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ABSTRACT Brazilian youth centers are intended for adolescents whose rights are threatened or violated, 
but it can exacerbate vulnerabilities, including manifestations of psychological distress. This qualitative 
and hermeneutical research, based on interviews with 14 workers from Brazilian Unified Social Assistance 
System (SUAS) and aimed to investigate the management of crises and psychological distress of adoles-
cents in institutional care. The workers expressed a desire to separate adolescents with mental health 
problems – an understanding linked to diagnosis – and substance users to services other than the care units 
of SUAS. The results indicated difficulties in crisis management, medicalization of care, dependence on 
specialized services, and tension between rules and the needs of young people as generators of suffering. 
The findings contrast with the SUAS guidelines for institutional care, which provide comprehensive care 
and integral attention to mental health within the SUAS units themselves.
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RESUMO O acolhimento institucional destina-se a adolescentes com direitos ameaçados ou violados, mas 
pode acentuar vulnerabilidades, incluindo manifestações de sofrimento psíquico, aqui compreendido em 
sentido amplo, não restrito a diagnósticos. Esta pesquisa, de cunho qualitativo e hermenêutico, baseou-se 
em entrevistas com 14 trabalhadores do Sistema Único de Assistência Social (Suas) e visou investigar o 
manejo das crises e do sofrimento psíquico de adolescentes em acolhimento institucional. Os trabalhadores 
expressaram o desejo de separar adolescentes em sofrimento psíquico – compreensão atrelada ao diagnóstico 
– e os usuários de substâncias para outros serviços que não fossem as unidades de acolhimento do Suas. Os 
resultados indicaram dificuldades no manejo das crises, compreensão medicalizada do cuidado, dependência 
de serviços especializados e tensionamento entre as regras e as necessidades dos jovens como geradores de 
sofrimento. Os achados contrastam com as diretrizes do acolhimento, que preveem cuidado integral e atenção 
à saúde mental nas próprias unidades do Suas.

PALAVRAS-CHAVE Adolescente. Saúde mental. Acolhimento.
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Introduction

There are several definitions of the period 
encompassing adolescence. The United 
Nations Children’s Fund (UNICEF) defines 
it as between 10 and 19 years of age1, while 
the Statute of Children and Adolescents 
(ECA) establishes it as 12 to 18 years of 
age2. However, this phase should be ap-
proached beyond the definition of age, as 
it is a complex phenomenon involving the 
transition from childhood to adulthood3, 
marked by biological, psychological, and 
social transformations. This requires an 
approach that considers factors such as 
race, economic status, experiences, terri-
tory, education, and gender4,5.

From a legal standpoint, the 1988 Federal 
Constitution and the ECA2 transformed the 
conception of adolescence by recognizing 
adolescents as subjects of rights, with guar-
anteed protection and full development. 
However, despite legal guarantees, viola-
tions of these rights still occur on the part 
of society, the State or the family itself. In 
these situations, the ECA provides for pro-
tective measures, including institutional 
care, to guarantee care and protection for 
those unable to remain with their families2.

Institutional care, part of the Unified 
Social Assistance System (SUAS), coordi-
nates services and resources to assist young 
people in situations of vulnerability and 
serious violation of rights. Based on brevity 
and exceptionality, it is adopted only when 
alternatives for family and community per-
manence are exhausted, prioritizing rein-
tegration and the strengthening of existing 
bonds2,6,7. Separation only occurs in cases 
of serious risk to physical or mental health, 
as removal from the family environment 
can negatively impact their biopsychosocial 
development8.

In this context, it becomes essential to 
engage in dialogue with the Social Assistance 
Policy and the regulations that structure the 
SUAS, which are responsible for guiding 

the organization and responsibilities of the 
institutional care units. These guidelines 
define reception as a special social protec-
tion service, aimed at guaranteeing rights, 
strengthening bonds, and providing quali-
fied care by multidisciplinary teams8,9. In 
these spaces, the social educator plays a 
fundamental role in mediating daily life, 
promoting rights, and supporting processes 
of development and social reintegration, 
coordinating with the teams and regulations 
of the SUAS for care that encompasses the 
psychosocial and individual dimensions of 
young people8,9.

It is estimated that approximately 30,000 
children and adolescents are in institutional 
care10, with neglect, family conflicts, aban-
donment, and substance abuse contributing 
factors to this reality11. Social and economic 
vulnerability should not be a reason for in-
stitutional care, as expressed in law, which 
establishes that lack of resources does not 
justify removing young people from their 
families, and that in such cases, redis-
tributive and state protection policies are 
necessary2,12. However, the line between 
inequality and neglect is thin, with neglect 
being directly related to the violation of 
fundamental rights12. Many situations are 
classified as neglect without adequate as-
sessment of the families’ conditions, who 
frequently face extreme poverty, substance 
use, underemployment, violence, and weak-
ened community ties. In this context, it 
is essential to reflect on poverty and the 
State’s actions to guarantee comprehensive 
protection11,13.

In Brazil, there is a scarcity of studies on the 
impacts of institutional care on the psychologi-
cal distress of adolescents and its risk factors, 
a scenario similar to that of countries such 
as Germany, Spain, and the United Kingdom. 
While there is a diversity of terms related to 
the mental suffering of this population, the 
term ‘psychic suffering’ has a broader scope 
than traditional psychiatric diagnoses and is 
less medicalizing, since it recognizes human 
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suffering in its complexity, without reducing 
it to a mere diagnosis14. In this sense, some 
research shows a high rate of psychic suf-
fering among young people in institutional 
care, as well as the need to improve the mental 
health network, in conjunction with social 
assistance15–19. Traumatic events increase the 
risk of psychic suffering in children and ado-
lescents12,20,21, with a significant prevalence 
of suicidal ideation among institutionalized 
adolescents22.

It is evident, therefore, that further research 
is needed to understand how organizational 
elements and care practices are established 
within institutional care units, aiming to 
provide input for public policies that recog-
nize adolescents as subjects of rights with 
specific needs. The objective of this study was 
to investigate how mental health care for ado-
lescents in institutional care is organized by 
the workers in these units.

Material and methods

This is a qualitative research study, originat-
ing from a master’s thesis in public health, 
conducted in four state-run Institutional 
Shelters in Curitiba, linked to the Social Action 
Foundation (FAS) – the municipal agency 
responsible for managing the Unified Social 
Assistance System (SUAS) – and part of the 
social assistance network, offering a represen-
tative view of local practices. The decision was 
made to recruit all state-run shelters because 
they are managed by the municipality and, due 
to their public service teams, would have more 
stable practices and work processes. Of the 
five initially eligible institutions, one did not 
respond to contact attempts and was excluded, 
resulting in the final composition of the field.

The study included workers from these 
units, among them managers, social educa-
tors, and technical staff (social worker and 
psychologist), all over 18 years of age and with 
at least six months of experience. The results 
are based on 14 in-depth interviews with 

workers, conducted with trigger questions 
about identification data, professional routine, 
identification of mental health problems, crisis 
management, medication use, and referrals to 
the health network.

This research adopts Gadamerian herme-
neutics to analyze narratives about mental 
health management in care units. The inter-
pretation seeks to understand how these ex-
periences reveal ways of living and contribute 
to the collective construction of subjectivity23. 
The interviews were analyzed through suc-
cessive readings, with systematic thematic 
coding in an Excel® spreadsheet, enabling the 
construction of analytical categories. Data 
triangulation occurred through validation with 
another researcher from the group, involving 
everything from joint interpretation to the 
construction of a shared understanding of the 
information24. The meaning of the statements 
was maintained as originally transcribed from 
the participants’ voices, taking care not to 
incur interpretive excesses, thus following 
the hermeneutical precept of seeking meaning 
through the phenomena emanating from the 
discourses.

For Gadamer, understanding is a histori-
cal and non-linear process, marked by the 
hermeneutic circle and interaction between 
interpreter and text, in which the researcher’s 
experience contributes to the expansion of 
meanings. The fusion of horizons occurred 
from the recognition of the researchers’ pre-
understandings with the workers’ narratives, 
allowing the construction of meanings emerg-
ing from the confrontation between initial 
expectations and discourses, without any 
claim to neutrality24. Finally, the subsequent 
interpretive process was carried out by the 
research collective, relating how the data 
articulate with the principles and concepts 
inherent to psychosocial care, understanding 
it as a process that presents different modali-
ties of care, centered on the person, and not 
essentially on diagnosis25.

The research was approved by the Research 
Ethics Committee of the Federal University of 
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Paraná (Certificate of Presentation for Ethical 
Review – CAAE No. 53139821.7.0000.0102 
and Opinion No. 5.920.474). The study com-
plied with the ethical principles established 
by Resolution No. 466/2012 of the National 
Health Council, which provides guidelines 
and regulations for research involving human 
beings26.

Results

The 14 workers interviewed were all employ-
ees of the Unified Social Assistance System 
(SUAS) in the city and had, on average, been 
in their current workplaces for more than 4 
years (table 1).

Table 1. Characterization of the workers interviewed in the reception units of the municipality of Curitiba, Paraná (n = 14)

Worker Color Occupation Gender

Interviewee 1 White Psychologist F

Interviewee 2 Brown Social Educator F

Interviewee 3 White Coordination F

Interviewee 4 White Psychologist F

Interviewee 5 Black Coordination F

Interviewee 6 White Social Educator F

Interviewee 7 Black Social Educator M

Interviewee 8 White Coordination M

Interviewee 9 Brown Social Educator F

Interviewee 10 White Social Educator M

Interviewee 11 White Coordination F

Interviewee 12 Brown Social Educator F

Interviewee 13 Brown Social Educator M

Interviewee 14 White Social Educator M

Source: Author’s own elaboration, 2025.

F – feminine; M – masculine.

From these interviews, two major catego-
ries emerged, grouped by similarity:

1.  Conceptions and the place of mental 
health in care units;

2.  The identification and management of 
psychic suffering.

Conceptions and the place of mental 
health in care facilities

This category addresses participants’ con-
ceptions of work, reception, and how the 
mental health of adolescents in institutional 
care units is understood. Workers report that 
institutional care units are not the ideal place 
for adolescents with mental health problems, 
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highlighting the need for the development of 
a new SUA facility specifically designed to 
serve adolescents who use alcohol or other 
substances and those with mental disorders. 
According to the participants, the units are not 
suitable for this profile of adolescents, as this 
population requires a specialized approach 
and an environment with healthcare profes-
sionals, such as nurses and psychologists.

Look, I believe that services should be separated (I1).

I think that if there was at least a small space 
for them [teenagers with some mental health 
issue], I think it would alleviate things a lot for 
us, you know (I2).

The issue of the anti-asylum policy is good, I agree 
and I think it’s wonderful, but there are people who 
need a more suitable space, which isn’t here (I8).

Another point highlighted is the under-
standing that managing ‘mental health cases’ 
is not the responsibility of social services, nor 
is it included in the job descriptions and func-
tions to be performed there. Therefore, many 
believe that this type of demand should not 
be addressed in these units. The accounts 
emphasized that, upon starting work in the 
unit and throughout their time there, there 
is no institutional support, training, or capac-
ity building related to mental health issues. 
This includes, for example, the absence of 
guidance on how to handle crisis situations. 
Thus, each professional develops their own 
individual management approach through 
learning and practice acquired during their 
work in the units.

In fact, that’s not even our job description, according 
to the terms of the job posting. We don’t have the 
training, it’s not our job to deal with mental health. 
It’s not our job to manage or administer medication 
to adolescents. So I think it’s necessary to have a 
healthcare professional within the care units to 
support this profile (I3).

And then we have to deal with demands that aren’t 
ours. There was a case of a girl who was hospita-
lized because of a breakdown, and the staff there 
called us. They wanted us to solve it! I said: - My 
God, if she’s hospitalized, it’s for that! And you’re 
calling us? Is this serious? (I10).

It has also been reported that, in some situa-
tions, adolescents use their diagnoses as a form 
of manipulation and bargaining with the staff. 
For example, in one case, a young woman was 
in crisis, but the symptoms ceased soon after 
they threatened to take away her cell phone. 
The workers share the same understanding 
regarding the manifestation of self-harm by 
adolescents, which is understood as an attempt 
to get attention.

They acknowledge, however, that the very 
process of institutional care generates suffer-
ing and is considered inherently traumatic. 
They state that all cases arriving at the units are 
related to some violation of the basic rights of 
children and adolescents, and that the follow-
up by psychologists, psychiatrists, and other 
mental health professionals is insufficient in 
many situations. They report, however, that the 
trauma is not limited to the external elements 
that led the adolescent to be institutionalized, 
but also to the process of adapting to the rules 
of the units. The interviewees report that ado-
lescents have difficulty adhering to the rules 
and activities, such as school attendance and 
the need for permission to leave the units. Some 
workers believe that the difficulty in ‘following 
rules’ is one of the main problems for these ado-
lescents, seeing them as incapable of following 
family rules, and this as one of the reasons that 
led to their institutional placement.

The vast majority end up here because they didn’t 
know how to deal with rules, with limits at home. 
Then when you come to the institutional care units 
there are even more rules and limits. Here it’s very 
different from a home where you live with your 
parents. Here we have to deal with a group of young 
people, so there are many more rules and many 
more limits than in a home (I4).
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 The issue frequently generates clashes 
between teenagers and staff, as the numerous 
escapes that occur in the units are attributed to 
the inability of this group to follow the estab-
lished rules. They report that, in some units, 
this set of rules is drawn up exclusively by 
the staff and passed on to the young people, 
but, in other units, there are times, usually 
annually, when the teenagers are called upon 
to participate in their creation.

Identifying and managing psychic 
suffering

The workers reported that, upon arrival at 
the institutional care units, most adolescents 
already had a diagnosis of mental disorder 
and were using medication. In cases where 
the diagnosis was uncertain, the identification 
of a possible disorder occurred through the 
adolescents’ prior history. When there was 
no formal diagnosis from a health service, the 
team observed behaviors such as self-harm, 
substance abuse, aggressiveness, and suicidal 
ideation, which may indicate the presence of 
a mental disorder during the period of insti-
tutional care.

Most have a disorder, but not all have a confirmed 
diagnosis. Because in adolescence it’s still very 
open, the ICD isn’t always finalized, right? Some 
don’t have an ICD code. But it’s very rare to find 
someone who doesn’t use medication. There are 
very few who don’t use medication (I1).

According to them, one element that aided 
in this identification was establishing a bond 
with the adolescents. Through establishing a 
relationship of connection and dialogue with 
the young people, the professionals reported 
that they are able to develop greater contact 
and closeness with the adolescents. In crisis 
situations, escape attempts, or outbursts, the 
workers establish dialogue with the adoles-
cents in an attempt to calm them down and 
keep them in the unit. Generally, the dialogue 
is conducted by the social educator or another 

professional with a closer bond, with the ed-
ucator’s role being highlighted here due to 
their greater interaction with the adolescents. 
However, in more serious cases, for example, 
when the adolescent is at personal risk – such 
as self-harm or posing a risk to others – the 
Mobile Emergency Care Service (SAMU) is 
called.

We try, together with the social educators who 
have a closer relationship, to calm the situation, 
and if that’s not possible, we request support from 
Samu (I8).

The use of psychoactive substances is fre-
quently mentioned as one of the main prob-
lems they have to manage. According to those 
interviewed, most of the adolescents in care 
use or have used some substance; and precisely 
for this reason, this issue becomes one of the 
biggest challenges encountered in the units. 
Furthermore, they attribute the difficulty in 
establishing bonds with their population to 
psychoactive substances, as they say that the 
substance becomes central to the dynamics 
of the adolescents, who find it very difficult 
to replace. They relate the phenomenon of 
‘chemical dependency’ to difficulties in the 
reception process, adherence to treatment, 
and the high number of dropouts.

 These are the most complicated boys [those 
with psychoactive substance use]. They have 
a lot of difficulty adhering to the care program, 
even though the whole team works on guidance, 
referrals, showing what would be most appro-
priate. These are very withdrawn boys, they have 
difficulty staying in the unit, even when they are 
given guidance. So they leave without authoriza-
tion, sometimes remaining for several days in an 
uncertain and undisclosed location. So these are 
very complicated cases where we have a lot of 
difficulty getting them to adhere to the institutional 
care program (I8).

They say they are very strict on this point, 
as the use of substances is not allowed inside 
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the units, and they frequently call on the 
Municipal Guard to deal with these situations. 
The Municipal Guard is frequently called 
upon in critical moments, such as disrespect, 
threats, aggression, or violence. Furthermore, 
another situation in which the guard is called 
is during escapes from the units, when inmates 
frequently jump over the wall.

We made it clear that we have the support of the 
Municipal Guard. That’s what the Constitution 
says: children don’t smoke, teenagers don’t drink! 
No type of drug. We refer these cases to the juvenile 
police station and issue a citation if we deem it 
necessary. Not with the intention of punishing, but 
with the intention of preserving life (I14).

In situations where adolescents are di-
agnosed with a mental disorder, the teams 
offer care at the Psychosocial Care Center 
(CAPS), and a universal measure for all these 
adolescents is the prescription of medication. 
However, they report that these young people 
are the ones who most tend to distance them-
selves from the service. They inform that the 
teams at the care units try to talk to them and 
explain the importance of follow-up in health 
services. They also report that, even with the 
slightest suspicion of a mental disorder, they 
refer the adolescent to CAPS, even to protect 
themselves legally.

We receive the girl and, independently, we have 
been sending all of them to the CAPS. Because I 
prefer to be discharged from CAPS, or CAPS to tell 
me that the girl doesn’t need psychological care, 
than to have the court pressure me later about why 
the girl wasn’t referred (I3).

Some accounts expressed disagreement re-
garding the procedures adopted by the CAPS, 
noting that the service frequently downplays 
the issues raised by the units, since they are 
not within their purview. This disagreement 
arises in situations where workers consider 
cases requiring hospitalization, but the CAPS 
does not refer the adolescent to such a service. 

In all interviews, the CAPS, the Hospital, and 
the SAMU appear as the primary resources 
to be involved with these adolescents, while 
primary care teams are almost never men-
tioned or contacted.

Discussion

The place of young people 
experiencing mental distress in 
institutional care

The care of vulnerable adolescents, especially 
those who have lost ties upon entering institu-
tional care, presents challenges similar to those 
faced by those experiencing psychic suffering. 
Institutional Care and Mental Health Policies 
converge in the pursuit of overcoming the 
institutionalizing model, promoting actions 
coordinated with the community, focusing 
on autonomy, citizenship, and comprehensive 
protection7,27,28.

The evolution of children’s and adoles-
cents’ rights has driven changes in shelters, 
prioritizing new forms of care aligned with 
comprehensive protection. Shelters should 
house few adolescents to consider their in-
dividual needs, strengthen emotional bonds, 
and reduce negative impacts. They should 
resemble a residence in the territory, both in 
physical structure and operation, maintain-
ing ties with the community and minimizing 
institutionalization. Shelter should be a last 
resort, and the team should prepare for the 
return to the family whenever possible2,8,29.

The results show, however, that the inten-
tion expressed in the participants’ narratives, 
to create a new device that would separate 
adolescents based on diagnosis, refers to a 
logic close to that of the asylum, by segregating 
adolescents based on psychopathology and 
symptomatology. The proposal to separate 
adolescents based on diagnoses moves away 
from an inclusive logic and approaches seg-
regating practices, in contrast to the Brazilian 
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Psychiatric Reform, which shifts care from 
the biomedical hospital model to community-
based psychosocial care28. In line with this 
expectation of creating a new facility, the 
workers reported that mental health would 
not be the responsibility of social assistance. 
However, thinking from the perspectives of 
psychosocial and institutional care, mental 
health care is not limited to specific spaces or 
devices, being transversal, capillary in territo-
ries, facilities and relationships, and not con-
fined to institutional walls30. Comprehensive 
and territorial care is aligned with institutional 
care policies, which prioritize comprehen-
sive care for adolescents. Thus, in cases of 
mental suffering or substance use, care must 
be guaranteed within the care units, in con-
junction with the Psychosocial Care Network 
(RAPS) and promoting continuous training 
of workers8.

The SUAS and the ECA share precepts of 
the Reform, seeking to break with institution-
alization, historically represented by orphan-
ages and shelters, which were characterized 
by rigorous control, isolation, and weaken-
ing of community ties7. The progress came 
from the successive achievements that care 
can be carried out in freedom, incorporating 
concepts that transcend cure and symptom 
suppression, strengthening the autonomy of 
young people through opportunities in the 
territory and intersectorality30. In this way, the 
policies of institutional and psychosocial care 
share strategies and territorial potentialities 
for integrated care27.

The workers highlighted the lack of a 
diagnosis as a challenge; however, accord-
ing to Amarante and Torre31, the search for 
a classification within a diagnosis reflects 
an attempt to explain the phenomena. 
Amarante27 emphasizes that mental health 
involves multiple meanings that go beyond 
diagnostic categorization. Therefore, when 
workers expect a categorization and a fitting 
into diagnoses, they reduce the possibilities 
of existence and subjectivity that these young 
people may present27,30,32. In psychosocial 

care, the approach prioritizes considering 
perspectives beyond the diagnosis, taking 
into account living conditions, deprivation 
of rights, and trajectories that led them to in-
stitutionalization – in addition to understand-
ing the impact of institutionalization and the 
causes of psychological suffering associated 
with these processes27,30,32.

The centrality of diagnosis accompanies the 
growth of psychiatric diagnoses for children 
and adolescents. Learning difficulties, distinct 
school experiences, and behaviors considered 
undesirable have begun to result in diagno-
ses33. Furthermore, predominant clinical prac-
tices assign labels that do not consider other 
explanations for suffering34. This reflection 
is also reinforced by the practice of workers 
always referring adolescents to CAPS, often 
regardless of any expressed symptomatology, 
in order to protect themselves legally. The 
excessive attribution of diagnoses can compro-
mise the advances of deinstitutionalization and 
the Brazilian Psychiatric Reform, especially 
by pathologizing typical adolescent experi-
ences34. This bias tends to hold young people 
responsible for structural problems resulting 
from deprivation, in addition to contributing 
to the increase in psychiatric hospitalizations, 
often treated as the main strategy for mental 
health care35.

One important point is the existing gap in 
the debate about the principles of psychosocial 
care within social assistance, especially in in-
stitutional care units. The psychiatric reform 
is still seen by this public as a movement that 
withdrew services, instead of expanding rights 
strategies. This distorted understanding is 
reinforced by the notion that it is necessary 
to ‘separate to treat’, that hospitalization is 
a resource that should be used frequently, 
and that it is the individuals who need to be 
corrected, not the society around them. The 
arbitrary separation of policies – the SUAS and 
the Unified Health System (SUS) – hinders the 
understanding that adolescents and territories 
are not subject to this demarcation and that, in 
reality, the citizen is a full subject of rights31.
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And what do we do with suffering in 
institutional care?

During the interviews, workers indicated that 
they frequently relied on rigid institutional 
rules for managing crises and inadequacies 
in the units. In parallel, the support of health 
teams (SAMU and CAPS), medication ad-
ministration, and the building of bonds and 
dialogue emerged as successful strategies for 
this management. Participants also pointed to 
difficulties in building bonds, associated with 
a lack of preparation and the structural insuf-
ficiency of the teams. Studies in Institutional 
Care Units highlight the importance of bonding 
in development during care36 and point to 
the social educator as the professional who 
most builds bonds and is most sought after 
by young people, especially in situations of 
conflict and crisis37. These studies corroborate 
the interviewees’ statement that it is precisely 
the social educators who maintain the most 
contact and, therefore, the strongest bond with 
the adolescents.

The use of institutional rules as a control 
mechanism disguised as a therapeutic ap-
proach is not recent. Goffman38 introduced 
the concept of the Total Institution, in 
which standardization, through rules and 
discipline, is essential to maintain control 
and institutional functioning. Shelters thus 
assume a multifaceted role, functioning as 
housing, educational spaces, and control 
mechanisms, sheltering adolescents under 
state guardianship and separated from 
family and territorial life. Various forms of 
coexistence are concentrated in one place. 
Reports indicate difficulties for young people 
in following institutional guidelines, result-
ing in recurring confrontations. Although 
workers emphasize dialogue, the rules are 
established in a standardized way, hindering 
adaptation to individual needs38. Drawing a 
parallel with Goffman, in these units, young 
people are separated from their homes and 
territories, breaking routines, ties, and previ-
ous connections.

This research found that workers formulate 
rules without the participation of adolescents 
and that their application is general, without 
considering criteria of individuality. This 
finding is similar to another study carried out 
in institutional care units, in which the rules, 
defined exclusively by the teams, generated 
conflicts and difficulties in adherence, pre-
cisely because of the absence of adolescents in 
their construction39. In contrast, the Technical 
Standard for Institutional Care emphasizes the 
collective elaboration of rules as a strategy to 
promote a more welcoming environment8. A 
literature review indicates that, although these 
units still present traits of Total Institutions, 
they also have potential as a support network, 
highlighting the importance of training pro-
fessionals and strengthening the autonomy 
and knowledge of rights on the part of those 
being fostered, showing the relative historical 
accumulation of gains in rights, since these 
units are also identified as a protective element 
for these young people40.

The difficulty in territorializing care is also 
expressed in the understanding that mental 
health care should be provided in specialized 
facilities, such as CAPS and hospitals. However, 
the RAPS proposes expanding care points 
beyond specialized services, strengthening 
primary care, the territory, and intersectoral 
articulation41,42. From this perspective, care 
goes beyond specialized devices and is built 
in community spaces. Taño and Matsukura42 
advocate practices that overcome the psychi-
atric and pathologizing model, highlighting 
territorial support and intersectoral actions 
as essential to meet the complex needs of 
adolescents, promoting health, rights, and 
citizenship. Despite these premises, Basic 
Health Units are not understood as possible 
spaces for mental health care by these workers.

Another point highlighted by the workers 
was that most adolescents in these units were 
using psychotropic medication. The litera-
ture corroborates this result by pointing to a 
growing process of medicalization, in which 
subjectivities are reduced to diagnoses within 
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a biomedical logic, resulting in the reduction-
ism of psychic suffering32. This model pri-
oritizes medication, disregarding the nuances 
of illness and the influence of life contexts. 
Furthermore, it excludes the historical dimen-
sion of the subject, ignoring social, cultural, 
and psychological factors. With the expansion 
of diagnoses, there is a tendency towards the 
medicalization of human suffering, transform-
ing experiences into symptoms of disorders32,43.

Medication is seen as the primary resource 
for treating mental disorders and helps validate 
the diagnosis, so the two are interconnected. 
Adolescence is pathologized when its behaviors 
are dissociated from its life contexts, resulting 
in medicalization and the framing of deviations 
as mental disorders. This approach ignores 
contextual factors, the complexity of the youth 
experience, disregarding factors that go beyond 
the field of health, the subjective dimension of 
suffering, of vulnerability-causing processes, 
and of adolescence32,34.

Final considerations

The analysis of the practices and management 
of this research highlights the complexity of 
mental health care for adolescents in institu-
tional care, marked by multiple vulnerabilities. 
When reflecting on the place of psychic suf-
fering within institutional care, the desire to 
separate adolescents from the perspective of 
diagnosis by the institutional care teams over-
rides the desire for acceptance and inclusion. 
Therefore, despite the advances enshrined 
in the Statute of the Child and Adolescent, 
in the current policy of institutional care and 
psychosocial attention, further progress is 
needed so that the letter of the regulations is 
reflected in the real practices of care.

Understanding the suffering of these young 
people requires considering aspects beyond 
diagnosis, such as their living conditions, 
social bonds, and the rights violations that 
permeate their histories. The management 
of these young people in institutional care 

reflects the current contradictions of our own 
society, where we identify advancements in 
territorial units that prioritize care through 
bonding, and in smaller units that coexist 
with desires for separation, rapid behavior 
correction, and a low threshold for breaking 
rules. Such movements can reduce suffering 
to diagnoses, without considering the broader 
contexts that affect adolescents.

The absence of strategies for continu-
ous training and discussion of these topics 
is reflected in a certain mismatch between 
the prevailing principles and the type of care 
practiced. Behavioral rules and medication are 
frequently used as crisis management tools in 
the absence of other possibilities and due to 
structural deficiencies. Thus, traits of a total, 
medicalizing institution that relies on security 
forces appear in the same scenario as facilities 
that attempt rehabilitation and the articulation 
of care with other services. These elements 
alert all public policy makers that the concepts 
of comprehensive care, in freedom, person-
centered care, and psychosocial attention are 
still under debate. Strategies aimed at democ-
ratizing and updating these discussions are 
necessary, respecting the social and personal 
realities of the work process in these units.

Finally, psychosocial care, by recognizing 
adolescents as subjects of rights and social 
actors, values ​​their knowledge and experi-
ences. The practices of  institutional and 
psychosocial care share common objectives, 
aimed at guaranteeing the rights, autonomy, 
and citizenship of adolescents. However, ex-
pectations of institutional care still reflect a 
desire for institutionalization and a medical-
ized view of care and specialized services.
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