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Pain mirrors: female identification in caring for women victims of violence — A phenomenological study



ABSTRACT
Violence against women is a pervasive global issue with consequences, requiring coordinated, intersectoral care networks and emotionally prepared professionals to support victims. This study aims to explore the meanings attributed by Women’s Reference Centers (CRAM) professionals to the care provided to women victims of violence. This study used a phenomenological approach via the Clinical-Qualitative Method to explore meanings and employing in-depth semi-structured interviews with seven female professionals. The analysis of the interview data led to the consolidation of three categories: 1: “Identification that causes distress in daily work”; 2: “Work and traumas in personal relationships”; and 3: “Impact of network organization on the relationship between workers and users.” CRAM is an environment characterized by a high emotional load, and exposure to the demands presented in the workplace highlights the need for emotional support not only for female patients who are victims of violence but also for the professionals working there. This underscores the importance of valuing the relational dimension of workers in services dedicated to victims of violence. The workers perceive their work as meaningful despite the difficulties. This reflects their empathic identification with the victims, as it demonstrates their resilience and commitment in the fight against gender-based violence.
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RESUMO
A violência contra as mulheres é um problema global persistente, com múltiplas consequências, que exige redes de cuidado coordenadas e intersetoriais, bem como profissionais emocionalmente preparados para apoiar as vítimas. Este estudo teve como objetivo explorar os significados atribuídos, por profissionais dos Centros de Referência de Atendimento à Mulher (CRAM), ao cuidado oferecido às mulheres vítimas de violência. Trata-se de um estudo de abordagem fenomenológica, utilizando o Método Clínico-Qualitativo para a exploração dos significados, por meio de entrevistas semiestruturadas em profundidade com sete profissionais mulheres. A análise dos dados das entrevistas resultou na consolidação de três categorias: 1) “Identificação que gera sofrimento no trabalho cotidiano”; 2) “Trabalho e traumas nas relações pessoais”; e 3) “Impacto da organização da rede na relação entre trabalhadores e usuárias”. O CRAM configura-se como um ambiente marcado por elevada carga emocional, e a exposição às demandas apresentadas no contexto laboral evidencia a necessidade de suporte emocional não apenas para as mulheres vítimas de violência, mas também para as profissionais que ali atuam. Tal achado reforça a importância de valorizar a dimensão relacional dos trabalhadores nos serviços destinados ao atendimento de vítimas de violência. Apesar das dificuldades, as profissionais percebem seu trabalho como significativo, o que reflete sua identificação empática com as vítimas e evidencia sua resiliência e compromisso no enfrentamento da violência de gênero.
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Pain mirrors: female identification in caring for women victims of violence — A phenomenological study

Introduction

Violence against women (VAW) is a global public health phenomenon that affects all social classes and is considered a violation of fundamental human rights (Vigano and Lafin 2019). Its impacts involve not only physical harm, such as injuries, especially in the facial region, but also psychological consequences, such as anxiety (32.7%) and depression (11.7%), and sexual violence, in addition to the risk of death , which, when it occurs, constitutes femicide. Such violence, when perpetrated by aggressors who have an emotional bond with the victim, is considered domestic or family violence (Garcia 2016).
According to the World Health Organization (WHO 2021), the prevalence of VAW is high worldwide, with estimates indicating that one in three women has been subjected to violence by an intimate partner, such as a husband or family member, during her lifetime. These findings are consistent with data from Brazil, showing that 30% of women have experienced some form of violence perpetrated by a man at some point in their lives (Brasil 2023), an estimated 31 million women out of a population of 104 million. For victims, the State’s immediate and legal protection must occur through the organization of an intersectoral network capable of providing guidance regarding access to justice, healthcare, emergency protective measures, and guarantees of means of survival. Thus, VAW is understood as an intersectoral issue, not restricted to any specific sector or practice, and requires equally intersectoral actions for its control, response, and prevention (Gonçalves and Scheaiber 2021). However, continuous progress is needed to ensure that victims receive humane and effective care that enables them to break free from the cycle of violence to which they are subjected.
Challenges in coordinating the services that make up the care network for these victims persist (Arboit et al. 2017). The lack of awareness of available services among all network actors, the still hierarchical management model, and the insufficient allocation of human resources compared to service demands are among the main obstacles to establishing a comprehensive and effective care network for victims (Gonçalves and Scheaiber 2021). Furthermore, within the professional sphere, there remains a lack of preparedness to identify the signs and symptoms of DV, provide appropriate support to victims, and properly refer them within the network, often due to limited knowledge about available services and their respective responsibilities (Soares and Lopes 2018). Nonetheless, within the context of advances introduced by the Maria da Penha Law (Law No. 11.340), several preventive and victim support measures have been established, including the Social Assistance Reference Centers and healthcare services. Among these, the Women’s Reference Centers (CRAM) are particularly relevant; they are linked to the Departments of Health and serve as spaces for reception and care, aimed at empowering victims through psychological assistance, social support, and legal referral.
From the perspective of comprehensive care, as a guiding principle of the Unified Health System (SUS), within which CRAM is integrated, the work of professionals in these services is based on “soft” and humanized technologies, such as relational elements, welcoming, establishing bonds, and dialogue between the professional and the victim (Costa and Lopes 2012). However, it is important to recognize that the work performed by professionals in institutions that assist victims of DV, despite including rewarding aspects such as interdisciplinary exchange, counseling, and providing help to those in need, encompasses a series of subjective and socially constructed dimensions capable of leading to emotional and, consequently, physical suffering. This is due to the intense and daily nature of caring for individuals in states of suffering, need, and social vulnerability, which demands from professionals both competence and emotional readiness to assist victims of a perverse system that kills because of who they are. It primarily involves women caring for women in distress, which generates multiple projections and shared suffering. These professionals thus constitute a group susceptible to experiencing various situations of tension and anxiety, accompanied by physical and psychosocial disorders linked to the nature of their work (Velázquez 2012).
Therefore, aiming to explore the meanings attributed by CRAM professionals to the care provided to women victims of violence, this study prioritizes the subjectivity of these workers and investigates the emotional, relational, and institutional meanings of professional practice within this institution. It also contributes an unprecedented perspective on the psychosocial effects of caregiving, expanding understanding of the affective dynamics that permeate the confrontation of violence, whose experiences and perceptions are often neglected in the literature.


Method

The methodology of this study was designed based on phenomenology and detailed through the Clinical-Qualitative Method (CQM) (Turato 2018), enabling the exploration of the meanings attributed by assistance professionals at the CRAM regarding the care provided to women victims of violence. In-depth interviews with open-ended questions were conducted, aiming to address the topic in a flexible manner and to obtain information, perceptions, and experiences from the interviewees within their work environments (Fontanella, Campos and Turato 2006).
This project was approved by the Research Ethics Committee of the Faculdade de Odontologia de Piracicaba, Universidade Estadual de Campinas (FOP/Unicamp), opinion number 48017321.2.0000.5418: Piracicaba, Campinas-SP, Brazil.

Participants
The study population comprised seven professionals working at the only CRAM in a municipality of approximately 407,000 inhabitants located in the southeastern region of Brazil. These professionals were distributed across administrative (1), legal (1), social assistance (3), and psychological (2) areas. The study population was composed exclusively of women, aged between 25 and 55 years, all working 40 hours per week. The inclusion criterion was employment at the CRAM and involvement in providing care to women victims of violence.
Sample closure occurred by exhaustion, a criterion in which all participants within the research universe were interviewed. Initially, a pilot study was conducted to test the adequacy of the interview script with two professionals belonging to the study population who met the inclusion criteria. The researcher also underwent acculturation at the research site with the aim of gaining an in-depth understanding of the participants’ perspectives, values, norms, and behaviors by directly observing and experiencing their cultural practices (Turato and Melo 2011).

Data collection and analysis
The interviews were initiated only after obtaining the signed TCLE. Regarding the data collection method, a semi-structured interview format was employed, characterized by the inclusion of core questions grounded in theories and hypotheses related to the research topic. This format, in turn, allows for the emergence of new theories and questions derived from participants’ responses. Additionally, it is distinguished by the active and conscious presence of the researcher throughout the data collection process.
The interview script was developed around the following guiding question: “How do you feel when assisting women who are victims of domestic violence?” At the end of each interview, participants were asked about their emotional state and whether they wished to share any additional information. All details from the interview setting, such as tone of voice, posture, and descriptions of the environment, were carefully recorded in a field notebook. The data were subjected to treatment and validation through peer discussions with researchers from the Qualitative Research Study Group (GEPEQ) at FOP-UNICAMP. 
The principal researcher conducted all interviews at the participants’ workplace, in private rooms chosen by them, without the presence of observers. Each interview lasted an average of 50 minutes. The interviews were audio-recorded and later fully transcribed by the interviewer, maintaining the fidelity of participants’ statements for subsequent categorization and systematization. To ensure participants’ anonymity in the transcripts, their names were replaced with fictitious ones.
The data were collected and analyzed using Clinical-Qualitative Content Analysis (CQCA) (Turato 2018). This analytical approach is part of the CQM, particularly applied within the field of health. It encompasses a process of organizing, understanding, and interpreting the material obtained through the transcription of interviews and involves seven stages that may be carried out sequentially or simultaneously (Faria-Schützer et al. 2021).

Results

Because this study was conducted in a center dedicated exclusively to assisting women victims of violence, it enabled us to interview participants within the specific context of the care and reception provided by CRAM professionals to victims of DV. A similar study demonstrates the difficulty that female workers face in classifying cases as violent or not (Feltin, Toso and Cheffer 2019), as well as in identifying non-physical forms of violence. These professionals also reported challenges in welcoming women due to their own prejudices and moral judgments (Rodrigues, Rodrigues and Ferreira 2017), or in providing the necessary “non-clinical” attention due to lack of time (Cortes et al. 2015), as other priorities and emergencies often compete within these services. Such factors tend to hinder, and sometimes even prevent, the provision of care, thereby compromising the collection of genuine perceptions from these workers regarding their emotional experiences during service provision.
This context also made it possible to hear professionals from different fields of knowledge, not restricting the analysis to the perceptions of a single professional category (Mpheohu and du Plessis 2021). Therefore, the focus on the emotions experienced during these encounters, and their subsequent discussion, was particularly favored by the setting in which this study took place.
The analysis of the interview data led to the consolidation of three categories:
Category 1: “Identification that causes distress in daily work”;
Category 2: “Work and traumas in personal relationships”; and
Category 3: “Impact of network organization on the relationship between workers and users.”

Category 1: Identification that causes distress in daily work
During the course of the interviews, one of the issues that emerged was the duality inherent in providing care to victims of DV, being both the professional caregiver and the woman who feels the other’s pain. Thus, this category is grounded in the dichotomy between the gratification derived from the work and the anguish and suffering experienced by the professionals, who see in the victim a reflection of what could have been their own trajectory as women. The relationship between the woman who cares and the woman who is cared for is not neutral, as both carry social marks and psychological conditions associated with their gender and experiences of violence. This gives rise to identifications and projections that interfere with the reception provided by assistance professionals, as they perceive their work as meaningful and transformative, but at the same time deeply mobilizing, revealing subjective implications that require emotional support (Silva and Bini 2021), as illustrated by the participants’ statements below:

“...I have found it heavier than I imagined it would be. At the same time, it is very powerful, and we see great transformations. It is high-impact work, but it is also very painful... very distressing. I often feel anguished, and at times a sense of helplessness, but I also feel it is very rewarding.” (E01)

“These women’s beatings, I think we end up feeling the impact in our own lives too. Because we put ourselves in their place, right? Of course, it’s our technical work, but we do put ourselves in their position. In the beginning, I think what affected me the most was that I ended up feeling sick after the appointments.” (E02)

“At first, it was agony; I couldn’t sleep. I kept thinking because, imagine, I couldn’t separate myself from it. I kept thinking about what I could do. I suffered. I even had vaginal pain.” (E03)

The statements demonstrate a form of care that, although painful, since professionals recognize themselves in the victims, is also powerful. This occurs because, as a rule, an empathic transferential relationship takes place, one that is “sensitive to the client’s feelings and personal meanings as they are experienced moment by moment, understanding them from within, as the client sees them, and successfully communicating some of this understanding back to the client”. Therefore, when the professional says “I can’t separate myself from it” or “it’s agony”, she expresses the meaning of an internal learning process. If the professional is able to communicate this understanding to the victim, care takes place, not merely because she is an attentive and empathetic professional, but because she is a woman (Rogers 2009).
The interviewees shared a sense of identification with some cases, mainly due to their shared womanhood, which evokes their own vulnerability, as they too are susceptible to experiencing similar forms of violence. The legitimacy of this relationship is evident, leaving them to cope with the anguish and discomfort it generates, as reflected in the following excerpts:

“There’s a vulnerability within us that’s almost inherent. I’ve suffered several times, several types of violence—all those listed in the Maria da Penha Law. These are feelings I can’t manage, and I also try to take care of my relationships with men.” (E01)

“The professionals working here spend eight hours a day listening to and dealing with issues of violence against women, right? And we are women ourselves, right?!” (E04)

“...actually, there’s a greater impact, right? Especially because we’re working with something that we also are. So yes, there’s a bigger impact because we’re women. It’s difficult work, not easy, especially because we see the severity of these relationships, right?!” (E05)

In addition to the emotional burden, there are situations where anguish intensifies, as various typifications and aggravating circumstances of the crimes can arise at any moment. In other words, there is a constant imminence of greater suffering and a persistent state of alert, consolidating anguish and the prospect of enduring distress.

“But when sometimes a severe case comes in—and it really is very serious—it causes a real anguish, [...] especially when the woman comes accompanied by her children, which sometimes requires multiple interventions, [...] it’s really distressing, right?!” (E05)

“...I think all cases affect me in some way. Sometimes it’s because the violence is something we’ve experienced ourselves, right?!” (E03)

As already documented in the literature, these professionals play a key role in providing legal guidance, appropriate psychological support, and information about available assistance resources. However, such roles are not without challenges. Listening to traumatic narratives, reconstructing violent events, and confronting the victims’ confusion and self-blame affect the professionals’ subjectivity, generating stress and impairing their work performance (Velázquez 2012). Moreover, daily operations face challenges such as a reduction in staff despite growing demand, high turnover, lack of professional training, insufficient opportunities for qualified debriefing, limited resources, and moral, ethical, and religious conflicts.
Consistent with findings from previous research (Saletti-Cuesta, Lila Aizemberg and Ricci-Cabello 2018), one barrier identified was the fear of becoming personally involved. Some professionals had personal histories of violence, and in another study (Taylor et al. 2013), one participant reported: “You feel like you’re about to open a box full of problems, and you’re not prepared to deal with what you might find inside. It’s a frightening feeling of having no control...” Thus, the recognition of the relational dimension between professionals and victims is an urgent necessity, as this dimension is expressed through the professionals’ protagonism in institutional actions. In this sense, the present study aligns with the findings of Incerp and Cury (2020), who affirm that only through this recognition can these workers overcome the feeling that they too are victims of a system that renders them powerless.
Furthermore, the professionals acknowledge the importance of receiving support, preferably from mental health specialists, to mitigate these emotional impacts. However, the number of care institutions that recognize and provide such support remains limited. Even so, other alternatives have emerged, such as group discussions and team meetings, which serve as valuable tools for processing traumatic experiences, raising issues, and seeking solutions that promote well-being and prevent illness resulting from the emotional strain of their work (Santos 2018).

Category 2: Work and traumas in personal relationships
Regarding personal relationships, the interviewed professionals become rigid and intolerant in response to certain behaviors of their partners; this corroborates another study (Velasquez 2012), which states that direct contact with victims of DV and the experiences narrated by those affected foster a harsher attitude in daily life. This phenomenon may be related to the deep knowledge about VAW, since working at CRAM requires them to develop skills for managing violence through readings, participation in lectures, and training courses, enabling them to gain greater understanding of the aspects, often subjective, related to the issue. Signs of DV, especially psychological violence, which require deeper comprehension to identify, are easily detected.

“...one thing that I feel really affects us, I feel it affects everyone, I think, the biggest difficulty in personal life is about our relationships, it’s very hard, it’s a challenge, sometimes I feel doubtful that it’s even possible to have a relationship” (E01).

“…I live very irritated with him, always demanding a lot, always needing to be alert, and I see him getting very angry about it, I just can’t behave differently because I am always on guard” (E01).

“I don’t want to do this, I don’t want to fall into this trap,” sometimes living the dream of marriage and having a child, then I stop and think, but who taught me this? Yet I remain in a loop; I don’t relax regarding this heterosexual theme because, working here, you see that things went wrong, went really wrong!” (E01).

Being directly involved with the suffering of a DV victim and performing tasks that demand a high workload with emotionally taxing situations (Molinier 2006) carries over into personal life the feelings experienced during service provision, as the professional practice is permeated by ethical concern arising from emotion rather than reason, leaving no neutrality in the delivery of care and in processing these experiences. It is noteworthy, however, that individual experiences and their repercussions in personal life are directly related to each professional’s subjectivity, presenting distinct responses to the topic, and one must not neglect the uniqueness, subjectivity, and life history of these professionals (Penso et al. 2010), as the statements below demonstrate:

“There are situations I have experienced as a woman, other situations someone close has experienced. So there’s no way not to be affected at some point by a service encounter… it’s impossible that nobody has experienced some form of violence in a relationship at some point. But I try to filter what may have happened to me from what may be happening to someone else” (E02).
“So, we become vulnerable at first when you enter CRAM, I think everyone goes through a crisis, you know, a crisis because you think your partner could commit violence, you carry that anger about violence” (E03).

Although the results of this category are consistent with findings from other research (Vieira et al. 2008), in which professionals report feelings of indignation, outrage, anger, and compassion, there are also narratives marked by emotional distancing, revealing fear of becoming involved with the situation of violence. This attitude can be understood as a self-protection mechanism of the professional in a context that also affects them, while, at the same time, reflecting a perception anchored in rationality and a technicist model of care that favors this type of behavior, particularly in service locations focused on resolving physical signs, such as hospitals and emergency care centers, unlike CRAM, the setting of this study. However, similar research (Saletti-Cuesta, Aizemberg and Ricci-Cabello 2018) highlights the difficulty of workers in identifying non-physical signs of violence and the lack of communication skills based on empathy and sensitive listening.
The observed limitations may be associated with the prevalence of a training model grounded in the biomedical paradigm of care, which tends to separate biological aspects from the biopsychosocial dimensions of suffering, constituting one of the obstacles faced by professionals. This model often restricts care to physical aspects, limiting holistic listening and support, or resulting in automatic referrals to other areas, such as psychology or social services.

Category 3: Impact of network organization on the relationship between workers and users
The organization of services within the logic of a care network serves as a guiding principle for the decentralization of the SUS into health regions and promotes the integration of mental, physical, and emotional health services (Hagemann-White 2018) within a logic of comprehensive care, according to one of the system's guiding principles. Such coordination may contribute to the early identification of cases of DV, the provision of specialized assistance, and the creation of an environment conducive to addressing and overcoming situations of violence (Silva 2022). Nonetheless, despite gender-related issues concerning DV having already been widely discussed by care professionals through the critique of gender inequality, which could help in understanding the phenomenon and improve support for women, this recognition still seems distant from the concrete reality experienced by women seeking these services, causing professionals to remain in the realm of idealizing an efficient networked service.

“…violence is much more complex, so we need to look at what is missing in our care network, at the interventions that are lacking, and see what is missing; otherwise, we will not be able to confront violence as a whole; we will be spinning our wheels, I will say that we can achieve harm reduction, and that is significant, but if we think about breaking the cycle of violence, we need more; not as CRAM, but more as a network” (E01).

“…articulating with other network services that also attend to women is not easy, as we face many barriers” (E04).

“Oh, there are, yes, obstacles, there are deficiencies in the network itself. It is (pause), there are things that simply cannot be offered, right, in the municipality. So, even the issue of housing, there is no housing for these women, right?” (E05).

“…And then it leaves us more anguished, because she has already filed a report, has already attended a hearing, and is still free, perpetuating all forms of violence, now against her children as well…” (E06).

Regarding network articulation, there is a directly proportional relationship between the organization of services and professionals’ knowledge of the existence of other services within the system itself. However, there is greater awareness of the difficulties in the coordination between these services, highlighting the need for continuous articulation and communication among them (Aguiar, D’Oliveira and Schraiber 2020). Thus, the ambiguity between dissatisfaction, arising from service limitations, and the sense of gratification perceived by the interviewees corroborates other findings (Incerpe and Cury 2020) and should be considered in light of the changes that the work of these women can promote in the daily lives of violence victims.
The results of this category, which highlight professionals’ lack of knowledge regarding the protection network for victims, are consistent with previous literature findings. A study (Lira and Castro, 2022) identified that, when asked about the available locations in their municipalities for accommodating women in situations of violence, only two professionals mentioned their own workplace as a possible service option. It is noteworthy that, even among professionals working in hospitals responsible for performing trauma and sexology exams, few recognized it as a space for assisting victims, corroborating the idealization of a care network by the professional and also confirming the lack of awareness of an already established organization in several municipalities.

“So I think it is still a case we are, you know, discussing, working on, a case that leaves me somewhat anguished. Because she is expecting justice to resolve this, but justice is also very, it has… how can I say? It has its limitations… anyway, there is the police that can conduct the investigation, but we know that the police also have… right, millions of cases to solve” (E06).

The feeling of powerlessness in the face of a system that frequently does not respond to the needs of its clients has also been reported by other authors (Keegan et al. 2024), corroborating the present study insofar as it becomes evident that, in addition to being unaware of the network, the professionals in this study are also frustrated by the slowness, delay, or non-resolution of its components.

“Sometimes it ends up being a little frustrating; I usually say that it is an extremely rich service, but too limiting. So I think it is sometimes a bit frustrating to realize how much is missing, and that our service is just the tip of the iceberg” (E07).

CRAM is an environment characterized by a high emotional load, and exposure to the demands presented in the workplace highlights the need for emotional support not only for female patients who are victims of violence but also for the professionals working there. This underscores the importance of valuing the relational dimension of workers in services dedicated to victims of violence. The workers perceive their work as meaningful despite the difficulties. This reflects their empathic identification with the victims, as it demonstrates their resilience and commitment in the fight against gender-based violence.
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