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Objective: assessing the structure and the process of user embracement with risk classification in an emergency unit 
according to the recommendations of the Ministry of Health. Method: descriptive and exploratory study, carried 
out in an emergency unit in Bahia. The investigation techniques used were the systematic observation and the 
interview with nurses. Comparisons and confrontations of the evaluations of the qualitative dimensions of structure 
and procedure were used for analysis. Results: the resources available for the functioning of risk classification, 
with regards to physical structure, material resources, and the flow of attendance partially include the elements 
prescribed. There are shortcomings, such as the signaling of spaces, the absence of some materials in the risk 
classification room, the non-compliance with waiting times and the formal absence of references/counter-references. 
Conclusion: the structure and the procedure of user embracement with risk classification in an emergency unit need 
adjustments in its space and supplies, to be in accordance with the requirements of the Ministry of Health. 

Descriptors: Nursing. User Embracement. Triage. Emergency Medical Services. 

Objetivo: avaliar a estrutura e o processo do acolhimento com classificação de risco em uma unidade de emergência 
de acordo com as recomendações do Ministério da Saúde. Método: estudo descritivo e exploratório, realizado em uma 
unidade de emergência da Bahia. As técnicas de investigação foram a observação sistemática e a entrevista com 
enfermeiros. Para a análise foram feitas comparações e confrontações das avaliações das dimensões qualitativas 
de estrutura e processo. Resultados: os recursos disponíveis para o funcionamento da classificação de risco, quanto 
à estrutura física, recursos materiais e ao fluxo de atendimento contemplam parcialmente o que é preconizado. 
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Existem lacunas, como sinalização dos espaços, ausência de alguns materiais na sala da classificação de risco, o 
não cumprimento do tempo de espera e ausência formal da referência/contrarreferência. Conclusão: a estrutura e o 
processo do acolhimento com classificação de risco em uma unidade de emergência precisa de adequação do espaço 
físico e do suprimento total de recursos para cumprir o que é proposto pelo Ministério da Saúde. 

Descritores: Enfermagem. Acolhimento. Triagem. Serviços Médicos de Emergência. 

Objetivo: evaluar estructura y proceso de atención clasificada por riesgo en unidad de urgencia según recomendaciones 
del Ministerio de Salud brasileño. Método: estudio descriptivo y exploratorio, en unidad de urgencia en Bahia, 
Brasil, cuyas técnicas de investigación fueron observación sistemática y entrevista con enfermeros. Para análisis, 
se realizaron comparaciones y confrontaciones de las evaluaciones de dimensiones cualitativas de estructura y 
proceso. Resultados: los recursos disponibles para funcionamiento de la clasificación de riesgos, con respecto a la 
estructura física, los recursos materiales y flujo de asistencia contemplan parcialmente lo que se recomienda. Hay 
lagunas, como señalización espacial, ausencia de materiales en la sala de clasificación de riesgos, incumplimiento 
del tiempo de espera y ausencia formal de referencia/contrarreferencia. Conclusión: estructura y proceso de atención 
clasificada por riesgo en unidad de urgencia necesitan espacio físico adecuado y suministro total de recursos para 
cumplir con lo que propone el Ministerio de Salud brasileño.

Descriptores: Enfermería. Acogimiento. Tamización. Servicios Médicos de Urgencia.

Introduction

The risk classification system, also called 

User Embracement with Risk Assessment 

and Classification (AACR) has been gradually 

implanted in the emergency services in Brazil(1). 

Currently, this methodology is incorporated both 

in emergency hospital wards and in Emergency 

Units(2), considering the excessive demand for 

attention. The risk assessment (CR) emerged 

from the need to adopt a criteria to organize 

the demand not by order of arrival, but by the 

severity of the clinical situation(3-4).

In Brazil, the overcrowding of Emergency 

Services (SE) is a result of many factors: 

high incidence and prevalence of tropical 

diseases, such as arboviruses; transitions in the 

epidemiological profile of the population and 

morbidities and mortalities related to circulatory 

system diseases; insufficient structuring of the 

network of assistance; and an increased number 

of auto accidents and urban violence. These 

factors have contributed to overcrowd the 

service, a situation which directly affects the 

quality of the assistance offered to the patient(3,5). 

In addition, it can be observed that patients resort 

to these services to receive care for diseases of 

low severity(5).

Considering the setting and the complexity of 

the organization of the public service network, the 

National Program of Evaluation of Health Services 

has been encouraging a culture of assessment 

in establishments that are a part of the Unified 

Health System (SUS). This program establishes 

dimensions for assessments, including structure, 

work procedures, results, the production of care, 

the management of risks, and the satisfaction of 

users regarding the service received(6).

On the other hand, the AACR is one of the main 

interventions in the reorganization of emergency 

services, and is potentially decisive in this 

process(3). The components of its structure, the 

identification of physical and material resources, 

and the process of user attention are priority 

fields for carrying out an evaluation. Therefore, 

this study is justified by the need to perform a 

quality assessment of this service, understanding 

that this is the first study developed to carry 

out such evaluation with regards to the quality 

of risk classification after its implantation. In 

addition, it is necessary to identify shortcomings 

in the assistance and establishing improvement 

strategies that can guarantee more efficiency 

and efficacy in the attention to urgency and 

emergency, offering more security for users and 

professionals involved in this activity.(7).

Considering this context, the following 

research question was raised: How is it 
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that the AACR structure and procedure of 

embracement are implanted in an emergency 

unit? Is it in accordance to what is prescribed 

by the Ministry of Health (MS)? To do so, this 

study aimed at assessing the structure and 

the process of user embracement with risk 

classification in an emergency unit according to 

the recommendations of the Ministry of Health. 

Method

Cross-sectional and descriptive study carried 

out in the emergency unit of a general, public, 

high complexity hospital in Santo Antônio de 

Jesus, Bahia, which receives spontaneous and 

referred demands from the 32 neighboring cities 

that are a part of the region Recôncavo baiano. 

The main medical specialties offered by the 

institution are: medical clinic, pediatric clinic, 

general surgery, orthopedics, and traumatology.

The emergency unit had a mean of 7,518 

patients attended monthly, considering the 

months from December 2014 to June 2015, period 

in which data for this investigation were collected. 

The service used an institutional protocol to 

carry out risk assessment (CR). The model 

adopted was based on the User Embracement 

Risk Assessment Booklet proposed by the MS 

and on the State Protocol for Risk Assessment by 

the Health Secretariat from the State of Bahia(8). 

 The investigation technique used was the 

systematic observation, which was carried out 

in the morning, afternoon, and night shifts, 

with the use of an observation script previously 

elaborated by the researchers, adapted from the 

study by Mendes(9), and containing the following 

elements: information assessment; comfort; 

dignity and politeness; privacy during attention, 

embracement, and risk assessment; prioritization 

in user attention and care.  In addition, an 

interview was carried out with nurses from the 

ES to aid in the completion of a structured form, 

based on recommendations by the MS(3) and 

containing items related to physical structure, 

material resources, and others, such as: human 

resources available in the emergency services 

(number of nurses and nursing technicians), 

working hours, classification of attention, 

number of nurses taking part in risk classification, 

protocol used for classification, basic materials 

used, time spent waiting for medical attention, 

and time for the reevaluation of the patient by 

the nurse.

Organization, process, analysis, and 

interpretation of information were based on 

the study by Mendes(9), that is: in the first stage, 

primary data obtained from each instrument 

were valued; in the second one, data was 

contextualized, compared, and confronted, 

considering, as their main axis of analysis, the 

assessment of the quality dimensions defined 

by the research — assessment of structure 

(access, comfort, dignity and politeness, and 

material resources), and of the procedure 

(privacy during attention, embracement and risk 

classification, prioritization of user attention, and 

user assistance). 

This research was approved by the Research 

Ethics Committee (CEP) from the Universidade 

Federal do Recôncavo da Bahia, under protocol nº 

773.010/14, and followed the recommendations 

from Resolution nº 466/12 from the National 

Council of Health, regarding researches involving 

human beings. 

Results

In the emergency unit evaluated, the AACR 

was implanted in 2009, as the hospital was 

inaugurated. To cater to the demand of patients 

who sought this service, the emergency unit (EU) 

had 22 nurses and 45 nursing technicians. Five of 

the nurses worked exclusively with CR. The CR 

took place in a room that was used specifically 

for this end, in the three turns of the day, 

continuously, with a daily mean of 259 patients. 

The prioritization of user attention was carried 

out through the use of a specific protocol, which 

stratified the risk in four levels of priority: red 

(emergency), yellow (urgent), green (not very 

urgent), and blue (not urgent).

The findings regarding the assessment 

of the structure involved attributes related 

to information access, comfort, dignity and 
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politeness, and material resources (Chart 1). It 

should be highlighted that the evaluation of the 

AACR structure included the internal emergency 

sector and the embracement area of the hospital 

being studied. Regarding the assessment of 

the structure of the emergency unit, it can be 

noted that the resources available for the AACR 

to function, with regards to physical structure 

and material resources, were partially covered, 

considering the prescriptions from the MS. It was 

found that there are gaps, such as the inadequate 

signaling of spaces and the absence of some 

materials in the risk classification room.

Chart 1 – Synthesis of the assessment of the structure of the Embracement with Risk Assessment and 

Classification and of the emergency unit under study 

Dimension assessed Results

Information access There were signs indicating the spaces, but without color coding.

Comfort The number of chairs to accommodate users and their companions was not 
enough to deal with the demand; the furniture was well kept and clean; and the 
beds were found to have mattresses, and to be covered by linen and clean.

The spaces were adequately cleaned, except for the bathrooms in the reception, 
which were found to be dirty and lacked hygiene materials. 

Ventilation was carried out through windows; only the reanimation room was 
refrigerated.

The lighting was adequate and safe for users and professionals.

There were many unpleasant noises, both internal and external, especially during 
the day.

Dignity and Politeness There was a box for suggestions, complaints and/or doubts in the reception, made 
available for the users.

There was not accommodation for companions, except in the Social Services room 
and in the pediatric ward.

Companions could only enter with children or the elderly.

Material resources The following materials were not found in the room for Embracement with Risk 
Assessment and Classification: multiparameter monitor, Electrocardiogram machine, 
rigid stays, bag-mask-valve (air stacking). Emergency medications were not found 
in the room for Embracement with Risk Assessment and Classification. 

Source: Created by the authors.

The evaluation of the attention procedure of 

the AACR involved items related to privacy during 

the attention, AACR functioning, prioritization, 

and user assistance (Chart 2). The resources 

available for the functioning of the CR became 

evident in the observations found with regards 

to the organizational procedure of the AACR and 

in the responses of nurses. With regards to the 

flow of attention, they also partially adhered to 

the recommendations of the Ministry of Health. 

Shortcomings were found, such as the non-

compliance of the estimate waiting time, and the 

formal absence of referrals and counter-referrals. 

The CR was carried out by only one nurse. Most 

reported to be under an excessive workload at 

CR. The work in the CR consisted in case history, 

a brief physical exam, and vital signs assessment, 

after which the users were stratified according 

to risk and to the clinical framework presented 

and were directed to the adequate attention. In 

addition, a high demand of patients seeking 

service stood out, among which were those with 

non-urgent frameworks (blue), which are referred 

to or guided to seek other health services. 
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Chart 2 – Synthesis of elements from the assessment of the attention procedures in the Embracement 

with Risk Assessment and Classification

Dimension 
assessed

Space being assessed Results

Privacy during 
attention

Room for the Classification 
of Risk and Emergency 
Unit

When examined, the user was not, in most cases, exposed to 
anyone other than the health professionals.

Embracement with 
Risk Assessment 
and Classification

Reception, Risk 
Classification and 
Emergency Unit

The multiprofessional team was not always available to 
guarantee an integral assistance to the user during arrival or 
during their permanence. 

Reception The professionals, most times, were helpful and clarified 
doubts of users in a humane way.
The information that users needed was not always offered at 
arrival or during their waiting time.

Risk Classification and 
Emergency Unit

It was determined that Risk Classification would define 
priority in attention.

Reception and Risk 
Classification

When users were classified as “blue”, they were referred to 
other services.
In most cases they were not formally referred (referral/
counter-referral form).

Prioritization in 
user care

Reception, Risk 
Classification and 
Emergency Unit

The waiting time of the user was measured at arrival (form 
completion) until they were evaluated by the nurse for Risk 
Classification; and then, from Risk Classification up to the 
moment they were attended by the physician.
The users were informed how long they would have to wait 
for attention.
In most cases, when the waiting time was higher than the 
one already indicated, the users would not be notified.
In most cases, the more severe cases were prioritized.
There was no reevaluation of the user, when the waiting 
time was extrapolated. If there was any complication, 
reevaluation took place.

Risk Classification and 
Emergency Unit

All users went through Risk Classification, except 
emergencies (red).
There was one nurse acting daily in Risk Classification.
The nurse managed to attend to the demand but complained 
about work overload.

User assistance Reception and Risk 
Classification

During the arrival of the user, the completion of the form, 
and the nursing consultation during Risk Classification, the 
professionals, in most cases, offered an active listening.

Risk Classification The nurse performed a superficial physical examination, 
according to the Main Complaint of the user. 

Risk Classification and 
Emergency Unit

The completion of the form with the Main Complaint and the 
physical exam of the user was carried out adequately, and all 
information collected was registered.

Risk Classification The nurse had autonomy to require exams and refer the 
patients elsewhere.

 Source: Created by the authors.

Discussion

Since this is an emergency hospital service, 

a reference for the Recôncavo baiano region, 

and considering that the implantation of the 

AACR technology in the service took place in its 

inauguration, the evaluation of the structure and 

its procedures is paramount, since they refer to 

the conditions offered to users and to procedures 

carried out, in addition to subsidizing managerial 

decision-making(7).
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For the AACR to be efficiently developed, in 

addition to trained professionals and a protocol 

that can attend to the demands of the population, 

an adequate physical structure is necessary. This 

structure is represented by the organization of 

space, of physical resources, and of adequate 

materials whose main items favor the working 

processes(1,3). 

The structure assessment includes all material 

and organizational attributes that are relatively 

stable in the sector, so it can offer assistance(10). 

Shortcomings were found in the sectors of CR, 

reception and emergency, regarding user access 

to information, comfort, dignity and politeness, 

in addition to physical structure and material 

resources. 

Regarding the AACR structure evaluation, 

when it comes to information access, it was 

found that, in some fields, the signaling was 

lacking, meaning the patients had to seek the 

aid of institution workers to go to other spaces. 

There are signs in the reception indicating the CR 

consultation room, the physicians’ offices, the 

social service room, the suture room, the plaster 

room, male, female and pediatric observation 

rooms, the stabilization room, the reanimation 

room, and the nursing station, but these spaces 

were not color coded. Therefore, the MS 

suggests for the field of AACR to be organized 

in two different axes: red, for patients in severe 

conditions or risk of death, and blue for patients 

who seem not to be in this condition. Each 

axis should be subdivided in fields that should 

also be color-coded, according to the activities 

developed there(3). 

A piece of data that calls attention in the 

evaluation of the physical structure is that, 

despite the fact that the evaluated UE had all 

required facilities, according to the prescriptions, 

certain spaces were laid out differently, and the 

reanimation room was neither well located nor 

was it signed, which could have repercussions 

in the fast transference of severe patients. In 

situations such as cardiopulmonary arrest, 

respiratory failure, convulsive crisis, among 

others that require immediate care, there can 

be no delays in the referral or in the search for 

equipment, materials, or medications required 

for the attention(5). This shortcoming is similar to 

the reality found by a research in an Emergency 

Unit (UPA) in the south of the country, which 

pointed out weaknesses in the physical structure 

of the service, thus contributing for the weakness 

of the work procedure(10). 

Another aspect to be highlighted with regards 

to structure evaluation is related to comfort. 

Although furniture was clean and well kept, the 

number of chairs in the reception was insufficient 

to accommodate all users and companions, a 

reflex of the overcrowding that corroborated 

the findings of other studies(9,11-12) in which 

user comfort was considered insufficient. This 

piece of data deserves attention, since, from 

the perspective of humanization, embracing the 

patient is paramount, although improvements 

in the physical space, including comfortable 

armchairs, areas for resting and entertainment, 

and other similar places, are expensive for 

managers(12).

Regarding the accommodation of companions 

and their right to stay with the users who are 

being attended, it was found that this was not 

always possible, it being prohibited for them to 

accompany patients who were not children or 

elderly. This weakness is similar to other settings, 

in which the physical structure was a factor that 

limited the access of companions during the 

waiting period and the offering of attention, be 

it due to the lack of appropriate rooms, lack of 

privacy, or, yet, due to overcrowding(1,13).

It is important to remember that the AACR 

has an interface with the National Humanization 

Policy (PNH), both with regards to environment 

and to the right of having a companion(3), and 

this policy guarantees the right to open visits, 

the presence of a companion, and one’s social 

network. However, the dynamics of each 

hospital unit should be respected, as well as the 

particularities of each user’s needs. Therefore, 

the emergency unit should seek to welcome 

companions, offering waiting places and 

listening environments that are welcoming and 

humanized, so they can comfortably wait for the 

information about the clinical situation of the 
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patients, when their presence at bedside is not 

possible(3,10).

Assessing the dignity and politeness 

dimensions involves the right of the individual to 

be treated as a person and not only as a patient(9). 

Regarding this evaluation, the presence of a 

suggestion box at the reception stands out, since 

it is there to receive the opinions of users. It 

is important for managers and professionals to 

know what the perception of the user about their 

services is. A study pointed out that it is essential 

to acquire information from patients who use the 

AACR, since they participate in its entire process 

of construction and validation(14). 

The results of the evaluation of material 

resources available for the AACR made it clear 

that, despite how long the AACR had been 

implemented in the institution, some materials 

prescribed by the MS(3) were still missing from 

the CR room, such as: multiparameter monitor, 

EKG, and instruments for cardiopulmonary 

reanimation. The deficit with regards to 

material resources, expressed by the absence 

or poor condition of these materials may even 

influence on the overcrowding of the unit, since 

it negatively impacts the flow of actions to be 

conducted(15).

Analyzing the dimensions of the structure 

of the service under study made it clear that 

environment adequacy and intervention 

focused on the structure and organization of the 

emergency unit are essential for an efficient care 

to be offered to the CR patient(16). The assessment 

of  the procedure includes all assistance that the 

health team, as a group of health providers, offers 

to its patients, and their competence in doing 

so(17). The appreciation of procedural elements 

seen in Chart 2 also indicates some weaknesses. 

The dimension of privacy, assessed during 

the attention in the CR room at the UE is related 

to the offering of attention in conditions that 

protect the privacy of the person and do not 

expose them to embarrassing situations(9). When 

examined, the user was found not to be, in most 

cases, exposed to anyone other than the health 

professionals. However, the door to the CR room 

was frequently open, allowing the free entrance 

of other professionals and even other users who 

continuously arrived seeking attention. 

Other studies evaluated privacy in the UE 

attendance. One of them found, by asking users 

themselves, that they were dissatisfied(9); another 

showed that the nurses disagreed that risk 

classification offered embracement and privacy to 

the patient(16). Therefore, maintaining the privacy 

when confronted with situations of physical, 

emotional, and/or psychic weakness becomes 

an individual right of users, which involves 

situations related to privacy in consultations, 

to respect to the dignity of subjects, and to the 

protection of their intimacy. Therefore, health 

professionals have the ethical responsibility and 

the commitment to guarantee the privacy and 

the anonymity of patients(10,18). 

The evaluation of the clinical state of 

the patient stood out, with regards to the 

determination of the priority of care. The path 

the user traverses inside the service studied is 

in accordance to the prescriptions of the MS(3,5). 

When the patients arrive at the UE, they complete 

a form in the reception and wait for the nurse 

to attend them in the CR room. However, the 

more serious cases are, in fact, prioritized, that 

is, the patients classified as red, as well as those 

with no previous assessment, who arrive at the 

hospital under imminent threat of death, receive 

immediate care. The other cases are classified 

according to their clinical severity and wait for 

medical attention.

This result reiterates the objective of the triage 

in international and national services with regards 

to determining and classifying the patients fast, 

in order of urgency, based on clinical need(16). 

Therefore, this methodology is seen as one that 

promotes less health problems to users, since 

it makes it easier to classify and guide the flow 

of patients in such a way that those in worse 

conditions have priority over the others(10). 

An international study also recognized that 

patients in the acute stage of the disease face 

unacceptable delays when they are attended 

for the first time in the SE, due to the lack of 

risk classification or its inadequacy(19-20). In an 

attempt to solve problems of the type, health 
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systems from different countries have created 

different ways to carry out classificatory risk 

triages(19). In the setting evaluated, the use of an 

institutional CR protocol was observed. It guided 

the decision-making of the nurse with regards to 

prioritizing the attention according to four levels. 

The use of pre-established protocols in AACR is 

necessary and must answer to the demands of 

the population and accept the individuality of 

patients in all aspects. It also offers legal support 

for the decision-making of CR nurses(15-16). 

When the patients arrive at the emergency 

service, their access to the CR sector must be 

immediate(21). Therefore, the length of time the 

users wait in the process of being attended at 

the AACR is an important feature to be evaluated. 

CR activities take place in an environment where 

there is time pressure, sometimes meeting the 

dissatisfaction of users due to the length of time 

they spend waiting for attention(22). In this study, 

it was found that the length of time the user 

waited to be classified was measured at arrival 

(completion of the form) and the user received 

an estimate of how long they would have to 

wait for medical care. This wait should be less 

than 120 minutes for patients with less urgent 

cases(21). However, it is remarkable that, during 

this time, in many cases, the wait lasts longer, 

and the users are rarely warned that it will. In 

addition, they are not evaluated again, unless 

there is some aggravation in their clinical status, 

which will always receive priority.

The reclassification of patients throughout 

the waiting for medical attention is extremely 

important, since their clinical conditions may 

deteriorate due to the long wait, which often 

happens(10). The nurse must be prepared to 

classify and reclassify, when needed, the priority 

of the attention to users who have been waiting 

for long. To do so, their evaluation must be 

cyclical(21), that is, continuously planning and 

reevaluating users, regardless of how long they 

are waiting for medical attention.

Still concerning the process of AACR 

assessment, it was found, during observation, 

that the CR was carried out by a single nurse. The 

nurses understood that there was an overload 

of work at CR, despite the fact they attended 

everyone who searched for it. The overcrowding 

of the emergency service was found in this study, 

and became most evident during peak working 

hours, from 10 a.m. to 6 p.m.

Studies developed in emergency services 

have shown that the low number of nurses in 

the CR, when confronted with the excessive 

demands and the conflicts that result from 

prioritizing care, are factors that lead these 

professionals to go through emotional exhaustion 

and overload(12,23). Therefore, it is essential 

to rethink personnel sizing, as well as to take 

into account the protocol of Risk Classification 

from the State of Bahia, which recommends the 

participation of the nursing technician in the CR. 

Among the attributions of these workers, stand 

out an embracing attention to the user, reception 

for embracement and identification of possible 

situations of urgency and assessment of vital 

signs, immediate observation and referral to the 

risk classification room when adequate(8).

Regarding the process of evaluation of the 

assistance offered to the patient in the AACR, 

it was found that, during the arrival of the 

user, during the completion of the form by 

the reception workers and during the nursing 

CR consultations, the professionals, most of 

the times, did a qualified listening. This study 

found that the action of embracing the users 

was carried out almost exclusively in reception 

and in the CR room, as opposed to the MS 

prescriptions, according to which embracing a 

user in the SE and in all emergency spaces is 

something that can be carried out by any health 

professional trained to this end(3). Only the CR is 

a responsibility of the nurse. This professional 

is also responsible for the decisions to be made 

about the level of clinical priority(1). 

To develop the CR, the nurse, in addition to 

actively listening to the situation/complaint, to 

acquiring a quick case history and conducting 

anamnesis, carries out a physical exam and 

assesses vital signs. The information found 

were adequately registered and the physical 

exam of the user was fast and targeted at the 

main complaint. Therefore, the active listening 
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of the complaints allied to the commitment of 

answering the health needs of the patients during 

the clinical situation evaluation, is an important 

ability of nurses in the CR process(16).

Another item evaluated during AACR was the 

working process of the nurse in the CR, which 

is related to the autonomy to require exams 

and give referrals. For these cases, it was found 

that, when a patient arrived with a complaint 

of thoracic pain, with or without irradiation, 

intense sweating, palpitations, or any other sign 

of acute coronary disease, the nurse, oftentimes, 

suggested carrying out an EKG even before 

medical evaluation, in order to provide a fast 

attention and prioritize the patient if need be. 

This finding is supported by an international 

study, as it shows that nurses from the SE must 

know how to anticipate care and conduct fast 

interventions, appropriate to answer to the 

physiological deficit presented by the patient. In 

addition, the nurse has a group of competencies 

based on the objective of attending to the needs 

of the patient and optimizing the results(24).

Some dimensions of the evaluation of the 

AACR attention process present challenges, such 

as the referral of users after CR. It was found 

that some of those who went through the AACR 

were not directed for medical attention. When 

patients were classified as blue (not urgent), 

they were referred to receive attention in the 

outpatient clinic of the hospital itself or to a 

primary healthcare unit (UBS) or another health 

institution. 

Considering the MS recommendation, in a 

low-gravity situation, the user must be referred/

counter-referred to another point of the attention 

network, in order to guarantee they receive 

attention(3,5). However, it was found that the 

referral offered by the nurses in this study was 

informal, and many users were directed to other 

gateways to the health system with no form of 

referral or counter-referral. Another study points 

out that the mechanisms of referral and counter-

referral within the network are fragile, which 

interferes in the integral care to the user. That 

partly explains the difficulties in referring patients 

who need low complexity care to the closest 

UBS(12). In addition, it contributes for patients 

to come back several times to the emergency 

without having their problems solved, which 

overcrowds the services(10,13). 

It is worth remembering that Resolution 

2.077/2014 from the Federal Council of Health, 

which prescribes on the normalization of SE 

functioning and states that  the implantation 

of AACR is mandatory in the attention of the 

services, establishes that all patients who have 

access to the SE should, necessarily, receive 

attention from a physician, and cannot, under 

any circumstance, be discharged or referred to 

another health unit by any professional except 

from the physician(20). 

The patients may also refuse being referred 

to other services. In this case, the institution 

cannot deny attention, since the AACR is not 

excluding(3,7). In the health service this study 

assessed, the working process was structured to 

be developed based on actions that prioritized 

more serious cases for attention. A systematic 

review study developed with international 

reserches identified several reasons why 

patients chose to access the SE. Among them, 

the following stood out: lack of access and 

confidence in primary care; perception of 

urgency, anxiety, and the reiteration of services 

based on emergency; convenience (location, not 

requiring previous scheduling for consultations, 

and working hours) and individual factors 

related to the patient (such as cost).

This investigation was limited by the fact that 

it was made up of attributes of the structure and 

of the attention process of the AACR. Therefore, 

it does not include an evaluation of the results 

of the AACR implantation. One of the aspects 

considered during the evaluation of the results 

is user satisfaction(9). However, it stands out 

that the evaluation of the health services by the 

patient can be influenced by the structure and 

by the way in which the health professionals 

offer assistance to the patients. Another factor 

that can be seen as limiting to understand the 

weaknesses found in the CR is the fact that this 

study did not use, to assess the structure and 

procedure dimensions, a validated instrument 
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that could also portray the reality of the different 

emergency services in Brazil. Therefore, future 

studies are necessary to evaluate the practice of 

CR in emergency services, aiming at contributing 

to deal with the weaknesses identified in this 

study, improving the quality of user care.

Conclusion

The evaluation of the AACR in the SE of the 

institution under study showed advances and 

potentials, as well as weaknesses and challenges 

to be overcome. Among the more relevant 

aspects, stand out: the emergency unit is a 

reference in the region for the attention of many 

specialties; the AACR functioning is continuous; 

the professionals responsible for embracement 

are the nurses, who also carry out the risk 

assessment and classification of patients who 

seek the services. The procedure is guided by a 

specific protocol that directs it and stratifies risk 

in four colors, according to an ordering criterion 

that characterizes priorities according to the 

clinical severity of the user. 

The physical structure and the material 

resources are for the most part in accordance 

to the prescriptions of the Ministry of Health, 

as is the flow of attention. There are, however, 

shortcomings with regards to the estimate 

waiting time, which often is extrapolated, and 

to the absence of formal referrals and counter-

referrals, which interfere in the guarantee of 

integral attention to the AACR user.

Regarding the weaknesses, the following 

stand out: lack of color-coding of the signs that 

indicate spaces and lack of integration between 

the axes; lack of resources to accommodate 

the companions; lack of some materials for 

risk classification. Embracement and qualified 

listening are almost exclusively carried out in 

the CR rooms, unlike the prescriptions of the MS.

Therefore, the framework found on the 

emergency service evaluated shows a need 

for technological investments to improve the 

quality of the services offered, since the material 

resources available are still not ideal with 

regards to the prescriptions. The AACR must be 

understood as a strategy within the institution, and 

its efficacy should be continuously reevaluated, 

this guaranteeing patient safety. 

This study allowed to conclude that the 

structure and the process of user embracement 

with risk classification in an emergency unit 

needs its space to be adequate and all the 

supplies required to attend to the requirements 

of the Ministry of Health.
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