
Original Article

Texto Contexto Enferm, 2018; 27(2):e2820016 

1

THE HEALTHCARE NETWORK FOR PEOPLE WITH AMPUTATION:  
NURSING ACTION IN THE VIEW OF BIOETHICS

Micheli Leal Ferreira1, Mara Ambrosina de Oliveira Vargas2, Ana Maria Fernandes Borges Marques3, Laura 
Cavalcanti de Farias Brehmer4, Dulcinéia Ghizoni Schneider5, Andréa Huhn6

1  Doctoral Student, Post Graduate Nursing Program (PEN), Universidade Federal de Santa Catarina (UFSC). Florianópolis, Santa 
Catarina, Brazil. E-mail: micheli_leal@yahoo.com.br 

2  Ph.D. in Nursing. Professor, Undergraduate and PEN, Nursing Department, UFSC. Florianópolis, Santa Catarina, Brazil. E-mail: 
mara.ambrosina@ufsc.br 

3  Ph.D. in Nursing. Scholarship holder of the National Council for Scientific Development (CNPq). Florianópolis, Santa Catarina, 
Brazil. E-mail: am.borgesmarques@gmail.com 

4  Ph.D. in Nursing. Professor, Nursing Department, UFSC. Florianópolis, Santa Catarina, Brasil. E-mail: laura.brehmer@ufsc.br
5  Ph.D. in Nursing. Professor, Nursing Department, UFSC. Florianópolis, Santa Catarina, Brasil. E-mail: dulcineiags@gmail.com
6  Doctoral Student PEN/UFSC. Professor, Instituto Federal de Santa Catarina. Florianópolis, Santa Catarina, Brazil. E-mail: 

andreahuhn@hotmail.com 

ABSTRACT
Objective: to analyze the referral and counter-referral process in the health care of people with amputations, in the perspective of nurses, 
in the view of bioethics.
Method: a descriptive, exploratory-analytical study with a qualitative approach, performed with semi-structured interviews with 21 
nurses who provide care to people with amputations in the health care network of Florianópolis (Santa Catarina/ Brazil). The data were 
organized using Atlas ti 7.5.6 software and analyzed based on thematic content analysis.
Results: two thematic categories emerged: The nurse’s role in the referral and counter-referral process and Advances and challenges of a 
process under construction. It was evidenced that without legal backing, most referrals are made based on interpersonal relationships and 
informality. Therefore, shared responsibility and the exchange of knowledge allows actions based on the intrinsic needs and complexities 
in the health care of this population.
Conclusion: the analysis in the view of bioethics allowed to conclude that not only the person with the amputation but also the nurse 
occupies a vulnerable position. They have shown the commitment to offer a comprehensive service. The ethical commitment, professional 
creativity, specialist orientation and consultation-liaison were highlighted as potentialities. The weaknesses were the lack of protocols, 
ineffective communication between levels of care, restricted access to information and slow referral time.
DESCRIPTORS: Amputation. Nursing. Integrality in health. Bioethics. Health care.

ATENÇÃO EM REDE ÀS PESSOAS COM AMPUTAÇÃO: A AÇÃO DA 
ENFERMAGEM SOB O OLHAR DA BIOÉTICA

RESUMO
Objetivo: analisar o processo de referência e contrarreferência na assistência à saúde das pessoas com amputação, na perspectiva dos 
enfermeiros, sob o olhar da bioética. 
Método: estudo descritivo, exploratório-analítico com abordagem qualitativa, realizado por entrevista semiestruturada com 21 enfermeiros 
que prestam assistência à pessoa com amputação alocada na rede de atenção à saúde de Florianópolis. Os dados foram organizados com 
auxílio do software Atlas ti 7.5.6 e analisados com base na análise de conteúdo temática. 
Resultados: emergiram duas categorias temáticas: O fazer do enfermeiro no processo de referência e contrarreferência e Avanços e desafios 
de um processo em construção. Evidenciou-se que sem o respaldo legal, a maioria dos encaminhamentos são realizados com base nas 
relações interpessoais e na informalidade. Logo, a responsabilização compartilhada e a troca de saberes possibilitam ações fundamentadas 
nas necessidades e complexidades intrínsecas na assistência à saúde dessa população. 
Conclusão: a análise sob o olhar da bioética permitiu concluir que, não só a pessoa com amputação como também o enfermeiro, ocupam 
posição de vulnerabilidade. Estes mostraram o empenho para oferecer um atendimento integral. O comprometimento ético, a criatividade 
profissional, o matriciamento e a interconsulta foram pontuadas como potencialidades. As fragilidades foram a inexistência de protocolos, 
a comunicação ineficaz entre os níveis de atenção, o acesso restrito à informação e a lentidão nos referenciamentos.
DESCRITORES: Amputação. Enfermagem. Integralidade em saúde. Bioética. Assistência à saúde.
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ATENCIÓN EN RED PARA LAS PERSONAS CON AMPUTACIONES: LA 
ACCIÓN DE LA ENFERMERÍA BAJO LA MIRADA DE LA BIOÉTICA

RESUMEN
Objetivo: analizar el proceso de referencia y contra referencia en la asistencia para la salud de las personas con amputaciones, en la 
perspectiva de los enfermeros y bajo la mirada de la bioética. 
Método: estudio descriptivo, exploratorio-analítico y con abordaje cualitativo realizado por entrevistas semiestructuradas con 21 enfermeros 
que dan asistencia a personas con amputaciones asignadas por la red de atención a la salud de Florianópolis. Los datos fueron organizados 
con el auxilio del software Atlas ti 7.5.6 y analizados en base al análisis del contenido temático. 
Resultados: aparecieron dos categorías temáticas: El hacer del enfermero en el proceso de referencia y contra referencia y Los avances y 
desafíos de un proceso en construcción. Quedó evidente que sin el respaldo legal, la mayoría de los encaminamientos son realizados en 
base a las relaciones interpersonales y la informalidad. Así, la responsabilidad compartida y el intercambio de saberes posibilitan acciones 
fundamentadas en las necesidades y complejidades intrínsecas en la asistencia de la salud de esa población. 
Conclusión: el análisis bajo la mirada de la bioética permitió concluir que no solo la persona con amputación sino también el enfermero 
ocupan una posición de vulnerabilidad. Los mismos demostraron empeño para ofrecer un atendimiento integral. El comprometimiento 
ético, la creatividad profesional, el apoyo matricial y la interconsulta fueron considerados como potencialidades. Las fragilidades fueron 
la inexistencia de protocolos, la comunicación ineficaz entre los niveles de atención, el acceso restringido a la información y la lentitud en 
la referenciación.
DESCRIPTORES: Amputación. Enfermería. Integralidad en salud. Bioética. Asistencia para la salud.

INTRODUCTION
The term amputation is defined as the total 

or partial removal of a limb, which is considered 
a treatment method for several diseases. Amputa-
tion is not the treatment in its entirety, but part of 
its general context, whose objective is to provide 
a better quality of life for the user.1 Currently, the 
global outlook on the causes of amputations re-
volves around chronic diseases such as Diabetes 
Mellitus (DM) and Systemic Arterial Hypertension 
(SAH) and traumatic amputations.2-3 Despite the 
controversies regarding the number of amputations 
worldwide, several studies indicate an incidence of 
approximately 46.1 / 10,000 per inhabitant / year.4

All persons with disabilities are legally insured 
in Brazil. In the area of   health, the Unified Health 
System (SUS) brings together policies, programs and 
actions in the areas of health promotion, protection 
and recovery / rehabilitation. Among the duties of 
health professionals is the search for solutions that 
reduce the inequalities and inequities confronted 
almost daily by people with disabilities. Thus, it is ar-
gued that integrality in health care is directly related 
to the implementation of an organizational process of 
the health system called referral and counter-referral.

The referral and counter-referral system is an 
administrative arrangement that aims to guarantee 
universal access to all health services according 
to the needs of the user. The referral occurs from 
a service of low complexity to high complexity / 
specialization services. The counter- referral cor-
responds to the return of this user to his original 
unit for the continuity of care. In further detail, 
high complexity and technological density services 

should be referred through the entry points in the 
Health Care Networks (RAS), which are: primary 
healthcare, emergency care, psychosocial care and 
special open access.5

This process goes beyond simply referring. 
Referrals and counter-referrals are mechanisms of 
connection, communication and follow-up between 
the different health professionals and care services 
that make up the network and guarantee solvability, 
integrality and continuity in health care.

However, the consolidation of the referral and 
counter-referral system faces challenges which are 
typical of a process of change, from the biomedical 
care model to the integral model. The organiza-
tion of healthcare and management in SUS still 
faces fragmentation in services, programs, actions 
and clinical practices, with a strong inconsistency 
between service provision and health care needs.6

The complexity of the current actions and de-
mands of the healthcare area imposes specific theo-
retical and practical knowledge as well as a need 
to build a body of ethical / bioethical knowledge 
regarding the issues involved in the daily services.  
Teaching bioethics for the construction of moral 
conscience is considered fundamental in order to 
search for new approaches that favor the training of 
professionals who are capable of reflecting on pro-
fessional conduct with commitment, responsibility 
and competence.7

One relevant aspect to this theme is Social 
Bioethics and its developments in the Bioethics of 
Protection and Intervention. Social Bioethics refers 
to the theoretical production in the field of bioethics 
carried out by authors who consider a social con-
tent in their discourses covering topics relevant to 
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the quality of human life.8  Bioethics of Protection 
reflects on the functioning of the public health sys-
tem structure , in which the State is responsible for 
managing resources,  social control and for qualified 
human resources, and to provide / develop tech-
niques that minimize disabilities by achieving qual-
ity assistance.9-10 Finally, Bioethics of Intervention 
arose in order to provide more appropriate ethical 
responses to macro problems and collective con-
flicts; it mirrors the matrix of contemporary human 
rights and incorporates the discourse whose rights 
are beyond the guarantees provided by the State.10 
It addresses the right of each person to equality and 
equity as a citizen, understanding that each human 
being has different ways of acting , with physical 
and mental dimensions, which act in an integrated 
way in their relationships with society.11

Health professionals are routinely faced with 
ethical problems such as inequalities in living 
conditions, user access to services, and the lack of 
preparation / qualification of human resources in 
health care, leading us to the emerging reflections 
of bioethics of protection and intervention, as they 
are present in the effectiveness of public policies.9

This context articulates integral assistance 
to the health of the person with an amputation, 
the referral  and counter-referral system  as an 
organizational mechanism and bioethics as a ref-
erence for reflection. This allows analyzing the 
referral and counter-referral process in the health 
care provided to people with amputations, from 
the perspective of nurses, in the view of bioethics. 
Thus, the objective of this study is to analyze the 
referral and counter-referral process in the health 
care of people with amputations, from the perspec-
tive of nurses, in the view of bioethics.

METHOD
A descriptive, analytical exploratory study 

with a qualitative approach developed in healthcare 
services in the greater area of Florianópolis (Santa 
Catarina/Brazil), covering the levels of primary, 
secondary and tertiary complexity. Data collection 
occurred in: a surgical ward and an outpatient unit 
of a teaching hospital in the greater area of Flori-
anópolis; the reference center in rehabilitation in 
Santa Catarina; a polyclinic with several specialties 
and five Primary Healthcare Units in Florianópolis.

Among the primary healthcare units, the 
criterion for the choice of places considered the 
area which served the largest population of elderly 
people (65 years old or older), due to the close re-

lationship wioth the theme and the most common 
chronic diseases in this population group and main 
cause of elective amputations.12 It was decided to 
investigate the issue from the point of view of pro-
fessional nurses since they have the important role 
of care manager and they must act with the principle 
of responsibility, one of their commitments being 
the promotion of integral health of the human being.

Twenty-one nurses participated in the study, 
who were from distributed from the three levels of 
healthcare in Florianópolis. Inclusion criteria were: 
to be permanently allocated in one of the study sites 
for a minimum of three months and to provide direct 
or indirect health care to people with amputations. 
Nurses who were on vacation or sick leave during the 
data collection period were excluded from the study.

Research participants signed the Informed 
Consent Term. The data collection occurred in the 
months of April and May in 2015 through the ap-
plication of a semi-structured individual recorded 
interview, which had an average duration of 40 
minutes. The interviews were performed by two 
assistant researchers and three scripts were used, 
previously validated by experts, one for each level 
of complexity of care due to the specificities in the 
type of assistance. After transcription of the inter-
views, content validation was requested for each of 
the participants.

The Atlas.ti 7.5.6 (Qualitative Research and So-
lutions) software was used to assist in the treatment 
and analysis of the data. Readings were performed, 
followed by codification, which was accomplished 
through the creation of codes. In these codes, quota-
tions from the interviews that supported each one 
were grouped together. This categorization supported 
the exposure and discussion of the results. The data 
analysis occurred through the analysis of thematic 
content, using the following steps: pre-analysis, cate-
gorization, inference, description and interpretation.13

In this perspective, it is emphasized that the 
pre-analysis was characterized by the transcription 
of the interviews, the insertion and organization of 
the interviews in the software Atlas ti software. The 
categorization took place at the time of the creation 
of the codes according to the quotations, which 
corresponded to the research objectives. Inference 
occurred by grouping and organizing the codes in 
order to create the categories that resulted from the 
search. The description and interpretation of the 
data arose after the use of the software. It should 
be emphasized that the use of the software serves 
to assist the organization of the data resulting from 
the conducted interviews.
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The ethical principles addressed in Resolution 
No. 466/12 of the National Health Council dealing 
with the Guidelines and Standards Regulating Re-
search involving Human Beings were respected. The 
research project was approved by the Research Ethics 
Committee under opinion No. 970.902 of 02/24/2015, 
CAAE: 41274615.1.0000.0112.  The confidentiality of 
the participants was maintained, participants were 
mentioned in the text by the use of the letter E fol-
lowed by numbers 1 to 21 (E1, E2, E3 ... E21). The 
distribution of the numbers was done randomly 

RESULTS
Two thematic categories related to the objec-

tive of the study emerged in the data analysis: The 
role of the nurse in the referral and counter-referral 
process and Advances and challenges of a process 
under construction.

The nurse’s role in the referral and counter-
referral process

All the nurses indicated that they are not 
aware of any protocol, document or form that 
guides their practices in the care of the person with 
an amputation regardless of the level of complexity 
of the services where they work.

If there was a protocol it would help a lot in the 
day-to-day work! I’m not aware of any documents! When 
the patient comes in here and you are with the situation 
at the front, then you will find a way. Call the secretary, 
for elderly health, for adult health, and find out! (E4)

In the care of the person with an amputation, 
these professionals show ethical commitment and 
dedication to provide comprehensive care. Focused 
on the multiple needs, nurses make use of the entire 
network of professionals at their disposal, each one 
playing its specific role. 

 When he came he was in a very critical situation, 
he went to a hospital and had the amputation. We went to 
the social worker to see if he could get a pension for him. 
We scheduled a visit with the physical education staff, 
then the physiotherapist directed him to the Rehabilita-
tion Center. We got a walker and the evaluation for the 
prosthesis. [...] He had to go through several specialists 
and there was no one to bring him, the family had difficul-
ties. The driver and the health agent went with him (E7).

Participants reported nursing confidence and 
autonomy in the referral and counter-referral pro-
cess. In some cases, they require the intervention of 
other professionals to carry out referrals and this 
collaborative work guarantees integral care.

If you need any other level of attention, you have 
full autonomy. If we have to send the patient to the spe-
cialist in similar situation, a medical referral is necessary, 
unfortunately our city does not have protocols that allow 
us to do an automatic referral directed to specialists, we 
require the assistance of our team for direction (E3).

I think we have all the autonomy to refer the patients, 
but here in the hospital, if we had the time, we would have 
better treatment continuity and effectiveness (E19).

 In relation to effective referrals, the fragility of 
the counter-referral was evidenced. It is not common 
that these professionals receive the return of their 
referrals. Practitioners do not have access to infor-
mation regarding the therapist’s adopted practices 
at other levels of care, which brings innumerable 
disadvantages to the continuity of care.

It is only what the patient reports when he returns. 
Even if he is followed up at the health clinic, nothing 
comes in writing, what was the progress, if he got worse 
or not. With the secondary and primary level, there 
is no correlation, nor with the outpatient department 
here inside the hospital! The only contact we have is the 
emergency itself, they call informing you that there is a 
patient who needs to go to the hospital with amputation 
and nothing else. Only what is described in evolution. 
Some patients who have already been admitted here will 
return without their medical records. There is no conti-
nuity in that! (E18)

Advances and challenges of a process under 
construction

The second category showed aspects of the re-
ferral and counter-referral process that characterizes 
it in relation to the advances and reveals persistent 
challenges for its consolidation in the health services 
network in the city of Florianópolis.

As a potential, it shows the engagement of 
professionals in the integrality of care. In the absence 
of a unified electronic chart or a predefined flow, 
the nurse was creative and obstinate in providing 
continuity to care.

We contact all the cases that arrive here that we are not 
accustomed to,[...] to know how this referral should be done, 
will they go to rehabilitation? How to do the referral? (E5) 
Usually by telephone, or written referral. When my in-
volvement finishes, I must continue treatment in primary 
care. I always send a type of discharge summary from the 
medium complexity services [...] (E15).

Also highlighted as potential are the work 
process strategies such as specialist consultation and 
consultation-liaison in the primary health care team 
which allows a more detailed and assertive referral.
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If we need the support from the psychologist, physi-
cal educator, nutritionist [...], we discuss it as a team 
and after a consensus we will make a call [...] When we 
get a patient with an amputation, we do a consultation-
liaison with the physiotherapist [...] (E4)

Regarding the weaknesses, the absence of a 
protocol that guides the professional action, di-
rects and defines the care flow ensuring the rights 
and the adequate assistance to the person with an 
amputation was evidenced, which very negatively 
impacts the nurse’s behavior in the referral and 
counter- referral process.

There is nothing specific for amputation! There is 
no flowchart to follow for referrals we do not know what 
to do [...]. I am not aware how the flow works [...]. We 
have to run after information when we come across each 
specific situation (E5).

In this context of discussion, two tools are 
highlighted which are available in the municipal 
services and are cited as strengths to the network: 
the Electronic Patient Record, which allows com-
munication and access to information among pro-
fessionals, and the National Regulation System, 
for enabling equity in referrals and requests for 
consultations or examinations. However, municipal 
health institutions have limited access to these tools, 
excluding state and / or federal administration 
services. The limitation in communication between 
services are difficulties which affect the rehabilita-
tion process of the person with an amputation.

The first contact with the hospital was fine, [...] 
the counter referral, was bad! He gets discharged from 
hospital with nothing, with dressing guidelines for the 
primary healthcare unit! When you return to the unit, 
he is yours again, you must understand what has hap-
pened and what is the best course of action for the new 
condition.  I think that this is a gap (E3).

Restricted access to information leads to frag-
mented services and hinders the continuity of care, 
resulting in an inadequate rehabilitation process.

People with amputation arrive for rehab between 
8 months and 1 year after amputation. The patients 
come here much later and without guidance, without 
any preparation of the stump. They could take less time 
in stump preparation, prosthesis fitting, if they were 
oriented and came earlier (E16).

DISCUSSION
There are positions of vulnerability in the 

referral and counter-referral process for the person 
with an amputation. The person with an amputation 

and the nurses and their reports are also vulnerable 
in the service network seeking effective integral 
attention. Anyone can be in this vulnerable condi-
tion, we are all susceptible to situations that can 
create risk and discomfort. From the moment that 
the problem occurs, we are in a condition of being 
violated, one that has a condition that requires more 
attention and readaptation in order to have well-
being.11 It is up to the professionals, who are links 
between public policy and those assisted by it, to 
minimize disparities that may arise amid present 
vulnerability,14 independent from the one in need.

With  legal support still in consolidation and 
few concrete guidelines, the nurses make use of 
several resources, including involvement with 
all the network of professionals at their disposal, 
the friendships and the creative initiatives such 
as the elaboration of their own form to help their 
performance.15 All of this is driven by the ethical 
commitment to their profession and the exercise 
of their autonomy as a nurse, in order to offer bet-
ter care conditions to those who need assistance. 
Therefore, it is evident that nursing acts in the entire 
process of rehabilitation of people with amputa-
tions. It can also be said that, even in situations of 
inadequate working conditions, professionals main-
tain their duty to protect the right to health of users 
in the face of situations of inequities and inequali-
ties. Thus, professionals strive to guarantee access to 
all services and levels of health care, as well as the 
right to exercise their citizenship and autonomy.16

Before any referral or orientation occurs, the 
professionals strive to identify the real needs in 
each case. The guidelines provided reflect the short, 
medium and long-term recovery in the prevention 
of health problems associated with amputation and 
chronic diseases, as well as to enable an adequate 
rehabilitation process.17-18

Bioethics of Protection deals with access to 
health, making equity possible, given that it is the 
right of every citizen to have equal access to health 
services, according to the needs of the population.19 
Thus, the bioethics of protection and intervention 
as a reference for care, highlights that the skills and 
technical skills and experiences of these profes-
sionals enable them to identify different needs and 
consequently diverse treatment possibilities more 
easily. This fact, along with autonomous profes-
sionals with knowledge of current public policies, 
potentially guarantees access to all rehabilitation 
contexts. The professionals are one of the links be-
tween the policy prescribed and the people assisted 
by it. It is in this intermediary that Social Bioethics, 
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evidenced here by the bioethics of protection and 
intervention, is present.

The right to health in the Brazilian health care 
context provides for comprehensive care in addition 
to universal access. Therefore, the movement of 
people with amputations to different health services 
should receive the attention of different areas of 
knowledge, contemplating interdisciplinarity.20 In 
this research, the specialist orientation and consul-
tation-liaison were evidenced as potentialities of the 
assistance. The involvement of a multiprofessional 
team acting in an interdisciplinary way allows for 
more detailed and assertive referrals, resulting in the 
most appropriate interventions. Shared accountabil-
ity and knowledge exchange lead to the best choices 
considering the intrinsic needs and complexities in 
health care for this population.

Consultation-liaison and specialist practices 
allow an expanded view of cases assisted by health 
teams, as well as allowing greater assistance to the 
reference team, by discussing the case between 
different knowledge and disciplines. The interdis-
ciplinary character of these actions promotes their 
existence in several fields, attending to a range of 
needs to promote a more integral service.21

A health care model with a focus on health 
promotion, disease prevention, continuing educa-
tion and participation as a tactic in the reorgani-
zation of health services, involving all members 
involved in the process,22 provides the person with 
an amputation with a better adaptation to their new 
condition.23

It is reaffirmed that the multidisciplinary 
performance which is extremely present in the 
findings of this study provides greater confidence 
in decision making, resulting in an expanded, safer 
and more beneficial care. However, communication 
and the exchange of information are essential for the 
implementation of interdisciplinarity through the 
team approach.24 In these cases, in addition to the 
professionals’ experience, we have all the techno-
logical apparatus available for the care strategies.25

The positive aspects related to the process 
of referral and counter-referral to the integral care 
of the person with an amputation are undeniable. 
Despite the advances highlighted in the research, 
weakness emerged regarding the records and access 
routes to information of different services. The con-
nectivity between health units is a decisive predictor 
of successful care coordination. The health profes-
sionals involved must have access to the information 
they need in order to provide adequate care. Gen-
eralist healthcare professionals need to be sure that 

specialist healthcare professionals know the reasons 
for referrals and contain the information they need 
in order to carry out their duties. Likewise, special-
ists need to provide information that responds to 
the needs and expectations of generalists through 
the counter-referral process.26

Even with the professional efforts to enable 
the person with an amputation move through the 
services which they need, there are limitations in 
the adequate access and conditions of these services. 
Responses to referrals are delayed and make the 
rehabilitation process slower than what is recom-
mended and desired.

Thus, the Network of Care for Persons with 
Disabilities establishes a financial incentive for spe-
cialized rehabilitation centers aimed at guaranteeing 
access to the people who need the service and to 
eliminate difficulties in accessing the rehabilitation 
services, in addition to the other services of the 
Network.27 However, there is a need to evaluate 
the impact of the implementation of this network 
precisely in relation to the referral and counter-
referral process.

The gap left by the absence of nursing proto-
cols for the care of the person with an amputation 
also contributes to this delay in referral. The nurse 
is present at all points of the network and must seek 
information and ways of performing the referral, 
which demands time, something which is essential 
to the rehabilitation process.

The use of protocols supports autonomy of 
the nurse, since the standardization and the correct 
direction of the actions of this professional assists 
in decision making. In order to do this, these pro-
tocols need to be based on scientific evidence and 
legitimized by specialists.28 Thus, the elaboration of 
a protocol could bring benefits to all stages of reha-
bilitation and assistance, as each step of the process 
would be previously defined and standardized, 
creating public policies and providing an integral, 
continuous and dignified care to this citizen.

The limitations of the study are data collection 
in a geographical area limited to one city, which 
may not reflect the realities of the referral process 
and counter-referral in other regions of the country.

CONCLUSION
The nurse is present in the entire rehabilita-

tion process and works at all points of care in the 
healthcare services network. Therefore, it is in-
cumbent upon them to be empowered in relation 
to the public healthcare policies to the person with 
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an amputation in order to make them aware and 
exercising their rights.

However, most referrals are still made based 
on interpersonal relationships and informality. 
Thus, the analysis in the view of bioethics allows 
us to conclude that, in this context of attention, the 
person with an amputation and the nurses who care 
for them occupy a vulnerable position.

To deal with this situation, among the pro-
fessionals involved in this study, some showed a 
responsible behavior towards this paradox and the 
complexity of the assistance. Therefore, they kept 
the legal responsibilities of the profession in mind 
and made use of an interdisciplinary action enabling 
the referral and counter-referral process.

Thus, professional engagement and creativity, 
ethical commitment, and specialist orientation and 
/ or consultation-liaison are identified as potentiali-
ties that enable more appropriate behaviors through 
multiprofessional involvement.

On the other hand, it is necessary to construct 
points of connectivity between the services in order 
to allow the movement of users, but also the ex-
change of information regarding the same. These 
aspects are decisive in the conduct of information 
and in the success of the referral and counter-referral 
process, as they are in line with the bioethics pre-
cepts of intervention and protection in defense of 
the rights of the person with an amputation.

ACKNOWLEDGMENTS 
The authors wish to express their appre-

ciation to the study participants who contributed 
substantially to the construction of this study. To 
the Post Graduate Nursing Department of UFSC 
for its support during this study and the National 
Council for Scientific Development (CNPq) for the 
financial support.

REFERENCES
1. Ministério da Saúde (BR), Secretaria de Atenção à 

Saúde. Diretrizes de atenção à pessoa amputada. 2ª 
ed. Brasília (DF): MS; 2014.

2. Buckley CM, O’Farrell A, Canavan RJ, Lynch AD, De 
La Harpe DV, Bradley CP, et al. Trends in the 
incidence of lower extremity amputations in people 
with and without diabetes over a five-year period in 
the Republic of Ireland. PLoS One [Internet]. 2012 
[cited 2014 Apr 30]; 7(7):e41492. Available from: 
http://www.ncbi.nlm.nih.gov/pmc/articles/
PMC3409236

3. Li Y, Burrows NR, Gregg EW, Albright A, Geiss LS. 

Declining rates of hospitalization for nontraumatic 
lower-extremity amputation in the diabetic population 
aged 40 years or older: U.S., 1988-2008. Diabetes Care 
[Internet]. 2012 [cited 2014 Sep 03]; 35(2):273-87. 
Available from: http://www.ncbi.nlm.nih.gov/pmc/
articles/PMC3263875

4. Moxey PW, Gogalniceanu P, Hinchliffe RJ, Loftus IM, 
Jones KJ, Thompson MM, et al. Lower extremity 
amputations: a review of global variability in incidence. 
Diabetic Medicine [Internet]. 2011 [cited 2015 May 29]; 
28:1144-13. Available from: http://onlinelibrary.
wiley.com/doi/10.1111/j.1464-5491.2011.03279.x/pdf

5. Conselho Nacional de Secretários da Saúde (BR). 
Conass. Atenção Primária e Promoção da Saúde: 
Coleção para Entender a Gestão do SUS. Brasília (DF): 
Conass; 2011. 

6. Mendes EV. As redes de atenção à saúde. Brasília (DF): 
Organização Pan-Americana da Saúde; 2011.

7. Couto Filho JCF, Souza FS, Silva SS, Yarid S, Sena 
ELS. Ensino da bioética nos cursos de Enfermagem 
das universidades federais brasileiras. Rev Bioét. 2013; 
21(1):79-85. 

8. Hellmann F, Verdi M. Bioética Social: Reflexões sobre 
referenciais para saúde coletiva. Em: Hellmann F, 
Verdi M, Gabrielli R, Caponi S. Bioética e saúde 
coletiva: perspectivas e desafios contemporâneos. 
Florianópolis (SC): DIOESC; 2012.

9. Vargas MAO. Ética, bioética e biopolítica: conceitos 
implicados na assistência à saúde. In: Guerreiro D, 
Almeida AM, Meirelles BHS, Alves LMM, Vargas 
MAO, Zanetti ML, et al. Curso de Especialização 
em Linhas de Cuidado em Enfermagem – Módulo 
V: Doenças crônicas não transmissíveis [Internet]. 
2013 [cited 2014 Aug 13]. Available from: https://
unasus2.moodle.ufsc.br/pluginfile.php/11071/mod_
resource/content/3/Modulo5_DoencasCronicas.pdf

10. Garrafa V. Proteção e acesso à saúde com um bem 
social. In: Hellmann F, Verdi M, Gabrielli R, Caponi 
S. Bioética e saúde coletiva: perspectivas e desafios 
contemporâneos. Florianópolis (SC): DIOESC; 2012.

11. Marques AMFB, Vargas MAO, Schoeller SD, Kinoshita 
EY, Ramos FRS, Trombetta AP. Health care for people 
with amputation: analysis from the perspective 
of bioethics. Texto Contexto Enferm [Internet]. 
2014 [cited 2015 May 06]; 23 (4):898-906. Available 
from: http://www.scielo.br/scielo.php?script=sci_
arttext&pid=S0104-07072014000400898&lng=en&nr
m=iso 

12. Marques CCO, Stolt LROG. Perfil Clínico de 
Amputados de Membro Inferior Provenientes do 
Programa de Saúde da Família e sua Percepção sobre 
o Serviço de Saúde. Revista de APS [Internet]. 2012 
[cited 2014 May 13]. Available from: http://www.
aps.ufjf.br/index.php/aps/article/view/1472/628 

13. Minayo MCS. O desafio do conhecimento: pesquisa 
qualitativa em saúde. 16ª ed. São Paulo (SP): Hucitec; 
2014.



Texto Contexto Enferm, 2018; 27(2):e2820016

Ferreira ML, Vargas MAO, Marques AMFB, Brehmer LCF, Schneider DG, Huhn A 8/8

14. Arcos E, Canales M, Muñoz LA, Toffoletto MC, Sánchez 
X, Vollrath A. Invisibility of social vulnerability and 
social rights to a comprehensive health care in Chile. 
Texto Contexto Enferm [Internet]. 2016 [cited 2017 
Apr 01]; 25(4):e6150015. Available from: http://www.
scielo.br/scielo.php?script=sci_arttext&pid=S0104-
07072016000400324&lng=en

15. Oliveira SG, Budó MLD, Quintana AM, Garcia RP, 
Simon BS, Wünsch S, et al. Discussões sobre o conceito 
de comunidade relacionado à atuação do enfermeiro: 
relato de experiência. Av Enferm [Internet]. 2013 
[cited 2016 Apr 21]; 31(1):133-40. Available from: 
http://www.scielo.org.co/scielo.php?script=sci_
arttext&pid=S0121-45002013000100013&lng=pt

16. Kawata LS, Mishima SM, Chirelli MQ, Pereira MJB, 
Matumoto S, Fortuna CM. The performances of the 
nurse in family health - building competence for care. 
Texto Contexto Enferm [Internet]. 2013 [cited 2016 
Apr 21]; 22(4):961-70. Available from: http://dx.doi.
org/10.1590/S0104-07072013000400012

17. Ospina J, Serrano F. El paciente amputado: 
complicaciones en su proceso de rehabilitación. 
Rev. Cienc. Salud [Internet]. 2009 [cited Apr 21]; 
7(2):36-46. Available from: http://www.scielo.
org.co/scielo.php?script=sci_arttext&pid=S1692-
72732009000200006&lng=pt

18. Alzate PML, López L, Velásquez V. Una mirada de la 
rehabilitación desde la perspectiva de la profesión de 
enfermería. Av. Enferm [Internet]. 2010 [cited 2016 Apr 
21]; 28(1):151-64. Available from: http://www.scielo.
org.co/scielo.php?script=sci_arttext&pid=S0121-
45002010000100015&lng=en

19. Azevedo BDS, Biondo CS, Sena ELS, Boery RNSO, 
Yarid SD. Reflexão bioética sobre o acesso à saúde 
suplementar no Brasil. Acta Bioeth [Internet]. 
2015 Jun [cited 2016 May 28]; 21(1):117-25. 
Available from: http://dx.doi.org/10.4067/S1726-
569X2015000100015

20. Vargas MAO, Ferrazzo S, Schoeller SD, Drago LC, 
Ramos FRS. The healthcare network to the amputee. 
Acta Paul Enferm [Internet]. 2014 [cited 2016 Apr 
21]; 27(6):526-32. Available from: http://www.
scielo.br/scielo.php?script=sci_arttext&pid=S0103-
21002014000600526&lng=en.  http://dx.doi.
org/10.1590/1982-0194201400086

21. Farias GB, Fajardo AP. A interconsulta em serviços 

de atenção primária à saúde. Rev Gestão e Saúde 
[Internet]. 2015 [cited 2015 Aug 01]; 2075-93. Available 
from: http://gestaoesaude.bce.unb.br/index.php/
gestaoesaude/article/view/1320

22. Alberti GF, Schimith MD, Budó MLD, Neves GL, 
Rosso LF. First-contact accessibility attribute in 
primary health care services and care practices: 
contributions to academic education for nurses. Texto 
Contexto Enferm [Internet]. 2016 [cited 2017 Apr 
01]; 25(3):e4400014. Available from: http://www.
scielo.br/scielo.php?script=sci_arttext&pid=S0104-
07072016000300307&lng=en

23. Moura LKM, Lima CHR, Sousa FDL, Honorato DZS, 
Rocha Neta AS, Costa KRF. O profissional enfermeiro 
como educador: um olhar para atenção primária à 
saúde e o NASF. Rev Interdisciplinar [Internet]. 2015 
[cited 2015 Jul 20]; 8(1):211-9. Available from:http://
revistainterdisciplinar.uninovafapi.edu.br/index.
php/revinter/article/view/602/pdf_201

24. Latlief G. Elnitsky C, Hart-Hughes S, Phillips 
SL, Adams-Koss L, Kent R, et al. Patient safety in 
the rehabilitation of the adult with an amputation. 
Phys Med Rehabil Clin Am [Internet]. 2012 [cited 
2015 Jun 14]; 23 (2):377-92. Available from: http://
www.sciencedirect.com/science/article/pii/
S1047965112000198 

25. Virgini-Magalhões CE, Ferreira E. Doença vascular 
periférica acima e abaixo do diafragma: a equipe 
médica e intervencionista devem atuar juntos? Rev 
HUPE [Internet]. 2013 [cited 2015 Aug 03]; 12 (1):81-
92. Available from: http://www.e-publicacoes.uerj.
br/index.php/revistahupe/article/view/7086/5078 

26. Mendes EV. O cuidado das condições crônicas na 
atenção primária à saúde: o imperativo da consolida-
ção da estratégia da saúde da família. Brasília (DF): 
Organização Pan-Americana da Saúde; 2012.

27. Brasil. Política Nacional de Saúde da Pessoa Portadora 
de Deficiência. Ministério da Saúde. Secretaria de 
Atenção à Saúde. Brasília (DF): MS; 2012. 

28. Brum MLB, Poltronieri A, Adamy EK, Krauzer IM, 
Schmitt MD. Protocolo de assistência de enfermagem 
a pessoas com feridas como instrumento para 
autonomia profissional. Rev de Enferm da UFSM 
[Internet] 2015 [cited 2014 Jul 30]; 5(1):50-7. Available 
from: http://cascavel.ufsm.br/revistas/ojs-2.2.2/
index.php/reufsm/article/view/15177/pdf 

Correpondence: Ana Maria Fernandes Borges Marques
Rua João Meirelles, 884, 206 C 
Abraão – Florianópolis, SC, Brasil
E-mail: am.borgesmarques@gmail.com 

Recived: August 29, 2016
Approved: June 07, 2017

This is an Open Access article distributed under the terms of 
the Creative Commons (CC BY).


