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Abstract

Sexual and reproductive health (SRH) of adolescents in Chile faces significant challenges. Despite 
progress, gaps in access to services persist, especially for groups whose rights have been violated, 
such as adolescents who attend protection and justice programs. Objective: To analyze the barriers 
and facilitators of access to sexual and reproductive health services in Primary Health Care for ad-
olescent women who attend protection and justice programs in the Metropolitan Region of Chile. 
Subjects and Method: Qualitative and exploratory research with intentional sampling of adolescent 
women in protection and justice programs, and primary care professionals and those of the pro-
grams. Semi-structured qualitative interviews were conducted. The analysis was carried out using a 
constructivist thematic approach, establishing a categorization and coding system. Results: 16 ado-
lescents and 24 professionals were interviewed. The adolescents identified the following barriers to 

What do we know about the subject matter of this study?

In Chile, adolescent sexual and reproductive health (SRH) faces 
significant challenges. Despite progress, gaps in access to services 
persist, especially for groups whose rights have been violated, such 
as adolescent girls in protection and justice programs.

What does this study contribute to what is already known?

This study provides background information and recommenda-
tions for state health, protection, and justice teams to reduce ba-
rriers to accessing SRH services for adolescent girls in protection 
and justice programs.
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Introduction

Access to sexual and reproductive health (SRH) 
services is essential throughout the life cycle of in-
dividuals, including adolescence. There has been 
progress in this area, such as the expansion of ado-
lescent-friendly spaces in primary health care (PHC) 
which, by 2022, have reached 375 nationwide, the in-
crease in contraceptive use among young people aged 
15-29 years, reaching 84.5% in 2022, and the decrease 
in the adolescent fertility rate from 60 births per 1000 
inhabitants two decades ago to 11.9 births per 1000 in 
20211,2,3. However, there are still inequalities that af-
fect the SRH of adolescent girls, especially those under 
15 years of age, sex-gender diversities, migrants, and 
those with multidimensional poverty indicators, who 
face the most unfavorable consequences of the lack of 
access to SRH services, such as sexual violence, unin-
tended pregnancies, and sexually transmitted infec-
tions4,5,6. Among these groups, adolescents within the 
protection and justice systems have been described as 
having a high incidence of physical, mental, and sexual 
health problems7,8,9,10,11. These adolescents are consid-
ered a priority group within national public policies 
on health and social security, and their entry into the 
protection and justice system is an opportunity to link 
them to the health system on time1,12.

In Chile, the State protection system for children 
and adolescents guarantees the welfare of this group, 
which presents violence, abuse, or neglect in their life 
trajectory. This system considers comprehensive care 
in specialized outpatient or residential centers, psy-
chological and social support, legal protection, and 
education, whose specific intervention is determined 
according to the reason for admission and initial di-
agnosis. In addition, it promotes the social inclusion 
of children and adolescents in vulnerable situations, 
facilitating their development and a better future. This 

system is known as the National Service for the Spe-
cialized Protection of Children and Adolescents. In 
addition, the judicial system has specialized units for 
children and adolescents that guarantee their rights 
during the sanctioning processes, establishing either 
custodial or non-custodial measures (starting at age 
14). These processes follow different regulations than 
those for adults and are governed by the Adolescent 
Criminal Responsibility Law (20,084) and the National 
Youth Social Reintegration Service. This service works 
in coordination with other state agencies and civil so-
ciety to help adolescents abandon criminal behavior, 
promote social integration and reintegration, and en-
sure the exercise of their rights.

Despite the interest and concern expressed by the 
health authorities to establish inter-institutional and 
cross-sectoral mechanisms and coordination to pro-
vide timely and effective health care to children and 
adolescents under state protection and justice, effective 
access to these services is often not achieved due to bar-
riers that have not been studied in our context12,13,14.

The literature mentions as barriers to access-
ing SRH services the ambivalent attitude of adoles-
cent girls towards care, due to negative experiences 
and stigmatization by health providers9,10,11,13,15,16,17,18. 
Difficulties in collaboration between health, protec-
tion, and justice institutions are also noted5,8,19,20,21. A 
UNICEF study carried out in protection institutions 
in Chile points out that the articulation with external 
networks is weak, which affects the rights restitution of 
children and adolescents, recommending a coordinat-
ed response with health and education22.

The objective of this study was to analyze the bar-
riers and facilitators of access to SRH services in PHC 
for adolescent girls in protection and justice pro-
grams in the Metropolitan Region, Chile, from the 
perspectives of adolescent girls, health professionals, 
and programs.

Sexual Health in Adolescents - I. Leal F. et al

accessing services: opening hours, the obligation to attend with an adult when they are minors, lack 
of knowledge about administrative procedures and long waiting times. The professionals pointed out 
difficulties such as insufficient implementation of adolescent health policies and programs, high staff 
turnover, work overload and problems in intersectoral coordination. They also highlighted the mu-
tual mistrust, prejudices and lack of knowledge between the health, protection and justice systems, 
the stigmatization of adolescent users, and the perception of this population as “complicated” to 
care for. They also emphasized the lack of awareness of those working in health regarding problems 
of rights violations. Among the facilitators, the recognition of the status as a priority population, the 
relationship of trust with the teams, educational interventions on sexuality, legal regulations that 
guarantee confidentiality, and the role of the professional in charge of intersectoral coordination, 
were key elements to improve access to health services. Conclusions: There are institutional barriers 
that hinder access by adolescents from protection and justice programs to sexual and reproductive 
health services in primary care. Knowledge and effective implementation of public policies that pri-
oritize this population represent a key facilitator.
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Subjects and Method

Qualitative and exploratory study, focused on the 
experiences of those who participated, seeking to facil-
itate the description of new elements that contribute to 
the understanding of the phenomenon23,24.

A purposive sampling was used to include ado-
lescents, PHC professionals, and professionals from 
protection and justice programs. The inclusion crite-
ria for adolescents were to be female (cis or trans), to 
be between 10 and 19 years old, and to be part of a 
protection and/or justice program. For professionals, 
the inclusion criterion was to have at least one year of 
experience in the position.

Contact with the adolescents and professionals was 
made through key informants from both programs and 
PHC centers. Through them, the invitation to partic-
ipate was extended to those who expressed interest in 
being included in the study, beginning the procedure 
established for the signing of the informed consent.

As a data production technique, the semi-struc-
tured qualitative interview was considered, as it is flexi-
ble and dynamic. The thematic script used in the inter-
views was derived from the research objectives and the 
review of evidence. Two scripts were developed, one 
for adolescents and the other for professionals, which 
were validated by experts in the areas of protection, 
justice, and health.

The interviews were conducted between April 2022 
and April 2023, at a time and place mutually agreed 
upon by participants and the research team. They lasted 
between 45 and 60 minutes and were recorded and tran-
scribed. The transcription was given a code in order to 
anonymize them. To determine the maximum number 
of interviews to be carried out, the information satura-
tion criterion was used, that is, the moment at which 
new information or data is no longer obtained24.

The data collected were organized to facilitate qual-
itative content analysis. A constructivist thematic anal-
ysis approach was used, leading to the establishment of 
a categorization and coding system. These were supple-
mented with emerging axial codes. The coding process 
was carried out by the research team, who met to discuss 
the identified codes, ensuring their consistency. They 
then performed intercoder validation to ensure the reli-
ability of the analysis and MAXQDA software was used 
to facilitate the process. Procedures were implemented 
to ensure the credibility, transferability, reliability, and 
verifiability of the qualitative research. Finally, an expert 
workshop was conducted to validate the results.

Results

Sixteen adolescents between 11 and 18 years of age 
participated, with a mean age of 15.4 years, all were 

in school, and three were of foreign nationality. Two 
identified themselves as transgender. Four were living 
in protective family residences, nine were attending 
outpatient protective programs, and two were atten-
ding juvenile justice programs in the same modality.

Within the group of professionals, 13 were working 
in health care, 11 in protection and justice programs, 
and 20 were women. The mean age was 35 years with 
a mean of 10 years of experience in the position. The 
professions referred to were midwife, psychologist, so-
cial worker, and occupational therapist.

Institutional barriers identified by adolescent girls
Adolescent girls identified that the opening hours 

of PHC centers are not compatible with their school 
schedules, which represents an obstacle to accessing 
contraceptive services. Another barrier mentioned 
is the requirement to attend with a responsible adult 
when under age. It is important to note that many 
of them do not have a responsible adult available, as 
their caregivers are not present, have violated their 
rights, and/or do not have the required competencies 
to perform their role, which makes this requirement 
a significant obstacle for this group. In addition, they 
express that attending along with an adult makes them 
uncomfortable, especially when health care providers 
address sensitive and private issues related to sexuality 
in their presence. Another barrier identified is the lack 
of knowledge about the procedures and their rights to 
access contraceptive services, which generates insecu-
rity when seeking health care. They also report long 
waiting times for an appointment, which discourag-
es them from attending their checkups. Finally, they 
mention the fear of being judged by health center staff 
as another barrier (Table 1).

Institutional barriers identified by professionals
Health teams highlighted as barriers to access for 

adolescent girls to SRH services the incomplete, unsta-
ble, and insufficient implementation of sexual health 
policies and programs for the adolescent population in 
general, and especially for the group in protection and 
justice programs, in addition to the lack of resource al-
location.

Besides, both health teams and those of protection 
and justice programs, identified as barriers the high 
turnover of professionals, coupled with work overload, 
especially in the case of those responsible for linking 
the intersectoral work between health and protection 
and justice programs, fulfilling in some cases, multiple 
roles without adequate training, which leads to diffi-
culties in collaboration, coordination, and communi-
cation between the areas involved. Another obstacle 
pointed out was the distrust, lack of knowledge, and 
prejudice from the health sector towards the work 
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carried out by the protection and justice programs, 
especially in the case of outpatient programs. It was 
also noted that the teams of protection and justice pro-
grams lacked knowledge about the functioning and or-
ganization of the health system.

The teams of the protection programs identified 
multiple barriers in the health system for adolescent 
access, among them, the delivery of appointments 
at times that adolescents cannot attend due to their 
school obligations. Likewise, it was found that health 
teams have a stereotypical view of adolescents who at-
tend protection programs, which predisposes them to 
assume that they have drug use, criminal history, and 
problematic sexual behavior, perceiving them a priori 
as a “complicated” population for care. Regarding pro-
tection and justice programs, health professionals in 
general are not sufficiently sensitized to issues of rights 
violations in the sphere of sexuality, such as sexual ex-
ploitation and the damage that this implies in the life 
trajectory of these adolescents (Table 2).

Facilitators identified by adolescent girls
From the perspective of adolescents in residential 

protection programs, access to health services is per-
ceived without major obstacles, knowing that they are 
a priority population. However, it was observed that 

this is not perceived in the same way for adolescents 
in outpatient protection programs or juvenile justice 
programs.

In general, adolescents perceive that having a rela-
tionship of trust with the professionals of the programs 
they attend facilitates access to health services so that 
during the diagnosis and intervention process they can 
express their interest or health needs in SRH issues.

Another positive aspect, despite its low occurrence, 
refers to sexual education, either in their schools, 
through informative talks or workshops conducted by 
PHC health personnel, or in the protection or justice 
programs themselves. Adolescent girls consider it ben-
eficial to have these instances to improve their knowl-
edge of sexuality and thus facilitate access to health 
services.

The adolescents emphasize the importance of train-
ing on sexuality issues in adulthood so that profession-
al teams and their families can provide better guidance 
and support to young people in this area from a vision 
focused on well-being, free of stereotypes (Table 3).

Facilitators identified by professionals
A series of facilitators for access to SRH care for 

adolescents were identified, which coincided among 
health professionals and professionals from protec-

Table 1. Barriers to SRH care from the perspective of adolescents attending protection and justice programs

Category Subcategories Quotes

Institutional 
Barriers

Service hours
The hours are really complicated for me because when I get out of school, they’re already… they’re 
not… they’re not open anymore… So, needing an adult for this kind of… I don’t know, contraception, 
is also a bit complicated for me. (EA14)

Waiting time

I go to the CESFAM, enter my RUT, and wait—almost always about 3 hours to get the injection from 
the pharmacy, and then another hour waiting to get it administered… Every month… If the wait time 
is too long, I have to go on a day when I have nothing else to do, otherwise, I won’t have time for my 
other tasks. (EA15)

Need for adult 
assistance

Yes, they told me I couldn’t go alone because, well, I’ve always had social workers and all that behind 
me. I talked to my tutor and told her I wanted to go. She said, “Look, I talked to them… they told me 
to go tomorrow at 6 a.m. to book an appointment, and you have to go with an adult, because if you’re 
a minor, they won’t let you in.” (EA16)

Fear of being 
judged

There are always adults to turn to, but sometimes we don’t because of the fear of what they might say. 
(…) Right, that they’ll react badly, like “Oh, so young and already doing this” or “Oh, when I was your 
age…” or “How can you do that? How can you even like that?” (…) Yes, they’re too quick to judge, I’d 
say. They scold you for everything, and you can’t tell them anything because it’s always “No, that’s not 
how you do it, that’s wrong” or “You shouldn’t be doing that, when I was your age, I wasn’t like that.” 
But… We’re teenagers, we need to experience things ourselves to understand them. (EA12)

Insufficient 
sexual education

Not many moms or dads give enough trust to talk about it. Some say things like, “No, if you get in-
volved with this person or do this, I’ll hit you, and if you get pregnant, I’ll kick you out of the house.” 
But no, we should talk about it. There are many ways to take care of ourselves, lots of options avail-
able—contraceptives, pills, condoms, injections, and many other things. So instead of shutting down 
the conversation with something like, “No, if you get pregnant, I’ll kick you out,” it should be, “No, 
daughter, let’s talk. What’s going on? We’ll find a solution.” Don’t immediately go for aggression or 
something like that. (EA12)

Sexual Health in Adolescents - I. Leal F. et al
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tion and justice programs. Among them, the exis-
tence of legal regulations that protect the confidenti-
ality of care, the possibility of accessing contraceptive 
care without the requirement of being accompanied 
by an adult, and the provision of contraception to 
adolescents regardless of their age were highlighted. 
It was also found that the prioritization of care for 
adolescents enrolled in these protection and justice 
programs, together with the articulation of intersec-
toral work between health and protection and justice 
teams, are key elements to improve access to health 

care and that their role should be strengthened and 
made more visible.

Other initiatives and programs aimed at the general 
adolescent population were also identified as facilita-
tors for access to health care for this specific group of 
adolescents, such as friendly spaces. In addition, the 
importance of intersectoral coordination bodies was 
highlighted, such as local children’s networks, where 
different community institutions from civil society, 
government, and related to the protection of the rights 
of children and adolescents, and the local program of-

Sexual Health in Adolescents - I. Leal F. et al

Table 2. Barriers to SRH care from the perspective of health and protection and justice program professionals

Category Subcategory Quote

Institutional 
Barriers

Lack of effective 
implementation of 
adolescent health 
programs

I mean, I think the program is very recent, and I also believe there wasn’t a proper awareness 
campaign when it was launched. So, that means people don’t necessarily understand that these 
prioritized services exist. (EPS5)

Denial of care by health 
professionals

Exactly. Doctors, in particular, say, “No, I don’t want to see adolescents, don’t assign me ad-
olescents.” But today, in the role of a primary care physician, in this family health model that 
we’re working with, and in this new multimorbidity model we’re incorporating at the public 
health level, they should be seeing all types of patients, you know? So yes, today there is an 
exclusion, I feel, by some professionals who don’t like treating this type of patient. (EPS2)

Mutual lack of 
knowledge and trust 
between institutions

In primary care, there is a complete lack of knowledge about the wide range of intervention 
professionals working in “Mejor Niñez.” There are many, and often it leads to confusion be-
cause, for example, we have programs related to school reintegration, which we also have in 
municipal adolescent programs within primary care. At some point, we ask ourselves, “Are we 
over-intervening in this case? How do we manage and divide the workload?” So, there’s a lot 
of difficulty in understanding what each service does, especially because there are so many. 
While we’ve tried to hold meetings to understand the system, soon after, another system 
emerges. (EPS2)

Lack of awareness of 
intersectoral professional 
roles

…When I started meeting with other psychologists and teams working in this psychosocial 
support program, I realized that the CESFAMs [Family Health Centers] in the district have that 
work divided among different people. One is the psychologist for psychosocial support, another 
is the psychologist for the SENAME [Protection Program] cases. (EPS3)

High staff turnover and 
work overload

There are CESFAMs, for example, that currently don’t have a social worker. They are just now 
reorganizing and restructuring, so they leave interventions and waiting lists behind. Professional 
turnover is also a big issue. I think it’s related to working conditions—the salaries are low. So 
midwives leave, gynecologists return, or there’s no gynecologist at all. (EMN2)

Lack of knowledge 
about regulations for 
adolescent care

Right now, we have five girls who we cannot register in the health system because they don’t 
have responsible adults. We’ve had to take it upon ourselves to seek out independent feminist 
gynecologists who can come here and give workshops. (EMN2)

Difficulties in inter-
institutional information 
transfer

This also mainly depends on the professional you’re dealing with, because many cite patient 
privacy laws, saying they cannot share information and blah blah blah… without understanding 
that they’re not just giving the information to anyone. We also handle information properly, 
and this data is needed for intervention purposes, not for anything else. (EMN3)

Long waiting times to 
access care

To be completely honest with you, I have worked in the Third Region, in San Bernardo, and in 
La Granja, and the principle of timely access just doesn’t apply. Let me give you an example—
when I worked in La Granja and we tried to coordinate with the “Mejor Niñez” mental health 
representative at Sótero del Río Hospital, the responses took forever, forever. We waited four, 
five, six months. (EMN6)
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fered aimed at the adolescent population participate, 
as well as the establishment of information flows and 
intersectoral collaboration through local protocols and 
coordination meetings (Table 4).

Flexibility in adolescent care by PHC profession-
als and training on the rights and gender perspective 
for adolescent SRH care are key elements to improve 
access to health care for this population, as well as its 
quality.

Discussion

The study identified multiple difficulties and insti-
tutional facilitators for the effective and timely access 
of adolescents attending protection and justice pro-
grams to SRH services in PHC. Some difficulties were 
health care schedules, and lack of empathy on the part 
of health personnel regarding sensitive issues, such as 
the causes of admission to the programs and the stig-

Table 4. Facilitators for SRH care from the perspective of health and protection and justice program professionals

Category Subcategories Quotes

Institutional 
Facilitators

Government 
regulations prioritizing 
populations from 
protection programs

Yes, I feel that there have been supports from the central level that didn’t exist before. Supports 
regarding confidentiality, ensuring that care is not denied, and providing contraceptive methods 
regardless of age or condition. The fact that these regulations arrived—support from the central 
level, in writing—has significantly improved care. But I feel like this happened very recently. I mean, 
they came in, what, maybe five years ago at most? I don’t remember exactly. Before that, it was 
very much about having to ask nicely, hoping that whoever wanted to help would do so, while 
those who didn’t want to could refuse. (EPS1)

Specific health 
programs for 
adolescents

Now, for us, comprehensive health check-ups are key, you know? Because that’s where a lot of 
things come to light. Midwives, generally, within the adolescent program, process everything 
through those check-ups. It’s like their entry point, a way to get a broad overview of the situation, 
and from there, we prioritize and decide what to provide first. This tool—the comprehensive health 
check-up—has helped us organize these issues a bit, and that’s where we assess the situation. 
Things need to be handled in an organized way. (EPS2)

Professionals aware 
of adolescent health 
needs

We are constantly training and raising awareness within our networks. These trainings are broad 
calls where we invite different stakeholders. Sometimes the health sector participates, but not 
always. (…) Our main goal is to ensure that the network understands the indicators. Why? Because 
it’s the instance where they can say, “You know what? There’s an indicator of sexual exploitation, 
and we need to refer this case immediately to our program.” Because, in the end, what happens 
to these kids is that they get referred to one program, then that program says, “You know what? 
This doesn’t fit our profile,” and they just keep passing them around. (EMN7)

Table 3. Facilitators for SRH care from the perspective of adolescents attending protection and justice programs

Category Subcategories Quotes

Institutional 
Facilitators

Priority population

They didn’t ask me, but my tutor called the clinic, and they said, “Have her come at 6 a.m. because 
that’s when we give out appointments, and we’ll give her priority for the day.” And they saw me 
that same day.
[E]: And did they give you priority because you were in the program?
Yes, because I was in the PIE program.
[E]: Perfect. So, just for being in the PIE program, they said, “No, she has priority; we’ll see her 
today.”
Yes, they spoke with the PIE tutor and said, “Oh, she’s from PIE? Tell her to come at 6 a.m., and 
we’ll prioritize giving her an appointment that same day.” (EA16)

Trusting relationships 
with significant adults

Maybe at a clinic, with a midwife, like you said, or at school, with the school coexistence team—
many times, the psychologists are really nice and always available. Sometimes even the teachers 
are, so there are always adults we can turn to. (EA12)

Sex education

There’s still a lot of closed-mindedness, especially in families. But in my experience, that wasn’t 
the case. My mom taught me about all of this from a very young age. It was never like, “Oh, the 
stork brings babies.” No, my mom always explained everything to me. She taught me how to 
put on condoms when I was very young. She would tell me that before having sex, I had to tell 
her—before, not after. She was always super open; it was something very normal. But I think 
nowadays, for teenage girls, this is something they mostly talk about with their friends. (EA16)

Sexual Health in Adolescents - I. Leal F. et al
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ma associated with this. Several of these obstacles have 
been described in the literature for the adolescent pop-
ulation in general and for those in protection and jus-
tice programs9,10,11,16,17,18. The latter is also described as 
a population with specific health needs and challenges, 
with more frequent sexual risk behaviors and worse 
sexual health outcomes. This is likely due to early ad-
verse experiences such as abuse, neglect, and disrupted 
relationships with caregivers, among others9,10,11,15,16. In 
this sense, it is recommended that health teams con-
sider life trajectories, traumatic experiences, and social 
and family contexts, among other factors, to provide 
comprehensive and effective care.

In our study, it was found that both SRH care needs 
and the ways of delivering this care are comparable to 
the recommendations for adolescents in general, i.e., 
based on respect for human rights and quality of care, 
considering confidentiality, progressive autonomy, 
and avoiding re-victimization. The differences, there-
fore, do not lie in the clinical care provided in the con-
sultation room but rather in administrative aspects, 
such as appointment management and follow-up of 
subsequent check-ups, to promote adherence to the 
health center and the ability of adolescents to exercise 
their sexual and reproductive rights.

In order to strengthen the aforementioned admin-
istrative aspects, intersectoral coordination is funda-
mental, which has been identified in this study and 
others as a critical point among the obstacles to guar-
anteeing access5,20,22,25. The perception of the profes-
sionals is that there is an inadequate exchange of infor-
mation between the programs and the health network. 
These difficulties are related to patient information 
protection laws, but also to power relations between 
institutions and mutual distrust. This last point is ob-
served in the undervaluation of psychosocial interven-
tion from the biomedical perspective, added to the lack 
of clarity in the roles of the different participants and 
the scarce opportunities for collaborative and interdis-
ciplinary work within the coordination between health 
and protection and justice programs. All of the above 
contrasts with the recommendations for effective in-
tersectoral collaboration, such as the motivation of 
the actors involved, knowledge of the objectives and 
mutual benefits, good personal relationships, and trust 
between institutions21.

Another persistent barrier, identified by both ad-
olescents and professionals, was the requirement for a 
minor to be accompanied by an adult for healthcare 
services, a barrier that has been described in other 
studies13,14. It is important to note that in Chile the reg-
ulations state that “Everyone has the right to receive edu-
cation, information, and guidance on fertility regulation, 
in a clear, understandable, complete and, when appro-
priate, confidential manner”, this includes adolescents, 

and only refers to the adult, “in those cases in which the 
emergency contraceptive method is requested by a person 
under 14 years of age, ..., shall proceed to the delivery of 
such medication, informing, subsequently, the father or 
mother of the minor or the responsible adult that the mi-
nor indicates”26. Therefore, the requirement of attend-
ing with an adult to access health services, such as the 
initiation of a contraceptive method, is often done as 
a professional and institutional safeguard, not to pro-
tect the best interests of the adolescent, demonstrating 
a lack of knowledge in the application of regulations by 
health providers, in addition to an adult-centered and 
family-centered vision, which perpetuates the idea that 
adolescents are incapable of making decisions about 
their SRH14. This requirement is especially complex in 
the case of this population, who, given their history of 
violations, do not necessarily have trusted adult figures 
to attend health care, either because they do not ex-
ist, the low priority given by adults to this accompani-
ment by due to prejudice and/or lack of information, 
lack of availability due to work schedules, especially in 
single-parent households, among other circumstances 
that prevent them from complying with this arbitrary 
requirement.

Knowledge of the regulations and policies related 
to adolescent health care in general and the prioriti-
zation of this population, in particular, is a facilitator, 
both for the exercise of adolescent SRH rights and for 
the health interventions carried out by professionals; 
on the contrary, not knowing them becomes a barrier.

As for the preconceptions and stigmas of the health 
teams towards adolescents attending protection pro-
grams or sanction for unlawful behavior, although they 
have been described in other studies15,16,17, in this one, 
they were mostly referred to by professionals from jus-
tice programs and not by the adolescents themselves. 
This may be because most of the adolescents came 
from the protective environment, identifying a more 
paternalistic and compassionate view of their situa-
tion, especially for those living in residences, who rec-
ognized the fact that health professionals knew about 
their situation of institutionalization as a facilitator for 
accessing their health center. This contrasts with the 
punitive views that adolescent girls receive from jus-
tice programs, who have committed crimes and may 
be seen as people of low moral standards15,16.

This study offers an analysis aimed at identifying 
and understanding the gaps that persist in adolescents’ 
access to SRH services despite current public policies 
aimed at eliminating them. It is essential to promote 
the dissemination and effective enforcement of regu-
lations that safeguard priority care and coordinated 
intersectoral management, as well as to implement 
training, coordination, communication, and collab-
oration mechanisms that optimize inter-institutional 
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work and thus ensure respect for the rights and needs 
of adolescents in the health care context.

Conclusions

Multiple institutional difficulties hinder the effec-
tive and timely access of adolescent girls in protection 
and justice programs to SRH services in PHC. Ade-
quate knowledge and application of existing public 
policies that favor and prioritize access for this popu-
lation is a relevant facilitator. It is recommended that 
health teams consider the life trajectory and traumat-
ic experiences of these adolescents, especially around 
sexuality, when providing health care, from a compre-
hensive perspective focused on wellbeing. Research 
is needed to strengthen intersectoral work between 
health and other state sectors.
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