DOI: 10.1590/1413-81232025303.17592024EN

Analysis of the implementation of pre-hospital and hospital 1
care for cases of accidents and violence in Brazil

dTOILLAYV DILVINAHL

Adalgisa Peixoto Ribeiro (https://orcid.org/0000-0001-9415-8068) '
Graziella Lage Oliveira (https://orcid.org/0000-0002-3387-3583) !
Andréa Maria Silveira (https://orcid.org/0000-0002-1180-3875) !
Joviana Quintes Avanci (https://orcid.org/0000-0001-7779-3991) 2

Abstract The implementation of two guidelines of the National Policy for Reducing Morbidity and Mortality from
Accidents and Violence (PNRMAV) regarding pre-hospital care (APH) and hospital care (AH) was analyzed. APH
and AH managers from Brazilian municipalities participated in a cross-sectional study (2020-2022), answering a
questionnaire via the Redcap platform. Descriptive and comparative analyses were performed. The response rate was
2.3% of the municipalities (n=128), of which 9 were capitals. Capitals presented better results in all items evaluated.
In mobile APH, 82.8% of the municipalities and 100% of the capitals use their own transportation for patients. In the
capitals, the services receive and refer more cases intersectoral (p-value<0.05). In AH, the capitals make greater use of
protocols (p=0.008) and 40% of managers consider the beds adequate for their needs. The implementation of the Sys-
tematization of pre-hospital care guideline was good for 59.4% of the municipalities and 77.8% of the capitals, while
the Interdisciplinary Assistance to Victims guideline was regular in 45.1% of the municipalities and good in 75% of
the capitals. Despite the advances in the implementation of the PNRMAYV, it is necessary to strengthen the emergency
care networks and optimize the available resources.
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Introduction

Accidents and violence are essential causes of
morbimortality in Brazil and around the world,
with significant magnitude and impact on the
health of the population in the short and long
term.

The absolute number of deaths from ex-
ternal causes (accidents and violence) in the
Americas reached 650,000 in 2019, with a
higher incidence among men. Interpersonal
violence was the leading cause, and road acci-
dents, self-harm, falls, and drowning also stood
out’. In Brazil, in 2023, 1,468,434 hospital ad-
missions were authorized in the Unified Health
System (SUS), classified in the group of injuries
and traumas resulting from external causes, rep-
resenting 11.1% of the total hospitalizations for
all causes in the country. Approximately 76% of
this total occurred due to accidents (transpor-
tation, falls, and others), 3.9% due to violence
(abuse, intentionally self-inflicted injuries, and
legal interventions), and 4.3% due to sequelae
of external causes’. Regarding mortality, also
in 2023, 152,985 deaths due to external causes
were recorded, of which 47% were due to acci-
dents, 39.7% violence, and 0.4% sequelae of ex-
ternal causes’.

This situation poses unique challenges for
the SUS, requiring many outpatient care ser-
vices, pre-hospital transport, hospitalizations,
surgical procedures, intensive care and rehabili-
tation, with a high economic cost to the system.
Besides the measurable cost is the intangible
cost resulting from the physical and emotional
consequences, which mainly affect young, eco-
nomically active, Black or brown men*.

Due to their magnitude and impact, in 2001,
these problems were incorporated into the Min-
istry of Health’s agenda by the National Policy
for Reducing Morbimortality from Accidents
and Violence (PNRMAV)’, with guidelines
ranging from prevention and health promotion
to strengthening primary, pre-hospital, and hos-
pital care, and rehabilitation, focusing intersec-
toral care for victims. Incorporating PNRMAV
into the health sector was decisive for planning
healthcare for the Brazilian population at dif-
ferent care levels in the SUS, as it requires spe-
cialized financial, human, and technological re-
sources for its provision®.

The most severe cases require pre-hospital
(APH) and hospital (AH) care. APH involves
the following components: 1) Health Promo-
tion, Prevention, and Surveillance; 2) Primary
Health Care; 3) Mobile Emergency Care Service

(SAMU) and its Emergency Medical Regula-
tion Centers; 4) Stabilization Room; 5) 24-hour
Emergency Care Units (UPA) and the set of 24-
hour emergency services’. It is crucial to ensure
that injuries are treated timely and that sequelae
and fatal outcomes are prevented. APH is di-
vided into mobile APH, which aims to reach
victims early after an emergency or urgency has
occurred, and fixed APH, which is conducted in
less complex units such as PHC units and Fam-
ily Health units, community health workers’
teams, specialized outpatient clinics, diagnostic
and therapeutic services, but also in hospital
emergencies®.

The AH provides urgent and emergency care
and consists of the Hospital Emergency Doors,
backup wards, intensive care beds, diagnostic
imaging and laboratory services, and priority
care lines’. Hospital services are responsible for
detecting, attending to, recording, and referring
safely and protectively accident and violence
cases'.

Even in the face of transformative advanc-
es, challenges persist in effectively organizing
APH and AH services to address accident and
violence cases, with little knowledge about the
implementation, quality, and effectiveness of the
processes established.

In this sense, service evaluation is a neces-
sary diagnostic and knowledge tool, as it allows
analyzing interventions, processes, and results
based on legitimate information to enhance
management performance and favor change,
decision-making, and the pursuit of quality"'.
Thus, this article aims to analyze the implemen-
tation of the PNRMAV guidelines on the sys-
tematization, expansion, and consolidation of
pre-hospital and hospital care for accident and
violence cases in Brazilian municipalities.

Methods

This work analyzes part of the quantitative
data related to pre-hospital and hospital-level
services produced by the national study “Eval-
uative Research on the Implementation of the
National Policy for Reducing Morbimortality
due to Accidents and Violence” conducted from
2020 to 2022 based on the evaluative research
framework'>".

Municipal health managers (or their ap-
pointed representatives) from all Brazilian mu-
nicipalities were invited from July to November
2021 to complete a comprehensive question-
naire evaluating the implementation of the



PNRMAV guidelines® through the Redcap plat-
form. This article presents pre-hospital and hos-
pital care data for accident and violence cases.

Regarding the APH, information is analyzed
on the nature of service management, availabil-
ity and sufficient patient transportation and re-
sources/supplies, integration between APH and
Primary Care, actions to address accident and
violence cases under the APH modality (fixed
and mobile), and the type of action of APH
services in accident and violence cases. The fol-
lowing were addressed in hospital care: avail-
able centers and ICU beds for cases, integration
between services, use of protocols and routines
for caring for victims, support, and monitoring
for violence victims and perpetrators, agreed on
flow for coordination between health services in
care for cases and referrals to the service net-
work.

Descriptive quantitative data analyses were
performed using frequency distribution (crude
and relative) per the participating municipali-
ties and capitals, and comparative analyses were
performed using Pearson’s Chi-square and Fish-
er’s exact test when appropriate. A p-value<0.05
was adopted to verify statistical significance.

Implementation evaluation indicators were
constructed from the most representative ques-
tions of each guideline and previous studies that
assessed the implementation of this Policy'®!” to
evaluate two of the PNRMAYV guidelines® that
concern pre-hospital and hospital care. The
levels of implementation of the guidelines were
categorized as “poor implementation” when the
municipalities had a score in the composite in-
dicator of the guideline at a percentage below
40%; “fair implementation” for those that scored
between 40% and 70%; and “good implementa-
tion” for those above 70% with minor fluctua-
tions.

A composite indicator was constructed for
each guideline evaluated. Regarding the guide-
line “Systematization, expansion and consolida-
tion of pre-hospital care’, the indicator included
seven items: (1) The municipality has/performs
patient transfer and transportation; (2) Avail-
ability of type B, C or D ambulance; (3) Meet-
ing the needs of the level of attention regarding
infrastructure and equipment/materials/sup-
plies; (4) Meeting the needs of the municipality
in accident and violence cases; (5) Actions for
pre-hospital care in accident and violence cases;
(6) Care/referral of accident and violence cases
by the care network; and (7) Regulatory Cen-
ter’s effectiveness/efficacy for care in accident

and violence cases. The composite indicator was
constructed from the sum of the scores of the
seven items, where yes=2 and no=1, with a total
score of 14. Based on the score presented, the
performance of each municipality in this guide-
line was categorized as “Good” for a score 210,
“Fair” for scores =5 and <10, and “Poor” for a
score <5.

The guideline “Interdisciplinary and in-
tersectoral assistance to accident and violence
victims” provides an assessment of hospital care
and its composite indicator was created from
the simple sum of 11 items: (1) Care/referral of
accident and violence cases by the care level net-
work; (2) Availability of care level network pro-
grams that address accident and violence cases
in the municipality; (3) Availability of special-
ized care for violence by the care level for perpe-
trators, children, adolescents, older adults and
women; (4) Actions to prevent and address acci-
dents and violence in the care level services; (5)
Frequent adoption of the care line by the care
level, as an action strategy, covering promotion,
prevention, treatment, and rehabilitation; (6)
Intra-sectoral coordination of care for accident
and violence victims with services at other care
levels; (7) Frequency with which municipal hos-
pital admissions for accident/violence victims
have infrastructure, equipment/materials/sup-
plies that meet the needs; (8) Availability of spe-
cialized reference centers/services for people in
situations of violence and/or who have suffered
accidents in the municipal hospital network; (9)
Availability of municipal hospital urgent and
emergency care services to address accident and
violence cases; (10) Availability of specialized
outpatient clinics/reference services for the care
of people in situations of sexual violence and
units that provide for the termination of preg-
nancy as provided for by law in the municipal
hospital care network and; (11) Human resourc-
es available in the municipality for the care/hos-
pitalization of accident and violence cases. The
scores of the 11 items were added together to
build the composite indicator of this guideline,
where yes=2 and no=1, with a total score of 22.
The categorization of the municipalities’ perfor-
mance in this guideline was classified as follows:
“Good” for scores >15, “Fair” for scores 27 and
<15, and “Poor” for scores <7.

The Research Ethics Committee of the
National School of Public Health of Fi-
ocruz approved the research with CAAE
27932820.7.0000.5240. All participants signed
the Informed Consent Form.
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Results

The survey contacted municipal health manag-
ers from the country’s 5,570 municipalities, of
which 128 responded (2.3%), 14 in the North,
46 in the Northeast, 41 in the Southeast, 14 in
the South, and 13 in the Midwest. Approximate-
ly 18.75% (n=24) of the respondents were from
municipalities with up to 99,999 inhabitants,
and 81.25% (n=104) were from municipalities
with more than 100,000 inhabitants. Nine cap-
itals are included in the latter (Aracaju, Belém,
Brasilia, Goiania, Manaus, Porto Alegre, Porto
Velho, Rio de Janeiro, and Teresina).

Pre-hospital care

Approximately 78.1% (n=100) of the 128
responding municipalities reported that mu-
nicipal management prevails among the APH
services for accident and violence cases, 18%
said they have state management services, 9.4%
have services managed by an intermunicipal
consortium, 6.2% have a private network asso-
ciated with the SUS, 5.5% have federal manage-
ment, and 4.7% have services from the private
network. Around 88.9% of the nine responding
capitals have municipal management services,
44.0% have state management, and 11.1% are
managed by an intermunicipal consortium
(data not shown in the table).

We observed that, in fixed APH, among the
actions developed for fixed and mobile pre-hos-
pital care for accident and violence cases, the
capitals invested more than the municipalities
as a whole in creating new services, reorganizing
existing ones, expanding bed capacity, and con-
solidating the care flow, but without significant
difference compared to the group of municipal-
ities (Table 1). In mobile APH, the capitals man-
aged to implement more than the municipalities
as a whole all the actions researched, but with a
significant difference only for reorganizing ex-
isting services (p=0.030) and expanding human
resources (p=0.010) (Table 1).

Patient transportation using own mecha-
nisms was reported by 82.8% of all municipal-
ities and all participating capitals; 46.9% of the
municipalities and 55.6% of capitals work with
other services outside municipal management
for this patient transportation (data not shown
in the table).

Type A ambulances used to transport pa-
tients without risk of death, simple removals,
and elective procedures are the most common

(71.1% of all municipalities and 88.9% of capi-
tals). Type B ambulances, indicated for essential
life support, that is, transporting patients with
unknown risk of death, are available in more
than half of the municipalities participating in
the study (66.4% of the total and 77.8% in capi-
tals). Regarding advanced life support, 15.6% of
municipalities and 33.3% of capitals had type C
ambulances; for type D ambulances, these per-
centages were 26.6% and 66.7%, respectively. A
tiny percentage of the municipalities and capi-
tals reported having type E ambulances, which
are aircraft (2.3% of the total and 11.1% of cap-
itals) and type F boats (2.3% of the total and
33.3% of capitals) (data not shown in the table).
Uninterrupted support for radiology lab-
oratories is a reality reported by 49.2% of all
municipalities and 88.9% of capitals, as is sup-
port for clinical pathology laboratories (38.3%
of the total and 55.6% of capitals). Establishing
coordination with the hospital network through
the Regulatory Center was an action mentioned
in the APH by 81.2% of all municipalities and
100% of capitals (data not shown in the table).
We should underscore that the integration
of APH and Primary Care services is performed
mostly or almost always in 57.8% of all munic-
ipalities and 62.5% of the capitals that partici-
pated in the study (data not shown in the table).
According to the data in Table 2, the services
in the capitals proportionally receive and refer
more cases of accidents and violence, intra-
and inter-sectorally. We observed statistically
significant differences, and capitals referred
more cases than the municipalities as a whole
to Emergency Care/UPA (p=0.07), specialized
outpatient clinics (p=0.042), specialized hospi-
tals (p<0.001), rehabilitation services (p=0.019),
rights defense centers (p=0.042), child, adoles-
cent, women and older adult protection police
stations (p<0.001), and NGOs (p=0.005).

Hospital care

Most participating municipalities reported
that AH services are provided by municipal/dis-
trict public hospitals (63.2%), followed by pri-
vate non-profit hospitals that provide services to
the SUS (37.6%). Only 20.2% reported having
private for-profit hospitals, contrary to what is
observed in the capitals (75.0%). All capitals re-
ported having state and municipal public hospi-
tals in their network, and 87.5% reported having
private non-profit hospitals affiliated with the
SUS (data not shown in the table).



Table 1. Percentage distribution of municipalities and capitals with actions to respond to cases of accidents and
violence in Pre-Hospital Care (APH) services by modality. Brazil, 2021.

Set of Municipalities  Capitals

Modality Action (n=128) (n=9) p-
value
n (%) n (%)

Fixed APH  Creating new services 34 (26.6) 4 (44.4) 0.247
Reorganizing new services 67 (52.3) 6 (66.7) 0.405

Expanding beds 38 (29.7) 3(33.3) 0.817

Expanding human resources 55 (43.0) 3(33.3) 0.572

Expanding supplies 66 (51.6) 4(444) 0.680

Consolidating care flow 72 (56.2) 6 (66.7) 0.542

Integrating municipal services 76 (59.4) 5(55.6)  0.822

Integrating intermunicipal services 61 (47.7) 3(33.3)  0.405

Mobile APH  Creating new services 33 (25.8) 5 (55.6) 0.054
Reorganizing new services 52 (40.6) 7(77.8)  0.030

Expanding beds 8(6.2) 2(22.2) 0.075

Expanding human resources 34 (26.6) 6(66.7) 0.010

Expanding supplies 47 (36.7) 6(66.7)  0.075

Consolidating care flow 50 (39.1) 6 (66.7) 0.103

Integrating municipal services 56 (43.8) 6 (66.7) 0.182

Integrating intermunicipal services 48 (37.5) 4 (44.4) 0.678

Source: Authors.

Table 2. Percentage distribution of Pre-Hospital Care activities in participating municipalities regarding
network services addressing accidents and violence. Brazil, 2021.
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Receives and refers

Set of .
Services municipalities Capitals p-
(n=128%) (n=9) value
n (%) n (%)
PHC Unit/Health Center/Family Health Unit 107 (87.7) 8(88.9) 0917
Emergency Care/UPA 66 (54.5) 9 (100.0) 0.007
Rescue Service 70 (58.8) 6 (66.7) 0.644
Specialized outpatient clinic for people in situations of violence 31 (25.8) 4 (44.4) 0.226

Other specialized outpatient clinics (mental health, STI/AIDS, and 80 (67.8) 9 (100.0) 0.042
the like)

General hospital 77 (64.2) 8(88.9) 0.131
Hospital emergency 94 (77.7) 9 (100.0) 0.111
Specialized hospital 26 (21.5) 7(77.8) <0.001
Rehabilitation 57 (48.3) 8(88.9) 0.019
Guardianship Council 101 (84.2) 8(88.9) 0.706
Children and Youth Court 57 (50.0) 6 (66.7) 0.336
Rights Defense Centers 38 (33.0) 6 (66.7) 0.042
Educational institutions (early childhood education to higher 53 (46.5) 6 (66.7) 0.243
education)

Common Police Station 86 (72.9) 6 (66.7) 0.687
Child and Adolescent Protection Department 21(18.1) 7 (77.8) <0.001
Women’s Police Station 24 (20.5) 7(77.8) <0.001
Older adult’s Police Station 15 (13.0) 6 (66.7) <0.001
Social assistance programs 92 (79.3) 7 (77.8) 0.913
Support groups (community, self-help) 39 (33.6) 5 (55.6) 0.184
Non Governamental Organizations 28 (23.9) 6 (66.7) 0.005
Church 51 (43.6) 6 (66.7) 0.180

*The total varied with the responses to the questionnaire items, ranging from 114 to 122. The percentages were calculated
regarding this variation in n.

Source: Authors.
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Reference services to provide care for acci-
dent and violence victims are instead found in
the participating capitals than in the municipal-
ities, with a statistically significant difference for
reference services to provide care for accident
victims (p=0.009), ICU beds for the care of inju-
ries caused by accidents and violence (p<0.001),
services that provide legal abortion (p=0.005),
and the Toxicological Information and Assis-
tance Center (p=0.016) (Table 3).

All participating capitals and less than half
of the municipalities reported effectively using
protocols and routines to assist accident and vi-
olence victims (p=0.008) (Table 3).

For most respondents, professionals work-
ing in hospitalization, outpatient services, and
the ICU do not have training or take continuing
education courses to address accidents and vi-
olence. The situation is similar in the capitals,
albeit with slightly higher percentages of those
seeking this training to qualify their care. How-
ever, only the training of ICU professionals to
address accidents was statistically different
(p=0.002) (Table 3).

Another aspect assessed was the manag-
ers perception regarding the frequency with
which existing hospital beds meet the needs of
accident and violence cases. For all municipali-
ties, approximately 40% believe that urgent and
emergency care beds, hospital beds in general,
beds for adults, and pediatric beds meet the
needs most of the time or almost always (data
not shown in the table). The municipalities that
reported not having backup ICU and pediat-
ric ICU beds accounted for 79.1% of the total,
72.2% did not have adult ICU beds, and 52.2%
did not have psychiatric beds. On the other
hand, most of the participating capitals (over
70%) assessed that mostly or almost always the
available beds meet the needs of accident and
violence cases (data not shown in the table).

Integration between services by municipal
hospital management is performed mostly or
almost always in 60.7% of the participating mu-
nicipalities and 83.3% of the capitals. Integra-
tion between intermunicipal services, in turn, is
done mostly in about half of the locations par-
ticipating in the research (data not shown in the
table).

Regarding the support and monitoring pro-
vided by hospital services, 48.6% of the munici-
palities surveyed reported that this support and
monitoring is mostly or almost always provided
to accident and violence victims, and in 41.1%,
to the families of the victims and the teams that
provide care (30.2%). The perpetrators of vio-

lence are those who receive the least support
and monitoring, both for the group of partic-
ipating municipalities (34%) and the capitals
(50%) (Figure 1).

Summary of the evaluation

The composite indicator calculation for
the guideline “Systematization, expansion, and
consolidation of pre-hospital care” showed that
most participating municipalities and capitals
reported good implementation, emphasizing
the capitals. Meanwhile, the guideline “Interdis-
ciplinary and intersectoral assistance to accident
and violence victims” showed fair implementa-
tion in all municipalities and good implementa-
tion for 75% of the capitals (Figure 2).

Discussion

The results show that implementing the two
PNRMAV guidelines that cover pre-hospital
and hospital care can be considered “good” for
75% of the participating capitals. However, for
all municipalities, performance was different,
better in the implementation of the guideline on
“Systematization, expansion, and consolidation
of pre-hospital care’, in which approximately
60% of participants obtained a “good” evalua-
tion, and worse in the guideline on “Interdisci-
plinary and intersectoral assistance to accident
and violence victims”, in which 45% received a
“fair” evaluation. These results may reflect the
difficulties of municipalities in implementing
and expanding the service structure and the ar-
ticulation between the several services compris-
ing the victim care network.

In the previous study conducted in five Bra-
zilian capitals on implementing the PNRMAV
guidelines's, interdisciplinary and intersectoral
coordination was already highlighted as a chal-
lenge to health services at the APH and AH
levels. The authors concluded then that it was
necessary to invest in coordination between
pre-hospital services, primarily between mobile
and fixed units, and primary care, which was in-
visible in the care provided to victims.

In this study, we observed that care and pro-
tection services do not consistently deliver coor-
dinated care actions with established and imple-
mented referral and counter-referral flows. This
is evident in the data on the actions performed
to assist cases and those that show the coordi-
nation for receiving and referring victims. This
aspect becomes even more complex for pre-hos-



Table 3. Percentage distribution of available reference centers/services, protocols, routines and training of
professionals to address cases of accidents and violence in Hospital Care in participating municipalities and

capitals. Brazil, 2021.

Set of
municipalities Capitals
Aspects assessed (n=128*) (n=9**)  p-value
n (%) n (%)
Reference centers/services
For people in situations of violence 26 (21.8) 4 (50.0) 0.070
For people who have suffered accidents 26 (21.8) 5(62.5) 0.009
ICU beds for treating cases of accidents and violence 15 (12.8) 5(62.5) <0.001
Units that provide legal abortion 12 (10.9) 3 (50.0) 0.005
Toxicology Information and Assistance Centers/CIAtox 24 (21.2) 4(66.7) 0.016
Emergency and urgent care services 99 (85.3) 6 (85.7) 0.978
Bed Regulation Center 60 (54.1) 4 (66.7) 0.545
Protocols and routines
For assistance in accidents and violence 47 (44.3) 6 (100.0) 0.008
Professional training
From hospital admissions/outpatient services to care for violence 34 (26.6) 4(44.4) 0.247
From hospital admissions/outpatient services to care for accidents 41 (32.0) 5(55.6) 0.149
From the ICU to care for violence 9(7.0) 2(22.2) 0.105
From the ICU to care for accidents 13 (10.2) 4 (44.4) 0.002

*The total varied per response to the questionnaire items, ranging from 106 to 128. The percentages were calculated regarding

« »

this “n” variation. **The total varied per response to the questionnaire items, ranging from 6 to 9. The percentages were

« »

calculated regarding this “n” variation.

Source: Authors.
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Figure 1. Percentage distribution of the frequency with which the support and monitoring provided meet the
needs of accident and violence cases in all participating municipalities and capitals. Brazil, 2021.

Source: Authors.
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Figure 2. Composite indicator of the Guidelines evaluated, per the set of municipalities and capitals participating

in the evaluation.

Source: Authors.

pital and hospital care due to the severe injuries
that arrive and the characteristics of the munici-
palities regarding the installed capacity for care.
Another significant result refers to the pre-
dominance of municipal public management in
APH and AH services for accident and violence
cases. On this point, it is interesting to note what
Viana and Jozzi'® discuss about regionalization
in the health system, pointing to a strong con-
centration of services, resources, and technolo-
gies in hub municipalities and those located on
the coast of the country, highlighting the im-
mense challenge for comprehensive care in the
SUS. This heterogeneous distribution of resourc-
es highlights the importance of investing public
resources to offer timely and effective services to
patients injured by accidents and violence.
Regarding the APH coverage, mainly mo-
bile, we observed a predominance of type A and
B ambulances offering essential life support.
The lack of advanced support is a concern since
most of the municipalities participating in the
study are large (over 100 thousand inhabitants).
A study on the evolution of mobile APH cov-
erage showed that regardless of the complexity
of the support offered, 32.7% of Brazilian mu-
nicipalities were not covered by this service in
2019, and the North country had the highest
percentage of uncovered municipalities'®. Re-
garding the support provided by aircraft and
vessels, we should underscore that these vehi-
cles are distributed per territorial diversity and
demand®. Although the high cost of acquiring
and maintaining this equipment is recognized,

the small percentage of municipalities that re-
ported having aircraft in this study points to a
critical gap in hard-to-access areas. Capitals are
centers that receive demands from metropolitan
regions, indicating the possible insufficiency of
transportation for more severe injuries.

Despite having been assessed as having fair
implementation in the guideline on interdisci-
plinary and intersectoral assistance to victims,
most municipalities reported receiving and
referring patients to services in the health net-
work and other sectors, such as the defense of
rights and social assistance, which seems to be
an improvement against previous assessments,
where the percentage of services that received
and referred patients to these areas was around
50%2"*, lower than that found in the present
study.

The lack of specialized beds, such as ICU
and psychiatric beds, is a matter of concern in
hospital services. The lack of specialized beds
limits the capacity to respond to severe cases,
aggravated by the assessment that the available
resources often do not meet the needs. In this
sense, attention is drawn to the fact that the
Brazilian hospital network’s coverage for care
for many health conditions that require highly
complex care is considered average for 90.3% of
the population and low for 9.7%, with different
access levels depending on the region?. Regard-
ing psychiatric beds, the Brazilian Mental Health
Care Policy is based on the principle of dehos-
pitalization. It advocates the construction and
strengthening of a Psychosocial Care Network



(RAPS)*, which has resulted in a progressive
reduction in psychiatric beds. Short hospital-
izations in psychiatric beds in general hospitals
are recommended where continuous care in a
hospital environment is indicated. However, the
implementation of these beds is hampered by
stigma, lack of adequate structure, and training
of managers and clinical care staff*.

Another challenge concerns regional dif-
ferences and differences between municipal-
ities within each region. The small proportion
of ICU beds in municipalities may be related to
not all having hospital units. The Brazilian hos-
pital system mainly consists of units with up to
50 beds, which is inefficient regarding organiza-
tion and ensuring comprehensive healthcare®.
As discussed by Santos and Rodrigues?, most
Brazilian municipalities are considered small
(more than two-thirds have less than 20,000
inhabitants, and almost 90% have less than
50,000 inhabitants). This population contin-
gent is insufficient to justify the existence of a
general hospital that can treat emergency cases
and perform surgeries or even a specialty out-
patient clinic. Municipalities in this situation
can only offer Primary Care services and need
to refer their users to larger centers (often dis-
tant), making care for victims more challenging
and expensive®. This fact points to the need to
organize emergency care based on the logic of
regional networks, which concentrate material
and professional resources for emergency care
in centers that can provide qualified care to
patients from municipalities referred to them.
Such networks would have intensive care beds
appropriate to the regional size, triage, refer-
ral, and counter-referral protocols, the creation
of regulatory complexes, diagnostic support
services (clinical pathology and imaging), and
qualified professionals®**.

We should underscore that violence and the
care resulting from its occurrence gains visi-
bility in emergency services, requiring greater
agility and coordination in the care provided'.
Shared management and participatory man-
agement tools, the creation of reference teams,
matrix support, devices such as the expanded
and shared clinic, and continuing education are
care management tools in the National Hospital
Care Policy (PNHOSP). These tools allow for
redirecting hospital care practices by strength-
ening processes that aim at humanization, com-
prehensive care, and attention, with a broader
view of the health concept®.

Municipalities seem to struggle to use pro-
tocols to assist accident and violence victims ef-

fectively. Considering that this is a light technol-
ogy, the low percentage of municipalities that
responded having implemented them (44.3%)
indicates technical difficulties in organizing
services, which may imply a loss of streamlined
use of a scarce resource. In the assessment pre-
viously conducted in five capitals, most hospital
services reported having routines and proto-
cols for providing care to accident and violence
victims. However, although these instruments
were available to the teams, few professionals
used them™. This fact indicates that this difficul-
ty persists fifteen years after the first assessment
results. Protocols help manage overcrowding
in emergency departments and reduce patient
length of stay and the time required for medi-
cal decision-making and diagnostic tests. They
also help avoid analgesia and antibiotic therapy
delays, increasing safety, lowering costs, and de-
creasing mortality®>-°.

As observed for the protocols, little or no
assistance to perpetrators of violence was again
identified in the present evaluation (37.5% of
municipalities do not provide assistance). In
the previously performed evaluation for care to
older adults, only 13.7% of pre-hospital services
provided follow-up to perpetrators of violence?.

Regarding training professionals in the
hospital network to care for victims, a lower
percentage of municipalities reported having
offered training, which was more frequent re-
garding care for accident cases. This action was
seemingly neglected over time since, in the pre-
vious assessment, 82% of the services surveyed
reported performing some activity in this re-
gard®.

Some limitations of this study are: 1) The
response of only 2.3% of the Brazilian munic-
ipalities invited to participate in the study and
2) The difficulties inherent in a cross-sectional
study, which makes it impossible to establish a
causal relationship between the events investi-
gated. Regarding the number of municipalities
and capitals that participated in the study, the
low response rate may reveal a context of sig-
nificant challenges in responding to accidents
and violence in the country. It may also reflect
the health context of the period. The research
data collection occurred when ties were broken,
and services were adapted to meet the demands
of a public health emergency, the COVID-19
pandemic. At this time, there were intense dif-
ficulties in contacting the municipalities, which
included outdated contact information, a lack
of willingness on the part of representatives to
respond to the survey due to fears and politi-
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cal tensions, and a lack of time on the part of
respondents, which was scarce due to the de-
mands of attending to COVID-19 cases. These
situations contributed to a low response rate.
They prevented us from outlining a setting
more representative of the country, although the
study included the participation of municipali-
ties from all five macro-regions.

Final considerations

The results achieved provide clues about ad-
vances and setbacks that need to be addressed in
order to improve care for accident and violence
victims in the country. The best implementation
scenario for all the items evaluated observed for
the capitals, compared to the group of munic-
ipalities for both APH and AH, indicates that
it is essential to strengthen regional arrange-
ments that can provide material and profession-
al resources and coordinate processes in order
to better serve victims in regions with a large

number of smaller municipalities or that cannot
meet the requirements for implementing their
structure, especially regarding mobile pre-hos-
pital care and even care at the hospital level.

Besides regional arrangements, the most
critical points and those with the lowest level of
implementation observed are related to referral
and counter-referral and intra- and intersectoral
coordination to ensure resolution and compre-
hensive care for people affected by such relevant
causes of morbidity and mortality.

Considering the results observed, we sug-
gest that essential measures should be taken,
including streamlining the regionalization
of services with well-established referral and
counter-referral flows, agreeing on flows with
the expanded network of protection for minori-
ty groups, increasing the number of services
that perform legal abortions in municipalities
with hospital capacity to do so, greater emphasis
on training ICU professionals address violence
and accidents, and support and monitoring for
the teams that provide this care.
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