
Abstract  Neglect is one of the most frequently 
reported forms of violence against children and 
adolescents, although it has rarely been explored 
in national studies. In this light, the present study 
aimed to analyze the personal social network of 
families involved in negligence against children 
and adolescents. This work takes a qualitative 
approach, anchored in the Paradigm of Com-
plexity, conducted with twenty families involved 
in negligence against children and adolescents 
in a municipality in the countryside of the state 
of São Paulo, Brazil. Data collection took place 
through minimal maps of the personal social net-
work and semi-structured interviews in January 
2021. The networks were limited, with little to 
no interaction among the different services and 
sectors, and were predominantly homogeneous. 
Because they have many weakened ties, they are 
relatively unsupportive, pointing out difficulties 
in access to work, education, and health. Due to 
the characteristics of the network, the complexity 
of the phenomenon of neglect was identified, in 
which elements condition and perpetuate expe-
riences of absence and fragility. Interprofessional 
and intersectoral views and actions are requested 
and recommended.
Key words Domestic violence, Child abuse, 
Child, Adolescent, Family, Social support
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Introduction

Violence, according to the World Health Organi-
zation (WHO), is defined as the intentional use 
of force or power, which can cause harm or risk 
of physical or psychological harm to a communi-
ty, a group. or an individual1. Family neglect, one 
of several types of interpersonal violence, is more 
common among children and adolescents2.

Child neglect is characterized by the failure 
to provide or carry out care provided to children 
and adolescents, which is related to failure to 
provide medical care, hygiene, and safe housing, 
as well as failure to guarantee protection against 
dangerous situations, such as coming in contact 
with people or environments that pose risks3. It 
is a type of violence with multiple factors, which 
are linked to individual characteristics and diffi-
culties of the family; the sociocultural context in 
which the family finds itself; the lack of access to 
services and information that provide the means 
to provide adequate care for children; and the 
interaction of these factors, combining stressors 
in the family context with their capabilities and 
resources to respond to them4.

In Brazil, this phenomenon is crossed by so-
cioeconomic, structural, cultural, and especially 
gender and social class issues due to the fact that 
violence consists of a social, cyclical, and repeti-
tive omission5. Such violence is linked to others, 
generally in a repetitive nature, and brings risks 
of health problems, including death4. The lo-
cus of these situations generally centers around 
the family as being responsible, and sometimes 
blamed, despite other elements5. Here, family is 
considered to be a flexible, complex, and non-iso-
lated concept, giving space to multiplicity, which 
can include people with biological and blood ties, 
but also significant individuals with relationships 
of affection and care, such as people in the ex-
tended family, friends, and relatives involved in a 
child’s “upbringing”6.

In Brazil, the latest publication of the Atlas of 
Violence7 shows that neglect affects around 52% 
of children aged 0 to 9 years. A significant in-
crease was observed in reports of violence against 
this population, even before the COVID-198 
pandemic. Global estimates of the incidence of 
neglect against children range from 20.6% to 
29.4%, depending on the age group and the char-
acteristics of neglect3. In national studies, this 
phenomenon is related to the element of gender, 
race, and economic condition, which is more 
present in male, brown, or black individuals, as 
well as in situations of poverty9-11.

The context of interpersonal violence presents 
conditions and determinants involved in a mul-
tidimensionality of factors. However, the litera-
ture’s views on negligence are still not very robust 
due to underreporting; therefore, this context re-
quires an in-depth and contextualized analysis of 
the scenario of these phenomena, along with the 
actors directly involved in this process, from a 
perspective that seeks to contemplate all of these 
dimensions2. Meta-analysis brought an update 
of risk factors for child neglect. Most of the risks 
were related to the parental level, such as having a 
previous or current history of mental or physical 
illness; history of antisocial or criminal behavior, 
and experiences of violence in childhood. The 
study concluded that these parental factors are 
relevant in order to prevent and reduce neglect 
involving children and adolescents3.

Considering the prevalence of neglect and 
the demand to consider it from new perspectives, 
American research estimated how protective fac-
tors can reduce neglect in situations of poverty. 
Participating mothers reported that perceived 
social support was associated with less physical 
neglect, in addition to moderating the associa-
tion between poverty and physical neglect12.

Therefore, considering the need to construct a 
multidimensional look at negligence and the con-
tinuing gaps, the following questions emerged: 
What personal ties are established by families 
involved in neglect against children and adoles-
cents? What support network can they use to help 
care for their children? From the analysis of social 
networks, from which social support emerges, it is 
possible to take a look at the specificities of social 
relationships and, consequently, their effects on 
individual wellbeing and health13. It is understood 
that the personal social network can determine 
the points of anchorage and fragility that individ-
uals have in their daily lives so that the occurrence 
of negligence can be revisited when we reveal the 
social scenarios in which they are inserted.

To answer the questions of this study, the 
Complexity Paradigm14 is applied as a theoretical 
reference. This framework aims to understand 
the meaning of complex phenomena, character-
ized by instability, non-linearity, and the impos-
sibility of being described in a finite number of 
steps and space of time. For the paradigm, phe-
nomena, such as violence, do not have a single 
cause or consequence, but rather multidimen-
sionalities that lead to their appearance. The 
different elements of this phenomenon remain 
in constant interaction, from which unknown 
properties may arise14.
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Therefore, the present study aimed to analyze 
the personal social network of families involved 
in neglect against children and adolescents.

Method

This study took a qualitative approach15, an-
chored in the Complexity Paradigm14. The Con-
solidated Criteria for Reporting Qualitative Re-
search (COREQ) instrument was used to guide 
the writing of the study.

This study was carried out in a municipality 
in the countryside of São Paulo, with an estimat-
ed population of 83,626 residents in 2020, with 
19.7% of the population in the age range from 
zero to 18 years of age16. The specific location was 
a Guardianship Council (Conselho Tutelar – CT), 
which served an average of 9,461 people last year.

Data were collected in January 2021. The in-
clusion criteria were: being a family member of 
children and adolescents who were suspected or 
confirmed of a family negligence situation against 
them; a family being monitored in the CT; and 
being over 18 years of age. Families deprived of 
liberty and/or undergoing severe psychological 
distress were excluded.

Participants were nominated by the service 
based on the indicated inclusion criteria. All eth-
ical aspects were preserved so that participants 
did not feel intimidated or accused of being neg-
ligent. It should be noted that at no point were 
participants who would be invited to participate 
in the research scored because they were suspect-
ed of neglecting children and adolescents, but the 
importance of giving them a voice to talk about 
what they considered caring or not caring for 
children and adolescents was highlighted. Sub-
sequently, the responsible researcher first made 
contact via telephone, explaining the research 
objectives and, after obtaining the participant’s 
consent, a face-to-face meeting was scheduled 
in a private room at the CT. In the face-to-face 
meeting, the informed consent form (ICF) was 
handed out, possible doubts the families had re-
garding the research were answered, and, after 
acceptance for participation, the interviews were 
conducted. Twenty family members were invited 
and all agreed to participate. After their consent, 
data collection began.

The data collection procedure used a socio-
demographic characterization instrument, Min-
imum Maps of the Personal Social Network, 
and semi-structured interviews. This map17 is 
represented by drawing a circle with four main 

quadrants, namely: family, friendships, school/
work, and community relations (religion, sport, 
cinema, theater, clubs, squares, among others). In 
addition to these, another quadrant covered the 
relationship with health services. The quadrants 
are filled by two separate circles that indicated 
the intimacy of the relationships (the closer to 
the center, the more intimate), which were clas-
sified as intimate, social, or occasional. The ties, 
represented by specific colors or traits, were clas-
sified as significant, weakened, and broken or 
non-existent17,18.

Concomitantly with the construction of the 
maps, semi-structured interviews15 were con-
ducted, guided by the following triggering ques-
tions: How do you perceive your support net-
work? What more could be done to help your life 
and that of your family?

Data collection was organized and carried 
out by the first author of the study, a male nurse, 
Master’s student at the time, supervised by his 
supervisor, the last author. The construction of 
the maps and interviews lasted an average of 
40 minutes, with the maps drawn on A4 paper 
printed with their structure. The entire collection 
process was audio recorded using a cell phone 
application. To identify the maps and interviews, 
the letter P was used, initial for participant, and 
numbered in the sequence in which they were 
carried out.

Although data saturation19 occurred in the 
13th map and interview, based on elements that 
allowed for deeper answers to the study ques-
tions, we decided to continue the collection 
until the 20th participant. As the conversations 
were held in the CT itself, it was reinforced that 
it was a confidential approach, with a guarantee 
of non-identification and freedom to withdraw 
consent at any time, without compromising the 
monitoring carried out in the service.

To evaluate the maps, the recommended in-
terpretation is based on the following criteria: 
size (number of institutional/personal ties es-
tablished, with the network being classified as 
reduced, medium or expanded); density (quality 
of the ties observed in relation to the trace lines); 
distribution/composition (number of people or 
institutions located in each quadrant, where gaps 
and resources in the network are identified); dis-
persion (geographic distance between members 
and institutions); homogeneity or heterogeneity 
(characteristics of members and institutions in 
order to verify the diversity and similarities that 
make up the network)17,18. In addition to these 
characteristics, the functions of the network are 
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recognized: social companionship, emotional 
support, cognitive guidance and advice, regu-
lation and social control, material help and ser-
vices, and access to new contacts18. In this way, 
our study sought to highlight these characteris-
tics and functions throughout the maps, as well 
as the presentation of statements that illustrated 
such findings, following a logic of inductive anal-
ysis20, that is, based on the data, in conjunction 
with the Complexity Paradigm14. This descrip-
tion and analysis were carried out by the first 
two authors of the study and reviewed by the last 
author.

This study was approved by the Research 
Ethics Committee of the Federal University of 
São Carlos, logged under protocol no. 4.513.110 
and Certificate of Presentation of Ethical Appre-
ciation (CAAE) 39875420.8.0000.5504, and fol-
lowed all the recommendations present in Res-
olutions 466/2012 and 510/2016 of the National 
Health Council.

Results

Twenty participants were interviewed, 18 women 
and two men, with an average age of 34.4 years. 
The youngest participant was 19 years old and the 
oldest participant was 48 years old. As for race, 
17 declared themselves brown and three white. 
Half of these participants declared that they had 
not finished elementary school, four had com-
pleted elementary school, four had completed 
high school, and only one had graduated. Half of 
the participants had informal jobs, four were un-
employed and six did not work. The profession of 
cleaning/daily laborer was recurrent in nine par-
ticipants. Regarding religion, 15 reported being 
evangelical, four had no religion, and only one 
declared himself to be Catholic.

These interviewees were family members of 
children monitored by the CT, 18 were fathers/
mothers, one was a brother, and one was an 
aunt. These families were reported and referred 
due to negligent situations, seven were reported 
through legal means (Public Prosecutor’s Of-
fice), five via telephone (Crime Stoppers – Disque 
Denúncia), two through the city’s schools, and 
one case through the Basic Health Unit (BHU). 
The other situations were notified directly to the 
CT through neighbors, family members, and 
third parties.

The family had between 2 and 11 people in 
the house, with an average of 3 people per house-
hold. The family configuration was multiple: in 

fifteen families there was the absence of the part-
ner/father in daily interaction when caring for 
the children due to separation and/or a single 
mother, some declared the maternal grandpar-
ents present in the homes, others the presence of 
the child’s aunt/uncles, and there was only one 
participant who stated that she lived only with 
her son.

The Minimum Maps of the participants’ Per-
sonal Social Network showed reduced networks, 
as the number of established personal ties was 
low. Furthermore, they were outlined as homoge-
neous, denoting the minimal diversity of individ-
uals and institutions. In addition to a few family 
members and friends, churches, and basic social 
protection services, such as the Social Reference 
Center (Centro de Referência Social – CRAS), 
predominantly appeared as institutions linked 
to the participants. The networks were not very 
dense, that is, with a large number of weakened, 
broken or non-existent links, revealing limited 
support for families. The distribution and make-
up of the networks will be discussed in the pre-
sentation of each quadrant of the map, but gaps 
are highlighted in several sectors.

Network ties are dispersed and occasional, 
especially with institutions. Furthermore, the 
great geographic distance between the research 
participants and the services and sectors that 
make up the network of protection and guaran-
tee of rights makes it impossible for the processes 
to be properly constructed. As an example, both 
the CT, the women’s police station and the mu-
nicipal police station are located far from the par-
ticipants’ neighborhoods. In Figure 1, four maps 
are presented that represent the networks of the 
participating families:

Participants expressed that the difficulty in 
establishing and strengthening ties was related to 
the lack of coordination between sectors, espe-
cially health, education, and CT, as explained in 
the following excerpt:

Oh, I... Nowadays the generation is more dif-
ficult, you know, more complicated, and my son, 
who is fifteen years old now, is a lot of work, hard 
work, you know, he was already hospitalized, you 
know, he was involved with drugs, you know, and 
he was always in the council, they never liked 
studying, it’s a little difficult, you know, but I try to 
pass it on to them, right (P1, 41 years old).

For many participants, ties with family mem-
bers were fragile and with social, non-intimate 
relationships, as identified in P4’s map. There 
is an emphasis on significant ties with older 
children and with the mother (in this case, the 
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grandmother of the children and adolescents, es-
pecially the mother). In the friendship relation-
ships quadrant, it was evident that the number 
of friends is limited. In some situations, this net-
work of friends and community was not support-
ive, but rather accusatory and in a police tone:

Ush... It’s not just at home, there’s a woman 
there who was my friend, she stays on the edge 
of the bar, the children are thrown into the street, 
the neighbor there these days grabs the child by 
the neck, I even started calling the CT [...] As they 
have already reported me for mistreatment, I also 
report them for mistreatment. And look, I didn’t 
even treated them bad, hey, I didn’t do it... (P10)

Regarding the work/study quadrant, partici-
pants demonstrated the absence of a formal reg-
istered employment relationship. Taking the P1 
map as an example, there are two employment 
relationships not formally registered, as well as 
70% of the research participants (n = 12). Work 
occupies an important field for the participants, 

since the absence of formal work relationships 
required the movement to seek more than an 
informal or seasonal insertion. There is predom-
inantly more than one informal employment 
relationship per person, indicating the need for 
formalized relationships:

I already had a job before, which took up a lot 
of my time, you know, I go in in the morning and 
leave practically at night, I go in at nine  in the 
morning and leave at eight-twenty at night, espe-
cially because I have one, that thing where I’m the 
breadwinnerand everything, so I have this respon-
sibility, so I have, you know, it’s this function, not 
this function, you know, I have this responsibility 
to assume, so I work for a long time, I try to do 
the best, it’s obvious that there are times when we 
fail, right? There are times when we are tired, or 
stressed, you know? (P6, 33 years old).

In relation to the community/services, the 
experiences were related to the proximity of the 
church to family functioning, in a search for so-
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Figure 1. Minimal maps of the personal social network of participants 1, 4, 12, and 15.

Fonte: Autores.
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cial company and emotional support, especially 
concerning the absence of other services in the 
network.

It’s difficult, I’m trying to take him [son] to 
church, let’s see what he wants, right, so where he 
worked with me, I always tell my husband that it’s 
difficult for him to live there because of my daugh-
ters, you know, I have a ten year old daughter 
(P20, 26 years old)

 Participants expressed the need to bring 
some services closer together, such as social and 
health care. In this sense, they explain both the 
absence of social companies and socio-emotional 
support, as well as the lack of support from the 
State in the face of their demands:

It’s also the government’s fault, the govern-
ment doesn’t help, the family is left unstructured, 
it’s someone who is addicted to drugs, the father 
who doesn’t provide food, the father who doesn’t 
provide pension, the father who goes out with an-
other woman, then the mother relapses. Also, they 
want to harm their children, they abandon their 
children, they go to a bar, they go down a wrong 
path, a drug path, and then it ends up like that, 
you know, this is negligence on the part of a fa-
ther and a mother. Why leave a child lying around, 
then [...] The government had to pick it up, it had 
to help, and it also had to take control of it, right, 
because it’s not just about letting go (P13, 44 years 
old).

Participants reported difficulties in access-
ing and continuing care in health services. They 
highlighted the precariousness of the approach 
to mental health, bringing the need for atten-
tion and care regarding the use of psychoactive 
substances and psychological suffering such as 
depressive disorders. Furthermore, due to their 
situations, actions are necessary to promote men-
tal health:

Ah, I tell you no, because I’ve already hospital-
ized her four times, and each time I admit her, she 
comes back, but it gets worse and worse, you know, 
addictive stuff, you know, I give her a hard time, 
you know, because I lower my head and she wants 
to hit me, you know (P4, 39 years old).

I think there should be a vision for the men-
tal health of the larger population, right, in every 
sense, it’s just that not even in my case or in my 
mother’s case, she ends up being negligent because 
she was abandoned when she was younger, she 
ended up getting involved in a relationship and 
then several factors came into play (P6, 33 years 
old).

Participants also demonstrated the need to 
strengthen ties. Among the concerns reported, 
the construction of a formal employment rela-
tionship emerged; returning to school to com-
plete studies; closer ties with family members in 
occasional relationships; and the return of social 
activities, such as churches and CRAS.

Discussion

The maps and reports demonstrated diminished, 
homogeneous, less dense networks, with occa-
sional and dispersed ties. The lack of articula-
tion of services was highlighted, especially with 
difficulties in work, education, social welfare, 
and health care. In this sense, a lack of support 
emerges in the social, instrumental, and emo-
tional spheres. Complexity brings the need for a 
perspective that considers the fabric of different 
elements for the emergence of a phenomenon14. 
In this study, it was revealed that all reported ab-
sences represented on social networks are linked 
to the emergence of family neglect against chil-
dren and adolescents.

In this sense, the literature21 proposes that the 
occurrence or not of neglect may be the result 
of the interaction of protective factors that the 
family has at its disposal, with its resources and 
capabilities for coping with adversities, as well as 
the stressors to which it is exposed. This aspect 
strongly dialogues with complexity, showing that 
the fabric of the neglect phenomenon is multi-
dimensional14. Some stressors that appear in our 
study are reinforced in the scientific field, such as 
social vulnerability and the lack of State protec-
tion actions21; the geographic distance between 
the service and the place of residence; the weak-
nesses found in health services22, and the weak-
ened support network23.

The results, illustrated in some sections, bring 
questions related to the lack of State support 
perceived by these families. In this regard, the 
present study shows that families in the Brazil-
ian context tend to be held fully responsible for 
the care, or lack thereof, of their children, being 
blamed for their poverty and the survival strate-
gies employed. It is understood that they are easy 
targets for reprisals, unlike society in general and 
public authorities21. These authors also pointed 
out the importance of not confusing negligence 
with the lack of material resources to provide the 
necessary care for children, as well as not failing 
to consider the negligence of the State when an-
alyzing situations occurring within the family21.
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The absence of the State is also reflected in 
the difficulties encountered regarding the geo-
graphic distance between their residence and 
the location of the services offered, as well as the 
fragility of the care network for these families. 
Complexity seeks to reconnect the individual/
species/societal dimensions of human survival, 
substantiating the so-called ethics of solidarity. 
In this sense, it brings the principle of autono-
my-dependence14, that is, it is understood that it 
is impossible for families to be fully responsible 
for the reality experienced – in this case, the sit-
uation of negligence. An example of this is dis-
cussed in the literature22, when authors highlight 
that comprehensive care for children may not be 
available to all populations. According to these 
authors, geographic distance can result in deci-
sions made by the family, for example, not to take 
the child to school due to the distance, as well as 
other unintentional situations related to difficul-
ties in transporting to the location in question22. 
In other words, it is possible that geographic dis-
tance means, for families, a greater probability 
of breaking ties with the institutions in the net-
work22. In this sense, it is necessary to coordinate 
services to guarantee comprehensive care and 
continuity of care for these families, including 
mobility services that promote the movement of 
families to the place of care, and for services to be 
decentralized and territorialized24.

Regarding the weaknesses of the care net-
work, in the literature, it is possible to find data 
that emphasize the lack of trust in professionals 
and health services that care for children, espe-
cially those with chronic conditions; difficulties 
in scheduling appointments; difficulties in ac-
cessing appropriate services and resolving health 
and illness situations; disjointed actions of health 
care services; and the lack of training, agility, and 
humanization in care22,24. These findings are sim-
ilar to the results discussed here, since the par-
ticipants in this study, in their statements, high-
lighted the difficulties encountered in accessing 
services and resolving health issues, especially 
mental health and substance abuse among their 
children.

Primary Health Care (PHC) plays a key role 
in the organization of healthcare networks and 
can strongly contribute to the construction of 
interprofessional and intersectoral care for these 
children, adolescents, and their families. The 
family is the focus of PHC, seeking to overcome 
the individual-centered biomedical model25. 
However, the existence of a health service does 
not necessarily imply access to it, as it is influ-

enced by different factors, including geographic 
and financial26. Care networks imply social rela-
tionships and are therefore dynamic, aiming to 
guarantee access to health services13. Complex 
thinking thus proposes this paradigmatic change, 
from unidisciplinary to interdisciplinary and in-
tersectoral14 for care aimed at populations, in dia-
logue with the proposal of Health Care Networks 
present in Brazilian health policies but still dis-
tant from practices.

The data analyzed in this study also highlight 
the difficulties to access work, education, and in-
come for this population. The literature corrobo-
rates these findings, showing that the main vul-
nerabilities of families caring for children were 
related to the lack of access to work and income. 
This aspect can result in poverty and the precari-
ousness of the family’s material resources to pro-
vide child care21. Another study estimated pro-
tective factors to diminish neglect in situations 
of poverty. The results showed that having part-
time or full-time formal jobs were associated 
with lower occurrences of physical negligence12.

Furthermore, socioeconomic conditions ag-
gravate family conflicts and determine situations 
of violence. Some families in situations of pover-
ty are often forced to bring their children to the 
job market early, removing them from the family 
and school environment, in turn weakening ties. 
Furthermore, this need for early entry into work 
activities can generate long-term consequences, 
such as dropping out of school27.

The racial issue of the participants also stood 
out in the findings, with the majority being of a 
brown skin color. This determinant was seen in 
other national quantitative articles, in the states 
of Maranhão and Espírito Santo, as well as in a 
study that evaluated reports of violence against 
adolescents9-11. These studies highlighted that the 
black/brown race/color stratification involves 
greater exposure to violence and social inequal-
ities, when compared to whites9-11. This evidence 
points to the need for a unique look at the inter-
sectionality of race in understanding and prac-
ticing violence.

Another element found among the par-
ticipants refers to stressors that have occurred 
throughout their lives and the repercussions on 
their mental health. One study28, which analyzed 
the results of adverse childhood experiences in 
adulthood, described the appearance of anx-
ious and depressive symptoms in adulthood. 
The same authors propose that access to mental 
health services and the perception of a strength-
ened support network can function as protective 
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factors against these symptoms28, which are also 
related to the reproduction of the cycle of vio-
lence. Attention is drawn, therefore, to the im-
portance of access to mental health services not 
only for children and adolescents, but also for 
their families, as well as the need to strengthen 
their support networks.

In addition, religiosity appears in the partic-
ipants’ reports, and here it is important to high-
light that this aspect is already discussed in the 
literature as an important factor in coping with 
adversities and an increasing quality of life29. 
However, religion can also have negative aspects 
related to practices based on traditionalist beliefs 
that tend to reduce engagement in activities and 
treatments proposed by the institutions where 
people receive care, especially related to mental 
health issues30. One national integrative review, 
which aimed to describe scientific studies pub-
lished in Brazil, demonstrated that national pro-
duction on the subject is still lacking and is in the 
process of proving itself as an important research 
theme, especially as regards correlations between 
religiosity and violence30.

Complex thinking explains that an object of 
study, here described as families in a context of 
neglect, is never isolated from its context10. This 
statement is in line with the discussion proposed 
here that what can be called negligence is often 
related to the context in which the family lives, 
and depends on the multiple interactions of the 
elements that can protect, such as one of the fac-
ets of the religious aspects mentioned above, or 
pose risks to the family, such as social vulnera-
bility, the absence of a support network and sup-
port from the State, and the geographic distance 
from the services necessary for comprehensive 
care. In other words, the family context can in-
fluence behaviors that can be judged as negligent, 
but the behavior itself is not isolated and must be 
analyzed based on the various vulnerabilities to 
which the family is exposed.

Finally, our study highlights the relevance of 
this theme in the practices of healthcare profes-
sionals. One study showed that situations of vio-
lence require qualified and empathetic listening, 
promoting comprehensive care and involving the 
family. This demand requires a look at the family 
context and its risk and protective factors, in ad-
dition to extramural intersectoral actions, such as 
preventing situations of violence with education-
al actions, especially in schools, and the interac-
tion with the protection network to resolve cas-
es31. The very use of resources, such as the map of 

personal social networks, allows for an expanded 
view, understanding, and action, focused on the 
person and from a multidimensional perspec-
tive. In this aspect, complex thinking is once 
again called for, which proposes the integration 
of knowledge from various disciplines in order to 
understand and care for a given phenomenon10.

This study does have limitations, especially 
related to the location. Due to the implication 
of CT, families could have given other answers 
if the research had been carried out in another 
environment, despite the ethical care taken. Fur-
thermore, this study did not delve into the partic-
ularities of the participants, especially since most 
of them were single or divorced women.

Conclusion

The personal social networks of families involved 
in neglect against children and adolescents were 
diminished, with little to no coordination be-
tween the different services and sectors, which 
were predominantly homogeneous. Because they 
have many weakened ties, they are relatively un-
supportive, pointing out difficulties in accessing 
work, education, and health. The complexity of 
the phenomenon of negligence is glimpsed, in 
which the elements condition and perpetuate ex-
periences of absences and fragility, leading to the 
emergence of this phenomenon. Interprofession-
al and intersectoral perspectives and actions are 
requested and recommended.

Our study also brings contributions to col-
lective health, namely the incorporation of in-
struments that allow us to approach the social 
support network of children, adolescents, and 
families involved in neglect so as to understand 
the complexity of their experiences and search 
for weaknesses or potential; the design of singu-
lar and continuous care, seeking to break situa-
tions of vulnerability; and the construction of a 
priori interprofessional and intersectoral care 
that strengthens links in the different services 
of the social protection network. It is a fact that 
PHC, as it is more directly present in the care and 
territory of this population, has in its hands the 
necessary technologies to promote a future life 
free from neglect and a precursor to healthy re-
lationships. In the research area, this study rec-
ommends new approaches that revisit and recon-
sider the meanings of violence, especially family 
neglect, from the perspective of families, educa-
tion, health, and social protection professionals.
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