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ABSTRACT

Aim: To analyze the search for Emergency Care (EC) in the Western Health District of Ribeirdo Preto (Sao Paulo), in order to identify the reasons
why users turn to these services in situations that are not characterized as urgencies and emergencies. Methods: A qualitative and descriptive
study was undertaken. A guiding script was applied to 23 EC users, addressing questions related to health service accessibility and welcoming,
problem solving, reason to visit the EC and care comprehensiveness. Results: The subjects reported that, at the Primary Health Care services,
receiving care and scheduling consultations took a long time and that the opening hours of these services coincide with their work hours. At
the EC service, access to technologies and medicines was easier. Conclusion: Primary health care services have been unable to turn into the
entry door to the health system, being replaced by emergency services, putting a significant strain on these services’ capacity.
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RESUMO

Objetivo: Analisar a procura pelo Pronto Atendimento (PA) do Distrito Oeste de Saude do municipio de Ribeirdo Preto (Sao Paulo) para
identificar os motivos pelos quais os usudrios, em situages nio caracterizadas como urgéncia e emergéncia, procuram esse servico. Métodos:
Estudo qualitativo descritivo. Foi aplicado roteiro norteador para 23 usudrios do PA, abordando—se questoes relativas a acessibilidade e aco-
Thimento aos servigos de saude, resolu¢do das necessidades, motivo pela procura do PA e integralidade da atencido. Resultados: Os sujeitos
relataram que, nas Unidades Basicas de Sadde, houve demora no atendimento e agendamento das consultas e que o horério de funcionamento
desses servigos coincide com a jornada de trabalho dos usuarios. No PA, o acesso foi facilitado as tecnologias e medicamentos. Conclusdo: Os
servicos de atengdo basica nio tém conseguido tornar-se a porta de entrada do sistema de saide, mas, sim, os servigos de urgéncia/emergéncia,
causando expressiva lotagio desses servigos.

Descritores: Atengao primaria a satde; Acesso aos servicos de satde; Servicos médicos de emergéncia

RESUMEN

Objetivo: Analizar la demanda del servicio de emergencia (SE) del Distrito Oeste de Salud del municipio de Ribeirao Preto (Sao Paulo) para
identificar los motivos por los cuales los usuarios, en situaciones no caracterizadas como urgencia y emergencia, buscan ese servicio. Méto-
dos: Se trata de un estudio cualitativo descriptivo. Fue aplicado una guia norteadora a 23 usuarios del SE, abordandose preguntas relativas a la
accesibilidad y acogida de los servicios de salud, resolucién de las necesidades, motivo por el cual buscan el SE e integralidad de la atencion.
Resultados: Los sujetos relataron que, en las Unidades Basicas de Salud, hubo demora en la atencién y la programacion de las consultas y que el
horario de funcionamiento de esos servicios coincide con la jornada de trabajo de los usuarios. En el SE, el acceso fue facilitado a las tecnologfas
y medicamentos. Conclusion: Los servicios de atencion basica no han conseguido convertirse en la puerta de entrada del sistema de salud, mas,
si, los servicios de urgencia/emergencia, causando un expresivo aumento en la capacidad de esos servicios.

Descriptores: Atencién primaria de salud; Accesibilidad a los servicios de salud; Servicios médicos de urgencia
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INTRODUCTION

The Unified Health System (SUS), created in 1988,
is one of the largest public health systems in the world,
which ranges from outpatient care to organ transplan-
tation, guaranteeing comprehensive, universal and free
access to the Brazilian population®. For this purpose,
health care in the SUS was ranked according to care
levels. The division into basic, medium and high-com-
plexity care is aimed at better programming and plan-
ning actions and services in the system®.

Primary Health Care Units (UBS) are the basic
physical care structure for SUS users. When these work
appropriately, the population is able to solve most of its
health problems, consequently reducing queues at the
medium and high-complexity levels. Hence, the most
common health problems start to be solved in the UBS,
so that specialty outpatient clinics and hospitals can play
their true role, resulting in greater user satisfaction and
more rational use of existing resources®.

The need to take into account the users’ perspec-
tive on health service quality is increasingly acknowl-
edged as, based on this premise, health practices and
the organization of health work and services can be
reconsidered.

The demand for health service care is observed
through consultations, examinations, medication ad-
ministration, procedures, or the search for answers to
socioeconomic issues, bad living conditions, violence,
solitude, the need for bonding with a service or pro-
fessional or, also, access to some specific technology
that can improve the quality of life, thus expressing
the uset’s needs®.

To respond to these needs, health services need
to be organized, so that primary care services reorder
the system into an articulated and integrated network.
In that perspective, the mission of Emergency Care
(EC) 1s to deliver qualified care to urgencies and
emergencies, prioritizing welcoming with risk classifi-
cation, based on the identification of users who need
immediate treatment, according to the potential risk
and health problems®.

The EC is the unit where care is delivered to users
who are at risk of death or not, whose health prob-
lems need immediate care®. In Ribeirdo Preto — (SP),
EC units are intermediary units between UBS, Family
Health Units (USF) and the hospital network. Emer-
gency Care units function 24 hours per day and should
be apt to deliver problem-solving and qualified care to
users affected by acute clinical or trauma conditions
and chronic patients going through acute episodes.
During care and diagnostic investigation, the need is
defined for forwarding to more technological hospital
services or not.
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The EC represents an entry door into the health
system and receives, besides actual urgencies, patients
who were not attended in primary care and specialized
units. Hence, some users will probably turn to the EC
repeatedly. If the reason for the search is always the
same, some considerations will be due: the user did not
have access to the UBS; did not bond with the team or
care was not comprehensive, or was unable to solve the
problem, among other possibilities.

Accessibility needs to be guaranteed from a geo-
graphical viewpoint, through appropriate planning
of health services’ organization; from an economic
viewpoint, through the removal of barriers deriving
from the user payment or contribution system; from a
cultural viewpoint, through the adaptation of service
standards and techniques to the habits and customs of
the population they are inserted in and from a functional
viewpoint, through the supply of timely services thatare
appropriate to the population’s needs®. Having a health
unit in one’s coverage area is not enough to guarantee
that people will not only have access, but will also be
able to reach the health services®.

As aresult of the increasing demand and search for
urgency and emergency services, an increase was ob-
served in the user circulation flow at emergency services,
demanding the reorganization of the work process
at these units, so as to attend to different degrees of
particularity and needs, in accordance with different
ptiorities, and no longer in order of arrival®. Hence,
instead of prioritizing care delivery to the first patients
to reach the service, the users’ clinical situation should
be prioritized, first attending to people who are at most
risk in function of their health problem®.

In non-urgent situation, the search for EC is justified
by the fact that, although overcrowded, impersonal and
acting on the primary complaint, these units also join
resources like consultations, medicines, nursing proce-
dures, laboratory and radiology tests that attend to the
population’s needs, thus guaranteeing greater possibil-
ities of serving as an entry door to health services®.

Situations in which users repeatedly visit the EC,
but without characterizing emergencies, can disclose
the weakness of the health system in bonding and in
adopting a posture that is capable of listening, wel-
coming and more appropriately responding to users®.
Welcoming is considered as a humanized and receptive
relationship workers and services as a whole establish
with different types of users!”.

In that sense, with a view to a more welcoming work
process, the nursing team plays a fundamental role in
users’ bonding with health services, represented by the
professional who is present throughout their trajectory,
from the reception desk to the exit, whether through
procedures or forwarding,
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Thus, in this study, the aim was to analyze the de-
mand for the EC service in the Western Health District
of Ribeirdo Preto — SP from the user’s perspective, with
a view to contributing to a health service reorganization
policy, considering the access to and welcoming of
health services, attendance to needs, reason to visit the
EC and care comprehensiveness.

METHODS

This qualitative and descriptive study was undertaken
at the EC of a Basic District Health Unit (UBDS), lo-
cated in the Western District of Ribeirdo Preto — (SP).

At this unit, care is delivered exclusively to SUS
users, 24 hours per day, seven days per week, attending
to urgencies and emergencies and cases that demand
non-urgent care, but are considered priorities by users.

The EC has a well-distributed physical structure and
is separated in three large wings: adult, pediatrics and
emergency. This structure includes reception, welcom-
ing rooms, medication/inhalation room, observation
room — adult and pediatric, besides consultation rooms.

When they arrive at the EC, the users complete a
form at the reception desk and are forwarded to the
welcoming room. In that room, an auxiliary nurse or
nursing technician receives the user and asks for the
main complaints, according to the referred symptoms
and vital signs measured. Then, the patient is forwarded
to the medical consultation, obsetvation room, emet-
gency room or emergency room. In case of any doubt
in the identification of the patient’s signs and symptoms,
according to the unit protocol, the professional contacts
the nurse on duty.

The criteria to select the interviewed professionals
were: age 18 years or older, no previous attendance due
to emergency situations, living in the district’s coverage
area for more than two years, no signs and/or symptoms
of mental confusion or drunkenness, accepting to be
interviewed, and signing the Informed Consent Form.

Before starting data collection, standards established
for research involving human beings were complied
with by submitting the research project to the Internal
Review Board at the Health Teaching Center of the Uni-
versity of Sdo Paulo at Ribeirdo Preto Medical School.
Authorization was obtained under number 049/2009.
The researchers took part in the research field through
the simple observation techniqueV, using the physical
area were EC users are welcomed, so as to identify the
main complaints that made them seek care. The users
observed and who complied with the selection criteria
were interviewed during welcoming A guiding script
was used about the aspects related to the reason to visit
the EC, addressing questions related to accessibility,
welcoming at the health services, care delivery, solution
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of health needs and care comprehensiveness.

The observation and interviews took place in
December 2009, from Monday to Saturday, during
alternating shifts, so as to cover all shifts on different
weekdays. In total, 23 users were interviewed.

In order to guarantee that users could answer the
questions privately, the interviews were held at one
of the welcoming rooms soon after the welcoming
and before the medical care. The researcher recorded,
transcribed, interpreted and analyzed the interviews
and users were identify by the letter “U”, followed by
the interview number.

The development of the thematic analysis"?in-
volved three phases: the first was the organization
of the interview data based on the consideration
of the proposed research aims, as well as validity,
exhaustiveness, representativeness, homogeneity and
pertinence criteria.

The second phase involved the exploration of the
material, including floating reading of the transcribed
interviews, one by one, in full, and then as a whole;
followed by exhaustive reading of the records and
data coding by separating the excerpts, according to
the convergences, divergences and the unaccustomed,
resulting in the organization of the material®?.

In the third phase, the data were classified and or-
ganized in themes for analysis. The thematic analysis
process of the interviews resulted in the theme acces-
sibility in the network and the demand for the EC, and
four subthemes: geographic accessibility, organizational
accessibility, sociocultural accessibility and economic
accessibility, permeated by the health services’ techno-
logical organization.

RESULTS

Among the 23 users interviewed, 13 were female
and the mean age was 40 years.

The analysis of the collected material revealed the
reality involved in users’ search for EC, as well as a range
of different situation related to access to public primary
health care services. Next, some reports are presented
that indicate the reasons why users visit the EC. One
factor found was the difficulty to get immediate care,
which users experience in health services at different
levels in the service network.

There’s never any place, they never attend. You arrive at the
PHCU and they say: “— We cannot see you now”. If I go to the
unit they tell me to arrive around seven, and theyll see if they can
it me in. You bave to make an appointment. |[...] I ask them to
schedule one and they do for two, three months from now (U23).

According to the users, the opening hours of the
primary health care units was considered another factor
that justifies the search for EC.
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[-..] The other day, at the unit, a child arrived who was
burning with fever and the doctor said: “— No, I won't see ber.
Send her to the EC. I'm leaving. My office is closed and it’s time
Sor me to go”. That’s how it works, you see? And that doesn’t
happen at the EC. They saw me each time I came to bring my
children [...] (U23).

I prefer to come to the EC becanse, generally, I work, and
it’s difficnlt to keep on being absent like that, so I come to the
EC at night, it’s easier, isn’t it? At the unit, they attend until
5 in the afternoon and I leave work late (U5).

The organization of primary health care services
follows the opening hours, which are the same as busi-
ness hours, when most of the population works. On the
other hand, the organization of care through previous
appointments, with little room for spontaneous de-
mand, makes it difficult to get access to this part of the
population, which explains the demand for EC, which
attends 24h per day and does not send away users, so
that all clients are attended.

The way user welcoming functions at the health
service defines the demand as another predisposing
factor. In this regard, users report on the importance
of bonding with the health service, where welcoming
is defined as an important instrument in the process of
attending to users’ needs. This importance is revealed by
the fact that even proximity between a health unit and
the uset’s home does not overlap the relevance of the
relations established between user and worker.

Let us say that the EC is not the closest. There are others near
nry home. They're just fuller, you see? (...) At the EC, although
it is further, they pay more attention to us than at the unit that
is practically in front of mzy home (U18).

[o.] I can’t tell you about the other health services becanse
I hardly go there. I went there only once and the care time was
much faster than at the EC. But, at the EC, the doctors give

you more attention, the nurses ask more about your problem. So
I didn’t return to the other health units (U12).

Another factor that explains the demand for EC s the
valuation of more technologically dense instruments®”,
which facilitate the solution of the population’s health
needs. The following statements demonstrate that both
users and professionals organize attendance to sponta-
neous demands, according to the availability of these
instruments, and the uset’s destination is clarified in view
of this demand. This indicates the fragmented organiza-
tion of health services. The excerpt “The need to go to
an EC to administer an injection” reveals the notion that
primary health care is not a space for hard technology to
put the solution of health needs in practice.

One thing that does not exist at the PHCU is that, if you
have to get an X-ray, a more thorongh exam, that’s only available
at the EC. So you go straight to the PHCU because you go to the
PHCU and they send you straight to the EC. [...] the necessary
equipment is not available at the PHCU (U10).
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There is no medication at the FHU.L |...] Becanse sometimes,
if you have to take dipyrone in the vein or some injection, you
have to come to the EC (U3).

Because, at the EC, at least the doctor asks, he’s interested
in our problem. At the unit, on the other hand, you get there
[-..] sometimes the doctor does not even touch us. |...] you used
t0 go for a consult and the doctor evaluated you, he touched you
and watched. Not today, I don’t know if that is becanse there
are exams, be reads the exam and won't need to tonch you (U2).

If, on the one hand, clinical care is the instrument
that facilitates the diagnostic process and care at health
services, it is a technology that can sustain the rela-
tion between professional and user. Through clinical
care, the user feels welcomed, listened to, his needs
attended to, as a factor that indicates accessibility to
health services.

The social construction of the relation between pub-
lic and private is illustrated in the following statement.
The cultural issue of public care, as a free service, with-
out materializing the logic of capitalist consumption,
shifts the concept away from universality as a right to
empathy with the professional who is delivering care.

I have nothing to comment, but I am abways well attended
and medicated. You have to consider it like this: it’s the SUS,
not private, you go there to suffer really. So what do you expect:

Just being attended and medicated. Yon have to count on their
good will (US).

In this perspective, access and welcoming are con-
sidered as the professional’s favors to the population,
making suffering and waiting normal and part of routine
when the SUS is used.

DISCUSSION

The analytic axis for the proposal to study users’
demand for EC in situations that are not characterized
as urgencies and emergencies was accessibility, in a com-
bination of factors in different dimensions, including:
geographic, organizational, sociocultural and economic
accessibility®, all of which were permeated by the health
services’ care model.

In the context of the proposal to put in practice
the SUS and the ideals of the Health Reform, over the
years, the structuring of the health system has been
observed, based on principles like universalization,
access, regionalization and hierarchization, among
others, guiding the organization of health care mod-
els. Today, the hegemonic service organization model
is the technical care model, represented by a pyramid,
whose broad base of primary health care units, which
equally serve as the entry door in their coverage area, is
responsible for referring the population to more tech-
nologically dense health services — represented by the
specialty outpatient clinics and EC units at he center of
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the pyramid, while regional, state and national hospitals
figure at the narrow tip.

This hierarchization guarantees patient access and
entry through the entry door to all technological pos-
sibilities the health system has at its disposal to cope
with pain, disease and risk of death. To that extent, the
pyramid almost symbols the struggle in defense of life®.

In this study, the users’ demand for care was not
based on the principle of the health units’ geographic
location, but on the response these units offer to sat-
isfy their needs. Although geographically more distant
from the EC, the population chose that service, con-
sidering that they are attended there — independently
of the waiting time, presence of technological inputs,
welcoming and listening.

Hence, people seek the care that according to them
will respond to their health needs. Geographic accessi-
bility is measured according to the transportation time
and means used to obtain health care®, does not char-
acterize a health unit as the entry door to the service
for the clients covered, nor does it guarantee that users
will be able to use the health resources available closer
to their place of residence.

Users do not limit themselves to the imposed stan-
dard, which is their entry door to the health system. They
consider the freedom to choose a health service based
on their experience and interest. This choice implies au-
tonomy and participation when one chooses to seek care
at a given health service instead of others”. The quality
of the welcoming also influences the choice of where to
seek care, even if this demands further transportation.
Hence, the presence of relative distances is not a limiting
factor for users to seek a given health service.

The delay to receive care and schedule consultations
in primary health care was cited by users as a factor that
equally justifies the demand for EC as the starting point
to enter the health services™'".

The contents of some statements point towards
the need for more agile attendance, so that users can
be forwarded to another referral service when they are
received in primary health care. In addition, when users
face barriers to obtain this care, they act as protagonists
in their health care process. Through their experiences,
the people identify the organization of health services
in the city. They know what technologies are available at
each health service level, as well as the organization of
referrals and counter-referrals, justifying the demand for
EC, due to the easier access to other levels in the system.

Organizational accessibility, represented by obstacles
in the way health care resources are organized, appears
before the user enters the health service. Examples are
the delay to get a consultation, work shifts, waiting times
to receive medical care and undergo laboratory exams,
like at the health unit®.
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Issues like the rationalization of care at the EC,
which attends to the population’s spontaneous demand,
and the presence of equipment and medicines are
factors that facilitate the population’s demand for EC.
On the opposite, this circumstance is enhanced when
related to the lack of this equipment, besides apparatus
and medicines at the primary health care and family
health unit, where users considered it as an important
reason to visit the EC.

As regards sociocultural accessibility, this is consid-
ered as individuals’ perception about their health and
disease condition, the treatment type and the supply of
available health services®. In that sense, it corresponds
to the relation established between the user and the
health team. The first contact is the link that needs to
be established appropriately, with a view to enhancing
subsequent contacts.

In general, users’ attitude is responsible for the initial
contact with health services, while health profession-
als are responsible for subsequent contacts'®. Hence,
when they are welcomed at a health service and bond
with the professionals, based on this initial contact,
this favors the institution and these users’ involvement
with that health service. And, generally, nursing team
professionals participate in the responsibility to create
and maintain users’ bonding with the health service.

If this health professional is not open to dialogue,
there will be no means to establish bonding, thus reduc-
ing users’ possibility to share the responsibility for their
health care. In addition, the bond between professionals
and users stimulates the latter’s autonomy and enhanc-
es their participation during care delivery®2". This
autonomy presupposes freedom and, for autonomous
work to be effective, professionals need to be capable
of assuming responsibility for other people’s problems.
Therefore, autonomy would only be established if the
agents were interested and involved in a certain task”.

In this study, the importance of qualifying health
professionals is highlighted, with a view to receiving,
attending, listening, dialoging, supporting and directing
clients, seeking a welcoming and humanizing relation
for health care delivery to the population®".

Physical examination is one of the components of
the expanded clinic that can approach professionals
and users. A careful and detailed physical examination
demonstrates the professional’s interest and, thus, is
one of the criteria users adopt to determine the choice
of the health service'?. If, on the other hand, users
have negative background experiences with a given
health service, it is reasonable to understand why they
no longer visit a certain service, even if they need to.

Economic accessibility is closely linked with eco-
nomic barriers to use health services, which includes
the time, energy and financial resources spent to seek
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and receive health care®. This form of accessibility is
represented by the use of a health service, based on the
population’s purchasing power, in view of the prices of
services and medicines®.

The implementation period of the SUS in the 1980’
departed from governmental actions, aimed at cover-
ing social sectors with lesser purchasing power, thus
enhancing the market coverage in segments with pur-
chase ability®. Some testimonies negatively indicated
the SUS as the sole health care alternative. This reveals
the discussion about the historical and institutional
perspective on the public and private in the Brazilian
health care policy, in which the population’s preference
for private services is highlighted, in combination with
the representation of the public service as inferior, even
if these negative images of care delivery were not con-
structed based on personal experience, but collectively
constructed and transmitted®.

The main contribution of this study was the identi-
fication of the fact that the primary health care services
available to the population do not further welcoming
by the team and service accessibility. This implies dif-
ficulties for primary health care services to serve as a
the entry door into health care.

The development of the study in the universe of one
of the health districts in Ribeirdo Preto — (SP) represents
a study limitation, as it cannot be generalized to other
districts and contexts.

CONCLUSIONS

Considering that this study was aimed at analyzing
the demand for Emergency Care (EC) in the Western
Health District of Ribeirao Preto (SP) from the uset’s
perspective, it was identified that accessibility could be
discussed from the organizational perspective of the
health service network, in which EC units are serving
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