Medicina of Universidade 
de São Paulo (CAPPesq-609/98) on 11/11/1998, and 
by the National Research Ethics Commission (Report 
No. 002/99) on 1/ 11/ 1999.

RESULTS

Some sociodemographic characteristics of the inter-
viewees are presented in Table 1. The women living 
in SP had higher schooling levels, smaller numbers of 
children, more often had their own income and more 
often were married or had boyfriends than did the 
women in the ZMP.

At least one form of intimate partner violence was 
reported by 436 women in SP (46.4%; 95% CI: 
43.2%;49.6%) and 644 women in the ZMP (54.2%; 
95% CI: 51.4%;57.1%). These prevalences are pre-
sented in Table 2 according to type of violence and 
time when it occurred. The overlaps between types of 
violence are shown in Figure 1 (lifetime) and Figure 2 
(year preceding interview).
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Table 2): 57% (146/256) of the cases in SP and 59.3% 
(237/401) in the ZMP.

There were a greater number of reports of sexual and 
psychological violence among the women who declared 
they had suffered severe physical violence than among 
those declaring moderate physical violence. Among the 
women who reported severe physical violence, 91.8% 
in SP and 92% in the ZMP also reported some form 
of psychological violence, while among those who 
reported moderate physical violence these fi gures were 
73.6% in SP and 79.8% in the ZMP. Among those who 
had not suffered physical violence, the prevalence of 
psychological violence was 26.1% in SP and 29.4% in 
the ZMP. When severe physical violence occurred, si-

multaneous episodes of sexual violence affected 39.7% 
of the women in SP and 43.9% in the ZMP. In the cases 
in which moderate physical violence was reported, the 
occurrence of sexual violence was lower: 19.1% in SP 
and 17.8% in the ZMP. In the cases in which no physi-
cal violence was reported, 2.3% of the women in SP 
and 4.3% in the ZMP declared that they had suffered 
sexual violence.

Sexual violence

Sexual violence occurred least frequently, but almost 
always together with other types of violence (Figures 
1 and 2). Among the women who reported occurrences 
of sexual violence, 82.1% in SP and 71.8% in the ZMP 

Table 1. Characteristics of the women interviewed in São Paulo and in the Zona da Mata of Pernambuco, 2000-2001. 
(N=2,128)

Characteristic São Paulo Zona da Mata 
(Pernambuco)

Total p*

N = 940 N = 1,188 N = 2,128

N (%) N (%) N (%)

Age group (years)** 0.01

15 to 19 58 (6.2) 89 (7.5) 147 (6.9)

20 to 29 303 (32.2) 434 (36.6) 737 (34.7)

30 to 39 320 (34.0) 402 (33.9) 722 (33.9)

40 to 49 259 (27.6) 262 (22.0) 521 (24.5)

Schooling (completed years) < 0.001

12 or more 191 (20.3) 54 (4.5) 245 (11.5)

9 to 11 284 (30.2) 242 (20.4) 526 (24.7)

5 to 8 283 (30.1) 300 (25.3) 583 (27.4)

0 to 4 182 (19.4) 592 (49.8) 774 (36.4)

Own income < 0.001

No 333 (35.4) 711 (59.9) 1044 (49.1)

Yes 607 (64.6) 476 (40.1) 1083 (50.9)

Marital status < 0.001

Currently married 490 (52.1) 494 (41.6) 984 (46.2)

Living with partner 191 (20.3) 479 (40.3) 670 (31.5)

Dating, with sexual relations 154 (16.4) 93 (7.8) 247 (11.6)

Separated, divorced or widowed 105 (11.2) 122 (10.3) 227 (10.7)

Number of pregnancies < 0.001

None 149 (15.8) 93 (7.8) 242 (11.4)

1 or 2 456 (48.5) 483 (40.7) 939 (44.1)

3 or 4 260 (27.7) 371 (31.2) 631 (29.7)

5 or more 75 (8.0) 241 (20.3) 316 (14.8)

Number of children born alive < 0.001

None 203 (21.6) 132 (11.1) 335 (15.7)

1 or 2 512 (54.5) 543 (45.7) 1055 (49.6)

3 or more 225 (23.9) 513 (43.2) 738 (34.7)

* Chi-squared test.
** Information available for 1,187 women in Pernambuco.
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reported that their partners used physical force to have 
sexual intercourse. Also among the women who de-
clared they had suffered sexual violence, 69.5% in SP 
and 67.6% in the ZMP had sexual intercourse for fear of 
what their partner might do. Degrading or humiliating 
sexual practices were the types least cited. With regard 
to recurrence, 26 women in SP (27.4%) and 37 in the 
ZMP (21.8%) reported one episode; 31 in SP (32.6%) 
and 67 in the ZMP (39.4%) reported many episodes; 

and the remainder declared that there had been a few 
episodes.

DISCUSSION

The present study is the fi rst specially designed Brazil-
ian population-based study on violence against women 
that enables comparison with other countries.

Figure 1. Frequency and overlapping of cases of psychological, physical and sexual violence during lifetime. Municipality of 
São Paulo and Zona da Mata of Pernambuco, 2000-2001.

Psychological violence

São Paulo (N=436)

Physical violence Sexual violence

164 (37.6%)

2 (0.5%)37 (8.5%)

140 (32.1%) 14 (3.2%)

4 (0.9%)

75
(17.2%)

Psychological violence

Zona da Mata of Pernanbuco (N=644)

Physical violence Sexual violence

206 (32%)

12 (1.9%)49 (4.1%)

219 (34%) 25 (3.9%)

3 (0.5%)

130
(20.2%)

Figure 2. Frequency and overlapping of cases of psychological, physical and sexual violence during year preceding interview. 
Municipality of São Paulo and Zona da Mata of Pernambuco, 2000-2001

Psychological violence

São Paulo (N=193)

Physical violence Sexual violence

106 (54.9%)

1 (0.5%)14 (7.3%)

47 (24.4%) 8 (4.1%)

2 (1%)

15
(7.8%)

Psychological violence

Zona da Mata of Pernanbuco (N=319)

Physical violence Sexual violence

143 (44.8%)

11 (3.4%)19 (6%)

91 (28.5%) 12 (3.8%)

1 (0.3%)

42
(13.2%)
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One potential limitation of this study is the low precision 
of the information relating to intimate partner violence. 
With backing from the literature,3 it can be accepted that, 
in the context of an interview, it is unlikely that women 
would report episodes of violence that had not occurred, 
because of the stigma attached to such episodes and 
their relationship with shame and blame. On the other 
hand, it is possible to suppose that events of this nature 
may often be concealed, for the same reasons. In the 
present research, unexplored data regarding under-
reporting of sexual abuse during infancy was found in 
the face-to-face interviews. This underreporting could 
be of the order of 40%, in relation to forms fi lled out 
anonymously.16 The training and careful supervision for 
the fi eldwork, the translation and application of the pilot 
questionnaire and the detailed series of ethical precau-
tions sought to minimize as far as possible the diffi cul-
ties in revealing such episodes. There may nonetheless 
have been underreporting in the information collected 
and thus underestimation of the prevalence.

Even though the questionnaire in Portuguese was preced-
ed by qualitative studies for cultural adaptation, it may 
have generated some information bias, especially in the 
ZMP, because of the lower level of schooling there.

The sampling design and the small number of refusals 
indicate that these samples were representative, thus 
minimizing the potential selection bias. Comparison 
of the age group of the sample obtained with the age 
group of the population in the study locations contrib-
uted towards assuring the trustworthiness of the data 
relating to the population group investigated.5

The rates of intimate partner violence found for Bra-
zil are not among the highest rates when compared 
with data from other countries.2,7,8,9,11,22 Among the 15 
localities studied with the same methodology in the 
multicenter study,5 ranked according to the prevalence 
found, there was a range of physical violence from 
13% (Japan) to 61% (Peru), and a range of sexual vio-
lence from 6% (Japan and Serbia/Montenegro) to 59% 
(Ethiopia). Thus, Brazil was in an intermediate or low 
position within this range, although the ZMP always 
presented higher rates than seen in SP.6

Rural localities generally presented higher rates than 
did urban localities.5 Several explanations may be put 
forward for this fact, for example gender relations in 
urban regions that are more distant from traditional 
patterns – which has been suggested by studies on the 
factors associated with intimate partner violence8,10,11 
– and greater presence of women’s movements and 
support services in urban regions. Subsequent studies 
may provide greater depth of explanation for the dif-
ferences encountered.

In the case of Brazil, almost three decades of activism 
in confronting violence against women and in devel-
oping institutional responses may have contributed 
towards making such violence more visible and less 
acceptable. Nonetheless, this does not mean that acts 
of violence have ceased, as indicated by the high rates 
encountered.

However, activism may be the reference point for 
explaining the relatively high levels of psychological 
violence in Brazil, in relation to other forms of violence 
and to other countries.6 In other words, the lower ac-
ceptability of intimate partner violence might in general 
lead to greater sensitivity and resultant revelation of 
psychological violence, in relation to other countries. 
Cultural differences regarding ease of expression may 
also be responsible for this fi nding.

The prevalences found in the present study are even 
greater than in another study carried out in Brazil.21 
A recent study15 has also revealed high prevalences in 
this country, although those measurements referred to 
estimates of the last 12 months and to violence between 
the couple (either partner as the aggressor).

High occurrence of cases was observed, including re-
current and severe cases. In the year 2000, the Brazilian 
census found that there were 3,135,015 women aged 
15 to 49 years living in the city of São Paulo.* Since 
the data for the present study were collected at the end 
of 2000 and beginning of 2001, it may be inferred by 
extrapolating the percentages to the general population 
that, in 2000, 586,248 women in the municipality of 
SP may have suffered some episode of psychological 
violence, 260,206 some form of physical violence and 
87,780 sexual violence, committed by an intimate part-
ner. For the same period, there were 316,881 women 
aged 15 to 49 years in the ZMP, and thus it can be 
estimated that in this locality 153,953 women suffered 
psychological violence, 106,789 physical violence and 
45,314 sexual violence.

The fi ndings from the present study are also consistent 
with those in the literature in indicating that most of 
the physical violence is accompanied by psychological 
violence and that, in turn, sexual violence is usually 
associated with physical violence.2,13,17 Attention is 
drawn to the small number of cases in which sexual 
violence was not accompanied by physical aggres-
sion, for example the cases in which the woman felt 
coerced by “fear of what he might do”. One possible 
explanation for this lies in the culture of a dominant 
gender and the low perception of such duress within 
relationships of conjugal type. Sexual violence alone 
was a rare fi nding in most of the countries researched, 
although with some exceptions, such as the 8.4% of the 
women in Haiti who reported sexual violence alone* 

* Kishor S, Johnson K. Profi ling domestic violence: a multi-country study. Caverton (Maryland): ORC Macro; 2004. [acesso em 15 jul 2007]. 
Disponível em:  http://www.measuredhs.com/pubs/pdf/OD31/OD31.pdf
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and considerable proportions in the capital of Thailand 
and rural regions of Ethiopia and Bangladesh, where 
this form corresponded to 30% of the cases in which 
there was some physical or sexual violence.5

The present study has revealed that intimate partner 
violence may have different expressions: in the two 
Brazilian regions studied, the most frequent situation 
was the occurrence of psychological violence alone, 
followed by physical violence accompanied by sexual 
violence and then by the three forms together. The 
most severe violence seemed to be associated with 
greater overlapping of the different forms of violence: 
associated psychological, physical and sexual violence 
accounted for approximately 20% of the cases, and this 
constitutes an extremely serious situation.

As discussed in the most recent literature,8 these data 
suggest that the phenomenon of violence may present 
with at least two defi ned patterns: more moderate situ-
ations in which various confl icts or episodes of frustra-
tion and rage occasionally erupt as aggression; and a 
more serious and chronic pattern of progressive nature. 
The three most frequent types of expression (psycho-
logical violence alone; psychological and physical 
violence; and the three forms together) need to be the 
target of future studies, so that possible differences 
between them can be investigated. Such differences 
might be explained in terms of associated factors and 
repercussions for health, as well as their behavior over 
time in terms of any evolution of more moderate forms 
to more severe forms.

Such information will be useful for interventions, since 
it is generally the most severe cases that seek help from 
specialized services. On the other hand, very few acute 
cases or cases of more occasional nature are picked up 
by primary healthcare units and schools, for example. 
Detection at these places might be an important means 
of preventing or reducing the more severe forms.

The fi ndings regarding the time when the violence took 
place are of concern: the lifetime prevalence was more 
than twice what was found for the year preceding the 
interview. Present violence may indicate situations 
that have recently emerged, or well-established and 
chronic situations. The greater number of episodes 
prior to the last year before the interview may indicate 
the possibility that there is a way out from the situation 
of violence. In Ethiopia, 54% of the women reported 
that they had suffered physical and/or sexual violence 
committed by their partners over the preceding year, 
versus 17% who reported episodes prior to the last 
year, thus showing a situation that is the inverse of 
what was seen in Brazil.5 These data may indicate that 
the reality in Ethiopia, which has higher prevalence of 
violence, is one of greater continuation of situations 
of violence. New studies might be able to go into this 
question in greater depth, through seeking the factors 
associated with remaining in or going out from situa-
tions of violence.

The results presented describe a phenomenon that is 
very common but still little known: violence against 
women committed by their intimate partners, as re-
vealed by its great magnitudes of prevalence, severity 
and recurrence. Furthermore, even if new analyses and 
studies are recommended, the knowledge now available 
makes it legitimate to consider that there is an urgent 
need to implement, supervise and evaluate public 
policies that are specially directed towards intimate 
partner violence.
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