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ABSTRACT  
Objective: to identify the obstacles in the work process and the strategies used by leaders in 

supporting healthcare workers involved in incidents related to psychosocial risks. 

Method: an exploratory, descriptive, and qualitative study conducted between January 2023 

and September 2024, with ten leaders at a university hospital in southern Brazil. Data were 

collected from records of the occupational health and psychology services, the human resources 

department, the institution's strategic operational management software, as well as from semi-

structured interviews, which were subjected to Thematic Content Analysis. 

Results: twenty-three psychosocial incidents with repercussions for workers were identified. 

Two categories emerged from the interviews: Worker support; focusing on the challenges and 
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strategies for its effective implementation, and Participatory management, aimed at building 

environments that promote worker’s involvement and shared responsibility. 

Final considerations: the main factors that interfere with the effective support to healthcare 

workers following incidents involving psychosocial risks. The strategies adopted by leadership, 

although present, require improvement and greater systematization to ensure adequate 

psychosocial support, favoring the promotion of the team’s health and safety. 

Descriptors: Unified health system; Occupational health; Working conditions; Leadership; 

Health personnel 

 

 

RESUMO  
Objetivo: identificar os dificultadores do processo de trabalho e as estratégias utilizadas pelas 

lideranças no suporte aos trabalhadores da saúde envolvidos em incidentes com riscos 

psicossociais.  

Método: estudo exploratório, descritivo e qualitativo, realizado entre janeiro de 2023 e 

setembro de 2024, com dez lideranças em um hospital universitário no Sul do Brasil. Os dados 

foram coletados através dos registros dos serviços médico-ocupacional e de Psicologia, da área 

de recursos humanos, bem como no software de gestão estratégica e operacional da instituição, 

além de entrevistas semiestruturadas, submetidas à Análise de Conteúdo Temática. 

Resultados: foram identificados 23 incidentes psicossociais com repercussões para os 

trabalhadores. A partir das entrevistas emergiram duas categorias: Acolhimento do trabalhador, 

com foco nos desafios e estratégias para sua efetivação e Gestão participativa, voltada à 

construção de ambientes que promovam o envolvimento e a corresponsabilidade dos 

trabalhadores. 

Considerações finais: os principais fatores que interferem no processo de trabalho limitam o 

apoio efetivo aos trabalhadores da saúde após incidentes envolvendo riscos psicossociais. As 

estratégias adotadas pelas lideranças, embora existentes, requerem aprimoramento e maior 

sistematização para assegurar um suporte psicossocial adequado, favorecendo a promoção da 

saúde e da segurança da equipe. 

Descritores: Sistema único de saúde; Saúde ocupacional; Ambiente de trabalho; Liderança; 

Trabalhadores da saúde 

 

 

RESUMEN  
Objetivo: identificar los obstáculos en el proceso laboral y las estrategias utilizadas por los 

líderes para apoyar al personal sanitario involucrado en incidentes con riesgos psicosociales. 

Método: se realizó un estudio exploratorio, descriptivo y cualitativo entre enero de 2023 y 

septiembre de 2024 con diez líderes de un hospital universitario en el sur de Brasil. Los datos 

se recopilaron a través de registros de los servicios de medicina y psicología del trabajo, el área 

de recursos humanos y el software de gestión estratégica y operativa de la institución, además 

de entrevistas semiestructuradas, las cuales se sometieron a un Análisis de Contenido Temático. 

Resultados: se identificaron veintitrés incidentes psicosociales con repercusiones para los 

trabajadores. De las entrevistas surgieron las siguientes categorías: Acogida del Empleado, 

centrada en los retos y las estrategias para su implementación, y Gestión Participativa, orientada 

a la creación de entornos que promuevan la participación y la corresponsabilidad del personal. 

Consideraciones finales: los principales factores que interfieren con el apoyo efectivo a los 

trabajadores de la salud tras incidentes que implican riesgos psicosociales. Las estrategias 

adoptadas por la dirección, si bien existen, requieren mejoras, y una mayor sistematización para 

garantizar un apoyo psicosocial adecuado, favoreciendo la promoción de la salud y la seguridad 

del equipo.  



 

Descriptores: Sistema único de salud; Salud laboral; Condiciones de trabajo; Liderazgo; 

Personal de salud 
 

 

INTRODUCTION 

The Health Reform movement in Brazil, which began in the 1970s, culminated in the 

recognition of health as a social right in the 1988 Brazilian Constitution and the creation of the 

Unified Health System (SUS) in 1990, which celebrated its 35th anniversary in 2025(1,2). The 

objectives of the SUS include, among others, the identification of the determinants and 

conditioning factors of health, especially those related to food, housing, work, income, 

education, transportation and leisure, revealing the social and economic organization of the 

country(3,4). This can have repercussions for workers, as they assume a leading role in the field 

of health when they are on the front line in the workplace.  

Worker health in the SUS was conceived based on the coordination between individual 

actions of care and recovery from illnesses, with collective actions of promotion, prevention, 

surveillance of work environments, processes and activities, and intervention on the 

determinants of workers' health, as well as planning and evaluation actions coordinated with 

health practices, integrating technical knowledge with workers’ knowledge(5). Aligned with the 

National Policy on Workers' Health (PNSTT), the National Policy for Humanization of Care 

and Management in the SUS (PNH) – HumanizaSUS – was created. Given Brazil's continental 

dimensions and socioeconomic inequalities, there is a need to expand the process of co-

responsibility among workers, leaders and users of health services in health management and 

care. Furthermore, centralized and vertical management models end up dispossessing the 

workers of their own work process, highlighting the unpreparedness of leaders and other 

workers to deal with the subjective dimension that every health practice presupposes, as 

demonstrated in evaluations of the SUS(3,6). 

Regulatory Standard No. 1 (NR-1), updated by Ministry of Labor and Employment 

Ordinance No. 344, of March 21, 2024, provides guidelines on the need for companies to 

identify and manage psychosocial risks as part of occupational risks in the workplace. NR-1 

stipulates that all companies must adopt preventive measures and offer adequate support for the 

mental health of their workers, covering all work activities in Brazilian territory(7). 

 Psychosocial risks refer to the way work is designed, organized and managed, both in 

the economic and social context(8) and can cause the worker to become ill, either physically or 

mentally. Psychosocial repercussions can compromise the well-being of workers; therefore, 



 

care built from the bond can mitigate the psychological suffering experienced in traumatic 

situations by those who experience them(9). 

Among the risks to be contemplated, NR-1 considers: pressure for results, excessive 

workload, hostile environment, lack of leadership support, imbalance between professional and 

personal life, lack of recognition and/or appreciation; lack of psychological support, constant 

organizational changes and ambiguities in the delegation and assignment of tasks in the 

workplace. To prevent these risks, companies must map weaknesses, develop action plans and 

continuously monitor the well-being of workers(7) promoting a healthier and safer environment. 

In this scenario, the leader emerges as a fundamental element, playing a strategic role 

in identifying, preventing, and mitigating psychosocial risks through effective support and the 

construction of a resilient and welcoming work environment(10). Structured and early support 

for well-being helps workers better cope with adversity, and it is up to leaders to foster a healthy 

environment that promotes first-rate care and reduces psychosocial risks(10,11). Promoting 

collective actions based on shared learning, joint decision-making, and collaborative initiatives 

between leaders and workers enables more satisfactory organizational results, promoting trust 

relationships(12,13). 

Thus, the research question that motivated this article was: What are the obstacles in the 

work process and how do leaders act in building strategies that involve workers in the 

discussion of cross-cutting themes, aiming at reducing psychosocial risks in health care? 

Therefore, the study sought to identify the obstacles in the work process and the strategies used 

by leaders to support health workers involved in incidents with psychosocial risks. 

 

METHOD 

This is an exploratory, descriptive study with a qualitative approach. The study report 

followed the guidelines of the Consolidated Criteria for Reporting Qualitative Research 

(COREQ). 

The study was conducted at a large, high-complexity university hospital located in 

southern Brazil, primarily serving patients of the Brazilian Unified Health System (SUS). Since 

2005, the institution has promoted actions aligned with the principles and practices proposed 

by the National Humanization Policy (PNH). The hospital prioritized mechanisms such as 

welcoming patients in its daily care routine, aiming to offer qualified and humanized care to all 

users. Within the institution, the PNH was implemented through strategies such as the creation 

of contact and support networks, contributing to improved care and enhanced relationships 

within the hospital environment.  



 

In the documentary phase, data were collected regarding notifications made by 

occupational, medical, and psychological services in the human resources area, as well as in the 

institution's strategic and operational management software, for the December 2021- December 

2023 period. Access was made by the main investigator, and all incidents characterized by the 

presence of vulnerabilities with probable psychosocial repercussions on workers, and therefore 

with the potential to cause illness, whether from a physical and/or psychological point of view, 

were eligible. 

Eligible incidents relate to: i) the existence of a risk of self-harm and/or harm to others 

on the part of the worker (intention to cause harm to oneself and/or another person); ii) a real 

or potential risk of damage to the image of the professional(s) involved, team, unit, service or 

institution; iii) a situation of occupational violence, understood as physical and psychological 

violence - the latter represented by manifestations of verbal aggression, moral harassment, 

sexual harassment, discrimination and threats; iv) a situation of domestic violence; v) a 

condition that can be characterized as suppression or deviation from the intended use of 

psychoactive substances; vi) a condition that can be characterized as misuse of psychoactive 

substances; vii) the existence of comorbidities presented by the health professional involved, 

which require chronic care provided by the institution or beyond. 

The sample consisted of 10 Leaders who perform care and administrative activities, as 

well as professionals from support areas of human resources and occupational services. The 

participants' areas of activity were: Laundry Processing Service (1), Social Service (1), Nursing 

Services (2), Administrative and Occupational Services (4), and Personnel Development 

Service (2). Intentional and by convenience sampling was used in an attempt to include 

representative leaders from different professional categories. 

The invitation to the leaders was made in person by the corresponding researcher, with 

the aim of discussing in depth the theme of psychosocial support for workers. The approach 

took place during a workshop that discussed support for workers in the face of safety incidents. 

One participant declined the invitation for personal reasons. The following guiding questions 

were used: How do you identify the impact of incidents on workers in the institution/area where 

you work? What do you identify in the work process that hinders the approach between leaders 

and workers? What strategies do you use to deal with daily adversities? What institutional 

investments do you identify that still need to be considered to promote the support of workers? 

During the workshop, institutional data on psychosocial incidents involving workers, 

identified through records in the computerized strategic and operational management system, 



 

were presented. Records from leadership support areas were also exposed to contribute to the 

discussion process. 

Data was collected between January 2023 and September 2024, during work shifts, 

lasting 60 minutes, and was recorded in audio and video, and subsequently transcribed. Leaders 

who were on vacation or leave for any reason were excluded. Field notes were also prepared. 

The similarity in the content of the interviews was observed between two participants 

linked to the same service. This repetition reflects the convergence of the participants' lived 

experiences and contributes to the consistency and depth of the analysis. Data collection was 

concluded based on the saturation criterion, when the absence of new elements relevant to 

further exploring the topic was noted. The analysis conducted concurrently with data collection 

allowed us to identify the point at which the data became sufficient to answer the study's 

objectives. 

The interview script was developed based on the researchers' experience and the 

literature(14). The interview was conducted by the corresponding researcher, a nurse and 

doctoral student with experience in this method, under the supervision of her co-supervisor. 

Periodically, meetings were held with the research team, with whom she already had a prior 

working relationship. The participants were aware that the study was part of the corresponding 

researcher's doctoral thesis. 

The information obtained from the interviews was organized and interpreted based on 

Thematic Content Analysis(15). In the pre-analysis stage, a floating reading of the data was 

carried out, in a first contact with the text, in order to capture the generic content manifested by 

the participants; next, the material was explored, with the text broken down into recording and 

coding units, which were subsequently grouped and regrouped into categories. The results 

obtained were interpreted through inferences and analyses of the meanings of the records, 

refining the initial categorization. This allowed for an understanding of the meanings attributed 

by the participants, thus fulfilling the study's objective. 

This research complies with Resolution No. 466/2012 of the National Health Council. 

It is a project linked to an investigation previously approved by the Research Ethics Committee 

(CEP) of the institution where the study was conducted, under Protocol No. 5.799.458, 

Certificate of Presentation of Ethical Appraisal (CAAE) No. 64912122.20000.532. For the use 

of the hospital's databases, a Commitment Form for the Use of Institutional Data was 

completed, and the Informed Consent Form (TCLE) was applied to the respondents. The 

participation of the leaders in the study was voluntary, and non-interference with their 

employment and work relationships was guaranteed. In order to maintain the anonymity of the 



 

participants, the leaders' statements were assigned alphanumerically, according to the sequence 

of the interviews, coded by Key Leader (CL) and Key Worker (CT), followed by the order in 

which they occurred. 

 

RESULTS 

Based on the recorded incidents, seven instances of physical, psychological and moral 

violence were identified. These were reported by leadership as stemming from the complexity 

of care, managerial factors, and the fragility of the relationships between leadership and 

workers. Furthermore, generational factors, as well as personal and social issues, were also 

mentioned as intervening aspects in the work process. These factors can trigger situations of 

physical and moral violence in the workplace, both among workers themselves and between 

them and their leaders, demanding institutional action at the local and systemic levels. 

Based on semi-structured interviews with the care and administrative key leaderships (LC) and 

key workers (CTs) in leadership support areas, the following categories emerged (Figure 1): 

“Employee Welcoming,” with the subcategories: i) Daily Challenges; ii) Strategies to Mitigate 

Psychosocial Repercussions and “Participative Management,” with the subcategories: iii) 

Employee Involvement in Work Activities; iv) Organizational Opportunities. 

Figure 1 - Categories and subcategories that emerged from the participants' perception. Porto 

Alegre, RS, Brazil, 2024 



 

 

 

Table 1 presents the thematic categories and subcategories identified through qualitative 

analysis. The following excerpts, taken from the participants' statements, illustrate each of the 

categories and subcategories, deepening the understanding of the perception of challenges and 

strategies related to incidents in the workplace, as well as the support offered by leadership. 

 

Table 1 - Categories and subcategories with illustrative excerpts. Porto Alegre, RS, Brazil, 

2024 

Welcome to workers 



 

 

 

 

 

 

 

 

It's the scale, the complexity, those boundaries. [limits], and these boundaries 

of what is mental health, what is management [of work processes and the 

dimensions of the workers involved], what is illness, what is a pre-existing 

psychopathology [of the individual's condition], and how to address this is 

always very nebulous - it has always been nebulous - but there are many 

discourses that cross this, and it is up to us to build this institutional bridge 

[in the sense of integrating resources necessary for psychosocial support]. 

(TC1) 

 

The hospital reflects [the repercussions of] social and economic changes, 

changes in the structure of society, in the knowledge generated, in the way 

individuals are being educated, in the dynamics of globalization, and in the 

introduction of new technologies. Now, the challenge of artificial intelligence 

– which I think will change many work processes and even education – I think 

these things are beginning to be reflected in the institution. [...] even 

generational issues are involved. (TC4) 

 

The approach is inadequate [referring to incident support actions], the person 

feels exposed, and sometimes it’s because managers lack experience [in 

handling and managing such situations] and expose an individual in front of 

the group [represented by work teams]. [...] they attack each other, and the 

violent communication between the peers is shocking. Some people suffer 

because of it, but again, they don't want to change [the existing dynamics]. 

[...], it's institutionalized and that's how it works. (TC5) 

 

This more systemic perspective [focused on psychosocial repercussions] [...] 

to understand what kind of professional we have behind it is lacking. [...] there 

is someone there, who faced problems, who didn't come to work not because 

they didn't want to, but because they experienced a very practical and visible 

situation [that caused suffering]. (TC3) 

 
We still see things in terms of boxes [referring to the different bodies 

responsible for supporting professionals involved in incidents], [...] and we 

work collectively within these boxes. And when we have issues that go beyond 

the functioning of the box, it becomes very blurred and we end up not acting 

very strongly. (TC2) 

 

 

To build a shared common object that looks to the collective. (TC2) 

 

To consider each person within the context they are experiencing. Nothing is 

more unequal and inhumane than treating unequal people equally. (LC4) 

 

One of the ways I found to get closer to them [the workers] and for us to 

achieve things together was to value our product [referring to the result of the 

work done]. [...] the moment I value the product they are making, I am valuing 

the people who produce it. (LC2) 

 

One of the devices of the [national policy of] humanization that resonates well 

with this [...] is the training of workers, training collectives, practice 

collectives, which is one of the devices, [...] before things happen. [...] 

developing that collective of practices, in relationships of trust, and then, 



 

events will take on a slightly less identified connotation, when we have a more 

strengthened collective. (TC7) 

 

Change processes are healthy and they will happen, that's just how the world 

is. [...] often, the employee [...] is left on the sidelines of it, [...] that's the 

difference between the employee who will get involved [actively collaborate] 

and who will be part of the team [...] That employee who, precisely because 

he is marginalized, will get sick, or will need restrictions, or will complain of 

harassment. (TC5) 

Participative Management 

 

The presence, the way we penetrated [accessed] the teams From the front line 

[referring to work experiences during the period] of the COVID-19 pandemic 

From the Gaza Strip worker (front line) to the leadership. [...] And so, also, 

as in these meetings and in this more tacit transmission [of knowledge? 

situated cognition?], because this transmission, this recognition in the 

pandemic is also tacit. People also didn't quite know what we were going to 

do there, until we went there and did it, and then they understood it and knew 

it, and, then asked again. This recognition, this legitimation, is tacit. (TC1) 

 

Nursing here, for a long time, worked with discussion circles [activities of 

groups of workers mediated by health professionals occupying leadership 

positions in the technical areas of patient and health professional safety during 

the pandemic], which is a type, a model within a methodology worked on, 

perhaps in a more expanded, more multi-professional way. (TC7) 

 

This is what we've been discussing now, more recently, [...] which is caring, 

which we talk a lot about managing individualities, that in order to get to the 

whole, we need to address micro-demotivations or people who are less 

committed to the work, so that they too can be positive multipliers of what we 

need to implement, of the care in everything we do as managers. (LC3) 

 

When we have specific difficulties with some people, we bring together 

generations [of healthcare professionals of different ages] to try to discuss the 

same thing. [...] in general, we manage to reach a consensus on how to 

proceed. What I see, then, is a difference in the degree of importance given to 

this. [...] how this will be viewed by the group, we will call them [workers] to 

talk, we will explain and say that each one will have their moment, [...] it's not 

natural [...] training this team-oriented perspective in this generation. (LC3) 

 

We come with some very consolidated ideas, so the fact that I can listen and 

understand better has allowed me, over the years, to make better choices [...]. 

During my management period, I worked with people [...] in a co-management 

system, precisely so that in situations involving more complex issues I could 

share [...], be more transparent, more participatory, [...] have one vision and 

then someone comes with another vision that helps you see more clearly. [...] 

it was fundamental to have my peers, [...] to help have different perspectives. 

(L5) 

 

Within the concepts of the National Humanization Policy, Eduardo Passos 

introduced the concept of the "contagious effect," which meant that the 

National Humanization Policy had to be contagious. In this way, it would 



 

exercise its transversality and people would feel responsible for 

humanization. It is not about humanization having an address, a room, an 

office, a group of people, [...] a contagious effect. (TC7) 

 

 

This framework is organized [referring to the process of organizing individual 

and collective worker care], [...] the worker doesn't need a specific 

appointment with a psychologist, they will have a collective appointment. [...] 

collective spaces are more powerful for us to think about worker health. 

Individual appointments are necessary, but collective spaces are our biggest 

investment, [...] to think about these work issues, not from incidents or to deal 

with a specific situation, but to address themes that are of a collective or work-

related nature. (TC1) 

 

The case model is an individualized model. [...] What are the themes that come 

to us here? Harassment, psychological suffering, substance abuse, stigma, 

persecution. [...] To open spaces for knowledge building on these themes, not 

on cases. (TC7) 

 

Worker health, placing the worker at the center of attention and not merely 

as a supporting actor and object of work. (TC4) 

 

At the height of the humanization policy, we held an annual meeting, and part 

of the meeting was a showcase of practices [carried out by the different teams 

and services in terms of actions foreseeing the devices of the National 

Humanization Policy]. And the areas presented their practical experiences in 

different ways. [...] humanization is all based on these cultural things 

[referring to relational practices]. (TC7) 

 

It depends on the person who would be in the leadership role, on their desire 

to develop, on their desire to constantly strive to be better at what they do. [...] 

What is the objective of me being in a leadership position? [...] How do I 

motivate these people and bring them to the work [in terms of commitment]? 

(TC6) 

 

DISCUSSION 

Social vulnerabilities, correlated to the socio-political and cultural context, when 

manifested in the workplace, generate tensions and dilemmas that affect the individuals, the 

collective represented by work teams and patients, requiring a careful look and institutional 

practices, with mediational and managerial requirements promoted by skilled leaders. 

Relational integrity in work practice can stimulate courage, moral and ethical values, self-

awareness and emotional intelligence, reflecting beneficially in the work context(10). 

Budgetary constraints resulting from cuts in health, changes in social policies, high 

workload, lack of occupational preparation, hostility in professional practice environments, 

generational conflicts, lack of organizational leadership and the increased complexity of work 

processes negatively interfere with the work capacity of health workers(16), especially due to 

the centrality that work occupies in the worker's life,(17) which can trigger moral suffering, with 



 

individual psychosocial repercussions that are reflected in the collective. 

Organizational structure, work environment, political agenda, and hospital culture 

strongly impact the ability of professionals to act in accordance with their perceptions, ideas, 

and convictions, regardless of individual job skills and sociability. These same factors are often 

at the root of ethical and moral dilemmas experienced at work, especially when they prevent 

professionals from acting according to their own convictions and values(18). However, it is the 

worker – the last link in this interconnected chain – who bears the brunt of these adversities. 

In the context of the statements made by the interviewed leaders regarding incidents 

involving workers under their management, which generate situations with psychosocial 

repercussions on the work, NR-1 highlights the importance of promoting a healthier work 

environment, reinforcing the need to pay attention to psychosocial repercussions, especially 

those affecting mental health, as well as how these issues are integrated into the organizational 

dynamics(7). Moreover, strategies based on reflections and actions that focus on the organization 

of work processes, the involvement of management responsible for work environments, and the 

training of workers are valuable and relevant(3). To manage such adversities, in addition to 

structuring actions at different management levels, it is necessary to plan local interventions, 

structured systemically, as is done proactively in institutional practices related to patient safety. 

Mapping work environments and the factors that trigger tensions is a necessary strategy 

to give visibility to actions aimed at the personal and professional development of the 

individuals involved. This is justified because individual and collective actions need to be 

articulated, in light of the PNSTT, in the prevention, promotion and surveillance of work 

environments, considering the factors that determine the health or illness of workers, especially 

those of a psychosocial nature(5). Thus, strategies must be proactive, assertive and structured 

based on the identified risks, even if reactive measures are necessary. Giving voice to workers 

and involving them in the micropolitics of work is also an effective way to ensure the principles 

of NR-1. 

The lack of agile communication with leadership, inadequate work management and 

sizing, generational conflicts, hostility in the workplace, exposure to assault and violence, as 

well as negative feelings out of the work environment resulting from it, and the absence of 

collaborative practices are some of the organizational factors capable of interfering with work 

development (19-21), leading to psychosocial risks, with repercussions on leadership management 

due to the institutional delegation assigned to them. Given the challenges identified, the need 

for individual and systemic preparation of leaders to support workers and given the weaknesses 



 

present in healthcare institutions, leaders reflected on the strategies used to deal with the 

adversities that affect work teams. 

Early attention to workers' demands builds better leader-led relationships. This 

organizational strategy can allow people to move from a complaining stance to co-

responsibility, demonstrating genuine support and a search for joint solutions for the well-being 

and appreciation of workers. Investing in collaborative actions, through the exchange of 

experiences, can promote organizational learning, with positive effects on the work 

environment(11). This care for workers highlights what is sometimes presented only in a 

prescriptive way in institutional policies and plans. Furthermore, it (de)individualizes the 

adversity perceived by the affected workers and, by allowing the processing of the lived 

experience, contributes to strengthening Humanizing work by enhancing collective actions as 

forms of support and solidarity among peers.  

The Brazilian Unified Health System (SUS) has as its management strategy the National 

Policy for Permanent Education in Health (PNEPS), aimed at the training and development of 

workers, in which learning and teaching are processes incorporated into the organization's 

practices and work in permanent education. This strategy seeks to empower health workers 

focusing on the health needs of populations and management, aiming at the transformation of 

practices and the organization of work itself, in order to problematize labor processes, 

developing leaders, workers and users(22). 

Health education, within a problematizing, meaningful and emancipatory perspective, 

applied to the care process, requires workers to constantly critically read the reality presented 

in their daily work. This practice takes place in interaction with workers, users of health 

services, patients and their families. This attitude, based on inquiry and open dialogue about 

reality, even if incipient, develops opportunely through the search for answers that improve and 

contribute to the practice of health care(23). 

Strategies aimed at building horizontal knowledge, which strengthen collective actions 

adopted from constituted communities of practice – social groups articulated around shared 

tasks and work objects, in which everyone teaches and learns – have proven to be powerful 

devices in the context of learning processes, situated cognition, and group practices in the 

workplace(24). Communities of practice are formed by members who share the same object, 

even if they belong to different levels of the organization and have different perspectives. In 

the system formed by these communities, there is a multiplicity of voices, represented by the 

different workers and teams that interact with each other(14). In this context, the construction of 

a shared object allows for a focus on the collective. However, this approach presupposes a non-



 

hierarchical management model that allows for engagement and support in the workplace (11,25) 

– a co-constructed model based on needs, which emerges from practice and results in improved 

attention, management, assistance, and the satisfaction of those involved. 

Humanization, as an inseparable pillar between healthcare and the management 

processes of care work, requires careful attention from leadership in order to involve workers 

in decisions, allowing the creation of respectful relationships that favor the establishment of 

bonds and trust. Collegial management should seek commitment to change, suppressing overly 

hierarchical levels of management and avoiding the construction of fragmented programs, 

valuing the potential for mobilization and destabilization of traditional structures. The 

articulation and commitment to the different levels of education, training and management 

result in greater alignment of strategic levels, to achieve the comprehensiveness of healthcare, 

considering that the National Policy for the Promotion of Health (PNEPS) is responsible for the 

aggregation between education and health(22). It is essential to develop new management 

strategies, building proposals and practices that coordinate health needs with new models of 

financing, management and care, in a processual perspective that considers the complexity of 

health and integrates workers into the humanization of care(26). 

Constant technological advances in healthcare require the continuous development of 

applied skills, attitudes, and knowledge. The training of workers needs to keep pace with these 

transformations, problematizing the reality of healthcare production. Care for the patient and 

the caregiver involves the challenge of intersubjective encounters that go beyond the techno-

assistance procedure, allowing the creation of bonds and the choice of paths that promote life 

in a relationship of reciprocity(23). Collaborative and relational practices that provide resources 

and information increase the effectiveness of the work and the achievement of objectives, 

through the ability to mobilize people and resources(13). 

The relationship built between leaders, workers, and the collective is not purely 

technical; to make sense and promote intersubjective interaction, it needs to be based on respect 

and appreciation, as a way to empower individuals and bring legitimacy. Furthermore, the 

practice of maintaining distance from patients' feelings, due to the required therapeutic 

relationship, also weakens the building of bonds – which is equivalent in peer relationships and 

also between workers and leaders. This distancing in professional relationships can contribute 

to a greater need for support for workers, especially in the context of incidents with 

psychosocial repercussions. 

The trust followers have in their leader increases the likelihood that they will engage in 

suggestions and express their opinions. This relationship of trust is fostered by the leader when 



 

they invest in development, involve workers, and share decisions, promoting the flow of 

information among followers. Leaders who encourage collaborative work and support their 

workers in decision-making enable the building of trusting relationships, resulting in greater 

involvement in the work and improved quality or joint initiatives between leaders and workers 

(12). The pursuit of challenging fixed ideas and rigid models of leadership practice brings 

propositions that can create opportunities for change. 

In this sense, the ability to make social connections, adding institutional knowledge, 

improves interpersonal relationships in the work environment, these being fundamental 

elements to achieve a healthy environment with positive repercussions for patients(9,13). This 

enables continuous action and interaction between management, education and care – 

especially because organizations face significant challenges in a volatile, uncertain, complex 

and ambiguous social context, which demonstrates the need for skills that go beyond the 

individual level(27). The transformation of institutional work relationships, strengthening the 

idea of networked care, and advocating the integration of co-management into the pillars of 

the PNH, allowing technical and relational development among teams, favoring 

comprehensive and effective care, as advocated by the SUS, proving to be a viable path(28). 

Analyzing praxis allows for the emancipation of individuals, going beyond institutional 

boundaries and building new learning pathways. Simultaneously, it contributes to improving 

the role of each worker within the health team, strengthening the sense of belonging and 

individuality. Health education, from a critical, meaningful, and emancipatory perspective, 

applied to care, demands from workers a constant, meticulous reading of the concrete reality 

that manifests itself in the daily activities and in collective interaction(23). It is from the analysis 

of praxis that the meaning of work emerges. The operational action triggered to protect, 

promote, treat, or recover, regardless of whether it is care for the patient or the worker, gains 

meaning when the operational and relational dimensions allow for intersubjectivity and the 

construction of bonding relationships, whether between worker and patient or between worker 

and leadership/manager. 

Since work processes have a collaborative nature and a strong social and dialogical 

aspect(24), it is worth considering that collective work, with the sharing of responsibilities and 

the valuing of knowledge, proves to be a desirable skill for integrative leadership, both at the 

micro and macrostructural levels. This is a learning opportunity for teams to expand their 

actions, including clinical and collective care. Furthermore, encouraging workers' self-

leadership is a promising way to increase connection at work, with a greater propensity to 

develop active commitment and involvement(29). 



 

The discussions with the leaders highlighted the need to develop strategies that promote 

the appreciation of workers. Such approaches should include investments in worker well-being, 

in accordance with the guidelines established by NR-1 (Brazilian Regulatory Standard 1). Space 

for dialogue and the sharing of knowledge, considering the social context and lived experience, 

fosters the construction of a systemic and critical understanding of reality. 

Psychosocial risks affecting the mental health of workers – such as violence in the 

healthcare field – when placed alongside other equally challenging problems, broaden the 

understanding of the multimodality of preventive approaches, including a better understanding 

of the triggers of violence and its impact on workers and health systems. Questioning workers 

about the reasons why violence is perpetrated, whether prior warning signs were not identified, 

or whether it was not possible to avoid the situation, does not prevent its occurrence and assigns 

to the victim the need to justify a weakness. Individual factors are a small part of a broader 

systemic problem that cannot be solved through micromanagement. The complexity of violence 

in the healthcare field requires management through a coordinated and multifaceted approach, 

involving not only individual workers but also leadership supported by public policies. 

Uncertainty and complexity cannot be completely managed and must be embraced as part of 

the process. Understanding the factors that underpin violence in healthcare can help to create 

management strategies(30). 

Thus, it is necessary to consider whether the current management model and the 

manager at the head of the SUS allow for the expansion and transformation of harmonious and 

humanizing relationships between management, education and care, in order to legitimize its 

workers. The importance of this national discussion aligns with the global initiative of the 

United Nations (UN) 2030 Agenda with the Sustainable Development Goals (SDGs), in order 

to promote sustained, inclusive and sustainable economic growth, full and productive 

employment and decent work for all(31). The eighth SDG included guaranteeing safe and 

protected work environments, as well as improving the protection of labor rights. 

Challenging issues arising from the complexity of work processes intersecting with the 

social context demand a proactive approach in health management. These multiple conditioning 

factors require reflection on managerial actions, in order to avoid worker suffering – even if 

legitimate – and maximize collective benefits. Involving senior management in prioritizing 

issues related to violence in healthcare settings, supporting decision-making as a legitimate and 

fair process, and identifying responsibilities constitute an operational and strategic approach(21). 

Besides, the creation of regulations that meet precepts structured through organizational ethics, 



 

aligned with clinical and professional ethics, constitutes a valuable strategy for defining limits 

and expected behaviors within the work environment. 

Investing in humanization presupposes dialogue with diversity, as a way to enhance and 

build collaborative solutions to problems arising from the unstable, complex, and controversial 

social context(27). This context demands collectively constructed solutions, instead of falling 

into the trap of acting in organizational silos identified as "boxes," which justifies a reductionist 

and unsustainable, therefore non-humanizing, action. Collective construction connects and 

legitimizes subjects, bringing compatibility between differences, making them accountable and 

valuing them. These actions, which spread and promote change and are not limited to 

institutional norms, gain strength through collective involvement and are defined as a 

contagious effect. 

These changes are triggered by the power of encounters at the micro level, sustained at 

the macro level, by the solidarity networks that are formed and by the key role of the subjects. 

The contagion effect dissipates feelings of exclusion, illness and suffering, maximizing 

movements of inclusion, autonomy and strengthening of collective networks. In the PNH, the 

SUS is understood as a method of institutional support, capable of expanding without losing 

intensity(32). 

Investing in the structuring of a participatory management model on issues that cut 

across the work promotes greater integration between leaders and workers, consisting of a 

proactive approach in mapping psychosocial risks that affect the worker. Furthermore, 

reflection on the organizational structure to address issues related to worker safety is a point 

that has been little explored in the literature, which meets the demands required by NR-1 

(Brazilian Regulatory Standard 1). These reflections represent an advance in knowledge about 

participatory management and worker safety. 

Conducting the study without understanding the workers' perceptions on the subject is 

a limitation; however, it does not invalidate the reflections brought by the leaders. Conducting 

the study in only one hospital can be considered a limitation of the method; however, due to the 

size, the number of SUS (Brazilian Unified Health System) workers and leaders involved, and 

the complexity of the institution, the results identified can guide the implementation of similar 

strategies in other institutions. 

 

FINAL CONSIDERATIONS 

Key factors such as the complexity of the work, social and economic changes, 

professional training, new technologies, generational shifts, lack of leadership preparedness, 



 

and a fragmented view of work and the worker hinder support for workers involved in incidents 

with psychosocial repercussions. As an alternative to address this problem, leaders identified 

the need to build a purpose that considers the collective and seeks to structure support for 

workers. 

The coordination between health promotion and disease prevention, through collective 

strategies and with the worker as the protagonist in health, management, and education actions, 

as well as reflection on the role of managers in the SUS (Brazilian Unified Health System), is 

a contribution of the present study to the reduction of psychosocial risks. Strategies aligned 

with the National Humanization Policy (PNH) strengthen the organizational environment by 

promoting health, education, and co-management, involving collective practices that favor the 

construction and legitimization of workers. 
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