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The care network of the families involved in violence against children
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Aims and objectives. To contribute the understanding of the network care pro-
vided to families involved in family violence against children and adolescents
(FVACA), from the Primary Health Care (PHC) perspective.

Background. Children and adolescents figure among the main victims of violence
around the world, which occurs predominantly in the family context. PHC-guided
network care has emerged as a new process that contrasts with traditional
approaches, which rely on fragmented, punctual and compensatory actions and
produce simplified and segmented interventions in response to complex phenom-
ena like violence. The Paradigm of Complexity interacts with the network care
approach and, by articulating the multiple dimensions of the research phe-
nomenon, contributes to its understanding.

Design. Qualitative research, based on the Paradigm of Complexity.

Methods. Data were collected through minimal maps of the external institutional
social network, focus groups and semi-structured interviews held with 41 PHC
professionals in Brazil. The notions of comprehension and contextualisation as
well as dialogical, recursive and holographic principles from complexity theory
guided the data analysis.

Results. The two thematic categories that emerged revealed reduced institutional
networks, with low-density and homogeneous bonds, which resulted in frag-
mented care in all stages of the care process.

Conclusions. Although the network organisation of care for the families
involved in FVACA is fundamental, the construction of these networks still
represents a great challenge, as it requires the joint work of a multiprofessional
team.

Relevance to clinical practice. For nursing to respond to the contemporary care

demands in a contemplative and pertinent manner, a perspective and a reference

What does this paper contribute to the wider
global clinical community?

Despite the scientific evidence concerning the
need to organise the care network for families
involved in family violence against children and
adolescents, this construction still represents a
challenge for Primary Health Care professionals.
This study revealed a web of institutions charac-
terised by reduced, low-density networks with
highly homogeneous bonds and noninstitution-
alised relations with power disequilibrium; this
network entailed fragmented care in the process,
ranging from the formulation of public policies
to their execution.

The care provided for complex phenomena like
family violence against children and adolescents
requires a broader and more contextualised
approach, in which Primary Health Care is
empowered as the care coordination centre for
families and communities, with interdisci-
plinary, interinstitutional and intersectorial
articulation. In addition, the construction and
enactment of comprehensive public policies that
guarantee community participation should
address the guidelines mentioned, so as to pro-
duce care that guarantees the study population’s
physical and mental health.

As nurses occupy a privileged space in the health
system, they can improve their working skills by:
(1) providing holistic care centred on the family
and the community; (2) searching for the logic of
health promotion and individual and collective
empowerment; (3) focusing on care from the
PHC perspective; (4) actively participating in an
interdisciplinary care team; (5) acting at interin-
stitutional and intersectorial levels to overcome
the health institution’s barriers.
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framework need to be developed, leading to broader and more contextualised

actions, with a multidimensional approach to the families and communities of

which child and adolescent victims of violence are a part.
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Introduction

Violence has been considered a relevant and growing global
public health problem, as it results from a complex interac-
tion of factors that are deeply rooted in the social, eco-
nomic, political and power structures present in society.
The long discussion about violence during the World
Health Assembly in Geneva held in the 1990s is evidence of
its importance. Health professionals, researchers and health
systems have been gathered to uncover the roots and social
determinants of violence, aiming to prevent it and minimise
its consequences based on evidence-based practice (World
Health Organization, 2014).

Violence is responsible for more than one million deaths
per year around the world and corresponds to 2-:5% of glo-
bal mortality. Thousands of people are victims of nonfatal
violence each day; a minority receives care from health ser-
vices and receives emergency, medical-legal or other types
of care, but most of the victims will never have contact
with protection services. According to the World Health
Organization (WHO), children and adolescents between 0-
19 years of age represent the main populations who are
silent victims of violence (World Health Organization
2014).

The global epidemiological data on nonfatal victims are
not precise, but it is estimated that 227 children and adoles-
cents die each day as a result of interpersonal violence
(World Health Organization 2014). In Brazil and other
low- and middle-income developing countries, violence is
the first cause of death in children over one years of age
and up through adolescence, and this occurs in the family
context, which is considered a space characterised by rela-
tionships of trust, responsibility and power (World Health
Organization 2014).

Due to the complexity of circumstances and their own
lack of management, the health professionals have faced
difficulties identifying suspected cases of family violence
against children and adolescents (FVACA), as well as

intervening in and coping with them. The fragmented
actions and perspectives to act on this phenomenon have
been insufficient and hardly effective (Rivett & Kelly 2006,
Anderson 2010, Cismaru 2013, Wright & Fagan 2013,
Zannettino & McLaren 2014, Clarke & Wydall 2015, Des-
landes & Campos 2015). In addition, nursing practice and
academic research have shown that focusing only on chil-
dren or adolescents strengthens their feeling of guilt about
the violence (Clarke & Wydall 2015, Deslandes & Campos
2015).

In this sense, Primary Health Care (PHC) emerges as an
important resource and strategy to surpass the traditional
paradigm of care; it proposes the organisation of a health-
care network where it coordinates the care to families and
communities (World Health Organization 2008, Kringos
et al. 2010). This study is focused on the network care for
the families involved in FVACA, focused particularly on
PHC. In this debate, nurses are essential agents, because
their work aims to care for individuals and communities, at
the management, clinical/practical, educational and scien-
tific levels. The expressiveness of professional action allows
the nurses to appropriate, encourage and disseminate care
strategies for contemporary phenomena, such as FVACA,

in view of the range of inherent interfaces and dimensions.

Background

Violence can be defined as the intentional use of strength or
physical power, in reality or as a threat, against a person,
group or community, which results or can very probably
result in injury, death, psychological damage, deprivation
or altered development (Violence Prevention Alliance
2014). The WHO identifies three types of violence, accord-
ing to the relation between the victim and author of the
violence — self-directed, collective and interpersonal — and
four modes in which violence is inflicted — physical, sexual,
psychological, and deprivation or neglect (Violence Preven-

tion Alliance 2014). This study focuses on interpersonal
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violence, that is the violence between individuals, which is
subdivided into family and community violence.

The specified types and modes of violence happen at the
same time or are associated in people’s life (Anderson 2010,
Roberts et al. 2013). Due to the particular growth and
development period they are in, the children and adolescents
are potential victims of violence. The violence against chil-
dren and adolescents involves unequal power and trust rela-
tions and usually occurs in the family context (World
Health Organization 2014). The fact that this type of vio-
lence is strongly associated with intimate partner violence
against women points to the need to broaden the perspective
to the family, rather than to look at each individual (Ander-
son 2010, Cismaru 2013, Clarke & Wydall 2015).

The consequences of FVACA appear in the short term
and long term, such as alterations in physical, emotional
and cognitive development, in social life, and in the skills
to maintain healthy intimate relationships (Spinney 2013,
Katz et al. 2016). Children and adolescents who experience
violence against themselves or their parents are more vul-
nerable to suffering and/or practising new forms of violence
(Osofsky 2003, Anderson 2010, Cismaru 2013, Clarke &
Wydall 2015). In this sense, it is fundamentally important
to include the families involved in FVACA in this discussion
(Roberts et al. 2013, Zannettino & McLaren 2014, Taft
et al. 2015, Katz et al. 2016, Pinna 2016), and not to be
limited to contact with the children and adolescents, who
were seen at one time as ‘forgotten, silenced or hidden’ or
‘passive beings amidst cross-fire’; a pertinent reminder is
that they are active people with needs that must be
attended and protected (Clarke & Wydall 2015).

Only a small number of cases of FVACA are identified
and investigated due to many factors: children are not able
to report the violence of which they were victims; children
and adolescents are afraid of retaliation from their perpetra-
tors; children and adolescents are afraid of the local authori-
ties” interventions regarding the violent act, which can
worsen the problem due to their fragmented actions; as the
victims feel shame and guilt, they do not report the violence
to their friends, relatives or healthcare professionals (Stanley
et al. 2012, Cismaru 2013). Considering the aforementioned
factors and the complex and harsh nature of family vio-
lence, it becomes evident that the family members require
the care and support of many assistance sectors and services
throughout their lives; the particular needs of different fami-
lies vary according to their own experiences with violence.

The fragmentary tradition of modern science has gener-
ated a specialised perspective that privileges part of the phe-
nomenon to the detriment of its broader context, with a
view to generate technical knowledge that predicts linear

© 2016 John Wiley & Sons Ltd
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prescriptions based on a static and homogenising perspec-
tive of reality. A systematic, dialectic and complex view of
the phenomenon sees FVACA as involving historical, social,
cultural, economic, family and legal aspects, which are
articulated in the production of recurring events that
involve relationships of oppression between adults and chil-
dren. In the family context, intergenerational levels, asym-
metric gender relationships between men and women and
economic aspects that determine power roles are also pre-
sent. To enhance the safety and well-being of children and
adolescents, the complexity of some phenomena needs to
be observed in a holistic, contextual and historical manner
(Wright & Fagan 2013, Martin & Harrod 2015, Pinna
2016).

The WHO proposes an ecological model to understand
violence, based on the evidence that no singular fact can
explain the greater risk of or greater protection of some peo-
ple or groups in relation to interpersonal violence. This phe-
nomenon results from the interaction among multiple
factors in the individual, relational, community and social
spheres (Violence Prevention Alliance 2014), requiring the
articulation of actions and interventions at the different care
levels. PHC stands out as the entry door to the health sys-
tem, which welcomes all new problems and needs of the
population and is globally considered to be the main strat-
egy to inhibit inequalities (Lahariya et al. 2010). In addition,
as PHC offers people-centred care, and not care centred on
the course of the disease, it coordinates or integrates all
other care levels (World Health Organization 2008, Kringos
et al. 2010). Keeping in mind that the focus of PHC should
be people’s health, in the constellation of other determi-
nants, such as the physical and social environment in which
they live and work (Starfield et al. 2005, McPherson &
McGibbon 2010, Bryant et al. 2012), PHC transforms into
an essential agent in the debate on and in coping with
FVACA, as well as in general care for this population and
their families (Spinney 2013, Turner et al. in press).

Network care has emerged as a new process, opposed to
the traditional approaches of public policies, which rest on
fragmented, singular and compensatory actions, producing
simplified and segmented interventions in view of what are,
in reality, complex phenomena (Sylaska & Edwards 2014,
Clarke & Wydall 2015, O’Hare et al. 2015, Vieira et al.
2015, Goodman et al. 2016, Turner et al. in press), as well
as in child’s and adolescent’s health (Gregori et al. 2011,
Guldbrandsson et al. 2012, Becker et al. 2014). This con-
cept is systemic, dialectical and complex (Morin 2008). The
characteristics of network care are as follows: the acknowl-
edgement of the existence and importance of the other;
knowledge of the other person’s actions; and reciprocal
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cooperation; cooperation through the sharing of knowl-
edge, actions and powers; and the association with shared
objectives and projects (Kothari et al. 2014). It is high-
lighted that these aspects — intersectorial approach, integral-
ity, accessibility, referral and counter-referral, community
participation and mobilisation, individual and community
empowerment — interact with an expanded concept of
health and constitute principles and guidelines that repre-
sent the solid base of the internationally renowned Brazilian
Unified Health System (Monteiro et al. 2013).

The network care approach dialogues with the Paradigm
of Complexity. The word complexity derives from the
Latin word complexus, which means ‘woven together’ or
‘interlaced’. The paradigm aims to understand complex
phenomena, characterised by their unpredictability and by
the impossibility of describing them in a finite number of
steps and a finite time period. The distinct elements of this
phenomenon constantly interact, from which unknown
properties can emerge. These elements come with uncer-
tainty and change, as the interconnected or intertwined
parts maintain links that can produce additional informa-
tion, in the same action process; therefore, there is always
a possibility that the new, the unexpected, will emerge. The
articulation among the multiple dimensions of the study
phenomenon enhances the degree of understanding of
knowledge, which can reveal its complexity (Morin 1999,
2008).

Regarding the relevant gaps in the literature, this study
aims to expand the understanding of network care to the
families involved in FVACA, from the perspective of PHC,
and contribute to the construction of a contextualised and

broader perspective on the FVACA phenomenon.

Methods

Design

This study adopts a qualitative strategic social research
approach that rests on the Paradigm of Complexity. The
method represents the research course that is inherent in
and/or originates from the theory; therefore, theory and
method appear as inseparable elements of complex think-
ing, where the theory permits knowledge and the method is
the subject’s means of thinking about the subject (Morin
1999, 2008). Based on the coherence between these two
elements, the methodological trajectory was guided by the
notions of comprehension and contextualisation, present in
the Paradigm of Complexity. Contextualisation involves the
effort to understand a certain phenomenon inside the con-
text, and not isolated from it. That understanding aims to

apprehend the meaning of an object or event and its rela-
tionships with other objects or events; thus, bundles of rela-
tionships are constituted and they are interwoven and
articulated in socially and individually constructed webs
and networks, remaining in a permanent state of recycling.

This study used three principles of complexity: dialogical,
recursive and holographic. The first requires the combina-
tion and association of contradictory factors in the analysis
of a given phenomenon. The second principle refers to
organisational recursion, which refers to the image of a
whirlwind and highlights that the recursive process is a pro-
cess in which the products and effects are at the same time
causes and producers of what produced them. The third
principle looks for the image of the hologram, in which
each point contains almost all the information about the
object that is represented, so that not only the part is in a
whole but, in a way, the whole is inscribed in the part
(Morin 1999, 2008).

To guide the analysis of the study results, the retroactive,
systemic, auto-eco-organisation principles and the reintro-
duction of the knowledge in all knowledge were also pro-
posed. The principles are part of complex thinking as a
whole and are complementary and interdependent. The
holographic, dialogic and recursive principles were
employed as a guideline for this research, without indicat-
ing the fragmentation, separation, making-absolute or con-
sideration ‘by itself’ of each principle in isolation (Morin
1999, 2008).

Setting and participants

The place of study was a city in the State of Sao Paulo,
Brazil, which currently occupies an area of 796 km?, with
a population of 1,144,862 inhabitants. The complexity of
the health system in the city leads to division into health
districts, which consists of the progressive decentralisation
of health planning and management into areas of about
200,000 inhabitants, starting with PHC and extending to
the secondary services. Hence, the city is geographically dis-
tributed into five Health Districts: North, South, East,
Northwest and Southwest.

The city under study possesses 62 PHC service, organised
into the Family Health Strategy, and approximately one
primary healthcare service (UBS) for every 20,000 inhabi-
tants. All UBS have multiprofessional teams that consist of
physicians in the basic specialties (clinicians, paediatricians,
gynaecologists—obstetricians), nurses, dentists, auxiliary
nurses and dental aids. Some UBS have support profession-
als in mental health, such as psychiatrists, psychologists

and occupational therapists.
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The study participants were the professionals working at
the UBS, selected based on the following inclusion criteria:
(1) belonging to a service from each health district, accord-
ing to the availability and authorisation of the district and
local coordination; and (2) working for at least one year at
the studied service and working with families involved in
FVACA. A sufficient number of subjects were included for
the purpose of reaching repeated information and theoreti-
cal saturation. The answers to the research objectives
guided the sampling saturation criterion, emphasising the
deepening of the guiding questions to understand and con-
textualise the theme.

The five participating UBS were defined based on avail-
ability and the local and district organisation of the services,
while the professionals were selected based on the local
team’s decision. The fact that the number of participants and
professional categories at each UBS varied did not impair
data collection or analysis, because the data were collectively
constructed with the teams’ representatives — participation of
every professional in the five PHCU was infeasible. In addi-
tion, it should be considered that this is a qualitative, not a
quantitative study. In total, 41 professionals were selected:
17 community health agents, 4 auxiliary nurses, 4 nurses, 1
occupational therapist, 4 paediatricians, 2 psychologists, 1
psychiatrist, 2 clinicians, 1 dental office auxiliary and 5 mul-
tiprofessional residents in health. Six participating profes-
sionals were male and the remainder female. Most
professionals were between 31-40 years old and, on average,

had between 1-5 years of professional experience.

Data collection

To maintain the anonymity of the participating UBS, they
were designated by the numbers 1, 2, 3, 4 and 5, in the
order of the data collection, which took place between 04/
24/13-12/17/13. The data were collected through focus
groups, semi-structured interviews and Minimal Maps of
the External Institutional Social Network (MNM), in a
manner that permitted the triangulation of techniques and
increased the reliability of the study. To assess the feasibil-
ity of applying the proposed techniques, a pilot study was
conducted on 12/07/12 with a health team that did not
otherwise participate in the study.

Before starting the actual information collection, the
researchers presented the objectives of the techniques,
explicitly reported that the participants’ opinions would not
be judged as correct or wrong, and requested permission to
record the interviews and the focus group discussions, guar-
anteeing the participants’ anonymity. The recordings were
made in the program Easy Voicer, using an MPS device.

© 2016 John Wiley & Sons Ltd
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Then, the recordings were transferred to a computer and
fully transcribed.

The MNM shows the establishment of bonds between
the institution assessed and the groups organised in the
community, the distinct governmental and nongovernmen-
tal institutions, and help to identify existing resources and
gaps, with a view to integrating, strengthening and optimis-
ing the existing community network. Thus, the MNM pro-
vides a graphic image of the spatial dimension of a given
phenomenon. The articulation of the MNM with the con-
text of a given problem or knot for investigation permits
identifying, representing, and signalling aspects that could
compose a whole, with a global and articulated view of the
component parts, with a view to understanding the context
(Morin 1999, 2008).

First, in the MNM, the sectors were outlined with the
participants considered necessary to deliver care to the fam-
ilies involved in FVACA: the name of the institution studied
was placed at the centre of the MNM and, around it, the
sectors/services were arranged in quadrants, as illustrated in
Fig. 1. Then, the quality of the bonds between the institu-
tions and the groups mapped in the quadrants was assessed:
significant, weakened or broken/nonexistent. Finally, the
geographical distance between the institution and the sec-
tor/institution assessed was verified and represented by lines
arranged at a close, intermediate or large distances from
the centre of the MNM. The three circles in the MNM rep-
resent the geographical distance between the institution
(placed at the centre of the map) and the sector/institution
assessed: close (first one), intermediate (second one) or large
distances (third one).

The design of the MNM was assessed by means of the
following criteria: size (number of institutional and group
bonds established); density (quality of bonds); distribution/
composition (number of people or institutions in each
quadrant); dispersion (geographical distance between mem-
bers and institutions); homo/heterogeneity (characteristics
of the members and institutions, which reflect diversity and
similarities in the network).

The analysis of the MNM guided the discussion of the
focus groups, which were intended to understand and con-
textualise the theme. In each PHCU, two meetings were
held in a well-lighted room with good acoustics, free from
interruptions, with the participation of a recorder, an obser-
ver and a moderator; each meeting took approximately
90 minutes. The groups were identified as Gp1, Gp2, Gp3,
Gp4 and Gp35, in the order in which they were held.

Some of the focus group members participated in the
semi-structured interviews, preserving the heterogeneity of

the professional groups; the focus groups and the interviews
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were held on different dates. The script of the semi-struc-
tured interviews included three open guiding questions,
which allowed the subject to have a singular perspective on
the study object and minimised the interviewer’s interfer-
ence:

e In view of a suspected or confirmed case of FVACA,
how does the health team act?

e What are the main difficulties faced in acting on these
situations?

e And the easier aspects?

The interviews, which took approximately 20 minutes,
were identified with the letter E, and numbered in the order
in which they were held: E1, E2, E3 and so forth. The pro-
fessional category of the interviewed individuals was not
highlighted, except in case of specific information, in which
the different categories would affect the analysis. After the
tenth interview, the process-based analysis of the data
revealed saturation had been reached and no new actors
were included, in accordance with the recommendations in
the literature (Morse et al. 2002).

Ethical considerations

The local Research Ethics Committee approved the study
protocol, which was registered under n. CAAE
01726512.0.00005393. The participating subjects were
asked for their voluntary consent through the signing of the
Informed Consent Form. Authorisation for the study was
obtained from the Municipal Health Department and from
the district and local coordinators of the PHCU in the city.

Data analysis

The data analysis process was guided by the notions of
comprehension and contextualisation proposed by the

Paradigm of Complexity (Morin 1999, 2008); this is an
inductive analysis (Elo & Kyngds 2008), in which the
analysis was performed based on the data collected,
according to the following steps: (1) classification and
organisation of the collected information through the
attentive reading of the material and identification of the
main points in the interviews and group debates, observ-
ing their pertinence and relevance for the research prob-
lem; (2) organisation of reference frameworks with the
professionals’ main answers, with a view to obtaining a
comprehensive view of the information in order to cate-
gorise it; and (3) establishment of relationships among the
data through their organisation into categories that were
constituted by the grouping of elements, ideas and/or
expressions of concepts capable of covering all of these
aspects. Then, relations between the data and the Para-
digm of Complexity were established — especially with the
notions of comprehension and contextualisation and the
dialogical, recursive and holographic principles — that
included the legal devices and the literature on network
care for families involved in FVACA.

The specific analysis of the MNM was based on the
aforementioned criteria, and the results were combined
with the collected data through the focus groups and semi-
structured interviews.

Results

In this section, we will discuss: (1) the main characteristics
of the network of institutions and sectors; (2) the factors
the professionals revealed that enhance or hamper network
care for the families involved in FVACA; and (3) some con-
sequences of this organisation. These aspects will be
unveiled through the categories ‘Network care: the web of
institutions and sectors’; and ‘Network care: weaknesses

and fragmentations’.

© 2016 John Wiley & Sons Ltd
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Network care: the web of institutions and sectors

PHCU-1 and PHCU-2 (Figs 2 and 3) presented a median
network, while the other PHCU studied (Figs 4, 5 and 6)
presented a reduced network, characterised by the limited
PHCU-1 and PHCU-2 were the oldest
units in the city under analysis and, although they were

number of bonds.

located in areas of great economic and social vulnerability,
the webs contained more institutions, particularly those
linked to social services.

The health professionals identified (1) significant bonds
between all PHCU studied and the families and (2) weak-
ened bonds between four PHCU and drug trafficking/or-
ganised crime, which emerged as both a protection factor
and a factor of vulnerability to violence — these aspects
will not be discussed in this study, due to their particulari-
ties and the depth needed for addressing them. The five
PHCU presented low-density networks, marked by many
weakened bonds and few significant bonds, to be discussed
next.

The dispersion analysis of the bonds in the MNM
revealed that significant bonds were not directly related
with the geographic proximity between PHCU and institu-
tions, and highlighted other distances and ruptures, related
to relationships and access, among other factors:

o
]
I
’ \ |
g \ " -l= -
AT . A” | A
FAMILY/ P S Pl \ ’
COMUNITY N~ 7 A I /
‘ x \ r
5N \ - l -
7 / 2 | o
"~ ’ ’ \

Care network family violence

Gp 3: It is not physical distance, it is personal distance

One category the PHCU professionals highlighted was
the organisation of networks around people, specific profes-
sionals, instead of institutions or sectors. This fact con-
tributed to the networks being ruptured and fragmented, as
the departure of these professionals resulted in the interrup-

tion of ongoing actions.

Gp 4: 1 think it depends on the person... I think it is person-

dependent!

Gp 5: When P. (paediatrician) was here, P. was very familiar with
adolescent cases, he was very close (...) he stopped them, took the

cases, but like, the rest of the PHCU did not have a clue. ..

The weakness and disharmony of effective public policies
that could support and guide care for the families involved
in FVACA was another noteworthy aspect in the reports:

Gp 5: Theoretically, everything is all right, only in theory, it is a

showcase. . .

Gp 4: 1 think that, in a way, it is not a problem for this PHCU,
for this city, it is a structural problem really (...) because it is the
family who ends up being hurt in the end, the child and the adoles-

cents. And not the institutions, which are quite protected, in fact
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Figure 2 Minimal Map of External Institutional Social Network of the Primary Health Care Unit 1. The concentric circles represent the geo-

graphical distance between the institution (at the centre of the map) and the sector/institution assessed: close, intermediate or large distances.

AMDA, Municipal outpatient care centre for sexually transmitted diseases and acquired immune deficiency syndrome (AIDS); APAE, Associ-

ation of parents and friends of handicapped children; CAPS I, Psychosocial care centre type I; CAPS III, Psychosocial care centre type III;

CEMEI, Municipal children’s education centre; CRAS, Social assistance reference centre; DISAPRE, Research laboratory for learning diffi-

culties and disabilities, and attention disorders; NGO I, Nongovernmental organisation n. I; NGO II, Nongovernmental organisation n. II;

NGO III, Nongovernmental organisation n. III; NGO IV, Nongovernmental organisation n. IV; PA, Urgent and emergency care service;

SADA, Support service for people with learning difficulties.
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Figure 3 Minimal Map of External Institu-
tional Social Network of the Primary Health
Care Unit 2. The concentric circles represent
the geographical distance between the institu-
tion (at the centre of the map) and the sector/
institution assessed: close, intermediate or
large distances. CAPS I, Psychosocial care
centre type I; CAPS III, Psychosocial care cen-
tre type III; CAPSad, Psychosocial care centre

0
,—:‘ ' : :TEE,TLH WooLs | for alcohol and drugs; CEAMO, Women’s
i reference and support centre; CEMEIS,
’ EiAiCRTON Municipal children’s education centres;
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FAMILY/
COMUNITY

The professionals highlighted that the lack of knowledge
in the institutions and sectors in the care network has con-

tributed to weakening the links in this structure:

Gp 5: But I also think that, because of not knowing, I particularly

do not see any problem-solving ability in the work. ..

Gp 2: As long as we don’t know what is out there, but they don’t

know what is here. .. It’s this conversation between deaf people. ..

In all PHCU studied, social services and education were
considered the main sectors needed to implement network
care for families involved in FVACA. The particular and
specific organisation of social services was responsible for

LEGEND

NGO II, Nongovernmental organisation n. II;
= Broken/nonexistent bonds .
PA, Urgent and emergency care service;
PAEFI, Protection and specialised attention

service to families and individuals.

——— Weakened bonds

m— Significant bonds

Figure 4 Minimal Map of External Institu-
tional Social Network of the Primary Health
Care Unit 3. The concentric circles represent
the geographical distance between the institu-
tion (at the centre of the map) and the sector/
institution assessed: close, intermediate or
large distances. CAPS I, Psychosocial care
centre type I; CAPS III, Psychosocial care cen-
tre type III; CRAS, Social assistance reference
centre; NGO 1, Nongovernmental organisa-
tion n. I; NGO II, Nongovernmental organi-

Broken/nonexistent bonds - ., tion n. II; NGO 111, Nongovernmental

e Wankenod bonds organisation n. III; PA/PS, Urgent and emer-

= Significant bonds gency care service/Mental healthcare service.

part of the lack of knowledge concerning their activities,
according to the interviewed professionals’ reports. As
social services have co-funded nongovernmental organisa-
tions, the institutions change from one territory to another.
This sector is going through reorganisation and institutional
reordering.

Regarding education, despite its importance in the dynam-
ics of the FVACA problem, the bonds established between
PHCU and the school are frail. Some reports revealed that,
even if school played an essential and central role in the life
of children and adolescents, frequently being the institution
that stood closest to this population, the school institution

was not co-accountable for care provided to these families:
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Figure 5 Minimal Map of External Institu-

Care network family violence
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Gp 3: It [school] forwarded it, but not with the suspicion of vio-
lence, right? But they suspected and did not make it clear on paper.

They do not assume responsibility for the questions in the cases

Some PHCU developed activities for singular events in
partnership with the school, such as oral health actions,
which could be used as triggers for other actions; neverthe-
less, the initial actions were exhausted, demonstrating the
one-dimensional and fragmented view that still continues in
network care.

In the health sector, as observed in the MNM, the Urgent
and Emergency Care Services were mentioned as the main
units that have significant bonds with the PHCU, due to
the identification of FVACA situations. Weakened bonds
mediated the prevailing relationships in this sector, also
with important services for care delivery to the families

© 2016 John Wiley & Sons Ltd
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involved in FVACA, such as the Child-Juvenile Psychosocial
Care Centre. The professionals considered a project linked
to a university for care delivery to victims of sexual vio-
lence to be a very appropriate programme. According to
the meaning of the statements, the positive assessment
derived from the existence of concrete actions, such as the
forwarding of cases for preventive tests and emergency con-
traception in cases of sexual violence.

In regard to the network distribution and composition,
the following were observed: (i) a larger number of institu-
tions linked to the health, social service and education sec-
tors; and (ii) important gaps indicated by the absence of
concrete institutional bonds in the other sectors. These
aspects reveal a homogeneous network that does not permit
any dialogue with the different institutions and sectors
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needed to establish care for complex phenomena like
FVACA. A reduced and homogeneous network like the one
found in this study entails weaknesses coping with
situations of violence, which are considered to be complex

phenomena. The professionals discussed this problem:

Gp 4: (...) because really, right, we are unable to see joint
actions. .. We think it’s just the Guardianship Council, but that

behind it there are other entities we don’t have access to, you see. ..

The health professionals’ main difficulty was related
to their relationship with the Guardianship Council and
the Juvenile Court. The reports revealed a relationship
based on paper, which did not comply with the principles
of care for a complex phenomenon, and in which
the responsibility for the situations was neither shared
nor diluted. In addition, the professionals’ reports high-
lighted issues of force and opposition in the power

relationships:

Gp 4: I have already received a letter from the Juvenile Court... I
made the visit and returned the letter. .. With that clause below. ..
With that oh-so-kind little note below (laughs). .. You’re immedi-
ately forced to make the visit, right, you have to do it... I don’t

want to get arrested. ..

Gp 2: It’s a matter of compliance. .. It’s an obligation. ..

This power relationship between the Guardianship
Council and the Juvenile Court seemed to be the factor that

triggered the impersonal relationship:

E 4: (...) It seems that we are inferior in their eyes, you see?

Gp 2: If we had any idea of the mother’s psychological treatment,
who knows if the judge would discuss our idea. So, it means, obey
and don’t give your opinion, right? It’s impossible to be any more

distant. The relationship is strictly on paper...

Network care: weaknesses and fragmentations

The issues the professionals addressed, which emerged from
the relationships with the sectors responsible for care of the
families involved in FVACA, were reconsidered not only
one-way, but in ‘multiple ways’. Some health professionals
demonstrated a certain lack of accountability and great
expectation in regard to the actions of a single entity. This
posture was evidenced in the reports:

Gp4: In fact, I think there is no network. .. I find this network
extremely weak, I don’t know if that is our fault, it can be

bilateral. . .I think it’s bilateral, right. ..

10

The logic of forwarding cases makes it impossible to
strengthen interdisciplinary relationships and, consequently,
the care to stakeholders in FVACA. Health professionals
frequently understood the idea of working in networks as

the forwarding of cases:

Gp 1: If there’s, on the one hand, an adolescent drug addict, we’d

have to pass on the problem to someone. ..

Other health professionals considered this care model to
be ‘ideal and expected’:

Gp 1: Yes, I think there should be a structure here, which involves

all types of care, but each in its own limits. ..

The frailty of network care entails significant conse-
quences, which are directly related to the care offered to
the families. The first consequence the professionals men-
tioned was the existence of a set of institutions and sectors
that operate in isolation from one another, despite having a
shared objective:

E 6: That we can all understand that we’re in the same place,

right? We only work in different places and have different roles,
but our function in relation to that, right? In cases of violence, it
means offering what’s available, right, to help that person to get

stronger, right?

The PHCU found it was isolated from the other institu-
tions and presented itself as such, adopting the posture of
‘we versus the others’:

Gp 3: They [other health services| generally throw to first base
and want the base to solve everything, or that the base offers conti-

nuity and that doesn’t work, right?

Gp 2: The issue is that everything is fragmented, right, so I don’t
know, I don’t know if the demand here is large, does not want to
welcome, it’s difficult to respond too and, then, I think that the

response from education, is linked to the health service. ..

The latter statement concretely reveals the need for inter-
disciplinary and intersectorial work in health care. The pro-
fessionals discussed the demands the population presented
and, particularly for those related to violence, ‘the answers’
had to be ‘linked’. In the course of the data collection, the
professionals’ great concern over the influence that the
absence of network care had on the families was under-
stood. The occurrence of fragmented care permeated the
reports:

Gp 4: 1 think this weakened bond we have ends up not qualifying
the assessment we may make, because we don’t know what the
council expects from us or from the case, because we know there’s

a report, sometimes very badly written. ..

© 2016 John Wiley & Sons Ltd
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The public policies focused on families in vulnerable
situations were singular and fragmented; this issue was
reflected in care for FVACA, where no work was observed

that aimed to alter the family dynamics:

E 10: So I'm around there, so you’re watching the family dynam-
ics, totally destroyed, the whole family destroyed, so like, the child
is out there, but everything is destroyed, the child, the father, the
mother, the sister, everyone destroyed. So, like, you can’t just focus

on the child, right?

The families remained ‘loose’ in this service web, from
the identification of the situation until the most directed

interventions in view of confirmed cases of violence:

Gp 5: This family has no place, no work, no backup

E 9: It seems to be merely punitive in nature, no education
whatsoever. .. 'm going to make the denunciation visit for the sake
of the accusation. .. Without aiming to try and restructure the

service. . .

Intelligent coordination is needed in response to the
weakness and fragmentation implied in care for the families
involved in FVACA:

E 9: The impression it gives is that there is no intelligent coordina-

tion that can grasp all this, you need to see the process as a whole

Discussion

The categories uncovered in this study — ‘Network care: the
web of institutions and sectors’ and ‘Network care: weak-
nesses and fragmentations’ — are evidence that network care
and the cross-disciplinary perspective face barriers to take
form in the institutions’ daily practice. However, these
perspectives were legitimised and validated as the main pos-
sibilities to build qualified and effective interventions for
complex phenomena like violence (Ramirez et al. 2012,
Zannettino & McLaren 2014, Deslandes & Campos 20135,
Hail-Jares et al. 2015). Characteristics like noninstitution-
alised relationships  (‘person-dependent’  relationships),
nonrecognition of partners, weakened inter- and intrasecto-
rial relationships, and homogeneous networks refer to the
Cartesian and positivist paradigm, hampering or impeding
care for complex health phenomena, especially in nursing.
Recent studies strengthen the importance of articulating
programmes and sectors to reduce the vulnerability of pop-
ulation groups, particularly children and adolescents, and
acknowledge their skills, talents and creative capacity to
(re)create different realities (Silva et al. 2014, Monteiro
et al. 2015). The construction and implementation of public

policies can further these characteristics.

© 2016 John Wiley & Sons Ltd
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In this study, the ongoing fragmentation and individuali-
sation of public policies focused on families have provoked
the rupture or duplication of actions; they do not reveal the
full institutional potential for care and do not offer compre-
hensive care to the families. It is presupposed that the latter
has been achieved through interinstitutional and intersecto-
rial articulation and integration. Most of the social policies
ignore the universes of family and community, or the terri-
tory or territories the families live in (Cismaru 2013,
Wright & Fagan 2013, Monteiro et al. 2015).

The PHC represents an important strategy to warrant
people’s participation and social control (Serapioni &
Matos 2014, Street et al. 2014); the main law that regulates
the Brazilian national health system ensures these aspects.
Actions intended to cope with violence should be associated
with the right of the population and the community to par-
ticipate in public healthcare decisions, with inclusive and
deliberative approaches, as the law of citizens (Wiggins
2012, Serapioni & Matos 2014, Street et al. 2014). The
inclusion in and deliberation of these forums, with a wide
range of methods, entail a positive effect and guarantee
civil empowerment, although for periods beyond what is
recommended (Street et al. 2014).

The health systems from three countries in Southern Eur-
ope — Italy, Portugal and Spain — also obtained positive
results in regard to the involvement of civil society in deci-
sion-making procedures in health care (Serapioni & Matos
2014). The debates between politicians and citizens reveal
incomplete democracies, consisting of depoliticised citizens
who are incapable of seeking solutions to complex prob-
lems, and by depoliticised politics, fragmented and reduced
to economy, business administration and technocracy,
which does not permit understanding nonquantifiable prob-
lems (Morin 1999). This discussion comprises a retroactive
movement, as the disarticulation of public policies regard-
ing care to the population leads to difficulties in the con-
struction of network care, immobilising the professionals
and the community in movement beyond the traditional
paradigm. The actors’ static positioning, in turn, makes
broader, contextualised and integrative discussions impossi-
ble, constituting an obstacle to coping with complex con-
temporary problems, mediated by more effective public
policies.

This study demonstrated that school is an important
institution in the children’s and adolescents’ lives, as it
appears as a mid-point in which they exercise their
identities as subjects and start their social experiences
beyond the family context. The results obtained support the
reports of school as a space to connect with the rest of the
world, which creates possibilities to trespass borders.

11



DM Carlos et al.

External institutional actions, especially when linked to
other sectors, are essential strategies to tightening knowl-
edge, cultures and values. The relationship between the
health services and the schools has been empowered
through specific programmes and the literature, also to
facilitate perception of the health needs of children/adoles-
cents and their families. The school context turns into a
privileged space for health promotion actions that stimulate
self-care and social and community co-participation, and to
discuss heath, disease and care (Ramirez et al. 2012,
Rasche & Santos 2013, Monteiro et al. 2015).

The Guardianship Council and Juvenile Court, which
represent the main institutions for children and adolescent
protection in Brazil, established weak links and asymmetric
power relationships with the PHCU. The power relation-
ships become more easily observable through discipline, as
they reflect the command and the commanded. The formal
and legitimate hierarchy of the work method makes the
implementation of interdisciplinary actions involved chal-
lenging. The characteristics mentioned lead to the juxtapo-
sition of services, to the sum of the Guardianship Council
and Juvenile Court’s actions, whose application does not
establish care integration. Although both entities act in
cases of violence, they do not recognise one another as
institutions that strengthen their interventions and who can
truly have something to share (Schraiber 2014).

This organisation can be called a service ‘web’ instead of a
care network (Schraiber 2014). Similarly, the existence of
tension between protection services for children and women,
focused on a specific incident and the possibly systematic nat-
ure of violence, without considering the actors, factors and
contexts involved, averts a true understanding and action in
the case of violent situations (Rivett & Kelly 2006).

As a consequence of this organisation, this study revealed
the existence of fragmented care for the families involved in
FVACA, permeated by the logic of forwarding cases and
institutional isolation. Care is focused only on the child
and/or adolescent who experiences the violence, but not on
the family and its broader life context. The withdrawal of
children and adolescents from family life has been widely
discussed and questioned because, despite existing in the
space between the legitimate and the legal, this intervention
should be exceptional and relativised and should offer pro-
tection against new episodes of violence; family violence is
not a synonym of the need for institutional welcoming (Riv-
ett & Kelly 2006).

The literature has emphasised the physical and mental
health problems of children and adolescents who experience
intimate partner violence against their caregivers, generally

their mothers; this form of violence entails important
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implications for work with vulnerable families, such as
maternal empowerment and the parents’ support, at the
same time as it expands the view to this broader and more
immediate context in the children and adolescents’ life
(Melchiorre & Vis 2013, Roberts et al. 2013, Haselschw-
erdt 2014, Katz et al. 2016, Pinna 2016). In East Timor,
violence against women was positively associated with
childhood morbidity and mortality (Taft et al. 2015); in
Australia, early interventions with children and families
who experienced violence were relevant to breaking with
the cycle of cross-generational violence and social exclu-
sion, strengthening the need to redirect attention towards
‘what is woven together’ (Morin 2008, Spinney 2013).

The perspective on the family and on the community and
social context are important factors for enhancing relation-
ships or coping with FVACA (Cismaru 2013). In Chicago,
the action of considering and contextualising the neigh-
bourhood structure and the cultural conditions helped to
interrupt the cycle of violence (Wright & Fagan 2013). The
fact of living in vulnerable communities leads the individu-
als to confine themselves in their precarious homes, isolated
from the problems of their neighbourhood, without access
to the services, goods and spaces of the city (Monteiro
et al. 2015).

Not only specific traumas, but also daily-life pressure,
such as economic and social difficulties, have affected the
mental and psychosocial health of Palestinian children.
Despite the uniqueness of the situation in Palestine, the
contextualisation of the phenomenon violence against chil-
dren and adolescents related to the extension of a problem,
the absence of a State structure and the lack of guarantees
for human rights influence the health of not only these sub-
jects, but that of their families, as well (Rabaia et al. 2014).

The factors referred to in the thematic categories of this
study led to the organisational recursion illustrated in
Fig. 7, where one factor gives feedback to the other,

Lack of care
networks

Weakness of
public policies

\ J

The logic of

Fragmented care

Institutional

isolation referral

T

Figure 7 Organisational recursion of the care networks for families
involved in family violence against children and adolescents.
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preserving the inherent dynamics. The study participants
were also involved in the emergence of this fragmented
care, and they illuminated routes to overcome it. These
routes, called ‘linked responses’, referred back to network
care. It is believed that ‘intelligent coordination’ will be
obtained through this interdisciplinary and intersectorial
organisation, so that all stakeholders take responsibility for
care and get organised.

Care for the families involved in situations of FVACA is
a dynamic and complex phenomenon surrounded by uncer-
tainties. Therefore, fragmented and reductionist action
methods and perspectives, or a single institution or dimen-
sion, do not cover the inherent totality and frequently do
not respect the context of culture and action. The health
services in Brazil act on singular points in time in how they
cope with violence against women, without guaranteeing
the integrality needed in these situations (Vieira et al.
2015).

Care as a whole, as mentioned in the previous paragraph,
can only be captured through the relationships among the
parts. Besides the questions considered, complex and inter-
sectorial actions in a network go beyond borders and
respond to the demands through exchanges in health prac-
tices; in that context, different social groups are summoned
to discuss and construct collective projects (Monteiro et al.
2015). A study developed in Malawi demonstrated that the
service network can benefit child health care (O’Hare et al.
2015), while another study positively associated the poor
social network of female sex workers with greater vulnera-
bility to gender violence in China (Hail-Jares et al. 2015).
The social support network for a child with aggressive
behaviour, in another context, contributed to reduce its
medicalisation (Becker et al. 2014).

In line with the results of the present study, the literature
highlights the importance of PHC as a multidimensional
strategy for the organisation of health care, which has
implications for the performance of all other care contexts
(Kringos et al. 2010, Lahariya ef al. 2010); nevertheless,
there are great challenges to qualifying this care, especially
in service access and coverage (Bryant et al. 2012, Thomas
et al. 2015). PHC also provides organised health care to
the population (Kringos et al. 2010, Lahariya et al. 2010),
improves and promotes their equitable access to the health
system (Bryant et al. 2012), and ensures longitudinal care
focused on people and communities, not on their individual
diseases (Lahariya et al. 2010, Bryant et al. 2012).

The interdisciplinary, interinstitutional and intersectorial
practices aim for the constitution of unity and integrality,
but without causing a loss of multiplicity, which is present
in the diversity of the component parts. As family violence

© 2016 John Wiley & Sons Ltd
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is not a temporary traumatic event, the care for children,
adolescents and their families involved in this phenomenon
is highly complex and requires the cooperation of local and
international researchers and professionals that construct
pertinent knowledge deriving from each of the participants,
including family experience, based on mutual respect and
joint learning (Rabaia et al. 2014, Turner et al. in press).
Finally, it is necessary to broaden our view of violence to
discuss and analyse the different facets of this phenomenon
around the world properly. Health professionals, especially
nurses, should actively participate in this debate due to the
prominent place they occupy in healthcare teams, service
management, science and the academy. A recent article
incorporated some strategies for health professionals to
engage in the construction of a culture of peace and preven-
tion of violence, especially in terms of global conflicts, such
as: the inclusion of humanitarian care and protection of
civilians; the monitoring and disclosure of violations against
humanitarian laws; and the description and measuring of
the effects of conflicts/wars, including long-term intergener-
ational effects, through longitudinal studies, to understand
prevention and intervention measures (McCoy 2015). These
actions should be strategically constructed with other sec-

tors and take form as international interventions.

Conclusion

The results of this study show the need to organise network
care for families involved in FVACA, from the PHC per-
spective. Nevertheless, this construction still represents a
challenge, as reduced networks characterised the web of
institutions, with low density and high homogeneity of the
bonds and noninstitutionalised relationships with a power
disequilibrium. Consequently, care has been fragmented
since its formulation in the context of public policies until
its execution.

The main limitations of this study were the particularities
of the study context, such as the organisation of public
policies, especially regarding social services. To minimise
them, the authors aimed to discuss the data in a broader
sense and against the background of the international con-
text. The qualitative nature of this study, conducted in
accordance with the theoretical reference framework pro-
posed, allowed the authors to indicate routes to cope with
FVACA and to overcome the traditional care models for
this phenomenon, which are currently in force. The need
for further research is highlighted, which should consider
the perspective of the families involved in FVACA regard-
ing social support networks, with a view to understanding

the multidimensional nature of the theme and to develop
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strategies to prevent and intervene in the violent situations,
from the perspective of PHC.

Relevance to clinical practice

Nursing should respond to contemporary care demands in
a contemplative and pertinent manner. The nurse is always
present in healthcare institutions, especially in PHCU, and
provides direct and constant care to individuals, families
and communities. Thus, this professional is an important
agent to implement new care approaches and can directly
influence other healthcare team members and other health
sectors. Current care demands surpass the logic of the
opposition between health and disease and are related to
complex phenomena, such as care for families involved in
FVACA. The considerations in this study aim to arouse
health professionals to take a fresh look at this complex
problem that consists of multiple determining and condi-
tioning factors. In addition, the reference framework and
the consequent actions also need to be changed to a
broader and more contextualised form, including a multidi-
mensional approach to the families and community in
which the child and adolescent victims of violence exist.
The empowerment of PHC as the care coordination
centre for families and communities, with interdisci-
plinary, interinstitutional and intersectorial articulation,
has also been recommended by the scientific literature
and official entities. In addition, the construction and
enactment of comprehensive public policies that guarantee
community participation should approach these guidelines
and then produce care that guarantees the physical and
mental health of children, adolescents and their families.
As nurses occupy a privileged space in the health system,

they can improve their working skills by: (1) providing

References

holistic care centred on the family and the community;
(2) seeking the logic of health promotion and individual
and collective empowerment; (3) focusing on care from
the PHC perspective; (4) actively participating in an inter-
disciplinary care team; and (5) acting at interinstitutional
and intersectorial levels to overcome health institution

barriers.

Contributions

Study design: DC, MF; data collection and analysis: DC,
EP, LS, WM, MF; and manuscript preparation; DC, EP,
LS, MS, ML.

Funding

This study was supported by the Brazilian agencies Sao Paulo
Research Foundation (FAPESP, grant # 2014/23620-7) and
The National Council for the Scientific and Technological
Development (CNPq, grant # 302550/2010-0).

Conflict of interest

No conflict of interest has been declared by the authors.

Ethical considerations

The study was submitted for analysis to the Institutional
Review Board of the University of Sao Paulo at Ribeirao
Preto College of Nursing, in compliance with Resolution
196/96 of the National Health Council, Brazilian Ministry
of Health, and considered approved on 14/11/12 (protocol
CAAE 01726512.0.00005393, letter 217/2012).

Anderson KL (2010) Conflict, power, and

violence in families. Journal of Mar-
riage and Family 72, 726-742.

Becker ALMMM, Souza PH, Oliveira MM

& Paraguay NLBB (2014) Child pro-
tection network and the intersector
implementation of the circle of security
as alternatives to medication. Revista
Paulista de Pediatria 32, 247-251.

Bryant JH, Bryant NH, Williams S, Ndam-

buki RN & Erwin PC (2012) Address-
ing social determinants of health by
integrating assessment of caregiver-
child attachment into community

based primary health care in urban
Kenya. International Journal of Envi-
ronmental Research and Public Health
9, 3588-3598.

Cismaru M (2013) Encouraging bystanders

to help in stopping violence against
children. International  Jouwrnal of
Nonprofit and Voluntary Sector Mar-
keting 18, 7-17.

Clarke A & Wydall S (2015) From ‘Rights

to Action’: practitioners’ perceptions
of the needs of children experiencing
domestic violence. Child and Family
Social Work 20, 181-190.

Deslandes SF & Campos DS (2015)

Guardianship Councilors’ views on
the effectiveness of the existing net-
work in providing full protection to
children and teenagers in situations of
sexual violence. Ciéncia & Saiide
Coletiva 20, 2173-2182.

Elo S & Kyngids H (2008) The qualitative

content analysis process. Journal of
Advanced Nursing 62, 107-115.

Goodman LA, Banyard V, Woulfe J, Ash S

& Mattern G (2016) Bringing a net-
work-oriented approach to domestic
violence services: a focus group

© 2016 John Wiley & Sons Ltd
Journal of Clinical Nursing



Original article

exploration of promising practices.
Violence Against Women 22, 64-89.

Gregori D, Foltran F, Ghidina M, Zobec F,
Ballali S, Franchin L & Berchialla P
(2011) The “Snacking Child” and its
social network: some insights from an
Italian survey. Nutrition Journal 10,
132.

Guldbrandsson K, Nordvik MK & Brem-
berg S (2012) Identification of poten-
tial opinion leaders in child health
promotion in Sweden using network
analysis. BMC Research Notes 5,
424.

Hail-Jares K, Chang RC, Choi S, Zheng H,
He N & Huang Z] (2015) Intimate-
partner and client-initiated violence
among female street-based sex work-
ers in China: does a support network
help? PLoS ONE 10, e0139161.

Haselschwerdt ML (2014) Theorizing chil-
dren’s exposure to intimate partner
violence using Johnson’s typology.
Journal of Family Theory & Review
6, 199-221.

Katz LF, Stettler N & Gurtovenko K
(2016) Traumatic stress symptoms in
children exposed to intimate partner
violence: the role of parent emotion
socialization and children’s emotion
regulation abilities. Social Develop-
ment 25, 47-65.

Kothari A, Sibbald SL & Wathen CN
(2014) Evaluation of partnerships in a
transnational family violence preven-
tion network using an integrated
knowledge translation and exchange
model: a mixed methods study. Health
Research Policy and Systems 12, 25.

Kringos DS, Boerma WGW, Hutchinson A,
van der Zee ] & Groenewegen PP
(2010) The breadth of primary care: a
systematic literature review of its core
dimensions. BMC Health Services
Research 10, 65.

Lahariya C, Khanna R & Nandan D
(2010) Primary health care and child
survival in India. Indian Journal of
Pediatrics 77, 283-290.

Martin DL & Harrod RP (2015) Bioar-
chaeological contributions to the study
of violence. Yearbook of Physical
Anthropology 156, 116-145.

McCoy D (2015) Re-engaging the health
community around peace. The Lancet
386, 1714-1716.

McPherson CM & McGibbon EA (2010)
Addressing the determinants of child

© 2016 John Wiley & Sons Ltd
Journal of Clinical Nursing

mental health: intersectionality as a
guide to primary health care renewal.
Canadian Journal of Nursing Research
42, 50-64.

Melchiorre R & Vis J-A (2013) Engage-
ment strategies and change: an inten-
tional practice response for the child
welfare worker in cases of domestic
violence. Child & Family Social Work
18, 487-495.

Monteiro EM, Neto WB, Lima LS, Aquino
JM, Gontijo DT & Pereira BO (2015)
Culture circles in adolescent empower-
ment for the prevention of violence.
International Journal of Adolescence
and Youth 20, 167-184.

Morin E (1999) Seven Complex Lessons in
Education for the Future UNESCO,
Paris. Available at: http://unesdoc.une
sco.org/images/0011/001177/117740e
o.pdf (Accessed 25 November 2015).

Morin E (2008) On Complexity. Hampton
Press, New York.

Morse JM, Barrett M, Mayan M, Olson K
& Spiers J (2002) Verification strate-
gies for establishing reliability and
validity in qualitative research. Inter-
national Journal of Qualitative Meth-
ods 1, 1-19.

O’Hare B, Phiri A, Lang H-J, Friesen H,
Kennedy N, Kawaza K, Jana CE, Chi-
rambo G, Mulwafu W, Heikens GT
& Mipando M (2015) Task sharing
within a managed clinical network to
improve child health in Malawi.
Human Resources for Health 13, 60.

Osofsky JD (2003) Prevalence of children’s
exposure to domestic violence and
child maltreatment: implications for
prevention and intervention. Clinical
Child and Family Psychology Review
6, 33-49.

Pinna KLM (2016) Interrupting the inter-
generational transmission of violence.
Child Abuse Review 25, 145-157.

Rabaia Y, Saleh MF & Giacaman R
(2014) Sick or sad? Supporting Pales-
tinian children living in conditions of
chronic political violence. Children &
Society 28, 172-181.

Ramirez M, Paik A, Sanchagrin K & Hei-
mer K (2012) Violent peers, network
centrality, and intimate partner vio-
lence perpetration by young men.
Journal of Adolescent Health 51, 503~
509.

Rasche AS & Santos MSS (2013) School
nursing and its specialization: a new

Care network family violence

or old activity. Revista Brasileira de
Enfermagem 66, 607-610.

Rivett M & Kelly S (2006) ‘From aware-
ness to practice’: children, domestic
violence and child welfare. Child
Abuse Review 15, 224-242.

Roberts YH, Campbell CA, Ferguson M &
Crusto CA (2013) The role of parent-
ing stress in young children’s mental
health functioning after exposure to
family violence. Journal of Traumatic
Stress 26, 605-612.

Schraiber LB (2014) Violence: an issue at
the interface between health and soci-
ety. Saiide e Sociedade 23, 730-732.

Serapioni M & Matos AR (2014) Citizen
participation and discontent in three
Southern European health systems.
Social Science & Medicine 123, 226—
233.

Silva MAI, Mello FCM, Mello DF, Ferri-
ani MGC, Sampaio JMC & Oliveira
WA (2014) Vulnerability in adolescent
health: contemporary issues. Ciéncia
& Saiide Coletiva 19, 619-627.

Spinney A (2013) Safe from the start? An
action research project on early inter-
vention materials for children affected
by domestic and family violence. Chil-
dren & Society 27, 397-405.

Stanley N, Miller P & Foster HR (2012)
Engaging with children’s and parents’
perspectives on domestic violence.
Child & Family Social Work 17, 192~
201.

Starfield B, Shi L & Macinko ] (2005)
Contribution of primary care to health
systems and health. The Milbank
Quarterly 83, 457-502.

Street J, Duszynski K, Krawczyk S & Brau-
nack-Mayer A (2014) The use of citi-
zens® juries in health policy decision-
making: a systematic review. Social
Science & Medicine 109, 1-9.

Sylaska KM & Edwards KM (2014) Dis-
closure of intimate partner violence to
informal social support network mem-
bers: a review of the literature.
Trauma, Violence & Abuse 15, 3-21.

Taft AJ, Powell RL & Watson LF (2015)
The impact of violence against women
on reproductive health and child mor-
tality in Timor-Leste. Australian and
New Zealand Journal of Public
Health 39, 177-181.

Thomas SL, Wakerman J & Humphreys JS
(2015) Ensuring equity of access to pri-
mary health care in rural and remote

15


http://unesdoc.unesco.org/images/0011/001177/117740eo.pdf
http://unesdoc.unesco.org/images/0011/001177/117740eo.pdf
http://unesdoc.unesco.org/images/0011/001177/117740eo.pdf

DM Carlos et al.

Australia - what core services should be
locally available? International Journal
for Equity in Health 14, 111.

Turner W, Broad J, Drinkwater J, Firth A,
Hester M, Stanley N, Szilassy E &
Feder G (in press) Interventions to
improve the response of professionals
to children exposed to domestic vio-
lence and abuse: a systematic review.
Child Abuse Review, doi: 10.1002/car.
2385.

Vieira LB, Souza IEO, Tocantins FR &
Pina-Roche F (2015)
women who denounce experiences of
violence based on her social network.

Support  to

16

Revista Latino-Americana de Enfer-
magem 23, 865-873.

Violence Prevention Alliance (2014) Defini-
tion and Typology of Violence. World
Health Organization, Geneva. Avail-
able at: http://www.who.int/violence
prevention/approach/definition/en/inde
x.html14 (accessed 20 march 2015).

Wiggins N (2012) Popular education for
health promotion and community
empowerment: a review of the litera-
ture. Health Promotion International
27,356-371.

World Health Organization (2008) The
World Health Report 2008: Primary

Health Care now More than Ever.
World Health Organization, Geneva.

World Health Organization (2014) Global
Status Report on Violence Prevention.
World Health Organization, Geneva.

Wright EM & Fagan AA (2013) The cycle
of violence in context: exploring the
moderating roles of neighborhood dis-
advantage and cultural norms. Crimi-
nology 51, 217-249.

Zannettino L & McLaren H (2014)
Domestic violence and child protec-
tion: towards a collaborative approach
across the two service sectors. Child
& Family Social Work 19, 421-431.

© 2016 John Wiley & Sons Ltd
Journal of Clinical Nursing


http://dx.doi.org/10.1002/car.2385
http://dx.doi.org/10.1002/car.2385
http://www.who.int/violenceprevention/approach/definition/en/index.html14
http://www.who.int/violenceprevention/approach/definition/en/index.html14
http://www.who.int/violenceprevention/approach/definition/en/index.html14

