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Abstract 

Objectives: the aim of this study is to present a
method for the production and selection of indica-
tors to evaluate and/or monitor strategies to: a)
prevent violence and promote protective family and
community relations; b) provide care for victims of
such violence and their family members; c)
upgrade the recording and reporting of such
violence; d) guarantee the rights of child and
adolescent victims; and e) ensure due prosecution
of perpetrators.

Methods: consensus-generating participatory
methodologies were used (Delphi Method and
Nominal Group Technique).

Results: 113 indicators were produced, with 27
and 91 indicators selected in scenarios with
different scores.

Conclusions: the consensus methodologies
were adequate for the selection and validation of
evaluation indicators, but criteria need to be
established for selection among the indicators
adopted.
Key words Family relations, Indicators, Violence,
Public policy, Child, Adolescent

Resumo 

Objetivos: o estudo apresenta o processo de
produção e seleção de indicadores para avaliar e/ou
monitorar as estratégias de: a) prevenção e promoção
de relações familiares e comunitárias protetoras; b)
atenção às vítimas destas violências e aos seus fami-
liares; c) qualificação de registros e notificação
destas violências; d) garantia dos direitos das
crianças e adolescentes vitimizados; e) responsabi-
lização dos autores destas violências.

Métodos: foram empregadas metodologias parti-
cipativas geradoras de consenso (Método Delphi e
Técnica Grupo Nominal).

Resultados: foram produzidos 113 indicadores e
selecionados 27 e 91 indicadores em cenários com
escores diferentes.

Conclusões: as metodologias de consenso se
mostraram adequadas para a eleição e validação de
indicadores para avaliação, porém demandam que se
estabeleçam critérios de seleção dentre os indi-
cadores aprovados.
Palavras-chave Relações familiares, Indicadores,
Violência, Políticas públicas, Criança, Adolescente
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Introduction

The present article reports on a methodological
experience involving the drawing up of indicators
for performance evaluation of Brazilian municipali-
ties in dealing with violence against children and
adolescents, using consensus-generating participa-
tory methodologies. This experience was part of a
study conducted in partnership with the United
Nations Children’s Fund (UNICEF), entitled
“Indicators for the Evaluation of Strategies to Deal
with Domestic Violence and Sexual Exploitation of
Children and Adolescents”.

The article focuses on the methods used to
produce and select indicators for evaluation and/or
monitoring of the way these kinds of violence are
dealt with, in the following areas: a) prevention of
domestic violence and sexual exploitation, and
promotion of protective family and community rela-
tions; b) care for victims of domestic violence and
sexual exploitation  and their family members; c)
improving the reporting and recording of incidents
of domestic violence and sexual exploitation; d)
defending the rights of children and adolescents who
are victims of domestic violence and sexual exploita-
tion; and e) due prosecution of the perpetrators of
domestic violence and sexual exploitation  against
children and adolescents.

These areas topics cover the full range of protec-
tion and care that public policies provide victims in
Brazil. These initiatives seek to minimize or eradi-
cate such forms of violence, the real magnitude of
which is still unknown in Brazil. Data on these kinds
of violence tend to be an underestimate its preva-
lence. The Information System for Childhood and
Adolescence, under the Special Secretariat for
Human Rights, has a database fed discontinuously
by the country’s Tutelary Councils. From January
1999 to February 2010, a total of 1,000,621 viola-
tions of rights were recorded, of which 466,941
involved violation of the right to a family and
community contact (the main item under which
cases of domestic violence are tabulated).1 The "Dial
100" reporting service  recorded 90,407 cases of
violence between May 2003 and May 2009, of which
31% were cases of sexual violence and 39.8% cases
involving sexual exploitation.2A study conducted by
the University of Brasilia and UNICEF showed the
proven existence of cases of sexual abuse in 937 of
the 5,562 Brazilian municipalities.3

Owing either to the low capacity to record the
true magnitude of the problem or to the severity of
consequences for the health and citizenship of child
and adolescent victims, the time has come to demand

an agenda for the evaluation of the ability of local
government initiatives in Brazil to deal with these
issues.

Consensus methodologies have been identified
as the most appropriate for producing evaluation
criteria or indicators in the absence of acknowledged
and validated scientific and technical parameters.4-6
In addition to being technically recommended, the
choice of participatory methods and techniques not
only constitutes a methodological strategy, but also
expresses an ethical and heuristic principle in rela-
tion to the opinions, expectations, knowledge, and
experiences of those who study and are active in
dealing with domestic violence and sexual abuse and
the exploitation of children and adolescents. With
their different peculiarities and competences, such
academics and service providers are viewed as part-
ners in the production of knowledge.

The initiative of collectively constructing and
selecting a set of indicators to evaluate the muni-
cipal strategies is a pioneering task in Brazil. The
development of indicators may provide support for
summative and formative evaluations, in addition to
monitoring and social control of action and allowing
diagnoses to be carried out that suggest how over-
sights and shortcomings might be overcome. This
approach is especially appropriate for diagnostic
evaluations and so-called thematic evaluations,
which focus on a global or regional level and are
applied in the following cases: a) theme-related; b)
evaluation of a policy area from the perspective of
its impacts or development or related to the evalua-
tion of various policies with their combined effects
(policy mix); c) evaluation to assist a given sector
(health, education, etc.).7

Methods

The construction and selection of indicators
followed five complementary stages: Stage 1: defini-
tion of the framework for the creation of evaluative
questions, judgment criteria, and indicators by the
research team; Stage 2: development of indicators by
experts using the Nominal Group Technique (NGT)
and evaluation of indicators developed by the
research team; Stage 3: review of the set of indica-
tors by the research team; Stage 4: selection of
experts in all the regions of Brazil, submission of
indicators to this group (Delphi Method), and
analysis of the first expert consultation; and Stage 5:
second expert consultation (Delphi Method) and
final analysis. As this article reports on the method-
ological experience, each of these phases will be
described in detail in the results section.

Deslandes SF et al.



NGT is characterized by the presence of subjects
in a collective meeting, when the participants report
their opinions and proposals in writing and proceed
to discuss them with the group. The dynamic unfolds
through the work of a facilitator, who conducts the
debate among the experts, in the form of a structured
meeting, generally involving 9 to 12 participants.8

The guest participants are considered “experts”
in the broad sense of the term, ranging from aca-
demic expertise to individuals whose life experience
is significant for the issue at stake.9

The experts were selected through a network of
key informants, with a telephone contact followed
by an official personal invitation. The experts were
required to be researchers, managers, or profes-
sionals with acknowledged work in one of the five
mentioned areas.

The Delphi Method, developed in the 1950s in
the United States, originally aimed to gather fore-
casts on international political and military issues.10
Its use is still heavily associated with the political
sciences and is defined as a structured expert consul-
tation, seeking convergence of analyses of future
scenarios.11 However, its use has since spread to
other fields of knowledge, in particular health policy
and other public policy areas.10

Despite variations, the Delphi method has some
characteristic stages:8 a) during the first round, the
subjects considered to be experts, are invited to give
their opinions on the problem in hand, based on a
prior consultation; b) during the second round, a
questionnaire with the proposals and questions
raised is elaborated and submitted to the group.
Individual participants then answer the question-
naire, recording their agreement or disagreement
with each proposed item. They can also be asked to
score or rank each item’s importance within the set.
These answers are tabulated and can be resubmitted

to the group. In the current study, the first round was
based on NGT and the study thus began with the
second round.

It is important to note that such forms of
consensus are transient and subject to the contextual
and discursive historicity of each area, but can
nevertheless provide a basis for validating the evalu-
ation.

The work was conducted over the course of eight
months, from July 2007 to March 2008.

The Delphi consultation included experts dealing
with rights and representatives of government agen-
cies and legitimate nongovernmental organizations
and universities from the five regions of Brazil.

Selection of the group of experts was supported
by the regional offices of UNICEF, which submitted
lists of individuals from various fields. The ‘snow-
ball’ technique was used to select this group of
experts. As shown in Table 1, a total of 746 experts
were consulted, of whom 164 (22%) responded to
the first Delphi consultation and 120 responded to
the second (73.2% of the group that responded). The
experts were predominantly from the Southeast
Region (both those consulted and those that
responded). There were two reasons for this: 1) the
study covered professionals that had participated in
the NGT and 2) there is known to be a concentration
of experts in this region. The Northeast Region was
second, with a significant contingent of experts in
the field. In the group that actually responded to the
first Delphi consultation, there were representatives
from the Federal District (Brasilia) and all the States
(except Amazonas, whose experts did not respond to
the consultation). The request was made by e-mail.

The study was approved by the Ethics
Committee of the Instituto Fernandes Figueira
(Number CAAE 0035.0.008.000-07) of the Oswaldo
Cruz Foundation.
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Table 1

Distribution of experts consulted and those that responded, by Brazilian region, 1st and 2nd Delphi consultation, 2007.

Regions                               Consulted                    Responded 1st Responded 2nd

n                          %                             n                            %  

Central-West 76 12 15.8 11 91.7

Northeast 196 40 20.4 27 67.5

North 90 16 17.8 12 75.0

Southeast 286 79 27.6 56 70.9

South 98 17 17.3 14 82.3

Total 746 164 22.0 120 73.2
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Results

The methodological experience and its results

The main purpose of Stage 1 was to establish a
framework based on consultation of the principal
public policies and technical norms in the areas of
justice, health, human rights, and social work, in so
far as these deal with domestic violence and sexual
exploitation in Brazil. This collection of documents
was selected according to the following criteria:
whether the policies were current and in force;
nationwide scope and enforcement; and diversity of
authorship and origin according to government
sectors and agencies.

State and municipal plans and laws were not
included, as these establish local strategies for policy
enforcement, thereby precluding generalized appli-

cation.
The content of each document was examined in

detail, focusing on the goal and purposes of each
policy or proposal. In other words, we examined
what was lay closest to the framework of each
proposal.12 A cross-sectional analysis of the docu-
ments was performed along thematic lines, once the
principal evaluation questions and judgment criteria
for the elements that were considered necessary for
good performance by the municipality had been
drawn up.

The evaluation questions give the evaluation a
direction and focus. The criteria define the charac-
teristics of what can be considered successful imple-
mentation. The judgment criteria specify the level
that the intervention must reach in order to be
considered successful (Table 2).

A group of 77 indicators were initially drawn up,

Table 2

Framework of evaluation questions and criteria for the elaboration of indicators proposed by the research team.

Lines of analysis Evaluation questions Judgment criteria

Does the municipality invest in strategies
for prevention and promotion of 
protective family and community relations?
Are such strategies based on research or
diagnoses? 
Do they show adequate coverage?
Are they part of an inter-sector action 
network?

1. Prevention of domestic 
violence and sexual 
exploitation and promotion
of protective family and 
community relations

• Investment in the elaboration of
diagnoses aimed at supporting
prevention.
• Capacity to supply actions.
• Capacity for coverage by actions.
• Investment in the creation and
consolidation of networks.

2. Attending to victims  of
domestic violence and sexual
exploitation  and their family
members

Does the municipality offer adequate,
sufficient and networked care for child and
adolescent victims and their family
members?
Does the municipality invest in training
professionals to provide quality care?

• Installed capacity of the health system
for attending child and adolescent
victims of violence sexual.
• Existence of intra- and inter-sector
linkage.
• Continuous supply of safeguards/
protective measures in extreme
situations.
• Supply of care for perpetrators of
domestic violence.
• Qualification and training of
professionals. 

3. Improving reporting and
recording of  domestic
violence and sexual
exploitation  

Has the municipality consolidated a
management system for reporting and
recording the events?

• Supply of training in reporting and
recording.
• Existence of resources (material and
human) in the management of
information.
• Existence of data banks and systems.

4. Defending the rights of
child and adolescent victims of
domestic violence and sexual
exploitation

Has the municipality taken measures to
strengthen the System for Safeguarding
the Rights of Children and Adolescents?

• Consolidation of policies to
strengthen the  System for Safeguarding
the Rights.
• Existence of municipal coping strategy
for violence and sexual exploitation.
• Support for creation and operation of
Tutelary Councils.

5. Due prosecution of
perpetrators of  domestic
violence and sexual
exploitation  against children
and adolescents

Has the municipality taken steps to
prosecute/ hold accountable the
perpetrators of violence?

• Ability to offer specialized legal
institutions and public safety. 
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of which 28 were specific to sexual abuse and
exploitation. The indicators were classified as
follows:
Area 1: prevention of domestic violence and sexual
exploitation and promotion of protective family and
community relations – 14 indicators were created;
Area 2: attending to victims  of domestic violence
and sexual exploitation  and their family members  –
28 indicators; Area 3: improving the reporting and
recording of  domestic violence and sexual exploita-
tion - 19 indicators; Area 4: defending the rights of
child and adolescent victims of  domestic violence
and sexual exploitation  – 13 indicators; Area 5: due
prosecution of perpetrators of  domestic violence and
sexual exploitation  against children and adolescents
– 3 indicators.

During Stage 2, the Nominal Group Technique
(NGT) was applied for critical examination and vali-
dation (by experts from the public sector and civil
society) of the indicators created by the research
team. This procedure was also helped them to draw
up new indicators.

A total of 58 participants were invited, and a
total of 42 experts came to participate in the total of
six meetings, between August and October 2007.
One meeting was held for each thematic area, plus
an additional session focusing exclusively on the
issue of sexual exploitation.

The group of experts included members from the
following areas: Health, Social Work, Education,
Rights Council, Minors’ Court, Office of the State
Public Prosecutor, Office of the Public Defender,
Tourism, Public Security, Universities, and civil
society organizations.

The NGT dynamic involves two Stages, both
during the same meeting, which lasted approxi-
mately six hours. Put briefly, application of the tech-
nique followed the five basic steps outlined in the
literature.13-15

First step: the question was posed to the group
clearly and precisely, explaining the study’s objec-
tives, the concept of an indicator, and the proposal
for the work session’s dynamics.

Permission was requested to record the session
and a free and informed consent form was presented
for participation in the study.

The participants were then asked to write (indi-
vidually) at least one proposed indicator related to
the theme discussed by the group.

Second step: the participants then read their
proposed indicators, which were transcribed and
shown on the screen. Each expert then presented the
indicators created, without interruption. This is
referred to as a “round robin” recording format,

created in such a way that one participant does not
influence the other in a chain of answers.

Third step: after the presentation, the individual
participants presented arguments in support of their
proposals. Interruptions by group members were
permitted and limited by the facilitator in order to
ensure each participant had enough time to speak.
During this phase, some ideas were grouped, and
repeated ideas were consolidated by means of nego-
tiation among the experts, thus avoiding duplication
of proposals. During this stage, the initial list under-
went changes, and the group drew up a second
version.

Fourth step: this stage involved voting on the
descriptors and indicators, and the group assigned a
Likert-type score matrix on the importance of these
indicators, establishing an ordinal ranking of the four
most relevant indicators (0 - no importance whatso-
ever; 1 – virtually no importance; 2 – not very
important; 3 – medium importance; 4 – important; 5
– very important; 6 – highly important).9,16

The experts produced 147 indicators, classified
as follows in the thematic areas: Area 1 - 25; Area 2
- 25; Area 3 - 25; Area 4 - 37; Area 5 - 35.

Fifth step: after this round involving production
of the indicators by the experts, the 77 indicators
produced by the team were discussed and criticized
by the participants and then submitted to the same
score matrix (Likert scale) that had been used for the
previous evaluation stage.

Stage 3 involved the review and reorganization
of the set of indicators by the research team.
Indicators were only retained if they achieved a
percentage of 70% or greater, grouping items 5 and
6 together, with the maximum score matrix values.

Based on this criterion, 70 of the 77 indicators
produced by the research team (90.9%) and 85 of the
147 indicators produced by the experts (57.8%) were
approved, giving a total of 155 indicators.

After producing this consolidated set of indica-
tors, a complementary analysis of the arguments
produced in the nominal group sessions was
performed. The aim was to carry out a thematic
analysis of the arguments for and against the
proposed indicators.17

Next, the approved indicators were displayed, by
theme, in a matrix that allowed for comparison of the
indicators produced by the research team and by the
experts. This enabled repetitions to be identified and
some proposals to be grouped together. The wording
was also reviewed and standardized, finally
producing a total list of 113 indicators.

Stage 4 involved the selection of experts in all
regions of Brazil, followed by submission of the set
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of indicators to this group, using the Delphi Method.
In the present study, each expert received a ques-

tionnaire containing instructions for its completion,
followed by the list of 113 indicators. In order to
verify the consistency of the indicators, the experts
were asked to assign a score of 0 to 6 on each of the
following criteria: clarity of wording; relevance;
ease of access to data. The experts were also asked
to identify what they considered the most relevant
indicator in each line of action.

Analysis    of   consensus   obtained   on   first

consultation

The preliminary step of the analysis was to deter-
mine the values that reproduced the experts’ joint
opinion (by way of measurement) and the levels of
consensus obtained by in this way. The cutoff point
between high and low consensus could be defined by
the expert group itself or using statistical methods.8

The experts’ opinion was analyzed by judging
the previously mentioned criteria: a) clarity of
wording; b) relevance; and c) ease of access to data.

We used the median (Md), which is considered a
good approximation of how representative each
criterion is, in combination with the interquartile
range (dq), an approximation of the degree of
consensus.18 The median is defined as a measure of
the central position, while the interquartile range
measures data dispersion, expressed as dq = q3 – q1,
where q1 and q3 represent the first and third quartile,
respectively. In other words, a search was made for
the scores assigned to the indicators, in addition to
analyzing the degree of consensus observed.

One characteristic of these measures (Md and dq)
is the fact that they are not influenced by the occur-
rence of extreme values, as would be the case with
the mean or standard deviation.19 Another reason for
using the median rather the mean is the “arbitrary
nature” of ordinal measures, where the values
comprising the scale do not have a logical attribute
or nature, but are the result of personal judgments.

The aim was thus to determine which values for
these previously defined medians showed that the
indicator achieved a good score (according to the
group’s opinion) and that the values reflected a
group consensus.

The indicator’s score was considered high if it
achieved an Md of between 4 and 6, medium or fair
if it was 3, and low if the Md was 2 or less.

A dq ≤ 1 suggested that the median showed a
high degree of consensus, while dq ≥ 2 suggested a
concentration around more than one position,
without approaching a consensus. Consensus was

defined as values with dq ≤ 1, in which case they did
not need to be submitted to new expert judgment.

Thus, according to our definition, indicators that
were highly representative of the clarity, relevance,
ease of access, from 4 to 6, and high consensus on
all the criteria were immediately approved and did
not have to undergo a new assessment by the
experts. Indicators were also approved during the
first consultation, even if they had not reached
consensus for the three variables, but if they only
varied from 4 to 6. These were not resubmitted,
because the lack of consensus ranged among very
positive values.

Indicators were discarded if they received Md=3
(fair approval) for any variable plus a high degree of
consensus or Md < 3 (low approval), regardless of
whether they achieved consensus.

In any other scenario, the indicator was resub-
mitted to the experts.

Based on these criteria, of the 113 indicators
submitted to the experts in the first consultation, 23
were approved, 17 were rejected, and 73 were
submitted to a second consultation.

Second expert consultation (Delphi method).

Final analysis

The 73 indicators that failed to obtain initial
consensus were resubmitted for scrutiny by the 164
experts participating in the study. After various
strategies seeking produce further feedback on ques-
tionnaires in the second round, 120 experts
responded (73.2%). During this second consultation,
only the access to data variable was submitted (the
clarity and relevance variables having obtained
good-to-excellent scores for the median and low
interquartile ranges).

As recommended for the Delphi Method,6,20
experts received the information on their previous
response and the group’s consolidated response, and
were asked whether they wished to change or main-
tain their response.

Given the experts’ heterogeneity (coming from
various sectors), we felt it was appropriate to ask
them about their current degree of certainty (on a
scale from 0 to 100%) concerning access to the data
included in each indicator. For example, a health
expert might be certain about the data from his or her
area of work, but might tend to guess or mistakenly
imagine that data on the Tutelary Councils were
nonexistent. The purpose of this measure was to
minimize the impact of responses on the access to
data variable for the indicator (a strategically rele-
vant question) that were clearly based on common
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sense. During this second consultation, measures of
the indicator’s consistency (median and interquartile
range) were only calculated for responses whose
degree of certainty was 60% or greater, a percentage
established by the group of experts. The N value thus
varied for each response.

In this second Stage of analysis, the same exclu-
sion criteria were adopted as in the first phase (high
consensus concerning low representativeness, Md≤3,
for all the criteria), as were the criteria for non-
consensus (interquartile ranges >1).

Based on these procedures, total approval was
obtained (in the two Delphi rounds) for 27 indica-
tors, while 86 indicators were rejected.

Based on the most flexible cutoff point (median
greater than or equal to 3 and interquartile range >1),
accepting indicators with “medium ease in data
access”, a completely different picture emerged:
only 22 indicators were rejected, while 91 were
approved. Both scenarios consist of offers of
"menus" for the evaluation team. The first scenario
is a more concise group of indicators, with high
consensus, while the second presents a more
extended group of indicators, but with less power of
consensus.

Figure 1 summarizes the elaboration and selec-
tion of indicators in this study.

Figure 1

Flowchart for construction and selection of indicators for the 5 thematic lines.

Discussion

The experience reported here used two well-known
methods for producing consensus. These techniques
allowed validation of the indicators proposed by the
team as well as the production of new indicators.
The systematic analysis of guidelines from Brazil’s

prevailing policies was enhanced by the professional
practice and extensive day-to-day experience of
experts in the various fields that work with the issue.

One parameter for these indicators was the use
of construct and content validity. Construct validity
deals with the relationship between theoretical
concepts regarding the issue under study and their
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operationalization in measures. In other words, it
deals with the consistency with which indicators
measure the explanatory connections supported by a
given theory.21 Thus, as the literature confirms,
consensus-generating techniques (Nominal Group
and Delphi,) have an impact on the indicators’
construct validity,12,22 since they allow criticisms to
be made of the translation of the theoretical frame-
works contained in the respective documents (public
policies taken as the reference for actions to be
implemented by the municipalities) and the proposed
indicators. The indicators thus also gained content
validity,23 since the experts created indicators and
critically analyzed those elaborated by the research
team, in an exercise that evaluated the indicators’
capacity to measure all the dimensions contained in
each of the five areas of evaluation mentioned.

One innovation in this study was the joint use of
NGT and the Delphi method. The output generated
by the NGT became a preliminary stage for Delphi,
dispensing with the initial phase of brainstorming
and generation of topics. This combination allowed
the elaboration of new indicators based on a face-to-
face debate, by means of a dialogical and potentially
richer process as compared to consulting the experts
by internet.

The literature includes various discussions of the
issue of the adoption of experts and the definitions
used to identify them. Criticism ranges from the use
of non-statistical samples to the criteria for defining
the number of participants and their expertise, issues
on which there is no consensus among authors.20,24
Since there is no information on the number of
Brazilian experts on violence against children and
adolescents in the various sectors (education, health,
law enforcement, etc.), convenient samples consti-
tute the most feasible option.

Heterogeneity in the sample of experts is consi-
dered a favorable strategy for increasing the
validity.25 The current study thus sought to ensure
the heterogeneity of participants (by regional origin
and sector). The concept adopted for expertise was
quite inclusive and also prioritized the diversity of
professional experience (managers, providers of
different forms of care, and academics). Still, this

flexibility demanded a consultation regarding the
“degree of certainty” in the answers provided by
these experts, used as a resource for more reliable
approximation to the responses.

As for the pattern of participation in the
consultation, authors of Delphi studies acknowledge
low adherence as a common problem6,26 Still, with
regard to the scope of the consultation, Delphi
studies operate with sample sizes that may vary
considerably. Based on the methodological choices
or scarcity of experts in a given field, some Delphi
studies are run with 10 experts or even fewer.27
Some authors11 contend that 15 to 30 experts are
sufficient to employ the method. It is thus a highly
positive indication that the current study used 164
experts from all regions of Brazil.

Despite the long amount of time required for the
consultations and the need to insist that the experts
return the questionnaires, it proved possible to
include a diverse, broad set of experts from the entire
country, which would have been impossible using
face-to-face consultations.

Finally, as some authors have pointed out,20 the
fact that responses have been obtained by consensus-
generating techniques does not guarantee that the
correct response has been found. The indicators
selected using these two consensus techniques are
not always (or not necessarily) the best indicators
available. They reflect one given level of technical
knowledge and social awareness concerning the
issue of violence against children and adolescents as
expressed by the experts consulted. They neverthe-
less constitute a wealth of knowledge with special
legitimacy, owing to their collective and participa-
tory production, anchored in both professional
expertise and broadly acknowledged parameters.

The creation of two sets of indicators, one more
restricted, but with greater consensus and another
with broader indicators, although lower levels of
consensus, expands the number of evaluation
options. Considering that there is little experience of
evaluation in the field of action against violence, this
perspective seems justifiable, as it expands the
number of choices available.
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