
Revision Article

Atendimento em unidade de emergência: organização e implicações éticas

Healthcare in emergency units: organization and ethical
implications

Atención en una unidad de emergencia: organización e implicancias éticas

Márcia Adriana Poll1, Valéria Lerch Lunardi2, Wilson Danilo Lunardi Filho3

ABSTRACT
This text aims to present a reflection about organizational issues, as well as possible ethical implications permeating the practice of the
healthcare team at an urgency/emergency unit, providing care to victims of  trauma from accidents or violence. Initially, we focused on care
for external causes and its relation with work organization and ethics in the hospital environment, followed by an analysis of the ethical
dimension of urgency/emergency services. The organizational and ethical issues need to be assumed by both the managers and the healthcare
team working at these units since, even in precarious conditions, the professionals attempt to care for trauma victims, aiming at beneficence,
even if this healthcare could cause harm when provided in inadequate conditions.
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RESUMO
Neste texto temos como objetivo apresentar uma reflexão sobre questões organizacionais, bem como possíveis implicações éticas, que
permeiam a prática da equipe de saúde, numa unidade de urgência/emergência, no atendimento a vítimas de trauma decorrente de acidente
e/ou violência. Inicialmente, focalizamos o atendimento às causas externas e sua relação com a organização do trabalho e a ética no ambiente
hospitalar, abordando, a seguir, a dimensão ética no atendimento de urgências/emergências. As questões organizacionais e éticas necessitam
ser assumidas, tanto pelos gestores quanto pela equipe de saúde que atua nestas unidades, já que, mesmo na precariedade, os profissionais
tentam atender às vítimas de trauma, visando à beneficência, ainda que danos possam advir de um atendimento prestado em condições
inadequadas.
Descritores: Ética; Causas externas; Serviço hospitalar de emergência/organização & administração; Equipe de assistência ao paciente  

RESUMEN
En este texto tenemos como objetivo presentar una reflexión sobre asuntos organizacionales, así como también las posibles implicancias
éticas, que permean la práctica del equipo de salud, en una unidad de urgencia/emergencia, en la atención a víctimas de trauma resultante de
un accidente y/o violencia. Inicialmente, enfocamos la atención a las causas externas y su relación con la organización del trabajo y la ética
en el ambiente hospitalario, abordando, a seguir, la dimensión ética en la atención de urgencias/emergencias. Los temas organizacionales y
éticos necesitan ser asumidos, tanto por los gestores como por el equipo de salud que trabaja en estas unidades, ya que, no obstante la
precariedad, los profesionales intentan atender a las víctimas de trauma, visando la beneficencia, a pesar de los daños que puedan surgir de una
atención prestada en condiciones inadecuadas.
Descriptores: Ética; Causas externas; Servicio de urgencia en hospital/organización & administración; Grupo de atención al paciente  
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INTRODUCTION

Traumas are events or injuries that may or may not
lead to death, caused by violence or accidents,
denominated external causes*, whose high variability can
mean from an elderly person�s femur neck fracture to a
young adult�s suicide/homicide attempt: �Violence
consists in individual, group, class, national human actions
or their omission, which cause the death of human
beings, or affect their physical, moral, mental or spiritual
integrity�(1). All external causes, from �vehicular collisions
to stabbing, suicides and even drownings have one thing
in common: energy transfer�(2). Therefore, trauma can
be defined as �a harmful event that stems from the
release of  specific forms of  energy or physical barriers
that block the normal energy flow�(2).

 Such problems only reflect the tip of a huge iceberg,
because the magnitude of morbidity and mortality rates
remains much higher, even considering the existence of
sub-registries with strong socioeconomic repercussions,
not only in Brazil but also worldwide(4-6).

The problem of external causes has been taking shape
in Brazil since the 1960s, following the process of
urbanization. In 1930, 2% of deaths were due to
accidents and violence; in 1980, 10.5%, reaching nearly
13.5% in the late 1990s. In these two decades, external
causes were the second cause of  morbidity and mortality,
behind cardiovascular causes(1,7). Between 2000 and 2004,
mortality due to external causes occupied the third
place(5,8), returning to the second place in general mortality
statistics in Brazil and sixth in hospital admissions in
2005(9).

The impact of this problem can be better understood
when evaluating the Years of  Life Potentially Lost
(YLPL), since the traumas afflict children, adolescents
and young adults in a wide age range, from 5 to 49
years of age, especially from 15 to 29 years(1). These
situations, compared to the life expectation of 73.1 years
reached in 2003, suggest that life expectancy could be
much longer, around 73.8 years(10) if there were not so
many deaths caused by external causes, mainly focused
on the young male population(5,7). Therefore, there is a
need to search for elements that could suggest the
reasons for such a receding movement over the years
and reduce the impact of these losses, by looking at
violence and accidents as social problems, and not only

at the trauma they cause, regarding healthcare for victims
in emergency units(1,11-12).

Emergency services can be jeopardized by internal and
external institutional issues that transcend actions, attitudes
and desires of  the healthcare workers. Therefore, as a social
issue, the increased morbidity and mortality caused by
external causes is reflected through ethical and organizational
issues in emergency units, increasingly demanding constant
updates from healthcare team professionals. If  this happens,
they will be able to provide healthcare for this growing
demand, especially those victims afflicted by traumas caused
by accidents or violence.

The complexity of the relations that are established in
these places causes conflicts, dilemmas and suffering for
the workers, with ethical implications in the healthcare
provided to this population. Despite high numbers of
violence victims, the way healthcare institutions are organized
may be jeopardizing these morbidity and mortality rates
even more, since they do not correspond to the healthcare
needs of  these users adequately. Thus, our objective was
to present a reflection about organizational issues and the
possible ethical implications permeating the healthcare
team�s practice when delivering care to victims of  traumas
or accidents, classified as external causes, at an urgency/
emergency unit**. For this literature review, of  the narrative
type, according to Rother(14), we selected texts, among which
articles, books, theses, resolutions and regulations published
between 1995 and 2008, in the databases SciELO,
Biblioteca Virtual em Saúde and CAPES� thesis database.

Therefore, we focused primarily on healthcare for
external causes, addressing the permanently-present ethical
dimension in urgency and emergency healthcare afterwards.

HEALTHCARE TO VICTIMS OF EXTERNAL
CAUSES: ORGANIZATION AND ETHICS

The healthcare organization in Brazil is constituted by
several healthcare modalities: according to its technological
model, in public healthcare units and hospital service, due
to the type of funding system, i.e. private, philanthropic,
social security or state; and, also, according to the
technological incorporation and healthcare levels, which
can be classified as basic, secondary or tertiary healthcare.
Therefore, the organization of  healthcare services has not
been consolidated in a homogeneous way, resulting in the
existence of  several forms of  healthcare production(15). In
the face of this current diversity of healthcare models, it is
difficult to make structures available, either hospitals or* �Accidents and violence configure a group of  health injuries that

may or may not lead to death, and where so-called accidental causes
� due to traffic, work, falling, poisoning, drowning and other types
of accidents � and intentional causes (aggression and self-inflicted
injuries). This group of events is part of the International Classifica-
tion of  Diseases � ICD (WHO, 1985 and WHO, 1995) � under the
denomination external causes. Regarding the origin of  the injury,
such events cover all types of injuries and poisoning, such as wounds,
fractures, burns, intoxication, drowning, among others� (3).

** Urgency may be understood as �the unforeseen occurrence of a
health aggravation, with or without potential risk of death, whose
victim needs immediate medical assistance�. Emergency is �the medi-
cal verification of aggravating health conditions implying in an immi-
nent risk of death or intense suffering, thus demanding immediate
medical treatment� (13).
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non-hospitals, private or public, capable and organized
to receive and care for an expanding population afflicted
by traumas caused by violent actions and all sorts of
accidents.

Organization of healthcare work
It can still be observed that the work organization in

hospital institutions is based on the classical, scientific and
bureaucratic management theories, as well as culturally
crystallized, dominated and conformed by the situational
circumstances of the neoliberal model(16). Hospitals
inserted in this model�s current context need several
financial sources for their maintenance, using private
healthcare plans, co-operatives and the Single Health
System (SUS) as their main source of revenue. However,
�even hospitals that depend largely on the SUS enjoy a
reasonable degree of autonomy to organize their own
work process and healthcare model�(14).

Hence, the lack of measurement standards to evaluate
the quality of the healthcare provided is common, as well
as the lack of efficient management of the working
process, able to supervise the relations among workers,
users, institutions and managers, aiming to respond to
SUS directives(17). Therefore, nowadays, in both public
and private services, a distancing can be observed among
managers, institutions, healthcare team and clients, causing
a bureaucratic apathy, lack of  interest and alienation in
several healthcare services, making them paradigms of
indifference and lack of sensitivity in the face of human
suffering. This represents the medicalization of  users
without the guarantee that their problems will be solved,
frequently centered on the medical appointment alone and
on low-effectiveness actions(17-19).

Thus, it can be concluded that many healthcare services
are organized by �submitting the quality of work to the
production, directed to a larger extent to economic
interests and to a lesser extent to the promotion of man,
either as a client or as a professional�(16). A grave situation
becomes evident, configured as the use of a public facility
for private services, since �hospitals usually offer basic,
specialized and urgency services according to the primary
healthcare modality�(14), i.e. immediatist and low-
effectiveness healthcare. This shows a need to better qualify
the management of  services provided to the population,
by incorporating services that are more effective and
welcoming to the public apparatus. Also, professionals
need to reflect on the ethics and morality when
performing their work, in an attempt to break away from
subalternity and submission to the organizational, system
so that healthcare can be provided integrally, respecting
the human being.

Ethics and health
In the healthcare area, especially in emergency units,

several teams, already developing their activities, lack
the necessary professional commitment in view of
several emerging organizational situations, with serious
ethical implications for healthcare. These need to be
discussed and reflected upon. In this conception, ethics
appear as a human condition of becoming ethical, and
ethics itself as a factor that emerges from emotions
and rat ional ity,  guided by the assumption of
autonomy(20). As such, there are basic principles that
support the activities of  health professionals and serve
as conduct guidelines for professional ethics. These are:
respect for autonomy, beneficence, non-maleficence
and justice(21).

One is considered autonomous when one has skills
for self-governing, knowledge to deliberate and to make
choices. As such, in the healthcare service environment,
the users should be consulted about their desires, options
and plans, starting with clear and accessible information
about the health-disease process they are experiencing,
�respecting the patient�s dignity, offering a global welcome
to him and his family members, and not limited to the
pathology that demanded healthcare�(22). On the other
hand, the healthcare professional also has the right to
autonomy, even if  it is not fully exercised in the work
environment due to institutional rules and hierarchical
standards that need to be followed.

The principle of non-maleficence has the strict task
of  not allowing harm and not imposing risk. The act of
caring consists of acting appropriately to avoid damage,
as required from prudent and sensible people(21). In the
healthcare team, bad professional practices constitute
examples of  maleficence caused by the inobservance of
professional healthcare standards.

The principle of beneficence aims to prevent and
eliminate damage, ponder and reflect on the goods that
will be brought to or removed from the client, whose
central goal is provide benefits and promote good(21). This
principle rules the professional activity of most teams
working in emergency units, since all of them need to
work based on the fact of providing good. Even though
the teams may face adverse conditions to provide
healthcare, they should provide it courageously �
sometimes even improvising, but always aiming for the
quick recovery of  the users.

The principle of justice deals with actions that are
distributive, fair, equitable, appropriate and determined
by norms, which are structurally justified in terms of  social
cooperation, ranging over the citizens� rights and
responsibilities, in society, in civil and political terms. There
is no single principle capable of solving all conflicts in this
area(21). Therefore, a fair action considers the principles
of ethics in specific cases that, when pondered in particular
contexts, can be analyzed according to their real
consistence.
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The ethical dimension in urgency/emergency
healthcare

The healthcare system in Brazil was implanted with
several administrative gaps. Therefore, it was not
uniformly organized, because, not having its own,
capacitated structure, it sought to outsource what was
lacking with the initial purpose of providing integral
healthcare coverage to the whole population. One should
not forget the high costs for the public treasury, since
SUS became one of the sources of revenue for private
hospitals. The lack of  popular indignation regarding the
healthcare quality standards for users of  the SUS, in turn,
contributes for private institutions to keep providing them
with precarious infra-structure, disrespecting constitutional
rights and infringing on the ethical principles involved in
each individual�s health(14).

Another factor with ethical repercussion is the
deviation of  users from public service to private service,
generating costs for the patient who could use such a
service � however, taking the public space for the
provision of private healthcare. Besides, this relation entails
an ethical cost, which is allied to economic interests more
than to investments to promote the human being, either
a healthcare user or a professional(16).

According to this context and in the face of the
appalling growth of violence and accidents, we sought
to establish a relation between these factors and the
emergency units, the healthcare services� entry door for
the population afflicted by injuries caused by these
situations(11). In practice, what we see is that, most of the
times, these units are disorganized and ill-prepared to
perform these tasks, and mainly without enough
professionals who are capable and well-supported to act
and receive the population afflicted by accident or violence
traumas. These professionals have to face difficulties due
to the bureaucratization of  the service and the
crystallization of organizational issues, with ethical
repercussions, such as: user overcrowding, work overload,
qualitative and quantitative lack of human resources,
inadequate physical structure, equipment and materials that
are either precarious or absent for the healthcare needed,
among others.

The overcrowding problem has become more serious
in the urgency/emergency service locations, a
phenomenon that is known by both public and private
healthcare institutions, hospitals or basic units, and also
by healthcare professionals, users and the population. The
consequences are high occupation rates of emergency
observation beds due to the need for �fake� resolution
and welcoming(9,17), as well as constant search for medical
appointments that are often unnecessary, implying costs
and waste of public resources, since a good share of the
population who seeks this type of  service does not need
it. Instead, they need low-complexity services, frequently

due to non-transmissible chronic diseases that are
characteristic of  the population�s aging process(23).

In this reality, with a model that is still medically-
centered, the basic units themselves, when exceeding their
capacity limits, or after concluding their medical records,
refer the patients to emergency services, contributing to
the overcrowding of these units, which, overloaded, may
neglect parameters, distancing themselves from their real
objective, since all the spaces are gradually taken, causing
difficulties for the performance of  any type of  action �
even services directed to the most basic needs of  the
human beings(17).

As such, users are frequently questioned in front of all
those sharing a cramped space due to the proximity of
the beds. Approaches performed by the healthcare team
are witnessed by everybody present, and privacy is
constantly violated(24-25). These situations show the
limitations of the environment, which submit the users
to physical and moral embarrassment and hurt the
principle of justice, since all users have the right to be
respected in their autonomy as citizens and to receive
healthcare with a physical structure, material resources and
equipment that are compatible with their needs, provided
by qualified personnel. The overcrowding of emergency
services, �besides causing an obvious weariness due to
work overload, still causes a feeling of wasting the deepest
vocation of  the service � that of  saving lives � as well as
underuse of the high technical preparation of the
professionals�(17).

Therefore, the excess of activities seems to make
emergency unit professionals work under constant
pressure and mental overload. This condition can
contribute to work accidents and mental suffering, besides
several types of psychosomatic diseases, and also lead to
medical prescription abuses; consumption of alcohol or
other drugs, either licit or illicit; absenteeism, high turnover,
professional conflicts and disciplinary administrative
processes. In view of  all these issues experienced, the team
still needs to be prepared and qualified to minimize the
aggression factors presented in many ways, at critical
moments and in emotional crisis situations, in a well-
balanced mood to make all types of decisions(17, 26-28).

The team working in an emergency unit needs to be
highly and professionally prepared to deliver care to users
afflicted by external causes, especially because this is a
sector where logic and thought happen according to the
biomedical model. Therefore, continuous and permanent
education, as well as training programs for the utilization
of  immediate trauma service protocols grant more
autonomy to the healthcare team professionals, breaking
paradigms and demanding conceptual transformations
in care for this specific population(1,6,18,29).

The qualification of human resources to provide care
in pre-hospital, hospital and rehabilitation services, as well
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FINAL CONSIDERATIONS
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