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RESUMO
O presente trabalho trata-se de pesqui-
sa qualita  va baseada na Teoria das Re-
presentações Sociais em sua abordagem 
estrutural, que obje  vou analisar as re-
presentações sociais do cuidado intensivo 
para profi ssionais que atuam em Unidade 
de Terapia intensiva móvel mediante a 
determinação do núcleo central e do sis-
tema periférico. Envolveu 73 profi ssionais 
de saúde de um Serviço de Atendimento 
Móvel de Urgência. Os dados foram cole-
tados através de evocações livres ao termo 
indutor cuidado a pessoa em risco de vida 
e tratados pelo so  ware EVOC. Observa-se 
um núcleo estruturado no conhecimento e 
na responsabilidade, ao mesmo tempo que 
os elementos de contraste apresentam lé-
xicos como agilidade, atenção, estresse e 
humanização. A estrutura representacional 
revelada pelos par  cipantes refere-se es-
pecialmente à funcionalidade do cuidado 
intensivo, dis  nguindo-o pelos desafi os e 
es  mulos que proporciona a quem desem-
penha funções nessa área.

DESCRITORES
Cuidados de enfermagem
Emergências
Terapia intensiva
Unidades de Terapia Intensiva
Pessoal de saúde

ABSTRACT
This qualita  ve study was performed based 
on the Social Representa  ons Theory, us-
ing a structured approach. The objec  ve 
was to analyze the social representa  ons 
of intensive care for professionals who 
work in mobile intensive care units, given 
the determina  on of the central nucleus 
and the peripheral system. This study in-
cluded 73 health care professionals from 
an emergency mobile care service. Data 
collec  on was performed through free as-
socia  on with the inducing term care for 
people in a life-threatening situa  on and 
was analyzed using EVOC so  ware. It was 
observed that a nucleus is structured in 
knowledge and responsibility, while con-
tras  ng elements present lexicons such as 
agility, care, stress and humaniza  on. The 
representa  onal structure revealed by par-
 cipants in this study refers par  cularly to 

the func  onality of intensive care, which 
dis  nguishes itself by the challenges and 
encouragements provided to individuals 
working in this area.

DESCRIPTORS
Nursing care
Emergencies
Intensive care
Intensive Care Units
Health personnel

RESUMEN
Inves  gación cualita  va basada en la Teo-
ría de las Representaciones Sociales en su 
abordaje estructural, que obje  vó analizar 
las representaciones sociales del cuidado 
intensivo para profesionales que se des-
empeñan en unidades de terapia intensiva 
móviles, mediante la determinación del nú-
cleo central y del sistema periférico. Involu-
cró a 73 profesionales de salud de un Servi-
cio de Atención Móvil de Urgencias. Datos 
recolectados mediante evocaciones libres 
al término inductor cuidado a la persona 
en riesgo de vida y tratados con so  ware 
EVOC. Se observa un núcleo estructurado 
en el conocimiento y en la responsabilidad, 
al mismo  empo en que los elementos de 
contraste presentan vocablos como agili-
dad, atención, estrés y humanización. La 
estructura representacional revelada por 
los par  cipantes se refi ere especialmente a 
la funcionalidad del cuidado intensivo, dis-
 nguiéndolo por los desa  os y es  mulos 

que proporciona a quienes desempeñan 
funciones en dicha área.

DESCRIPTORES
Atención de enfermería
Urgencias médicas
Cuidados intensivos
Unidades de Cuidados Intensivos
Personal de salud
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INTRODUCTION

The work of doctors and nurses in mobile intensive care 
units (ICU) has special characteris  cs due to the demands of 
care and involves both technical and human factors. In ICU, 
health professionals provide care in more complex cases, 
that is, to individuals with more severe illnesses through 
the provision of advanced life support (ALS).

ICU is defined as a place 

consisting of a set of functionally grouped elements, aimed 
at the care of severely ill or high-risk patients who require 
uninterrupted healthcare in addition to specialized resources 
and equipment(1).

These units thus concentrate specialized 
personnel and materials to assist the pa  ent 
uninterruptedly through advanced and precise 
technologies aimed to provide continuous 
observa  on that may support decisions and in-
terven  ons in situa  ons of decompensa  on(2).

Due to the constant sense of expecta  on 
in emergency situa  ons, frequency of severely 
ill pa  ents, possibili  es of sudden changes in 
general condi  on, decompensa  on of severely 
ill pa  ents and the complexity of the work in-
herent in the concentra  on of advanced tech-
nology, the environment and work at mobile 
ICU is very complex. This complexity, in addi  on 
to the accumula  on of emo  onal components 
derived from the social interac  on, cons  tute a 
stressing factor in social interac  ons due to the 
unpredictability of the environment.

The no  on of priority in care, which is 
stronger in the intensive care subsystem, 
is associated with the constant risk to life, 
which oscillates between real-hidden, 
certainty-uncertainty and truth-mistake, in 
which possibilities, probabilities and op-
portuni  es are at risk in the recognized or 
rou  ne elected priori  es, and uncertainty 
may arise as the awareness of the risk is 
acquired(3). In this diversity-permeated social context, rep-
resenta  ons of the care provided to the person whose life 
is at risk may emerge, conceived by the individual or group 
in their work rela  ons in the mobile ICU.

Social representa  ons are a form of socially organized 
and shared knowledge with a prac  cal purpose, and these 
representa  ons contribute to the cons  tu  on of a common 
reality of a social group(4). Thus, it is a method to compre-
hend the dimensions and processes of knowledge shared by 
a certain group regarding a common reality. In the intensive 
care dynamics of a mobile ICU, the social communica-
 ons and interac  ons experienced by team members are 

complex, and professionals are frequently close to con  n-
gency and/or limi  ng situa  ons because the pa  ents may 

experience sudden changes in health. This fact may trigger 
diverging behaviors and a   tudes in response to the work 
condi  ons, such as con  nuously addressing the limits of 
life, diffi  culty in accep  ng death, scarcity of materials and 
personnel while addressing the need for personnel to be 
constantly available and on duty, quick logical thinking and 
asser  ve decision-making.

Studying social representa  on is an a  empt to compre-
hend the methods that individuals create, transform and to 
interpret feelings, percep  ons and life experiences within a 
social group. Social representa  ons consist of beliefs, opin-
ions, a   tudes and values regarding a given social object(5).

Therefore, the study of intensive care in mobile ICUs 
viewed through the structure of representa  ons may deter-

mine the interac  ons experienced in the pro-
fessional environment with a global focus. 
This approach may allow the recogni  on of 
concrete work a   tudes and processes that 
ar  culate the rela  onship between the work 
objec  vity and subjec  vity of each profes-
sional inserted in this group(6).

Representa  onal elements may be de-
duced from the meanings that are contained 
in speeches and studied through a structural 
approach(7) that is specifi c to the fi eld of social 
representa  ons—a theore  cal-methodolog-
ical proposi  on that is complementary to 
the study of Moscovici. This complementary 
approach aims to iden  fy and analyze the 
processes that determine social representa-
 ons as socio-cogni  ve sets that are organized 

and structured into two subsystems: a central 
system and a peripheral system(8).

The central nucleus consists of a group of 
elements around which social representa  ons 
are organized. It contains the determina  on of 
the meaning, that is, the structure or element 
that organizes and subsidizes the fundamental 
and infl exible meaning of the social represen-
ta  on(8-9). The central nucleus is characterized 

as rigid, stable and composed of elements that elucidate 
other more fl exible nuclei, namely the peripheral elements. 
The peripheral system is organized around the central sys-
tem. Its elements are fl exible and allow greater interac  on 
within the context, providing accessibility to the reality and 
developing, regula  ng and defending the central nucleus(7).

The iden  fi ca  on of the central nucleus and peripheral 
elements regarding intensive care for mobile ICU profession-
als may demonstrate the cogni  ve, emo  onal and symbolic 
components built into the rou  ne of personal rela  onships. 
Therefore, it is necessary to determine the nature of intensive 
care behind the work process in the ICU because the manner 
in which care is provided refl ects behaviors and a   tudes of 
the subjects and social groups in a shared, meaningful way.

The study of intensive 
care in mobile ICUs 

viewed through 
the structure of 
representations 
may determine 
the interactions 
experienced in 
the professional 

environment with a 
global focus. This 

approach may allow 
the recognition of 

concrete work attitudes 
and processes 

that articulate the 
relationship between 
the work objectivity 
and subjectivity of 
each professional 

inserted in this group.
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To understand the theme of care provided to the person 
whose life is at risk and considering care to be the essence 
of nursing because it is vital to life, this study aimed at 
answering the following ques  on: How do health profes-
sionals in the rou  ne of personal interac  ons / providing 
professional care in mobile ICU represent the care of the 
person at risk of losing their life? Thus, the study aimed 
to analyze the representa  onal structure of intensive care 
provided to the person who is at risk of losing his/her life 
as seen from the experience of health professionals who 
work in mobile ICUs.

METHODS

This study was developed according to the Theory of So-
cial Representa  ons in terms of structural approach and used 
EVOC 2003 so  ware (Ensemble de Programmes Perme  ant 
L´analyse des Evoca  ons – version 2003) for data analysis.

The study setting was the Mobile Emergency Care 
Service (Serviço de Atendimento Móvel de Urgência - 
SAMU) of Santa Catarina state, which is divided into seven 
macroregions to facilitate SAMU coordina  on. The macro-
region selected for this study was the metropolitan area 
of Florianópolis, which includes 21 other municipali  es 
in addi  on to being the state capital. Opened on Novem-
ber 5th of 2005, the SAMU unit of the macroregion of 
Florianópolis has four Advanced Support Units to cover a 
popula  on of 933,560 inhabitants. To treat this popula  on, 
the advanced support of the SAMU of Florianópolis employs 
approximately 90 professionals, including doctors, nurses 
and paramedics.

The study included 73 professionals as subjects (49 doc-
tors and 24 nurses). The number of subjects was considered 
to be suffi  cient because the subjects represent approxi-
mately 81% of the total number of professionals working 
in this unit. The following inclusion criteria were adopted 
for data collec  on: completed higher educa  on of at least 
two years; professional experience in a mobile/hospital ICU 
of at least one year, agreeing to par  cipate in the study and 
signing the free and clarifi ed consent term. Regarding the 
professionals’ dura  on of experience, a minimum of one 
year was established because it was considered to be suf-
fi cient for expressing views concerning their experiences in 
providing care at the mobile ICU.

To meet ethical requirements and according to Resolu-
 on 196/96 of the Na  onal Health Council(10), the study 

project was evaluated and approved by the state coordina-
tor of the SAMU of Santa Catarina and later evaluated and 
approved by the Research Ethics Commi  ee of the UFSC 
under protocol no. 112/2008.

Data collec  on was performed in the period between 
May and October of 2008. The technique of free associa  on 
or evoca  on was employed for data collec  on, considering 
the qualita  ve and quan  ta  ve proper  es in determining 
central and peripheral elements of a representa  on. We 

used the expression care provided to a person whose life 
is at risk as the inducing term. The technique applica  on 
consisted of asking the subjects to say fi ve words or expres-
sions that came to their minds immediately when given the 
referred term, and these terms were immediately registered 
by the researcher, in addi  on to the sociocultural charac-
teris  cs of each subject.

Evoca  ons were grouped by meaning to homogenize 
the seman  c content and achieve a more consistent analy-
sis, which cons  tuted the stage of standardiza  on of the 
evoked words and terms, also known as the standardiza  on 
dic  onary. The material was then treated using the EVOC 
2003 so  ware that calculated the simple frequency for each 
evoked word, the mean order of evoca  on of each word and 
the mean of the mean order of evoca  on for the corpus set.

Data were analyzed based on their distribu  on in the 
four-house board technique(11). This technique allows the 
distribu  on of produced terms according to the importance 
a  ributed by the subjects by combining two a  ributes 
related to the evoked words or expressions, namely the 
frequency and order in which they were evoked. The four-
house board discriminates central elements (most frequent 
and most important elements) situated in the upper le   
quadrant; intermediate or 1st periphery elements (most 
important peripheral elements) situated in the upper right 
quadrant; contrast elements (presen  ng at low frequency 
but regarded as important by the subjects) situated in the 
bo  om le   quadrant; and representa  on peripheral or 
2nd periphery elements (less frequent and less important) 
located in the bo  om right quadrant(12).

It is worth highligh  ng that when integrated by com-
puta  on, this technique becomes an important facilita  ng 
instrument for the analysis of the structure and organiza  on 
of a social representa  on(11). Moreover, the terms present 
in the central nucleus have a higher frequency of evoca  on 
and lower range, which as previously men  oned, refers 
to the mean of the mean order of evoca  on. Among the 
peripheral elements, the opposite occurs with words that 
are evoked less frequently but have a higher range.

Contrast and fi rst periphery elements present varia  ons 
in these values, as the words contained in the bo  om le   
quadrant have a lower frequency of evoca  on than the 
mean frequency of words and a lower range than the mean 
range, whereas the upper right quadrant presents a higher 
frequency than the mean and a higher range(13). A  er the 
previous organiza  on of the evoked elements, they were 
cons  tuted into the corpus for data analysis.

RESULTS AND DISCUSSION

The characteriza  on of the study subject profi les con-
tributes to a be  er understanding of the representa  onal 
structures of their thoughts. The data showed that 32% of 
the professionals were male, and 68% were female. Most 
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of the subjects were professionals over the age of 30 years 
(94%) and married (57.1%), with 29.8% being single, 7.3% 
divorced, 2.1% widowed and 3.7% in a stable union. Re-
garding their professional categories, 67.2% were doctors, 
and 32.8% were nurses. Regarding the  me working in the 
mobile/hospital ICU, 43.4% had between two and fi ve years 
of experience, and 17.4%, had between six and ten years of 
experience; 39.2% had over ten years of experience, with 
a good balance between those who were considered to be 
beginners and those with more experience.

The corpus for the analysis of the social representa  ons 
was formed by the evoca  ons of all subjects. In total, 365 

words were spoken, of which 201 were repeated words and 
only 164 were diff erent, and these words were grouped into 
74 standardized words.

The mean of the mean order of evoca  on (OME) or 
range was 2.95, whereas the mean frequency was es-
tablished as 14 and the minimum as 8. In the four-house 
board, which was constructed based on the EVOC 2003, 
with the evoca  ons stemming from the inducing term care 
provided to the person whose life is at risk, it is possible 
to observe the content of the social representa  ons and 
the structure and hierarchy of the elements within their 
cogni  ve systems (Chart1).

Chart 1 –  Four-house board of the evocations stemming from the inducing term care provided to the person whose life is at risk – 
Florianópolis, SC, 2009

Rang < 2.95 Rang > = 2.95
Mean Frequency Evoked term Freq O.M.E Evoked term Freq O.M.E

> = 14.0

Upper left quadrant Upper Right Quadrant
Central Nucleus First Periphery

Emergency/
Urgency 39 2.40 Severe Cases 18 3.18

Responsibility 21 2.30 I.C.U. 20 3.30
Knowledge 16 2.17

Lower Left Quadrant Lower Right Quadrante
Contrast or Intermediate Elements Second Periphery

< 14

Agility 13 2.38 Suffering 08 3.00
Attention 08 2.00 Dedication 08 3.50

Care 09 2.85 Death 10 4.20
Humanization 11 2.33
Saving lives 13 2.46
Saving lives 09 1.77

Stress 10 2.20

In the upper le   quadrant, it is possible to observe the 
emergency/urgency, knowledge and responsibility ele-
ments, which represent the most frequently evoked words, 
that is, the words with a lower mean order of evoca  on 
(OME) and higher frequency that may cons  tute the central 
nucleus, because they characterize the ontological meaning 
of the representa  on. Hence, it is possible to perceive the 
presence of three dimensions that appear to organize the 
representa  onal structure, namely the imagery dimension, 
which is communicated via the expressions made referring 
to situa  ons that require this type of care and the units that 
implement it; the a   tudinal dimension, which is achieved 
in the responsibility lexicon; and the knowledge dimension, 
which is inherent to the analogical term present in the 
seman  c universe of the studied group.

These tangible dimensions in the expressions emergency/
urgency, knowledge and responsibility, as possible cons  tut-
ing elements of the central nucleus of this study, emphasize 
the essen  al structure of the meaning of care at the extreme 
limits of life. These expressions refer to the descrip  ve char-
acteris  cs and object registra  on in the social prac  ces of the 
subjects in this study. Intensive care, due to its complexity, 

demands from executors constant and direct contact with 
high-risk situa  ons and the con  nuous threat of death(6).

The salient element among these expressions is emer-
gency/urgency, with an evoca  on frequency of 39 and OME 
of 2.40. These elements are in  mately associated with the 
role developed by professionals of mobile ICU who ini  ate 
life-saving care measures within a limited amount of  me. 
These elements were homogenized due to inaccuracy, 
confusion and polysemy about these concepts. Therefore, 
urgency is defi ned as a situa  on that cannot be postponed 
and must be solved quickly because delays increase the risk 
of death. Emergency is defi ned as a cri  cal situa  on with 
imminent danger or risk to life(1).

These concepts have a nearly impercep  ble limit, as 
the clinical condi  on of the pa  ent is suscep  ble to rapid 
change at any moment, thus opening the possibility for 
several interpreta  ons that jus  fy the nearly synonymous 
use by health professionals in their work rou  ne. It is also 
inferred that the term urgency is more comprehensive and 
makes more sense than emergency, which results in more 
common usage. Emergency has a meaning that is under-
stood in its totality by health professionals who specialize 
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in urgent situa  ons and concerns the maintenance of the 
fi ne line between life and death(14). Therefore, the dis  nc-
 on between urgency and emergency has no meaning from 

the point of view of severity,  me to act or care priority.

Emergency situa  ons are generally considered to be mo-
ments that demand a comprehensive and rapid examina  on 
of the pa  ent from the involved professionals to observe 
and understand how to handle numerous situa  ons. Thus, 
it confi gures an element that is present in the care of a 
person whose life is at risk.

The second salient element in the central nucleus is 
responsibility, with a frequency of 21 and OME of 2.30. In 
intensive care situa  ons, responsibility as a professional 
a   tude is inherent to the work of preserving life in these 
condi  ons and is intrinsic to the care of health profession-
als in the daily rou  ne of a mobile ICU. Therefore, health 
professionals who work in this area are responsible for the 
direct care of cri  cal and severely ill vic  ms. Moreover, the 
responsibility of the team involves the organiza  on, prepa-
ra  on and restora  on of the equipment a  er each mobile 
service is provided, direct service to the vic  ms and training 
and development of studies, in addi  on to ac  ng within 
the pillars of care, educa  on, management and research.

The term responsibility also suggests the awareness of 
the need for care in terms of health and life in other, more 
comprehensive contexts, including society and professional 
policies(15). In the context of their responsibili  es, they pres-
ent a commitment to knowing and conduc  ng their daily 
rou  ne, which shows the representa  on of this a   tude 
towards human care in society by these professionals. In 
this sense, responsibility is associated with the knowledge 
appropriated by the professionals throughout their lives, at 
work, and even through the manner in which they update 
their professional knowledge/ac  ons in face of frequent 
transforma  ons in the world of science, thus becoming 
products of the interac  on and communica  on process.  

The element knowledge presented with a frequency of 
16 and OME of 2.17. Knowledge provides meaning to the 
knowledge dimension that, as highlighted in the previous 
paragraph, has an in  mate associa  on with the a   tudinal 
dimension. Health professionals who experience intensive 
care, despite working against  me, require the ability to 
conduct a cri  cal and rapid observa  on of situa  ons to 
administer care based on scien  fi c principles. Therefore, 
from these subjects’ perspec  ve, the word knowledge may 
mean scien  fi c knowledge, possibly as a consequence of a 
behavior that they consider to be relevant for professional 
improvement and care development. Knowledge in caring 
for the pa  ent whose life is at risk must s  mulate the pro-
fessional’s cri  cal sensibili  es and spirit of ci  zenship and 
encourage them to seek new horizons(16).

Outlined in the technical-scien  fi c knowledge, quali-
fi ed care must be provided while service educa  on is per-
formed. It is thus necessary to provide health professionals 

with specifi c qualifi ca  ons for the development of their 
ac  vi  es; that is, they must be allowed and encouraged to 
search for informa  on according to the real needs iden  -
fi ed and aimed to improve and update the capabili  es of 
health professionals, providing an opportunity for their 
development and involvement in the care they provide 
to others(16). The maintenance of technical competence 
encompasses not only the domains of theore  cal and 
technical knowledge but also must take into account the 
fact that the professionals are a  en  ve to the meaning of 
care within the limits of life.

In this representational structure, intensive care 
is based on a tripod: severely ill pa  ents experiencing 
emergency/urgency situa  ons (images that support the 
representa  on); responsibility for the care and specialized 
mul  disciplinary team (a   tudes that off er dynamics to 
the representa  on); and knowledge and experience to 
provide care and assist the pa  ent (knowledge dimension 
that provides an acceptable base for care and the socio-
cogni  ve reconstruc  ons of this phenomenon in extreme 
situa  ons). In this sense, an integra  on of knowledge 
must occur among professionals so that appropriate care 
is off ered to pa  ents requiring intensive care.

The elements agility, care, a  en  on, humaniza  on, 
saving lives, stress and abili  es are found in the quadrant 
of contrast elements; that is, they complement and argue 
against the central nucleus or peripheral elements and 
represent elements of tension regarding the study object. 
These elements may be also characterized as a new sub-
group that may begin to present a more cri  cal examina  on 
of the intensive care object, which may result in modifi ca-
 ons to the iden  fi ed central nucleus.

The contrast zone reveals the presence of the three 
dimensions that comprise the studied social representa-
 on. Imagery is cons  tuted in the care triad that, on the 

one hand, aims at saving lives, but on the other hand, is a 
permanent source of stress for professionals. The a   tu-
dinal dimension is organized by the elements of a  en  on 
and humanization, whereas the knowledge dimension 
is associated with ability and agility. It is not possible to 
highlight the presence of an element that demonstrates 
a representa  onal subgroup among the studied subjects, 
but it is essen  ally the unfolding and consolida  on of the 
dimensions that are present in its possible central nucleus 
that grants it the organiza  on character of the representa-
 on. The element agility is also related to the scien  fi c and 

empiric knowledge developed in the professional ac  vity, 
which reinforces the characteris  cs of the ac  ons devel-
oped in the ICU/mobile ICU. Agility infl uences the term 
emergency/urgency present in the central nucleus, marking 
the professionals’ acknowledgement of the need for more 
concise and rapid care in which services must be rendered 
quickly and the fundamental importance of early recogni-
 on of clinical signs by the team. Agility is also related to 

the term ability, evoked by the mobile ICU professionals as 
an admi  edly necessary aspect in intensive care.
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Clinical and logical thinking skills for making decisions 
and agility and the ability to execute the correct interven-
 ons are some of the important competencies for the 

delivery of urgent care service(2). In this sense, ini  a  ve 
and percep  on also stand out in addi  on to the ability to 
make quick decisions as crucial factors for care service(6).

The posi  ve image of care is associated with all of the 
terms present in the central nucleus. Intensive care through 
this ac  on requires responsibility and knowledge, just as 
the terms emergency/urgency demand care to save lives or 
stabilize a clinical condi  on. However, the term saving lives 
restates all of the elements present in the central nucleus 
as an essen  al func  on to be developed by the profession-
als in intensive care. The ability to save lives appears as a 
factor that integrates these professionals into a group with 
certain social rights. Concerning these benefi ts, the work of 
saving lives may be regarded as an occupa  on that brings 
social rewards, such as gra  tude and admira  on, to these 
professionals and an image that characterizes their know-
ing/doing. However, this can only take place when there 
is an existence of abili  es that enable the act of bringing 
individuals back to life, a preroga  ve that a  ributes com-
petencies to the studied health professionals in face of the 
challenges that they face in saving lives.

It was observed that the elements ability, agility and 
care form a subgroup inside the representa  ons, infl uenc-
ing each other mutually and accurately demonstra  ng 
the nature of the work of mobile ICU professionals. The 
ability and agility elements infl uence the care element 
present in this quadrant, considering that both agility 
and ability must be complementary for the provided 
care to be successful. This occurs due to the eff ec  ve 
and con  nuous intensive care that the en  re team must 
provide to people at risk of losing their lives and who 
require mobile ICU assistance.

The evoked lexicon a  en  on precisely evidences the 
meaning of the work of mobile ICU professionals according 
to the professionals in this sector. These percep  ons may 
have a connec  on to the collec  ve memory or history of the 
group(8) and the intensive treatment units that have been 
spaces reserved for the care of cri  cal pa  ents since their 
concep  on(6). This requires that the team working in this 
sector remain in a constant state of alert, which is needed 
to iden  fy small changes in condi  on that may indicate 
complica  ons in the clinical state of the pa  ent to more 
severe and complex changes in condi  on that may o  en 
culminate in death.

The a   tude of humaniza  on present in the represen-
ta  on structure relates to two diff erent processes, the 
fi rst comprising the personal wish of the professionals to 
provide care that contains the presupposi  ons of this prin-
ciple. The second process may be related to the campaign 
of the Humaniza  on Na  onal Policy (HNP) present in the 
network of health services of the SHS. It is possible that 
this demand for professionals of the mobile ICU service to 

provide a more humanized intensive care service is actu-
ally expressing a diffi  culty of the urgency service to provide 
more humanized care.

The urgent care service is characterized by the absence 
of bonding because all pa  ents are simply passing through 
this unit. Emergency service units cons  tute a privileged 
space that manifests the intense processes of exclusion, 
social violence, trivializa  on of others’ suff ering, and espe-
cially of indiff erence regarding disenfranchised individuals 
that mark our society and the healthcare professionals(18). 
Intensive care may also generate confl icts. This is because 
the professionals live with the dilemma of trea  ng urgent 
cases in strict character, relieving the suff ering of pa  ents 
and families, addressing the pressure of taking care of 
individuals in situa  ons that put their lives at risk and ad-
dressing urban violence, among other factors(18).

Working with emergency/urgent situa  ons in mobile 
ICUs also means coming face- to-face with maltreatment(18), 
with unbearable situa  ons for many health professionals 
and even impossible situa  ons that must be represented 
and in a posi  ve manner. This complicates the bonding and 
defi ning of the limits and possibili  es of solidarity, coop-
era  on and care within the service(18). To exist, the process 
of care humaniza  on requires the crea  on of means to 
modify the work process and condi  ons for these health 
professionals in providing the intensive care aspects of 
emergency service.

The element of stress present in the quadrant of con-
trast elements incorporates an expressive meaning of 
the care provided to the person whose life is at risk. This 
element, along with humaniza  on, is seen as a great need 
in this sector. It is directly associated with the confronta-
 ons experienced by professionals involved in intensive 

care. Stressful situa  ons are inherent to work in the ICU 
and may interfere in the daily rou  ne of the professionals 
involved, as highlighted by a study regarding the emo  onal 
states of nurses in terms of their professional ac  vity in 
cri  cal units(19). Intensive care, iden  fi ed as stressful, may 
transform the work in this unit into moments of diffi  cult 
confronta  on, crea  ng a nega  ve understanding of the 
work in mobile ICUs.

These elements show opposite meanings because on one 
hand, they represent intensive care as stressful, while on the 
other hand, they represent saving lives. This duality appears 
to be a compensatory process, as the stressful work is seen 
as nega  ve. This is par  cularly true for experiences that pro-
duce feelings of tension, anxiety and/or fear(2). Saving lives, 
however, is a source of gra  fi ca  on for these professionals. 
It is in this service that the professionals see the result of the 
care provided to the pa  ent in all of its dimensions(6).

Returning to the four-house board (Figure 1), the upper 
right quadrant (regarding the fi rst periphery) presents the 
words that had a high frequency but whose mean posi  on 
in the order of evoca  on was not suffi  cient to be considered 
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part of the central nucleus. This quadrant essen  ally con-
sists of the imagery dimension that encompasses the situ-
a  ons present in the care process (severe cases) and the 
health units that are kept in the imagina  on of the subjects, 
especially the ICU.

The words severe cases and ICU restate and reinforce 
the intensive care that occurs in the ICU in general and 
the mobile ICU in par  cular. In intensive care prac  ce, the 
term emergency is equated with severe cases; that is, cases 
that lead to the suspicion of the need for quick interven-
 on(14). The evoked words severe cases have the following 

standardized terms: severe pa  ents, severe cases, severity 
and other terms that denote this meaning, demonstra  ng 
the experiences of mobile ICU professionals in caring for 
individuals at risk of dying.

The element ICU is signifi ed through the following se-
lected evoked words: ICU, mobile ICU, intensive treatment 
and high complexity procedures. Mobile ICU care is rooted 
in intensive therapy and based upon the existence of se-
verely ill pa  ents, highly technical equipment and a special-
ized professional team. Many treated pa  ents are cri  cally/
severely ill and demand direct and dependent care.

Because severely ill patients must be treated by a 
specialized mul  disciplinary team, SAMU as a mobile ICU 
is modeled a  er pre-hospital care service. This service’s 
procedures decrease mortality and mi  gate the possibili-
 es of long-term complica  ons in severely ill pa  ents(17). 

The mobile ICU aims to provide early cri  cal healthcare to 
the popula  on to reduce the number of deaths and health 
complica  ons/morbidity. Therefore, a posi  ve a   tude 
is observed in this service, as demonstrated by the par-
 cipants. The a   tude especially concerns its func  onality, 

resta  ng the role of emergency and urgency care present 
in the central nucleus.

The words located in the bo  om right quadrant are 
those that presented lower evocation frequency and 
were evoked later, composing the elements of the second 
periphery of the representa  on. This periphery comprises 
the a   tudinal (dedica  on) and imagery (suff ering and 
death) dimensions. In this space of the representa  on of 
care provided to individuals at risk of dying, it is possible to 
observe a posi  ve a   tude towards this service. Profession-
als acknowledge this by their use of the word dedica  on 
regarding the care service they provide. Nega  ve a  ributes 
are assigned to the care of persons at risk of dying and who 
are seen as suff ering and most likely to die. The element 
dedica  on reinforces those present in the contrast zone 
and central nucleus, and the elements suff ering and death 
direct ques  oning regarding the intensive care func  on. 
This is even true with those elements previously recognized 
as effi  cient in the central nucleus.

The element suff ering, which is present in the second 
periphery, leads to a discussion regarding intensive care 
that is seen by some professionals as a very distressing task. 

This is because they perceive their ac  vity as ineff ec  ve 
once realizing that there are many human and technologi-
cal limita  ons in providing care to people at risk of losing 
their lives. These limita  ons generate suff ering because 
the ac  ons represent intense situa  ons of intellectual and 
physical stresses for the individuals being treated and the 
professionals themselves. This nearly daily experience with 
cri  cal and limi  ng situa  ons contributes to the suff ering 
of these professionals. Inevitably, this feeling has diff er-
ent intensi  es and meanings in the individual, social and 
cogni  ve scenario of this unit at diff erent  mes. Along the 
same lines, the suff ering of pa  ents and families requires 
ability, humaniza  on and dedica  on from these profession-
als. These a  ributes become necessary to the professional 
ac  vity in the mobile ICU and are a diff eren  al in the provi-
sion of intensive care services.

The term death infl uenced the element of saving lives 
present in the contrast zone. Health professionals are 
unprepared to deal with ques  ons related to death and 
the process of dying(20). In general, health professionals 
do not speak about death because death is evidence of 
our limita  ons, weakness and mortality as human beings. 
The process of dying generates pain because profession-
als do not accept death naturally and perform countless 
procedures in the a  empt to save the pa  ent. However, 
the results may extend the length of  me it takes for the 
pa  ent to die, which infl uences the suff ering of the pa  ent 
and his/her family(20).

The daily experience with situa  ons of life and death, 
situa  ons dealing with death or situa  ons that generate a 
high level of stress may trigger processes of suff ering and 
anxiety, among other processes. It is part of the profes-
sionals’ job to cope with death and learn how to face it. 
Remaining indiff erent to the pa  ents or the families of the 
vic  ms is not in the script. Hence, the authors consider it 
important for the administrators of these ins  tu  ons to 
become more sensi  ve and adopt a more humanized look 
at this ques  on.

Finally, the element dedica  on infl uences the element 
care in the bo  om le   quadrant. Dedica  on reinforces the 
term responsibility present in the central nucleus. Dedica-
 on is a professional a   tude permeated by concern, re-

sponsibility and aff ec  on for one another. This professional 
a   tude also has roots in a comprehension of reality that 
priori  zes the possibility of helping human beings in several 
stages characterizing their existence, especially those in 
which pain, suff ering and death are present(12).

In intensive care units, professionals are expected to 
have the knowledge and competency to iden  fy and in-
tervene in the pa  ents’ physiological altera  ons, to relieve 
the suff ering and anxiety of their rela  ves, and to skillfully 
use the technological resources that compose this environ-
ment(16). Providing care to a person at risk of losing their 
life cons  tutes an ac  vity that demands responsibility and 
dedica  on from the involved professionals.
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CONCLUSION

The methodological strategy employed in this study 
allowed the organization of the evocations in the four-
house board. Using this board, it is possible to deter-
mine and identify the social representations of the 
professionals from the Mobile Intensive Care Unit of 
the SAMU (doctors and nurses) regarding the care that 
they provide to persons at risk of losing their lives. In 
the central nucleus, the elements constituting the social 
representation structure of intensive care in the mobile 
ICU is evidenced through the words emergency/urgency, 
knowledge and responsibility. These words reflect the 
images, knowledge and attitudes involved in providing 
care to persons at risk of dying. In the first periphery, the 
elements severe cases and ICU are found, which restate 
and reinforce the central nucleus and consequently, the 
nature of intensive care in the emergency and urgency 
care service.

Therefore, the care provided to the person at risk of 
losing their life is represented by professionals of the 
mobile intensive care units of the SAMU as the intensive 
care provided in situa  ons of emergency and urgency that 
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