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Abstract

Objective: To assess, on the basis of the perspective of nursing professionals, the structure, process, and
results of a screening system, Embracement with Risk Classification, integrated in some Brazilian emergency
Services.

Methods: This cross-sectional study included 151 nursing professionals who completed the Instrument for
Assessment of Embracement with Risk Classification. We measured the mean ranking of each item and
representativeness of the structure, process, and result dimension.

Results: Only the dimension “result” of a single emergency service was evaluated as fair. The remaining
dimensions, for all other services investigated, were considered poor.

Conclusion: Results indicated improvements in the quality of care delivered and prioritization of severe cases.
However, improvements in the flow of against-reference system are still needed.

Resumo

Objetivo: Avaliar a estrutura, o processo e o resultado do sistema de triagem Acolhimento com Classificagéo de
Risco implantado em servicos de emergéncia brasileiros, sob a perspectiva de profissionais de enfermagem.
Métodos: Pesquisa transversal que incluiu 151 profissionais de enfermagem que responderam ao Instrumento
para Avaliagdo do Acolhimento com Classificagdo de Risco. Calculou-se o Ranking Médio de cada item e foi
verificada a representatividade das dimensdes estrutura, processo e resultado.

Resultados: Apenas a dimensdo resultado, de um dnico servigo de emergéncia, foi avaliada como Satisfatoria.
As demais dimensdes, de todos 0s servicos investigados, foram consideradas Precérias.

Concluséo: Os resultados indicaram melhorias na qualidade do atendimento prestado, com priorizagdo dos
casos graves, mas é preciso melhorar o fluxo do sistema de contrarreferéncia.

Faculdade Inga, Maringd, PR, Brazil.

Universidade Estadual do Norte do Parand, Bandeirantes, PR, Brazil.
3Servigo de Atendimento Mdvel de Urgéncia, Cianorte, PR, Brazil.
“Santa Casa de Misericordia de Maringd, Maringd, PR, Brazil.
*Universidade Estadual de Maringd, Maringd, PR, Brazil.

Conflicts of interest: none reported.



Introduction

Risk classification screening involves a complex
decision making process. For this reason, different
systems have been developed worldwide to support
nurses in better classifying the severity of each case.
(2 In general, these classification systems aim to re-
duce the time that patients have to wait in hospital
emergency departments by prioritizing more severe
cases in which an obscure prognosis can lead to a
delay in treatment.®)

Internationally, the most used screening systems
for risk classification are the Australian Triage Scale,
Canadian Emergency Department Triage and Acu-
ity Scale, Manchester Triage Scale, and the Emer-
gency Severity Index.! In Brazil, the government
has been recommending the screening system Em-
bracement with Risk Classification since 2004.

Embracement with Risk Classification entails
the systematization of risk classification process,
which is based on four levels of severity, with em-
phasis on actions, developed by the health team to
embrace the patient and his/her caregiver in order
to provide humanized care. This approach consti-
tutes a way to redefine the screening process, which
commonly ends in the patient admission, to enable
inclusive action at all health care settings.

Protocols or guidelines that support severity
classification in Embracement with Risk Classifica-
tion are defined by objective and subjective parame-
ters, times, and flow that can be changed according
to the criteria of each institution.

Independently of the system used, screening
of risk classification is an important aspect of
health care.®” When screening is done by experi-
enced nurses, it contributes to patient safety and
enables rationing of resources for health care.”
However, positive results from implementing a
screening system of risk classification requires ad-
equate and continual evaluation of structure and
work processes.

Quality measures of risk classification screen-
ing systems have been investigated, including the
analysis of such indicators as a confidence index
for the screening scale, the time that patients
have to wait to receive care, and admission or ad-
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verse reactions rates, among others.®” Such mea-
sures, although important, often limit the global
assessment of quality of emergency service, be-
cause of the single-focused evaluation of tools
used for risk classification screening in relation to
patients’ outcomes.

Although complex, the interaction among fac-
tors that make up the assessment of health quality
has been supported in structure, process, and re-
sults dimensions, also known as Donabedian’s triad
model, as proposed by Avedis Donabedian.®

It is important to determine improvements
needed, if any exist, in the services that incorporat-
ed the Embracement with Risk Classification, based
on nursing professionals’ perspectives, especially be-
cause the nurse is the responsible for the risk classi-
fication procedure during screening, which is based
on protocols previous discussed and defined along
with medical team. In addition, nursing profession-
als are responsible to deliver care for patients during
hospitalization and may define accurately weakness
and possible strategies for the Embracement with
Risk Classification.

Identifying problems or inadequacies can sup-
port the development and establishment of local
actions from managers and professionals in order
to increase the quality of care offered by the ser-
vice. The quality monitoring is characterized by
continual surveillance that enables early detection
and correction of distortions.® For this reason, our
study aimed to assess, on the basis of the perspective
of nursing professionals, the structure, process, and
results of Embracement with Risk Classification in
Brazilian emergency services.

Methods

This exploratory study with a quantitative approach
was carried out between March and May 2013 at
the emergency service of four hospitals in the State
of Parand, Brazil, randomly designated as I, II, III,
and IV.

Emergency service I was part of a large phil-
anthropic hospital, service II was part of a large
private non-profit hospital and services III and IV
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were part of medium-sized general public hospitals.
These services (I, II, III and IV) implemented the
Embracement with Risk Classification in 2011,
2010, 2009 and 2007, respectively.

We conducted a stratified random sampling, by
a drawing, of 60% of nursing professionals (nurses,
nursing technician, and assistant) who worked in
the emergency service for 3 months or more. In cas-
es that professionals were on legal leave, regardless
of the reason, a new drawing was done. There were
no refusals or withdrawals.

A total of 151 nursing professionals partici-
pated in the study. Of these, 19 (12.6%) worked at
emergency service I, 24 (15.9%) at hospital emer-
gency service 11, 38 (25.2%) at hospital emergency
service III, and 70 (46.4%) at hospital emergency
service IV.

Data were collected during individual interviews
in a private environment at participants’ workplace
using the Instrument for Assessment (composed of
two parts) of the Embracement with Risk Classifi-
cation.” Part I was designed for obtaining sociode-
mographic and profession data from participants;
part II pertained to assessment of Embracement
with Risk Classification.

Part II was composed of 21 items on a Likert
scale of five levels equally divided into Donabedian’s
dimensions: structure (items 1-7), process (items
8-14), and result (items 15-21). Each item score
ranged from 1 to 5. Responses scored from 1 or
2 were considered discordant, those scored 3 were
considered null or indifferent, and those scored 4 or
5 were considered concordant.

The Statistical Package for the Social Sciences
(SPSS), version 20, was used for descriptive sta-
tistical analysis; we calculated absolute and per-
centage frequency as well as means and standard
deviations.

Initially, data from part II that correspond-
ed to the negative scale form (items 3, 4, 5, 7,
10, 14, 16, 19, and 20) were inverted (became
positive) to measure a general score, which is re-
quired for statistical treatment. To analyze items
for the assessment instrument, we measured the
mean ranking on the Likert scale obtained by the
mean for each item/dimension, subsequently di-
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vided by number of respondents. Results of this
operation with values closest to a score of 5 were
interpreted as a high level of professional satis-
faction and when closest to a score of 1, as the
lowest level of satisfaction.

Next, as recommended by authors of the In-
strument for Assessment of Embracement with
Risk Classification, we verified the representative-
ness of the assessment of each dimension from the
mean score of its respective items: excellent, 31.5-
35 points; fair, 26.2-31.4 points; poor, 17.5-26.1
points; and insufficient, 7-17.4 points.”

Development of this study followed national
and international ethical and legal aspects of re-
search on human subjects.

Results

Table 1 shows characteristics of the participants ac-
cording to the respective emergency service.

Table 1. Participant characteristics

SHE | Il I} v All
Variable n(%) n(%) n(%) n(%) n(%)
Sex
Male 7(36.8) 9(37.5) 10(26.3)  21(30.0)  45(29.8)
Female 12(63.2) 15(62.5)  28(73.7)  49(70.00  106(70.2)
Education
Primary education - - 1(1.4) 1(0.7)
Secondary education ~ 11(57.9) 8(33.39) 29(76.3)  38(52.9)  85(56.3)
College 5(26.3) 5(20.8) 4(10.5) 11(15.7)  25(16.6)
Graduate education 3(15.8) 10(41.7) 5(13.2) 20(28.6)  38(25.2)
Master degree - 14.2) - 1(1.4) 2(1.3)
Professional category
Nurse 421.1) 15(62.5) 7(18.4) 19(27.1)  45(29.8)
Technical 15(78.9) 9(37.5) 31(81.6)  49(70.00  104(68.9)
Assistant - - 2(2.9) 2(1.3)
Age (years)* 30.8+4.97 30.1+7.35 37.3+#8.09 37.0+8.87 35.3+8.54

38+3.15 224176 39+374 37+506 3.5+4.15

SHE- Hospital Emergency Service; *Mean + Standard Deviation

SHE time (years)*

Table 2 shows, on the basis of each service,
the mean ranking for each item assessment and
its respective sums. In addition, in this table, the
mean score indicated that nursing team consid-
ered all Donabedian’s dimensions at all services
as poor, with the exception of the dimension “re-
sult” for emergency service III, which was con-
sidered fair.



Table 2. Assessment of Embracement of Risk Classification

SHE | Il I} v All

Item/Dimension - Variable MR MR MR MR MR
1 Comfort of user / caregiver 3.1 2.6 2.6 3.4 3.1

2 Embrace environment 3.9 3.3 3.8 4.0 3.8
3 Periodic training 2.6 3.0 3.0 32 3.0
4 Privacy in consultations 32 36 36 34 3.4
5 Embracement of caregiver 2.4 2.9 2.9 2.8 2.7
6 Sign of environment 3.1 3.5 gi5) 3.3 83
7 Communication between team 2.7 35 815} 3.7 3.6
Structure dimension (PM) 210 225 222 238 229
8 Safety and comfort of user 36 36 36 40 3.9
9 Assessment of non-severe cases 4.2 3.1 3.1 42 41

10 Knowledge of management of ACCR 25 26 26 34 341

11 Relationship between leaders/subordinates 3.0 3.3 3.3 3.3 3.2
12 Discussion on flowchart 25 3.1 3.1 3.0 29
13Trained team 3.1 4.0 4.0 3.6 &3
14 Revalidation of cases of waiting 36 26 26 33 3.1

Process dimension (PM) 225 222 236 248 238
15 Primary care for case severity 3.7 3.6 3.6 39 4.0
16 Care humanization 3.2 35 815} 3.6 Bi5)
17 Integration in health team 3.6 3.5 gi5) 3.7 3.6
18 Information on waiting time 36 26 26 39 il
19 Prioritization of severe cases 4.0 3.7 3.7 4.5 43
20 Against-reference 24 35 35 25 2.6
21 Satisfaction with results of ACCR 3.4 2.8 2.8 3.7 &3
Result dimension (PM) 239 231 262 258 252

MR - Mean ranking; MS - Mean Score; SHE - Hospital Emergency Service; ACCR - Embracement with Risk
Classification

Discussion

This study found gaps in operationalization of
Embracement with Risk Classification that af-
firm the need for continuous assessment of this
system for establishing discussion and actions
that help improve care in emergency services.
However, results presented in this study cannot
be extrapolated because of such limitations as
a small number of participants and services as-
sessed and the diversity of risk classification pro-
tocols and infrastructure.

Based on participant characteristics, we
found that participants’ level of education shows
enhance in the qualification of nursing profes-
sional that was higher than number reported by
interviewed nurses (n=45, 29.8%) and indicat-
ed that nursing technicians had also graduated.
Finally, some of the institutions in this study
offered a career plan that provided additional
compensation to employees as an incentive for
participation in educational strategies, including
undergraduate courses.
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Concerning the variable time working as a
nursing professional, all participants had expe-
rience in the area. At services I and III, these
professionals may have already worked with Em-
bracement with Risk Classification, which en-
abled a more precise assessment about the sub-
ject studied.

In the assessment of Embracement with Risk
Classification, we verified that no item reached a
mean maximum satisfaction score (5 points) and
that no dimension was evaluated as excellent. This
finding indicates that the emergency services stud-
ied still have room for improvement.

In general, the mean ranking of all items for as-
sessment of Embracement with Risk Classification
was close to 3-4 points, indicating neutrality and
concordance, respectively, about the execution or
existence of the item in the emergency service. Even
with difficulties related to the implementation and
execution of Embracement with Risk Classification
in the locations studied, the results can be related
to nursing professionals’ positive perception of this
assessment tool.

Ethnographic research done with 15 nurses in an
emergency service at a Danish hospital also found
participants’ positive perception of the screening
process; those participants mentioned feeling safe
after implantation of the screening process in the
service where they worked.®

The structure dimension was considered
poor in all services; although physical changes
made helped increase humanization of care, at-
tention to comfort and safety needs of caregivers
was still lacking.

Changes in physical structure that require
changes to the building can be difficult to execute.
However, it is possible to adopt less onerous solu-
tions that can improve the adequacy of the location
by assuring more comfort for patients and their
families, such as those as privacy, lighting, and pre-

©19 In this sense, decreasing

venting excess noise.
problems and improving the environment and em-
bracement of caregivers in an emergency service can
also lead to the adoption of measures for relaxation
and entertainment while waiting the diagnosis and/

or assessments.
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Although assessments for the process dimension
were better than those presented in the structure
dimension, all services were also evaluated as poor.

We highlight the concordance of responses con-
cerning the item related to assessment of non-se-
vere cases in emergency services (item 9, MR=4.1
points) with responses to the item asking wheth-
er professionals who use Embracement with Risk
Classification feel safe and comfortable in their
work environment (item 8, MR=3.9 points).

In addition, we observed a tendency toward
neutrality in answers concerning discussions about
flowcharts, knowledge of management regarding
Embracement with Risk Classification, revalidation
of cases in the waiting room, and leaders and subor-
dinates. These data show weakness of Embracement
with Risk Classification in the process dimension
because when poor relations between leaders and
subordinates can compromise communication be-
tween professionals on the team. For this reason,
discussions about flowcharts were probably limit-
ed and, as a consequence, result in a lack of under-
standing about behavior with Embracement with
Risk Classification, including concerning strategies
that can contribute to reassessment of cases in the
waiting room.

It is important to highlight that problems in
communication process among members of multi-
disciplinary team can result in adverse events and
impact negatively patients’ health. This requires the
adoption of strategies to contribute for team work
promotion and turn the communication easier
among different health professionals."" The perfor-
mance of activities and success of implementation
of a screening system require that nurses develop as-
sessment and communication skills associated with
knowledge of ethical-legal and technical-scientific
principles that guide the profession.® In addition,
to implement changes, leaders must develop spaces
for dialogue with their team and embrace improve-
ment proposals.

Concerning reassessment of cases waiting for
medical care at services II (MR=2.6 points) and
III (MR=2.6 points), both institutions should help
nurses become familiar with Embracement with
Risk Classification and understand the importance
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of observation and follow-up progress of those who
wait for health care. Although reassessment con-
sumes more work time and can lead to profession-
al dissatisfaction in the context of current worker
shortages,® it is important to consider that risk
classification is a dynamic process that involves pe-
riodic reassessment of risk of patients waiting for
care because a patient’s clinical condition can wors-
en over time.!?

With regard to the result dimension, we high-
light that only emergency service III was assessed as
fair. In other services, this dimension was consid-
ered poor, but was still ranked higher than were the
structure and process dimensions. On the basis of
these results suggesting improvement of care quali-
ty, we believe that implementation of Embracement
with Risk Classification has the potential to trans-
form care even in locations and condition that are
not favorable.

For all evaluated services using Embracement
with Risk Classification, severely ill patients were
prioritized for care (item 19, MR=4.3 points),
and primary assistance was assigned according to
severity of the case and do not by order of arriv-
al (item 14, MR=4.0 points). However, we ver-
ified the need to improve the against-reference
system, mainly in emergency services I (item
20, MR=2.4 points) and IV (item 20, MR=2.9
points). These data surely deserve special atten-
tion from managers because patients who require
less complex care and in fact could be seen in a
primary care setting still seek care in an emer-
gency department. This leads to overbooking in
the emergency services, increased health-related
costs, and reduced care quality.?

Despite this, we recognize that all patients who
sought emergency care need to be screened and
classified to guarantee that they receive adequate
assistance and, in this way, reduce risks of adverse
events; this also would allow assessment of the sys-
tem to guarantee best practices.® In this sense, it
is important to widen the discussion on reasons
for dissatisfaction of nursing professionals refer-
rals and against-reference system, which presup-
poses fragility in basic care and lack of integration
in health care network.



((;onclusion

Nursing professions indicated that all Donabedi-
an’s dimensions were poor, mainly the items part of
the structure dimension. Although Embracement
with Risk Classification promotes improvements
in care quality by prioritizing severe cases, there is
still significant room for improvement, especially
against-reference system in the evaluated services.

Collaborations

Inoue KC, Bellucci Junior JA, Papa MAE Vidor
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manuscript, critical review relevant for intellec-
tual content and approval of final version to be

published.
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