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Abstract

Background: Children and adolescents are vulnerable to violent situations in their social, family and school environ-
ment. The aim of the study was to characterize morbidity due to violence in Brazilian children and adolescents.
Methods: A cross-sectional study through the analysis of 1,356 corpus delicti medical reports and police reports of
children and adolescents aged 0-19 years, victims of interpersonal violence was conducted from January 2008 to De-
cember 2011. Sociodemographic variables related to victims, offenders and aggressions were analyzed.

Results: There was a prevalence of females over males (56.9% vs. 43.1%) with age between 15 and 19 years (64.7%).
There was a significant association between variables age of the victim and place of occurrence, sex and type of ag-
gression, sex and number of lesions, presence of fracture, maxillofacial injury, oral cavity lesion and physical violence;
physical violence and involvement of face, neck, abdomen and back (P < 0.001). Public streets (56.4%) were the main
place of occurrence of events, followed by home (33.1%). Family members accounted for 26.48% of aggressions. The
face was the most affected body region (43.36%), with 12.61% of records referring to oral cavity lesions.

Conclusion: Violence was responsible for a large number of non-fatal injuries to children and adolescents, affecting
mainly females aged 15 and 19 years. The occurrence of such events is more frequent on public streets and at home.
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Most victims had multiple injuries and the face was the most affected body region.

Introduction

The World Health Organization (WHO) defines
violence as the intentional use of physical force or
powert, real or threatened, against oneself, another
person, or a group or community that results (or
resulted, or is likely to result) in injury, death, psy-
chological harm, maldevelopment or deprivation (1).
Violence is understood as a social and historical
phenomenon that follows the entire experience of
man (2). The occurrence of these events may be
associated with factors such as age, low educa-
tional level, alcohol consumption and accultura-
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tion practices, often emphasized by alcohol con-
sumption and acceptance of violence (3).

Worldwide, these injuries during childhood and
adolescence have an important impact on the indi-
vidual and population (4). In Europe, every year,
over 40,000 children die from injuries, and for all
of them, there are thousands of victims who live
with varying degrees of disabilities or physical and
psychological sequelae (4). Fatal injuries represent
a small fraction of the problem. Non-fatal vio-
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lence compromises the health of million people
wotldwide (5).

In Brazil, violence has been one of the most
prominent causes of morbidity and mortality (6).
From January 2008 to October 2012, there were
39,798 cases of aggression to children and adoles-

cents, 24,734 of them in the age group 15-19 years.

The most affected were males, corresponding to
79.21% of cases (7).

Records of cases of violence among children and
adolescents have increased every year (8). Many of
the victims are marked by the effects of violence
in their homes, schools or communities (9). For
challenging the authority of parents, adolescents
can provoke violent responses. In comparison,
infants and young children are more likely to be
victims due to their disability and physical frailty,
helplessness and defiant behavior (8).

The Brazilian Criminal Procedure Code estab-
lishes that when the offense leaves trace, the cot-
pus delicti examination becomes mandatory. The
corpus delicti examination is the verification of
the existence of crime, done by experts directly, or
through other evidence, when traces, although
material, disappear. The issue of an expert report
attests the materiality of the offense, exhibits a
reasoned conclusion with all relevant observations
to what was verified, discussing on life-threats and
severity and extent of injury in the context of
body injuries (10).

The maxillofacial region occupies the most promi-
nent position in the human body, making it vul-
nerable to the occurrence of lesions (11). In many
cases of violence in children and adolescents, face,
head and mouth are involved (12-14).

The consequences produced by violence have a
broad dimension (5), because in addition to affect-
ing individual and collective health, it also has
consequences to other sectors, such as increased
cost of emergency services, assistance and rehabil-
itation, with more onerous expenses than those of
conventional medical procedures (15). Approxi-
mately 3.3% of the Gross Domestic Product
(GDP) are used with the direct costs of violence.
This percentage rises when indirect expenditures
and transfers of resources are included (16).
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Therefore, violence cannot be understood solely
as a public health issue, but also as a public health
problem, because it affects the individual and the
collectivity, which requires prevention and con-
frontation based on specific policies and organi-
zation of practices and specific services (2).
Considering the impact that violence generates to
the lives of children and adolescents, this study
aimed to characterize morbidity due to violence in
this population occurred between 2008 and 2011
in Campina Grande, Paraiba, Brazil.

Material and Methods

Study Design

A cross-sectional study was conducted through
the analysis of medical reports of corpus delicti
examinations and respective police reports (PR) of
children and adolescents non-fatal victims from
external causes reported at the Center for Foren-
sic Medicine and Dentistry of Campina Grande,
Paraiba, Brazil.

Sample

The study sample consisted of 1,356 reports of
body injury referring to children and adolescents
aged 0-19 years, who were confirmedly victims of
interpersonal violence from January 2008 to De-
cember 2011. The following exclusion criteria
were adopted: reports with no information on the
age of the affected individual or those aged out of
the range from 0 to 19 years as well as reports
showing undetermined cause or not belonging to
the group of External Causes defined by CID-10.

Data Collection

Information regarding sex, age, place of occur-
rence, perpetrator, number of lesions, affected
body region, presence of fracture, maxillofacial
injury, maxillofacial fractures and oral cavity le-
sions were collected by a single examiner and rec-
orded in a specific form.

Data Analysis

Data analysis involved descriptive statistics (fre-
quency distribution) and analytic statistics. To test
the association between the occurrence of rape
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and other variables a process of bivariate analysis
was conducted, using the exact versions of the
nonparametric Pearson’s chi-squared test or Fish-
et’s exact test. P value less than 0.05 was consid-
ered statistically significant.

E'thical Aspects

This study was conducted in compliance with the
ethical guidelines issued by the Brazilian Ministry of
Health/National Health Council Resolution 466/12
on research involving human subjects. The research
project was approved by the Ethics Committee of
the State University of Paraiba, Brazil.

Results

The distribution of victims by sex reveals predom-
inance of females over males (56.9% versus

43.1%). The age ranged from 0 to 19 years, with
mean of 14.5 years (£ 4.2 years) and median of 16
years. Significant association (P < 0.001) was veri-
fied between sex and age of the victim. For the
youngest age group (0-4 years), boys were the
main victims (65.0%), while among adolescents
aged 15-19 years, there was a predominance of
female victims (60.1%) (Table 1).

Table 2 shows a significant association between
place of occurrence and age (P < 0.001). The
highest number of cases was observed in the pop-
ulation aged 15-19 years and on public streets
(74.4%). Home was the most common place of
occurrence in the population aged 0-4 years and 5-
9 years. In 6.8% of reports, there were records of
violence in the school environment, and in 1.5%,
no information on the place of occurrence was
found.

Table 1: Distribution of victims by age group and sex

Male Female Total P-value
Age Group n Yo n Yo n %
0-4 years 41 65.0 22 35.0 63 4.7
5-9 years 57 54.3 48 45.7 105 7.7 <0.001
10-14 years 137 44.0 174 56.0 311 22.9
15-19 years 350 39.9 527 60.1 877 64.7
Total 585 43.1 771 56.9 1356 100.0

Table 2: Distribution of victims according to place of occurrence and age of the victim

Place of Occurrence 0-4 years 5-9 years 10-14 years  15-19 years Total P-value
n % n % n % n % n %
Public streets 15 2.0 25 32 156 204 570 744 766  56.5
Home 45 100 73 163 109 243 222 494 449 331
School 3 33 5 5.4 36 391 48 522 92 6.8
Recreation area 0 0.0 0 0.0 3 150 17 85.0 20 1.5 <0.001
Work 0 0.0 0 0.0 2 33.3 4 66.7 6 0.4
Collective housing 0 0.0 0 0.0 1 50.0 1 50.0 2 0.1
Not informed 0 0.0 2 9.5 4 191 15 714 21 1.5
Total 63 47 105 7.7 311 229 877 647 1356 100.0

Relatives accounted for 26.5% of aggressions.
However, the main aggressors are frequently other
known people, but without belonging to the fam-
ily circle, or those unknown to victims, not includ-
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ing neighbors, who were mentioned in 80 records
as aggressors. In 6.7% of reports, there was no
data on the injury author (Table 3). Significant
association (P < 0.001) was found between type of
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aggression and sex of the victim, with a prevalence (3.5%) compared to other types of violence and
of physical violence in both sexes (80.6%). Mor- only 8 cases (0.6%) involving women were report-
bidity due to firearm shows lower frequency ed (Table 4).

Table 3: Distribution of victims according to injury author and sex

Male Female Total P-value
Injury Author n Yo n % n %
Relatives 127 35.4 232 64.6 359 26.5
Others 371 449 455 55.1 826 60.9 <0.001
Neighbor 27 33.8 53 66.2 80 5.9
Unknown 60 65.9 31 34.1 91 6.7
Total 585 43.1 771 56.9 1356 100.0

Table 4: Distributions of victims according to type of aggression and sex

Type of Aggression Male Female Total P-value PR (CI 95%)
n % n % n %
Physical violence
Yes 419 30.9 674 49.7 1093 80.6 P<0.001 1.00
No 166 12.2 97 7.2 263 19.4 0.36 (0.27-0.48)
Firearm
Yes 39 2.9 8 0.6 47 3.5 P<0.001 6.81 (3.15-14.69)
No 546 40.2 763 56.3 1309 96.5 1.00
Bladed weapon
Yes 127 9.4 88 6.5 215 15.9 P<0.001 2.15 (1.60-2.89)
No 458 33.8 683 50.3 1141 84.1 1.00
Significant association was observed between sex utes morbidity according to affected body region
and number of lesions (P < 0.001 [RP = 0.99, 0.80 and the occurrence of physical violence, showing
to 1.23]). The number of lesions identified in vic- significant association (P < 0.001) with this type
tims ranged from 1 to 5, with mean of 1.65 (£ of aggression and involvement of face, neck, ab-
0.73) and median of 2.0 (Table 5). Table 6 distrib- domen and back..

Table 5: Distribution of victims according to sex and number of lesions

Number of Lesions

Sex Single Multiple Total P-value
n % n % n %o

Male 286 48.9 299 51.1 585 100.0 0.001

Female 378 49.0 393 51.0 771 100.0

Total 664 49.0 692 51.0 1356 100.0
The other body regions did not show significant reports, genitals were indicated as the affected
associations. Victims who had face injuries, 38.2% body region.
were physically aggressed and only 5.1% were af- Regarding fractures and maxillofacial injuries, Ta-
fected by other types of aggression. The most in- ble 7 shows a significant association (P < 0.001)
jured body regions were face (43.3%), upper limbs between presence of fracture, maxillofacial injury,

(46.0%) and lower limbs (22.6%). In only 1.0% of oral cavity lesions and physical violence. The as-
sociation between maxillofacial fracture and physi-
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cal violence was not significant (P = 0.474). It was cial fractures were present in only 0.8% of victims
also observed that most of physically aggressed and in 11.6% of cases of physical violence, injuries
victims did not have fractures (77.4%). Maxillofa- affected the oral cavity.

Table 6: Distribution of victims according to affected body region and physical violence

Affected Body Region Physical violence P-value
Yes No Total PR (CI 95%)
n % n Yo n %

Head 1,00

Yes 160 11.8 46 3.4 206 15.2 0.247 0.80 (0.56-1.15)
No 933 68.8 217 16.0 1150 84.8

Face

Yes 518 38.2 70 5.1 588 43.3 <0.001 2.48 (1.84-3.34)
No 575 42.4 193 14.2 768 56.6 1.00
Neck

Yes 165 12.2 27 2.0 192 14.2 <0.05 1.55 (1.01-2.39)
No 928 68.4 236 174 1164 85.8 1.00
Thorax
Yes 142 10.5 40 3.0 182 13.5 0.344 1.00
No 951 70.1 223 164 1174 86.5 0.83 (0.56-1.21)
Abdomen

Yes 41 3.0 32 2.3 73 5.3 <0.001 1.00

No 1052 77.6 231 17.0 1283 94.6 0.28 (0.17-0.45)
Back

Yes 227 16.7 73 54 300 22.1 <0.05 1.00

No 866 63.9 190 140 1056 77.9 0.68 (0.50-0.92)

Upper limbs
Yes 504 37.2 120 8.8 624 46.0 0.888 1.02 (0.77-1.33)
No 589 43.4 143 10.6 732 54.0 1.00
Lower limbs
Yes 248 18.3 58 4.3 306 22.6 0.825 1.03 (0.75-1.43)
No 845 62.3 205 151 1050 77.4 1.00
Genitals

Yes 13 1.0 1 0.07 14 1.0 0.244 3.15 (0.41-24.21)
No 1080  79.7 262 19.3 1342 99.0 1.00

Table 7: Distribution of victims according to the presence of fracture, maxillofacial injury, maxillofacial fractures,
oral cavity lesions and physical violence

Variable Physical violence
Yes No Total P-value PR (CI 95%)
n % n % n %

Presence of fracture

Yes 43 3.2 50 3.7 93 6.9 P<0.001 1.00

No 1050 77.4 213 15.7 1263 93.1 0.17 (0.11-0.26)
Maxillofacial injury

Yes 515 38.0 69 5.1 584 43.1 P<0.001 2.50 (1.85-3.37)

No 578 42.6 194 14.3 772 56.9 1.00

Maxillofacial fractures

Yes 11 0.8 4 0.3 15 1.1 P=0.474 1.00

No 1082 79.8 259 19.1 1341 98.9 0.65 (0.20-2.08)
Oral cavity lesions

Yes 157 11.6 14 1.0 171 12.6 P<0.001 2.98 (1.69-5.24)

No 936 69.0 249 18.4 1185 87.4 1.00
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Discussion

Based on the present study, females were the main
victims of violence and the aggressors are fre-
quently known people. Violence must be viewed
as a phenomenon linked to a social and structural
problem to which society is exposed (17). Chil-
dren and adolescents are vulnerable to violent sit-
uations in their social, family and school environ-
ment (13). The age group 15-19 years was the
most affected by aggressions, corroborating the
findings of other authors (18). Some variables that
characterize violence were not identified in some
reports such as perpetrator and time and place of
occurrence, contributing to weaknesses in the as-
sessment of this phenomenon.

Women were the main victims, with a female:
male ratio of approximately 1, 32:1, which is in
agreement with literature (19, 20). These data may
be related to that fact that males are more affected
by fatal injuries (6, 21, 22), being more frequently
related to violence in records that refer to mortal-
ity. Moreover, some researchers attribute in-
creased vulnerability of females to aggressions to
the ideology of supposed female weaknesses (17)
as to the condition of subordination of women in
society, assigned since childhood (20).

In the context in which violence occurs, the rela-
tionship between victim and perpetrator, its dy-
namics and factors make the event a matter of
great complexity (23).

Public streets are where the largest number of cas-
es of violence among adolescents occurs. In these
environments, people are exposed to factors that
contribute to the existence of cases of violence
such as use of drugs and alcohol and are more
exposed to assaults and weapon robbery (24).
Children are more likely to suffer aggressions at
home. Home has been considered a common site
for the occurrence of cases of violence, revealing
that the perpetrators are often people from within
the family or have easy access to it (19).

The number of aggressions in the school environ-
ment increased in the four years of study com-
pared to previous years, as was observed in a pre-
vious study (13), which assessed violence in
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schools of Campina Grande, Brazil, between 2003
and 2006 and identified only 42 cases, represent-
ing less than half of what was seen in this study.
In the last 30 years, violence in school has shown
significant growth (25).

Aggressions characterized by injuries from fire-
arms or bladed weapon mostly led to death (9), in
which few cases of non-fatal injuries in the study
population were observed. This study revealed
that, with respect to firearms, men are 6.81 more
likely to be affected by these injuries than women.
Physical aggressions accounted for nearly all cases
of morbidity due to violence, with more than half
having multiple lesions, corroborating other stud-
ies (11). Women were also the primary victims in
this type of aggression.

In victims affected by physical violence, the body
regions most commonly affected were face, upper
and lower limbs. This research also revealed that
victims of physical violence are 2.5 times more
likely to have maxillofacial injuries and 2.9 more
likely to have oral cavity lesions. Some studies in-
dicate physical aggressions as one of the most fre-
quent causes of maxillofacial injuries in children
and adolescents (26, 27). This fact may be associ-
ated with the fact that face is a region of easy
viewing and access due to its anatomic location.
Violence prevention programs can help reduce
maxillofacial trauma resulting from intentional
injuries among the population (28).

Social and health consequences caused by violence
are beyond death and injuries; they include severe
damage to physical and mental health and devel-
opment of victims, associated risk factors and risk
behaviors. Therefore, aggression contributes to a
broad spectrum of adverse effects both for the
victim and for society throughout life (23).

Conclusion

Violence accounts for the large number of non-
fatal injuries to children and adolescents, affecting
mainly females aged 15-19 years. The occurrence
of such events is more frequent on public streets
and at home. Most victims had multiple injuries
and the face was the most affected body region.
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