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Assessment of professional training on the topic of accidents 1
and violence in the Unified Health System
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Abstract Accidents and violence are complex topics and require professional training. We evaluated how the training
of SUS professionals on accidents and violence is implemented at different levels: primary care, pre-hospital, hospital,
and rehabilitation care. The quantitative data from 531 questionnaires on nine evaluative indicators and qualitative
data from 63 interviews derive from evaluative research on implementing the national policy to reduce morbimortality
from accidents and violence. Data were analyzed with specific methods and worked on through triangulated methods.
Capitals and cities with 100,000 or more inhabitants in the Brazilian regions showed the best results regarding training
their professionals. Primary care invested more than other levels in this guideline. Training for prevention and health
promotion actions to care for victims and monitor violence and accidents occurs more on the professionals’ initiative
than on institutional policy. We conclude that there is a need to strengthen partnerships with educational institutions
since graduation and reinforce the institutionalization of ongoing training on the two topics in question.
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Introduction

Continuing health education (EPS) is a politi-
cal-pedagogical strategy based on issues and
demands in the health work context. Several
authors highlight it as a crucial action for pro-
fessional qualification and improvement of the
health work process'. EPS integrates teaching,
service, management, and social control. It aims
to improve professional practices in responding
to the population’s care demands?.

The training of health professionals and the
care of accident and violence victims are guide-
lines of the National Policy for Reducing Mor-
bimortality from Accidents and Violence/PNR-
MAV?. The guideline human resources training
concerns providing theoretical, technical, and
sociopolitical knowledge to ensure humanized
care, qualified listening, and support for vic-
tims. It is also essential to support surveillance,
prevention, health promotion, peace culture,
and organization of services for comprehensive
care for people in situations of violence’. Pro-
fessional training can occur within formal and
non-formal education, such as specific actions
to update protocols and service flows.

The training guidelines prioritize including
subjects on accidents and violence in techni-
cal and higher education health courses. Some
studies assess that EPS faces significant barriers
to its implementation due to the incipient co-
ordination with Education, the reduced funding
for learning activities, and the mismatch be-
tween the needs of the SUS and the training of
professionals to work in such challenging con-
texts that simultaneously address injuries, trau-
mas, and cultural issues®.

Regarding care provided in cases of acci-
dents and violence, many unprepared profes-
sionals experience anguish when victims arrive
at health services. Difficulties range from identi-
tying a suspected or confirmed situation of vio-
lence to notifying and referring patients to other
services in the protection network*®.

The magnitude of the demands generated by
injuries and traumas resulting from accidents
and violence in the Brazilian health system
highlights the need for human resources pre-
pared to address care complexity. Many cases
are of minor severity and treated at the primary
care (PC) level. However, more severe injuries
require highly complex care. In 2023 alone, ap-
proximately 1.5 million hospitalization autho-
rizations to treat accidents and violence were
recorded in the Unified Health System (SUS),
11.1% of the total hospitalizations for all causes
in Brazil”.

Given this context, this article investigates
how the training process on care for victims of
accidents and violence is being implemented
at the following healthcare levels: primary care
(PC), pre-hospital and hospital care (PHC/HC),
and rehabilitation care (RC) in the SUS.

Methods

This article analyzes the implementation of one
PNRMAV guideline, which is training human
training on accidents and violence, based on
information from a larger survey that evaluated
the aforementioned policy from 2020 to 2023.

The original study adopted the theoretical
frameworks of evaluative research®'® to ana-
lyze the PNRMAYV implementation process'*.
It was based on points recommended by those
who worked with evaluative research and aimed
to understand and explain (a) what contributes
to the successful implementation of programs,
projects, and services where they were success-
ful; (b) the factors and resistance that hinder
implementation in places where it occurs slowly
or does not occur at all; and (c) the limitations
of the policy toward its entire validity. The eval-
uation’s strategic objective was to support best
practices and course adjustments®, supported
by the stakeholders” views. The more extensive
study also highlighted lessons learned from cur-
rent or past experiences'>'°.

The analysis used triangulation of meth-
0ds'*, which promotes a complementary dia-
logue between quantitative and qualitative ap-
proaches, different data collection techniques,
and the perspective of stakeholders who, in this
case, were involved in implementing the policy,
considered as self-evaluating subjects'®. Manag-
ers from all Brazilian municipalities were invit-
ed to participate in the survey. The quantitative
data was derived from 531 self-assessment ques-
tionnaires, answered via the Redcap platform by
SUS managers and professionals, 290 of whom
were PC workers, 128 from PHC/HC, and 113
from RC, covering 379 Brazilian municipalities,
including the capitals.

The following topics were analyzed in the
questionnaires regarding the training of human
resources to treat and care for accident and vio-
lence victims: existence of a municipal support
policy; the release of professionals for training;
types, and frequency of the two topics addressed
in EPS actions; and partnerships of the munic-
ipal health management for the training of its
professionals. The analysis considered all partic-
ipating municipalities and capitals.
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Based on previous studies
sions with a group of experts, composed of a
team of researchers and technicians from the
Ministry of Health (MS) with extensive experi-
ence in the topics evaluated, relevant questions
were identified for the questionnaires for each
healthcare level to develop and calculate eval-
uation indicators. The following topics were
highlighted among these questions: training for
health promotion and prevention of accidents
and violence; training for the care and assis-
tance to people who have suffered injuries and
trauma; training for monitoring accident and
violence cases that reach health services; and
training in advanced life support for people who
have suffered trauma (Advanced Trauma Life
Support — ATLS). The quantitative evaluation of
this guideline consisted of nine indicators (3 for
PC, 4 for PHC/HC, and 2 for RC), and the con-
struction procedure is shown in Chart 1.

The indicators’ analysis classified the guide-
lines performance and implementation as
good, fair, and poor. The qualitative data was
derived from the responses to an open-ended
question in the questionnaire about the man-
agers perception of the best or worst policy
guidelines implemented in the municipality and
the reasons for this assessment, and from 63 in-
terviews with managers at the federal level and
from representative bodies of health secretaries
in the country, managers, and professionals who
operate PNRMAV actions at the municipal and
state levels in violence prevention and protec-
tion centers and networks, and surveillance ser-
vices on the subject.

The Ministry of Health and the state and
municipal health secretaries appointed the re-
spondents. Most people interviewed were fe-
male in all 26 state capitals and the Federal Dis-
trict (DF). In addition to the state capitals, ten
cities were included in this study stage, two in
each region, selected by population size (small
and large) and performance in assessing the
composite indicator on the guideline in ques-
tion. In order to select them, the scores obtained
for each care level and the performance in the
guideline studied (good, fair, or poor) were
added together. The selected city was replaced
by another with similar characteristics when it
refused to participate in the survey.

Fourteen of the 63 interviews were held in
the North, 19 in the Northeast, 12 in the South-
east, 10 in the South, and five in the Midwest.
The following were also interviewed: one repre-
sentative of the Ministry of Health, one of the
state secretaries, and one of the municipal sec-

retaries. For this article, two questions from the
roadmap were analyzed: one about providing
training on accidents and the other about vio-
lence. The interviews were conducted remotely
in 2022 (given the unavailability of face-to-face
meetings during COVID-19) and recorded
through the Google Meet platform. The audios
were transcribed and reviewed by experts and
lasted an average of one hour each. We adopted
thematic content analysis®, including organiz-
ing the collected material, performing the an-
alytical description of the research corpus, and
interpreting based on the theoretical references
adopted™.

The Sergio Arouca National School of Pub-
lic Health (Fiocruz) Research Ethics Com-
mittee approved the research under Opinion
n° 4.732.884 of May 25, 2021. All participants
signed the Informed Consent Registry (RCLE)
they received via email.

Results

In total, 49.6% of PC managers, 35.6% of HC
managers, and 55.6% of RC managers reported
the availability of a municipal policy to release
or support professionals to undertake accident
and violence training in all the municipalities
studied. These percentages were higher in the
capitals: 64.7% in PC and 66.7% in HC and RC
(data not shown in table).

PC has a scenario of greater release for
training professionals in cities with larger pop-
ulations (100,000 or more inhabitants) in all
Brazilian regions, reaching 44.4% in the North,
71.4% in the Northeast, 76.2% in the South-
east, and 83.3% in the South and the Midwest
(data not shown in the table). In general, in RC,
larger municipalities reported more releases of
professionals for training than smaller ones in
the regions, except for in the Northeast. EPS
actions on health promotion and prevention of
accidents and violence offered to health profes-
sionals and other areas, by care level, are shown
below (data not shown in table):

In PC, 65.9% of municipalities reported
holding EPS actions on the topics on the agenda
for health and 47.3% for other sectors, seeking
networking. These percentages rose to 94.1%
and 64.7% in the capitals. The training of PC
teams on the topic in 49.5% of the total munic-
ipalities — not the capitals - is aimed at health
teams and 38.6% other workers (receptionists,
drivers, typists, and professionals from other
areas). Capitals invest more in the training of
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Chart 1. Procedures for constructing evaluation indicators for implementing the guideline human resources training to assist
accident and violence victims.

Indicator Question Variable Categorization Score
1. Existence of What CE/training actions | 1. CE for health | Yes; No Step 1:
CE/training for on health promotion and | professionals recoding the original variables
professionals at prevention of accidents to work in the YES=2;NO=0
the carelevel on | and violence were offered/ | promotion/
health promotion | conducted? prevention of Step 2:
and prevention accidents and sum of the scores of the 2
of violence and violence; variables (total score points = 4)
accidents 2. Continuing

training on Step 3:

Indicator applied accidents and classification by score:
in PC and PHC/ violence for care- > 3 > indicator = 2 (good)
HC; not applied level teams > 1 and < 3 - indicator=1 (fair)
in RC <1 - indicator = 0 (poor)
2. Conducting What CE actions 1.Training/ 5-point Likert For PC e PHC/HC

continuing
education actions
on accidents

and violence at
the care level

for healthcare/
assistance

Indicator applied
in PC, PHC/HC,
and RC

were conducted in the
municipality to provide
care/assistance in cases of

accidents?

What CE actions

were conducted in the
municipality to provide
care/assistance in violence

cases?

Awareness

for health
professionals
directly involved
in providing
care in cases of
accidents;

2.Training/
Awareness

for health
professionals
directly involved
in providing
care to cases of
violence

scale

Step 1: recoding the original
variables

- more than once a year and
once a year = 2

- every two to four years and
every 5 years or more = 1

- never done =0

Step 2: sum of the scores of the
2 variables (total score points
=4)

Step 3: classification by score:
>3 > indicator = 2 (good)

> 1 and < 3 > indicator = 1
(fair)

<1 - indicator = 0 (poor)

For RC: indicator composed
only of the question and
variable 1

Recoding the original variables
- more than once a year and
once a year = 2 - indicator =
2 (good)

- every two to four years and
every 5 years or more = 1 >
indicator = 1 (fair)

- never done = 0 - indicator =
0 (poor)

health teams (76.5%) and less in other workers
(29.4%);

In HC, 56.2% of the municipalities surveyed
were involved in EPS actions for the health sec-

it continues

tor, and 34.6% were for professionals from oth-
er areas. These percentages reached 83.3% and
66.7% in the capitals, respectively. In the munic-
ipalities, training on these topics for health pro-




Chart 1. Procedures for constructing evaluation indicators for implementing the guideline human resources training to assist
accident and violence victims.

training actions on | violence cases?
monitoring cases
of accidents and
violence by the

systematize
occurrences;

2. Improving

once a year = 2

- never done = 0

Indicator Question Variable Categorization Score
3. Availability What CE actions were 1. Training SUS | 5-point Likert Step 1: recoding the original
of continuing performed in the professionals scale variables
education/ municipality to assist in to record and - more than once a year and

- every two to four years and
every 5 years or more = 1

care level the quality of

information for Step 2: sum of the scores of the
Indicator applied epidemiological 2 variables (total score points
in PC, PHC/HC, surveillance =4)
and RC

Step 3: classification by score:
> 3 > indicator = 2 (good)

> 1 and < 3 > indicator=1 (fair)
<1 - indicator = 0 (poor)

4. Availability of | Have hospital care

1. Availability of

YES; NO

YES = 2 5 indicator = 2 (good)

ATLS training professionals received any | ATLS training

for hospital care training in ATLS? for hospital care NO = 0 - indicator = 0 (poor)
professionals professionals

Indicator applied

only in HC

fessionals was reported by 45.6% of them, and
for other workers in the sector, and others by
39.4%. In the capitals, a good level of investment
was observed in the training of teams (100%)
and for other workers from other sectors (80%).
In the Brazilian regions, training actions on the
topic under discussion in hospital care predom-
inated in the larger municipalities;

In RC, 65.3% of municipalities reported EPS
actions for health and 51.5% for professionals
in other areas; in the capitals, these percentages
rose to 100.0% and 83.3%, respectively.

Most municipalities and capitals partici-
pating in the survey responded that some EPS
action conducted regarding care for accident
and violence cases at least once a year extended
to health professionals, social assistance, edu-
cation, and non-governmental organizations
at the three care levels. The interviews showed
that one of the main actions was to improve the
completion of the violence notification form,
and training was also provided to the typists of
this form. Regarding accidents, the respondents
mentioned training actions in partnership with
traffic authorities, encouraged by the Vida no

Transito (Life in Traffic) Program (PVT). The
following excerpts show the efforts to train the
teams:

The city is investing heavily in this field, which
is privileged for training residents. The idea is that
they can work in this network in the future (Pri-
mary Care, Rio de Janeiro/R]).

We have conducted training activities on vi-
olence, for example, involving community stake-
holders. If we can invest and create strategies like
this, we can directly impact the issue of violence
(Primary Care, Porto Alegre/RS).

The training of PC professionals in accidents
and violence relies mainly on the workers ini-
tiative in the municipalities and capitals. Short-
term courses (41.4% in the municipalities and
52.9% in the capitals) are the most common
course offered by the institution or in partner-
ship with an educational or research institution.
In most cases, management supports the indi-
vidual initiative of professionals for advanced
training, specialization, master’s, and doctoral
courses. In the PHC/HC of the studied munic-
ipalities, most professionals’ responses showed
the incentive for training on the topics in ques-

it continues
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Chart 1. Procedures for constructing evaluation indicators for implementing the guideline human resources training to assist
accident and violence victims.

Indicator Question Variable Categorization Score
Composite Have hospital care
indicator of the | professionals received any
guideline on training in ATLS?
training for each
care level For PRIMARY CARE, the

scores of the 3 indicators
(total score = 6) that

make up the guideline

were added, and then the
classification was performed
per the score:

> 3 > indicator = 2 (good)

> 1 and <3 > indicator = 1
(fair)

<1 > indicator = 0 (poor)

For PRE-HOSPITAL AND
HOSPITAL CARE, the
scores of the 4 indicators
(total score = 8) that

make up the guideline
were added, and then the
classification was performed
per the score:

> 6 > indicator = 2 (good)
> 3 and <6 - indicator = 1
(fair)

< 3 > indicator = 0 (poor)

For REHABILITATION
CARE, the scores of the 2
indicators (total score = 4)
that make up the guideline
were added, and then the
classification was performed
per the score:

>3 > indicator = 2 (good)
> 1 and <3 - indicator = 1
(fair)

<1 - indicator = 0 (poor)

Source: Authors.

tion. However, professionals receive institution-
al support if they decide to take a course. In
the capitals, half of the respondents stated that
short-term courses are facilitated when taken
on their initiative or through an agreement; the
initiative for stricto sensu courses, in general,
stems from the very professionals. RC is the
system level that showed the least investment
in training professionals in the municipalities
and the capitals. Short-term courses were men-

tioned by 32% of the respondents in all munici-
palities and 50% of the capitals (Table 1).

The interview reports corroborate the in-
formation that most professionals take the ini-
tiative to improve their training, particularly
at PC and RC levels, as shown in the following
excerpt.

Our working group includes undergraduate,
graduate, and multidisciplinary residency stu-
dents but is an independent group. We come from



an activism within [the field of prevention] of vi-
olence. It is not linked to the services, although
our managers allow us to be there during working
hours. We have almost no institutional support
(Respondent Surveillance - Santa Maria/RS).

Regarding EPS actions and the types of acci-
dents and violence addressed, 43.5% of the mu-
nicipalities investigated reported the existence
of this type of activity in PC to assist accident
victims and 46.4% for violence victims. These
percentages are higher in the capitals, 58.8%
and 64.7%, respectively (data not shown in the
table).

Regarding HC, we found percentages above
80% of responding managers from all cities and
capitals who stated that they raise awareness
among SUS professionals, train them to record
and systematize cases and improve the quality of

Table 1. Percentage distribution of support provided by management at the three care levels for professional training on accidents and

information for epidemiological surveillance of
accidents. As for training for assistance in cases
of violence, the percentages reached 90% of the
municipalities studied and were even higher in
the capitals: here, all respondents said they de-
veloped actions to raise awareness among pro-
fessionals, 80% addressed the importance of re-
cords, and 80% said they invested in improving
information. In RC, 22.4% of respondents from
the municipalities studied reported providing
training for monitoring accidents and 33.3% for
violence. In the capitals, these percentages rise
to 33.3% for accidents and 83.3% for violence.
In the regions, larger cities had higher rates of
violence monitoring training: 36.7% of respon-
dents from all municipalities and 50.0% of the
capitals investigated. The frequency with which
RC professionals directly involved in assisting

violence by the total number of participating Brazilian municipalities and capitals.

~

Total of municipalities Capitals
Individual i Own . Does Individual . Own i Does
N implementation . . implementation
initiative R (A) not initiative R (A) not
or agreement with or agreement with
Courses of the . or support N of the . or support N
K an educational/ R . an educational/ i
professional e eres (B) this professional L (B) this
research institution research institution
(A) course (A) course
(B) (B)
Primary care
Short course 48.7 414 0.0 9.9 273 41.2 52.9 0.0 59 17
Further 54.4 349 0.0 107 272 52.9 353 0.0 11.8 17
training
Specialization 64.2 18.6 0.0 172 274 64.7 29.4 0.0 59 17
Master's 62.6 16.3 0.0 21.1 270 64.7 29.4 0.0 59 17
degree
Doctorate 62.7 15.7 0.0 21.6 268 70.6 17.6 0.0 11.8 17
Pre-hospital/hospital care
Short course 30.6 18.4 14.3 347 98 0.0 50.0 33.3 16.7
Further 32.0 16.5 124 38.1 97 16.7 33.3 33.3 16.7
training
Specialization 41.7 7.3 6.2 4338 96 333 16.7 16.7 333 6
Master's 38.9 4.2 42 516 95 50.0 0.0 16.7 333 6
degree
Doctorate 40.0 4.2 42 50.5 95 50.0 0.0 16.7 333 6
Rehabilitation care
Short course 26.0 32.0 12.0 30.0 100 0.0 50.0 333 16.7 6
Further 25.8 22.7 124 381 97 16.7 16.7 333 333 6
training
Specialization 32.6 14.7 10.5 42.1 95 33.3 0.0 16.7 500 6
Master's 35.1 10.6 64 479 94 333 0.0 16.7 500 6
degree
Doctorate 35.1 9.6 74 479 94 333 0.0 16.7 50.0 6

Source: Authors.
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accident victims receive training activities is at
least once a year in 77.1% of the municipalities
studied, and this action is extended to other
professionals in 76.5% of them (data not shown
in the table).

Table 2 shows the main types of accidents
addressed in EPS actions with greater (at least
once a year) and lesser frequency at the three
care levels. Higher percentages of training ac-
tivities at least once a year are observed in the
PC and HC of the capitals compared to the mu-
nicipalities’ total. However, a high percentage
of accidents was never addressed in EPS. It was
noteworthy, for example, that only 52.0% of the
capitals and 51.5% of the municipalities report-
ed transport accidents and falls, respectively, as
objects of EPS in RC at least once a year. How-
ever, it is likely that victims of these events are
the majority of users who reach rehabilitation
services. Equally troubling is the information
that 32.7% of all municipalities and 39.8% of
capitals have never offered training on transport
accidents and falls for professionals working in
rehabilitation. The percentages of capitals re-
porting training for addressing these types of
accidents are much higher in PC and HC, which

suggests that they are adequately better served
than those working in RC.

Several types of violence are addressed in
the EPS of several municipalities once a year at
all care levels. This pattern is higher in the cap-
itals. However, we should underscore the con-
siderable percentage of municipalities that have
never addressed the incidence of violence and
accidents in the continuing education of profes-
sionals (Table 3).

In interviews with PC professionals, noti-
fying violent events was reported as the most
discussed topic in training across geographic re-
gions. Several respondents reported that states
and municipalities have invested in correctly
completing the reporting form for interpersonal
and self-inflicted violence, with special atten-
tion to the most vulnerable populations (older
adults, children, women, LGBTQIA+, and Black
and Indigenous people). The respondents also
highlighted a variety of violence-related train-
ing topics, such as care for self-harm victims,
sexual violence against children and adoles-
cents; diagnosis and action in the face of child
labor exploitation; care humanization, recep-
tion, assistance, and referral in the SUS; care line

Table 2. Frequency with which the accident types are addressed in the continuing education actions of the three
healthcare levels, by total of Brazilian municipalities and capitals studied.

Primary care

Hospital care Rehabilitation care

Accident types Atleast  Never Atleast  Never Atleast  Never Total
onceayear done onceayear done onceayear done N
% % % % % %
Total of municipalities
Land transport accident 46.7 34.2 272 52.8 30.2 106 52.0 32.7 98
Fall 47.6 32.6 270 53.3 31.8 107 51.5 30.9 97
Burn 45.0 37.6 271 43.0 37.4 107 46.9 36.7 98
Poisoning/suffocation 424 37.3 271 45.8 374 107 50.5 34.0 97
Drowning/submersion 34.2 48.3 269 36.4 458 107 43.3 39.2 97
Suffocation 35.1 45.9 268 33.7 46.2 104 39.8 41.8 98
Capitals
Land transport accident 64.7 235 17 71.4 0.0 7 50.0 39.8 6
Fall 62.5 25.0 16 57.1 14.3 7 333 333 6
Burn 62.5 25.0 16 57.1 14.3 7 333 333 6
Poisoning/suffocation 56.2 37.5 16 57.1 14.3 7 333 50.0 6
Drowning/submersion 50.0 50.0 16 57.1 14.3 7 33.3 50.0 6
Suffocation 56.2 43.8 16 57.1 14.3 5 33.3 50.0 6

Note: the intermediate response options 'every 2 to 4 years' and 'every 5 years or more' were excluded from the table as they have lower
frequencies.

Source: Authors.



Table 3. Frequency with which the violence types are addressed in the continuing education actions of the three healthcare

levels, by total of Brazilian municipalities and capitals studied.

Primary care Hospital care

Rehabilitation care

Violence types At least Never At least Never Atleast  Never Total
onceayear done onceayear done onceayear done N
% % % % % %
Total of municipalities
Abuse/attempted murder 46,3 385 273 43,8 381 105 58,2 28,6 98
Abuse/attempted femicide 48,3 353 269 44,8 36,2 105 54,1 30,6 98
Suicide attempt 58,4 28,5 274 53,3 314 105 65,3 214 98
Self-harm/self-mutilation 55,1 30,1 272 45,3 38,7 106 60,2 29,6 98
Legal intervention 33,1 554 269 32,0 52,4 103 39,8 49,0 98
Physical violence 55,8 27,5 276 48,6 40,0 105 62,9 268 97
Sexual violence 57,5 258 275 53,3 343 105 63,3 25,5 98
Sis(ﬁc::f:glcal/ moral 55,1 297 276 46,2 433 104 60,8 27,8 97
Neglect/abandonment 449 39,8 274 39,0 47,6 105 53,1 35,7 98
Capitals

Abuse/attempted murder 75,0 12,5 16 57,1% 0,0 7 83,3 16,7 6
Abuse/attempted femicide 75,0 12,5 16 57,1 0,0 7 66,7 16,7 6
Suicide attempt 82,4 5,9 17 57,1 0,0 7 100,0 0,0 6
Self-harm/self-mutilation 82,4 5,9 17 57,1 0,0 7 100,0 0,0 6
Legal intervention 40,0 40,0 15 42,9 0,0 7 66,7 33,3 6
Physical violence 76,5 11,8 17 71,4 0,0 7 100,0 0,0 6
Sexual violence 76,5 5,9 17 71,4 0,0 7 100,0 0,0 6
5:3'12};‘21:9“1/ moral 70,6 1,8 17 66,7 00 6 66,7 167 6
Neglect/abandonment 70,6 11,8 17 429 0,0 7 83,3 16,7 6

Note: in the table, the intermediate response options 'every 2 to 4 years' and 'every 5 years or more' were excluded, as they have lower
frequencies of answers.

Source: Authors.

for violence victims; legal abortion; monitoring
and follow-up of cases; and support networks.
Regarding accidents, training to address injuries
and work accidents was mentioned.

At PHC/HC level, the main topics covered
were prevention and care for trauma caused by
traffic accidents and others; identification and
reporting of cases of domestic and sexual vio-
lence against women and referrals to services
such as shelters; approach to sexual violence
against children, young people and women;
and legal abortion. In RC, the leading training
topics were related to accidents, such as the Pro-
hibition Law, speed limits, and victimization of
motorcyclists.

Establishing partnerships between munic-
ipal health management for training on acci-
dents and violence with educational, research,
and extension institutions is rare, with less than

10% in all surveyed municipalities. Universi-
ty extension that would contribute to covering
undergraduate students in a wide range of ac-
tivities at the three care levels for accident and
violence victims also shows a low percentage in
the capitals: one-third in PC, PHC, and AH, and
28.6% in RC (data not shown in the table).

The qualitative data highlight that estab-
lished partnerships occurred with Federal and
State Universities, Public Health Schools, SUS
Technical Schools, Open University of the
Unified Health System (UNASUS), the State
Department of Traffic (DETRAN), the Fire De-
partment, the Federal Highway Police (PRF), the
Traffic Battalion, Civil Police and Military Po-
lice (PM), the Mobile Emergency Care Service
(SAMU), the Forensic Medical Institute (IML),
the Women’s Care Network, the State Secre-
tariats of Public Security, Education, Women
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and Diversity, and Social Assistance, the Public
Prosecutor’s Office, the Public Defender’s Office,
and Civil Society Organizations.

The interview information also shows that
training in violence and health has been a sig-
nificant demand among SUS professionals. The
following were cited as very important: the dis-
tance learning course “Impacts of Violence on
Health”, promoted by the Oswaldo Cruz Foun-
dation (FIOCRUZ) in partnership with the
Ministry of Health; the courses offered by the
Laboratory of Child Studies (LACRI) and the
Center for Violence Studies (NEV), both from
the University of Sao Paulo (USP); the Epidemi-
ological Research Program on Family Violence
(PIEVF) offered by the State University of Rio
de Janeiro (UER]); and courses offered on these
topics at the Federal Universities of Goias and
Minas Gerais.

Human resources training guideline
evaluation indicators

The indicator that summarizes the imple-
mentation of the guideline on Human Resource
Training shows weak results. We observed poor
performance of this guideline at all care levels
and for all municipalities investigated, especial-
ly at the PHC/HC (55.6%) and RC (52%) levels.
Compared to the other levels, despite having a
low percentage, Primary Care shows a slightly
better performance in the summary indicator
on the training of professionals for the topic in
question (Graph 1).

The evaluation shows better results in Bra-
zilian capitals: 64.7% of PC, 50% of PHC/HC,
and 33.3% of RC. Only 23.5% of PC, 16.7% of
RC, and zero percent of PHC/HC were classified
as poor regarding implementing the guideline
(data not shown in the graph).

In the open-ended question of the question-
naire, the PC participants had the best evalua-
tion of the guideline, as it is the level with more
investment in the performance, training, and
qualification of professionals in the two topics
in question. Respondents said that the poor
performance of some municipalities in this
guideline can be attributed to the difficulty in
accessing training opportunities, especially for
those working in remote areas, where cours-
es are unavailable and educational institutions
are physically distant. Notably, the COVID-19
pandemic prevented in-person training events;
it hindered the recruitment of professionals and

52.0
29.6 55.6
18.4
11.1 33.3
23.6
Good Fair Poor
l PC PHC/HC RC

Graph 1. Summary indicator of the assessment of
the PNRMAV human resources training guideline
implementation by healthcare level.

Source: Authors.

accentuated the lack of qualified people to serve
groups victimized by accidents and violence.

The respondents highlighted that the worst
performance found at the PHC/HC level might
be associated with the lack of interest and avail-
ability of professionals for training, the lack of
human resources to conduct the EPS, and the
low dissemination and limited supply of cours-
es. They also highlighted the need for special-
ized teachers, government support for training,
and the renewal of teams through public com-
petitions. Although some managers have argued
that the PHC/HC level has training on accidents
and that they hire specialists for ongoing train-
ing, the frequent turnover of care teams was re-
flected in the summary indicator of the imple-
mentation of the evaluated guideline.

Regarding the implementation of the guide-
line at the rehabilitation level, the participants
reported that there was mostly no investment in
specific courses and training to address trauma
and injuries caused by violence and accidents in
the municipalities. However, the professionals
said that investing in training to care for and
monitor patients is one of the best forms of
prevention. At the same time, they pointed out
difficulties such as lack of time and a shortage
of human resources and financial incentives to
conduct courses.



Discussion

The human resources training guideline was as-
sessed by the indicators of this research as being
largely incipient at all care levels, reiterating the
many persistent difficulties in the PNRMAV’s
internalization in the SUS.

The quantitative approach to training SUS
professionals for the topics under discussion
shows that, in percentage terms, the capitals
and the larger municipalities in the different
Brazilian regions stood out positively in most of
the items surveyed, probably because they had
more significant support from training institu-
tions. The data also indicate that the PC level
has invested the most in the EPS of its profes-
sionals and other sectors.

At all care levels, training occurs main-
ly at the initiative of professionals rather than
through encouragement from the institutions
where they work, corroborated by quantita-
tive and qualitative data. Although it occurs
infrequently, all municipalities and capitals are
linked to some universities and educational in-
stitutions that support them with courses and
operational research.

The lack of support for ongoing training at
all care levels is particularly acute in small mu-
nicipalities, especially regarding hospital and
rehabilitation care. One of the most significant
challenges is the high turnover of workers in
these sectors and the lack of adequate infra-
structure for developing activities®.

However, much of the responsibility for
this gap must undoubtedly be shared with uni-
versities and research centers, which need to
get closer to services, make their studies more
strategic, and promote the consolidation of the
PNRMAY as a broad strategic action of the SUS
in favor of life and human rights. This approach,
through extension and research actions, is
promising and can favor the autonomy of health
professionals vis-a-vis challenging issues such
as accidents and violence?.

The respondents explained other difficul-
ties in conducting consolidating training that
guides them in caring for accident and violence
victims, which is the case of resistance from
professionals regarding the topic, the absence
of doctors in training activities offered to health
professionals, which implies a discontinuous
comprehensive care process, threats and retali-
ation against health professionals when they re-
port cases, and machismo rooted in social gen-
der relationships reproduced in care and work
relationships.

Although training for reporting violence
and accidents is the action most frequently re-
ported by managers and professionals, there is
resistance to offering or taking the courses. A
study with health professionals in PC indicates
that they continue to feel unprepared to notify,
even recognizing it as one of their tasks?. Nota-
bly, although the EPS contributes to improving
care and records of cases of violence treated in
the SUS, adherence to the existing notification
system in the country is below the desired?%,
which indicates the need for more training in-
vestments. The professional training gap begins
in undergraduate courses, which generally do
notaddress the topic of violence and accidents as
social issues that affect health. There is little in-
depth analysis of the complexity of these events,
which results in the lack of a “comprehensive,
emancipatory, and intersectoral perspective”
with direct repercussions on healthcare?.

Intersectorality is discussed at several points
in this study and needs to be considered in the
training and work of the health sector®, as does
intrasectorality””. Both require coordination
between services at the same level and between
different bodies for the care of people who suffer
accidents and violence. The research showed the
sector’s colossal difficulty in ensuring that vic-
tims of these events are cared for, partly due to
training deficiencies.

A study by Minayo and Deslandes?' inves-
tigated the implementation of the PNRMAYV in
five capitals of Brazil and found that the training
of human resources received little investment
and, when available, was through short courses.
The current research shows that this type of sup-
port remains far below what is needed, although
there is a greater supply of specialization, mas-
ter’s and doctorate degrees, and distance learn-
ing courses, which has been taken advantage
of by the efforts of professionals, some institu-
tions, and encouragement from the Ministry of
Health.

Some assertions remain fifteen years after the
first assessment®’. One of them is that, although
accidents and violence are among the leading
causes of death in Brazil, in the hegemonic med-
ical view that predominates in the SUS, these are
public safety issues, and the health sector is only
responsible for treating injuries and traumas.
Resistance to addressing violence, especially in
the SUS, is manifested in the lack of priority for
victim care and reduced investment in training
professionals®, the lack of standards and pro-
tocols, and poor communication with society,
which is partly due to biomedical hegemony.
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Thus, violence and accidents are absent from the
curriculum of undergraduate courses in the ar-
eas that make up the health sciences despite go-
ing against the PNRMAV’s recommendations’.
The knowledge gaps from institutions that train
in the health sciences affect the routine of health
unitSZ7'31'32.

As a strategy for training professionals, EPS
requires political will and financial, organiza-
tional, and human resource investments for its
implementation®. This study’s findings rein-
force the need for investment in SUS workers
through comprehensive, dialogical, and eman-
cipatory education®, which depends on invest-
ment and expansion of training and updating
processes for service health teams with continu-
ous, systematic, and participatory work?.

Collaborations

All authors contributed equally to all stages of
the article’s preparation and approved the final
version.

This article has several limitations. The main
one is that it is nested in a study conducted
during the COVID-19 pandemic. This epidemic
affected the training initiatives for health profes-
sionals whose routines were changed to address
a public health emergency. It prevented them
from participating in and developing the study,
which was almost impossible. Therefore, the
data presented are not statistically representa-
tive of what happens in Brazilian municipalities
and services regarding the demands and care for
victims of accidents and violence. However, the
new information presented here can contribute
to the reflection of managers to invest in the
training of professionals at different care levels.
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