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Summary of key takeaways 
 
Strengths 
 
A strong legal and institutional framework: Brazil has developed a comprehensive child 
protection framework grounded in the Constitution and the Child and Adolescent Statute, with 
legislation and national plans that frame violence against children and adolescents (VACA) as a 
preventable public health issue requiring multisector action.  
 
Practice guidance and resources: National practice guidance for the health‑sector response to 
VACA is well developed. A comprehensive care pathway within the Ministry of Health covers 
prevention, identification, clinical response, referral, and intersectoral coordination for all forms 
of violence. This protocol provides a standardised model intended for replication at state and 
municipal levels, supported by practical tools such as the Child Health Booklet, technical manuals, 
and guidance documents. 
 
Universal social systems which support prevention: Brazil’s universal health, education, and 
social protection systems provide sustained contact with children and families, creating strong 
entry points for early identification and prevention of violence against children. Schools are 
increasingly central to this approach, supported by mandatory educator training on child 
maltreatment, the School Health Programme (Programa Saúde na Escola), and a national school 
violence prevention system that strengthens collaboration between health and education. 
Meanwhile, targeted services such as the Protection and Specialised Assistance Service to 
Families and Individuals (PAEFI) aim to strengthen protective caregiving and prevent recurrence 
of violence.  
 
Challenges 
 
Significant regional and social inequalities remain: Brazil's vast and varied geography, combined 
with political issues like organised crime and limited state involvement - especially in the Amazon 
- result in unequal access to protection and support services. These factors also lead to 
inconsistent implementation of workforce development initiatives and are linked to higher rates 
of sexual exploitation and violence against children. 
 
Data systems exist but are still fragmented: National reporting systems such as the Notifiable 
Health Conditions Information System (SINAN) and the Disque 100 hotline generate valuable data 
on violence, but weak integration between health, security, and social protection datasets limits 
a full understanding of cases and service pathways. 
  
Brazil’s system is more effective at responding to violence than preventing it: While national 
campaigns – such as targeted Carnival initiatives using differentiated strategies for differing age 
groups – demonstrate growing sophistication in prevention messaging, funding remains focused 
on interrupting and responding to violence rather than addressing upstream determinants. 
 

 



4 
 

Background 
Ending violence against children and adolescents (VACA)1 is a key priority for the World Health 
Organization (WHO). Through the United Nations (UN) Sustainable Development Goals, governments 
of all UN member states are committed to end VACA by 2030.2 
However, progress has been slow, which has been attributed to 
insufficient prioritisation of the issue by decision-makers 
(Shawar and Shiffman, 2021). 

The WHO’s current involvement in this area can be traced back 
to the 1990s, when the World Health Assembly (WHA) formally 
mandated the World Health Organization to address 
interpersonal violence, including child maltreatment, as a 
public health issue (World Health Organization, n.d.). The WHO 
then published its World Report on Violence and Health in 2002 
(Krug et al., 2002), a landmark study that has that has shaped 
much of the subsequent international work in this field (Ashton, 
2020). 

This brief explores Brazil’s experience of implementing a public health approach to VACA, including 
the core elements as well as factors that are perceived to help and hinder implementation. It 
analyses four key areas: 1) Policy & funding context; 2) Data & evidence; 3) Supporting the health 
sector; and 4) Multisector collaboration. The aim is to identify lessons to inform global progress in 
preventing VACA to 2030 and beyond. The brief draws on a desk review of relevant literature, data 
and legislation, as well as four interviews with key stakeholders, who were purposively sampled 
using the networks of the WHO and the brief’s authors. 

This is one of a series of four country briefs, with the other three briefs focusing on Kenya, Sweden 
and the Philippines. These countries were selected in consultation with the WHO. They were chosen 
both to ensure global geographic representation and because they were felt to have produced 
valuable learning on the public health approach to VACA.  

Policy and funding context  
Preventing VACA in Brazil requires navigating the complexities of a large, unequal, and deeply 
heterogeneous nation, with a history of social and structural violence, regional disparities, and 
cultural norms that can hinder protection efforts. Despite these challenges, Brazil has made 
significant advances in embedding a public health approach to violence prevention, supported by a 
range of policies and reporting systems. 

 
1 Following Krug et al., 2002, we interpret VACA (known in other parts of the world as violence against children or VAC) broadly, to include 
physical violence, sexual violence, psychological violence, and deprivation or neglect. 
2 UN Sustainable Development Goal 16.2. As described in: https://sdgs.un.org/topics/violence-against-children  

A public health approach 
treats violence as a 
population-level issue, using 
surveillance to track patterns 
and risk factors, 
implementing and evaluating 
evidence-based policies, and 
coordinating efforts across 
the health, education, social 
services, and criminal justice 
sectors (World Health 
Organization, n.d.). 

https://sdgs.un.org/topics/violence-against-children
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Legislation 
Brazil was described by interviewees as having a robust legislative framework for the prevention of 
VACA, a view that is supported by the literature (Priolo Filho et al., 2025). The table below outlines 
the key legislative milestones achieved by the Brazilian government in relation to this topic, over the 
last 40 years. 

Legislation and policies in Brazil 

YEAR LAW / POLICY DESCRIPTION 
1988 Federal Constitution of Brazil Established children and adolescents as rights holders and 

introduced the principle of absolute priority, creating the 
constitutional foundation for state responsibility to prevent 
and respond to VACA. 

1990 Child and Adolescent Statute 
(ECA) (Law 8.069) 

The Statute operationalised prevention by: 
 

• defining VACA; 
• mandating reporting and protective action; 
• assigning responsibilities across health, social 

assistance, education, justice, and policing. 
 
This transformed violence prevention into a system‑wide 
obligation, rather than a discretionary or reactive response. 
 
A 2017 amendment broadened the definition of VACA to include 
psychological and institutional violence among many other 
forms, and codified the procedures to be taken within each 
sector (Priolo Filho, et al. 2025). 

2001 National Policy for the 
Reduction of Morbidity and 
Mortality from Accidents and 
Violence 

Specifically brought violence into the context of public health, 
outlining seven guidelines for the sector in preventing violence 
across all age groups:  

• “promote safe and healthy behaviours and 
environments; 

• monitor the occurrence of accidents and violence; 
• systematise, expand, and consolidate pre-hospital 

care; 
• provide interdisciplinary and intersectoral assistance 

to victims of aggression and trauma;  
• structure and consolidate recovery and rehabilitation 

services;  
• train professionals to act; 
• promote the development of studies and research on 

the subject.” (Minayo et al., 2023) 
2014 Prohibition of Corporal 

Punishment Law (‘Menino 
Bernardo’ Law, 13.010) 

Prohibited corporal punishment in all contexts, formally 
recognising practices such as spanking as physical VACA and 
extending responsibility for protection beyond parents to 
society at large. 

2017 Specialised Testimony Law 
(Law 13.431) 

Institutionalised specialised listening and special testimony 
to prevent re-victimisation of children who are victims or 
witnesses of violence and to standardise procedures across 
protection, police, and judicial systems. 
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2022 Henry Borel Law (Law 14.344) Improved information‑sharing between domestic violence 
and child protection systems, recognising children’s exposure 
to family violence as a predictable risk factor. Mandated 
reporting of awareness of VACA to the Disque 100 hotline, 
guardianship council (Conselho Tutelar) or police, with those 
who fail to do so potentially facing charges. 

2022 National Plan for Preventing 
and Responding to Violence 
Against Children and 
Adolescents (PLANEVCA) 

National multisector plan coordinating health, education, 
social assistance, justice, and public security actions focused 
specifically on VACA, including the development of Integrated 
Care Centres for children and adolescents who are victims or 
witnesses of violence. Acts as a guiding structure for states 
and municipalities to implement their own plans. 

2023 Educator training and child 
protection (Law 14.679) 

Made identification of maltreatment, neglect, and sexual 
abuse a mandatory component of educator training, 
reinforcing the role of schools in early identification and 
referral. 

2025 “Growing Up in Peace” 
(Crescer em Paz) Strategy 

National strategy adopting a systemic, risk‑based approach, 
addressing violence across interconnected contexts (justice, 
digital environments, organised violence, mobility), resulting 
from a collaboration with the United Nations Office on Drugs 
and Crime.  

 

Brazil’s legislative framework reflects a public health approach to preventing VACA by progressively 
framing violence as a population-level, preventable phenomenon that requires early intervention, 
multisector coordination, and a systematic response, rather than relying on punitive or case-by-
case action. The 1988 Constitution and the 1990 Child and Adolescent Statute established children 
as rights holders and assigned shared responsibility for prevention and protection across health, 
social assistance, education, justice, and public security, creating the legal basis for coordinated 
prevention. Subsequent laws, such as the prohibition of corporal punishment (2014) and the 
Specialised Testimony Law (Law 13.431/2017), explicitly address both primary prevention – by 
challenging socially accepted forms of violence – and harm reduction, by minimising 
re‑victimisation within institutional responses. 

 However, interviewees consistently highlighted a gap 
between Brazil’s strong legal and policy frameworks, and 
their uneven implementation in practice. Policies planned at 
the federal level do not reach all territories equally, due to 
Brazil’s size and diversity. Interviewees pointed to variable 
workforce capacity, meaning that prevention efforts 
frequently depend on local initiatives rather than 
systematic, well‑resourced implementation. 

Funding 
While Brazil is a middle-income country, substantial public 
resources flow through universal systems such as health, 
education, and social protection. In practice, the largest 
share of resources relevant to violence prevention flows through income transfer and basic service 

“We have good legislation in Brazil 
concerning violence against 
children… In terms of legislation, 
documents and guidelines, we 
have enough material… The main 
gap is implementation.” 
 
Sofia Reinach, Health Manager, Alana 
Institute, Brazil 
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provision, rather than through targeted prevention programmes (Coalizão Brasileira pelo Fim da 
Violência contra Crianças e Adolescentes, 2022). However, even where federal resources are 
allocated to violence prevention, these are rarely explicitly directed at children and adolescents, 
making child-focused prevention investments difficult to identify (ibid). 

 Brazil has a tripartite financing system – involving federal, state, and municipal levels – which can 
complicate coordination and diffuse responsibility 
when there is not a clear shared mandate, according to 
interviewees. The system is also structurally geared 
toward reactive and emergency responses rather than 
sustained prevention. These challenges are reinforced 
by fiscal rigidity: 94% of federal expenditure is already 
committed to mandatory spending, leaving only 6% for 
discretionary funding (Coalizão Brasileira pelo Fim da 
Violência contra Crianças e Adolescentes, 2022). This 
limits the government’s ability to prioritise, expand, or 
reorient investments toward prevention‑focused and 
cross‑sector action. Interviewees noted that the 
Ministry of Human Rights is expected to play a 
coordinating, cross‑sector role but receives relatively 
limited funding, restricting its ability to drive and 
sustain prevention‑focused action at scale. 

Data and evidence 
Strengthening documentation of 
violence in health systems 
Brazil has progressively developed a national system 
for tracking VACA through mandatory reporting 
mechanisms embedded in law and the health system. 
Reporting to competent authorities was first 
established as a legal obligation punishable by fine 
among health and education professionals under the 
Statute of the Child and Adolescent (ECA) in 1990, 
marking an early recognition of VACA as a matter of 
public responsibility. This obligation was 
operationalised within the health sector in 2001, when 
Ordinance No. 1,968/2001 within the National Policy for 
the Reduction of Morbidity and Mortality from 
Accidents and Violence made the reporting of 
suspected or confirmed cases of child abuse 
mandatory for services within the Unified Health 
System (SUS).  

“Social policies in general don’t have 
sufficient funding today to allow full 
implementation of what is planned. Often 
we invest heavily in urgent and 
emergency responses – what requires an 
immediate response, such as a violence 
incident that has already occurred – and 
prevention work ends up under 
prioritised.” 
Célia Nahas, General Coordinator for Violence 
Prevention in the National Secretariat for the 
Rights of Children and Adolescents, within the 
Ministry of Human Rights and Citizenship, Federal 
Government of Brazil 

Key data sources 
• SINAN: The Notifiable Health 

Conditions Information System, 
providing nationwide, 
health-facility–reported data on 
confirmed and suspected 
notifiable diseases and selected 
conditions from 2001 onward 
(VACA has been included since 
2011), with downloadable, 
customisable tables by year, 
location and demographic group. 

• Disque 100: A national hotline 
launched in 2004 and coordinated 
by the Ministry of Human Rights, 
which collects data on the human 
rights violations reported to it, 
including those against children. 

 

https://ghdx.healthdata.org/record/brazil-information-system-notifiable-diseases-2015
https://www.gov.br/mdh/pt-br/acesso-a-informacao/disque-100/disque-100
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Reports are recorded using the Domestic, Sexual and/or Other Violence Notification Form, 
completed in health services and entered into the Violence and Accident Surveillance System (VIVA), 
which was subsequently incorporated into the Notifiable Health Conditions Information System 
(SINAN) in 2008. From 2011 onwards, compulsory notification was expanded nationwide to cover all 
suspected or confirmed cases of domestic, sexual, and other forms of violence across both public 
and private health services (Correia et al., 2025), enabling systematic epidemiological surveillance 
of VACA. SINAN has since allowed the monitoring of trends over time and the analysis of cases by 
location, demographic characteristics, and type of violence, strengthening the evidence base for 
policy and prevention efforts (Wanzinack and Mélo, 2025). 

Trends over time 
SINAN data show a clear overall increase in notifications of VACA in Brazil from 2011 to 2019, as 
demonstrated by national analyses indicating rising recorded rates of physical, sexual, psychological 
violence and neglect (Sartori et al., 2023). Records then show a temporary decline in 2020–2021, 
likely linked to pandemic‑related barriers to accessing health services rather than genuine 
reductions in incidence (Platt, Guedert and Coelho, 2021; Katz et al., 2022; Correia et al., 2025). When 
the series is extended to 2023, analyses of SINAN data for children aged 0–14 years show 
notifications rising from 63.3 to 343.7 per 100,000 inhabitants between 2011 and 2023, a strong and 
statistically significant long‑term increase in recorded rates of VACA (Anjos and Góes, 2024). That 
said, the rise in recorded rates may reflect the health system’s increasing capacity to identify and 
address violence as a health issue, as opposed to being a true indication of incidence over time. 

A fragmented system 
Interviewees pointed to fragmentation and weak integration across data systems, particularly 
between sectors and levels, as a major constraint to gaining an accurate sense of the scale of VACA. 
While health data are nationally centralised and relatively robust, information from public security 
remains decentralised at state level, reflecting Brazil’s federal structure, and data from child 
protection, social assistance, and reporting channels such as Disque 100 are not fully interoperable. 
Both government and non‑government stakeholders noted that the lack of a consolidated national 
database makes it difficult to track cases across systems, assess pathways through services, or 
build a comprehensive picture of VACA. Although interviewees highlighted the role of ongoing 
investments by the Ministry of Human Rights in strengthening child‑protection information systems 
and training the workforce to improve data quality and use, integration was widely described as a 
long‑term goal requiring sustained political and financial commitment. 

Use of data to guide policy 
Interviews with Brazilian government stakeholders suggested a growing recognition of the 
importance of data for making evidence-based decisions in this policy area. Mandatory reporting 
through health services was praised for having produced large‑scale, nationally comparable 
datasets that allow disaggregation by age, sex, territory, and type of violence, supporting 
epidemiological surveillance and priority‑setting. These systems are actively used by health 
surveillance teams to identify high‑risk areas, detect unusual patterns, and guide coordination with 
primary care and other sectors. 
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That said, one government stakeholder explained that while the executive increasingly uses data to 
guide policy priorities and resource allocation, a significant share of funding is determined through 
parliamentary amendments, which do not necessarily follow the same evidence‑based criteria. 
Interviewees outside government also expressed scepticism about whether data consistently 
shape broader policy priorities or resource allocation. 

The issue of underreporting 
Both interviewees and the literature emphasised that, even though a national reporting system is in 
place, underreporting remains a pervasive limitation, meaning that administrative data do not 
capture the full extent of VACA. One interviewee described how reporting depends heavily on health 
professionals, which creates particular challenges in small municipalities where professionals may 
work for long periods within the same community. Fear of retaliation, involvement in legal 
proceedings, or threats from perpetrators – especially in territories affected by organised crime – 
was cited as a reason why cases go unreported, even when anonymity is formally guaranteed. In 
response, some practical adaptations have been introduced, such as allowing notifications to be 
submitted under the name of the health unit or municipal health department rather than an 
individual professional. This illustrates one way in which implementation challenges have prompted 
pragmatic solutions within the system. 

The literature confirms underreporting and uneven detection of cases, with SINAN data showing 
significant regional differences – especially low notification rates in northern Brazil, likely due to 
limited health services and weak reporting systems (Sartori et al., 2023). Additionally, Black children, 
though a majority in the population, are underrepresented in some reports, pointing to barriers in 
service access and possible effects of structural racism (Correia et al., 2025). 

Supporting the health system 
Health workforce training and development 
The Brazilian health system has increasingly recognised 
its role in identifying and responding to VACA, reflected 
in rising reporting rates over recent decades (Katz et al., 
2022; Malta et al., 2025). But while surveillance has been 
strengthened, interviewees noted persistent gaps in 
workforce preparation. Violence prevention and 
reporting are not systematically embedded in 
pre-service health education, with many medical and 
nursing faculty members in university departments 
reporting limited coverage of family violence and feeling 
ill-equipped to address the topic (Souza et al., 2009; 
Wirtz et al., 2016; Priolo Filho et al., 2025). The literature 
also emphasises the need for training beyond 
physicians, as nurses, dentists, and other health 
professionals who regularly interact with children often 

“Workforce qualification is a continuous 
process. People rotate out – for example, 
child protection counsellors serve four-year 
terms. After four years, new people arrive, 
and training must restart. So although 
training is robust, it must be constant and 
renewed.” 

Célia Nahas, General Coordinator for Violence 
Prevention in the National Secretariat for the Rights of 
Children and Adolescents, within the Ministry of 
Human Rights and Citizenship, Federal Government of 
Brazil 
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lack clear guidance on referral pathways, despite being well positioned to identify abuse (Wirtz et 
al., 2016). 

Interviewees stressed that continuous in-service training is essential due to high staff turnover and 
rotations. Government stakeholders described significant investments in national training 
platforms and online courses (e.g. UNA-SUS, a system through which 34 public institutions deliver 
training to health professionals, and Fiocruz, a foundation under the Ministry of Health) to ensure 
consistent dissemination across Brazil’s diverse 
territories. They also noted progress in updating 
training to address emerging issues such as digital 
environment violations and work with traditional 
communities (including indigenous peoples and 
inhabitants of rural settlements known as quilombos). 
However, stakeholders questioned whether frontline 
professionals feel adequately supported in practice, 
citing fear of involvement, limited protected spaces 
for child-friendly interviewing, and weak career 
pathways for staff working on violence prevention and 
surveillance. 

Practice guidance and resources 
Brazil has established clear national practice guidance and a protocol for the health system’s 
response to VACA (Wirtz et al., 2016). Interviewees described a comprehensive care pathway within 
the Ministry of Health that covers prevention, identification, clinical response, referral, and 
coordination with child‑protection and other sectors, applicable to all forms of violence. Supporting 
tools such as the Child Health Booklet3 (including digital versions), technical manuals, and guidance 
documents further reinforce this framework, and federal‑level production of protocols was 
generally seen as a strength. 

However, once again there appears to be a gap between guidance and implementation. Interviewees 
noted that many cases continue to be detected only at hospital level, suggesting missed 
opportunities for early identification in primary care. Limited awareness of mandatory reporting 
requirements and uncertainty around referral pathways remain barriers for some professionals, 
alongside fear that reporting may worsen risks for children in weak protection contexts. 
Interviewees also stressed that adherence to information systems is uneven, with inconsistent use 
and variable data quality. As a result, the preventive potential of existing guidance is not yet fully 
realised across all territories.  

Multisector collaboration 
The health sector is seen as a central connector within Brazil’s intersectoral response to VACA, 
supported by formal mechanisms linking health services to child protection, justice, and public 
security. A key enabler is SINAN, which facilitates direct referral and communication between health 

 
3 The Child Health Booklet is a tool which must be completed by health professionals that monitor every child born in Brazil and contains 
important information about their wellbeing (Palombo et al., 2024). 

“In some territories, especially those 
with higher levels of violence and the 
presence of criminal groups, health 
professionals have actually been 
threatened. This is especially true for 
cases involving violence against 
children, adolescents, or women.” 

Naíza Nayla Bandeira de Sá, General 
Coordinator for Surveillance and Prevention of 
Violence and Accidents and Promotion of a 
Culture of Peace, Ministry of Health, Brazil 
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professionals and child protection agencies (Priolo Filho et al., 2025). One interviewee also 
highlighted a close collaboration between the Ministry of Health and the Federal Police in high-risk 
border and riverine areas, particularly to address sexual exploitation and trafficking. However, 
stakeholders emphasised that integration remains uneven in practice, with persistent sectoral 
silos, limited clarity of roles, and weak local-level coordination, which can result in children being 
lost between services despite strong national frameworks. 

Education 
Education plays an increasingly important role in Brazil’s approach to preventing VACA. The adoption 
of Law 14.679/2023 made the identification of maltreatment, neglect, and sexual abuse a mandatory 
component of educator training, reinforcing schools as key sites for early identification and referral. 
The long‑standing School Health Programme (Programa Saúde na Escola), a structured partnership 
between the Ministries of Health and Education established in 2007, was cited by interviewees as a 
positive example of intersectoral action, combining training for education professionals, shared 
prevention materials, and joint efforts to address violence within school settings. Interviewees also 
noted that broader social policies – such as income‑transfer programmes that condition benefits on 
school attendance – indirectly strengthen prevention by ensuring regular contact between children 
and public services.  

However, stakeholders cautioned that implementation is weak in many areas, with guidance and 
training not consistently reaching states and municipalities, and persistent norms within some 
educational settings that tolerate violence despite legal prohibitions on corporal punishment. 
Furthermore, some scholars contend that, while training educators to recognise and respond 
appropriately to suspected cases of VACA is essential, it is also vital to establish clear parameters 
for their responsibilities. This can help prevent educators from conducting investigations that 
exceed their legal authority (Priolo Filho et al., 2025). 

Parenting and caregiver support 
Parenting and caregiver support remains a critical but underdeveloped area of Brazil’s response to 
VACA. This is despite evidence that most violence occurs within the family and is often perpetrated 
by parents or caregivers, frequently in contexts involving alcohol use (Priolo Filho et al., 2025). 
Interviewees noted limited visibility of structured parenting programmes within the health sector, 
beyond indirect entry points such as family planning, sexual education, and policies addressing 
violence against women. At the same time, stakeholders highlighted recent progress through the 
National Care Policy (2024) and the National Integrated Policy for Early Childhood (2025), which 
explicitly recognise caregivers within the home as central to prevention and the promotion of 
children’s rights. Targeted services such as the Protection and Specialised Assistance Service to 
Families and Individuals (PAEFI) aim to strengthen protective caregiving and prevent recurrence of 
violence. However, interviewees emphasised uneven coverage and persistent barriers for 
vulnerable families  –  particularly mothers of young children lacking support networks –  pointing to 
the need for greater investment in early, preventive support that engages families before harm 
occurs. 
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Enablers and barriers of a public health approach 
Brazil’s public health approach to preventing VACA is strongly enabled by its universal social policy 
architecture, which provides broad population coverage and repeated contact with children and 
families across the life course. The Unified Health System (SUS) and the public education system 
reach even low-income and marginalised 
communities, creating opportunities for early 
identification, prevention, and referral that are central 
to public health models. Interviewees repeatedly 
highlighted that children cannot access protection 
systems on their own and depend on schools, health 
services, and social workers to identify risks and 
advocate on their behalf, making universal service 
coverage a foundational enabler of prevention. 

A major political and institutional enabler is Brazil’s 
comprehensive child protection framework. This is 
grounded in the doctrine of Integral Protection 
established by the Child and Adolescent Statute in 
1990, which assigns shared responsibility for 
prevention and response across sectors (Nascimento, 2010; Priolo Filho et al., 2025). Mandatory 
reporting to the Disque 100 hotline, guardianship council (Conselho Tutelar), or police, combined 
with health sector notification through SINAN, strengthens surveillance and facilitates referral 
between health services and child protection authorities (Priolo Filho et al., 2025). Responsibility for 
VACA spans at least ten government sectors, two of which play a coordinating role (World Health 
Organization, 2020). This reflects a systems-based understanding of violence as a social and public 
health issue rather than solely a criminal matter. Interviewees also pointed to stable technical teams 
within the Ministry of Health and health surveillance as a key enabler of continuity, allowing 
prevention efforts to persist across political cycles where experienced civil servants remain in post. 

However, these institutional strengths are perceived to be offset by significant implementation 
barriers, particularly related to funding, workforce capacity, and territorial inequality. The literature 
and interviews consistently point to insufficient funding, limited training, and uneven workforce 
distribution - especially in the North and Northeast – undermining the reach and quality of 
prevention and response services (Goldfarb et al., 2022; Priolo Filho et al., 2025). While legal 
frameworks define roles and responsibilities, they do not consistently specify training 
requirements, leaving many professionals unsure how to identify, report, or respond to cases in 
practice (Condori et al., 2018; Leal et al., 2022). Critiques of specific legal instruments, such as the 
Specialised Testimony Law (2017), further highlight gaps in accessibility for children with 
disabilities, underscoring the need for more inclusive implementation (Aznar-Blefari et al., 2023). 

Geography and inequality present additional structural barriers. Interviewees described extreme 
access challenges in riverine and remote communities, where travel to services can take many 
hours by boat, delaying care, limiting forensic evidence collection, and increasing the risk of 
repeated harm. Regional disparities are compounded by broader socio economic and political 
dynamics, including illegal resource exploitation in the Amazon, organised crime, and weak state 

“Brazil has a strong, real physical structure 
of the primary health care system and the 
social assistance system ... Most poorer 
neighbourhoods in Brazil have services 
within their communities; this territory-
based work should be further supported 
and strengthened.” 

Dr. Eduardo Viegas da Silva, Postdoctoral 
Researcher, Human Development and Violence 
Research Centre, Postgraduate Program in 
Epidemiology, Federal University of Pelotas, Brazil 
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presence, which are associated with higher levels of sexual exploitation and VACA (HAY & AWY, 2022; 
Pedroso & Amancio, 2023). As one interviewee noted, class dynamics also shape access: while 
universal services are widespread, specialised VACA related services are sparse, and interestingly, 
children accessing private health care may experience less holistic, coordinated responses than 
those using public systems. 

Social and cultural factors both enable and constrain prevention. High public awareness of the 
Child and Adolescent Statute (1990, amended 2017), reported at 98% nationally, has contributed to 
increased reporting of violence and supports the legitimacy of state intervention (Senado Federal, 

2015; Bussinger, Silva and Costa, 2020). At the same time, 
interviewees and the literature point to persistent social 
norms that normalise physical punishment, gender-based 
violence, and the sexualisation of girls, which can limit 
detection and discourage reporting – even among 
professionals (Correia et al., 2025). Interviewees also 
suggested that political commitment may be lacking 
among some constituent groups as VACA is not seen as a 
positive agenda. Racial inequalities further complicate 
prevention: evidence shows that Black children face far 
higher risks of violent death and abuse, yet may be under-
represented in administrative data due to structural 

racism, service access barriers, and differential visibility within institutions (Amnesty International, 
2024; Wanzinack and Mélo, 2025). 

Finally, both interviews and the literature highlight that Brazil’s system remains more effective at 
responding to violence than preventing it. While national campaigns – such as targeted Carnival 
initiatives4  launched in 2024 using age-differentiated strategies – demonstrate growing 
sophistication in prevention messaging, interviewees stressed that health and social systems 
remain focused on interrupting violence after it has occurred rather than addressing upstream 
determinants. Fragmented service networks continue to be an issue with mixed evidence on the 
effectiveness of the Programme of Integrated and Referential Actions (PAIR) which aimed to 
integrate all services for child survivors of violence and was evaluated in 2003-2006 (Wirtz et al., 
2016). Plus, there is limited evaluation of newer laws (e.g. the anti-corporal punishment and Henry 
Borel laws) further constraining learning and adaptation (Wirtz et al., 2016; Schek et al., 2017; Priolo 
Filho et al., 2025). As one interviewee summarised, Brazil has strong structures and intent, but “is a 
big machine” that is moving slowly toward prioritising prevention, with progress dependent on 
sustained investment, stable local capacity, and deeper attention to inequality and context. 

  

 
4 The Carnival initiatives aimed to protect young people from violence and promote awareness of VACA reporting channels: 
https://folhadolitoral.com.br/en/editorias/direito-justica/campanha-nacional-sera-lancada-para-proteger-criancas-e-adolescentes-
contra-violacoes-durante-o-carnaval/ 

“The indicators are bad, the topic is 
heavy, and many policymakers – 
legislators, council members, state 
and municipal deputies – do not 
want to be associated with it.” 

Naíza Nayla Bandeira de Sá, General 
Coordinator for Surveillance and Prevention 
of Violence and Accidents and Promotion of 
a Culture of Peace, Ministry of Health, Brazil 
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