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ABSTRACT
Objectives: to analyze the hospital structure elements that demarcate (in)visibilities of 
institutional violence in hospitalized children. Methods: this is a descriptive-exploratory 
qualitative study that used approaches with Foucault’s thinking. Ten companions and 39 
healthcare professionals from a university hospital in Salvador, Bahia participated. Data 
collection took place from November 2018 to June 2019 through semi-structured interviews. 
The discourse analysis method was used. The study was approved by the Institutional Review 
Board. Results: institutional violence was understood in the violations and invisibilities of the 
structure of health services through the problems: in infrastructure (physical structure, lack of 
human and material resources, scrapping of equipment); administrative and management; 
pilgrimage. Final Considerations: it is necessary to realize the invisibilities of the infrastructure 
to act in confronting institutional violence to hospitalized children.
Descriptors: Structure; Hospital; Violence; Institutional; Child.

RESUMO
Objetivos: analisar os elementos da estrutura hospitalar que demarcam (in)visibilidades da 
violência institucional em crianças hospitalizadas. Métodos: estudo qualitativo descritivo-
exploratório, que utilizou aproximações com o pensamento foucaultiano. Participaram 
10 acompanhantes e 39 profissionais de saúde de um hospital universitário em Salvador, 
Bahia. A coleta de dados ocorreu de novembro 2018 a junho 2019 através de entrevista 
semiestruturada. Utilizou-se o método da análise do discurso. O estudo foi aprovado pelo 
Comitê de Ética em Pesquisa. Resultados: a violência institucional foi compreendida nas 
violações e invisibilidades da estrutura dos serviços de saúde através dos problemas: 
na infraestrutura (estrutura física, falta de recursos humanos e materiais, sucateamento 
de equipamentos); administrativos e de gestão; peregrinação. Considerações Finais: é 
necessário perceber as invisibilidades da infraestrutura para atuar no enfrentamento da 
violência institucional à criança hospitalizada.
Descritores: Estrutura; Hospitalar; Violência; Institucional; Criança.

RESUMEN
Objetivos: analizar los elementos de la estructura hospitalaria que demarcan (in) visibilidades 
de la violencia institucional en niños hospitalizados. Métodos: estudio cualitativo descriptivo-
exploratorio, que utilizó enfoques con el pensamiento de Foucault. Participaron diez 
acompañantes y 39 profesionales de la salud de un hospital universitario de Salvador, Bahía.  
La recolección de datos se realizó desde noviembre de 2018 hasta junio de 2019 a través 
de entrevistas semiestructuradas. Se utilizó el método de análisis del discurso. El estudio 
fue aprobado por el Comité de Ética en Investigación. Resultados: la violencia institucional 
se entendió en las violaciones e invisibilidades de la estructura de los servicios de salud 
a través de los problemas: infraestructura (estructura física, falta de recursos humanos y 
materiales, desguace de equipos); administrativo y gerencial; peregrinaje. Consideraciones 
Finales: es necesario darse cuenta de las invisibilidades de la infraestructura para actuar en 
el enfrentamiento de la violencia institucional contra los niños hospitalizados.
Descriptores: Estructura; Hospitalaria; Violencia; Institucional; Niño.
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INTRODUCTION

Institutional violence (IV) is defined as that exercised in/by institu-
tions providing services in the area of health, justice and education, 
which includes an action or omission, from the lack of access to the 
poor quality of these services, which has as its main cause the asym-
metrical power relations between users and professionals(1). Although 
little explored, discussions about IV have advanced. This is partly 
due to the concern of the United Nations, which, in 2015, instituted 
peace, justice and effective institutions as one of the millennium 
goals, in the hope of reducing by 2030 all forms of violence within 
institutions, making them effective, accountable and transparent(2). 

In practice, IV in health services can be evidenced by the 
violation of patients’ rights, which range from the pilgrimage of 
users to various services in search of care, even abuses and pro-
hibitions during the hospitalization period that infringe patients’ 
rights, causing abuse to users motivated by negligence, physical, 
symbolic or psychological violence practiced in the institutional 
context(3-4). IV can also be recognized by the inadequacy of the 
physical structure of health services, as well as the rigid and 
inflexible imposition of institutional norms and routines. Prob-
lems related to poor quality of care can also be found due to 
the reduced number of professionals and material resources(5). 

When the victim is a child, IV becomes more serious, consider-
ing the condition of vulnerability inherent in age, due to cogni-
tive and motor immaturity, causing consequences that impact 
on child development, since the hospitalization process in this 
age group by itself is a stress factor(6). According to the Child and 
Adolescent Statute (ECA - Estatuto da Criança e do Adolescente), 
children must have full access to lines of care aimed at their 
health through the Unified Health System (SUS - Sistema Único 
de Saúde), based on equity in access to these services(7). Resolu-
tion 41 of the Brazilian National Council for the Rights of Children 
and Adolescents (CONANDA - Conselho Nacional dos Direitos da 
Criança e do Adolescente) establishes that both have the right to 
be hospitalized when necessary for their treatment and must 
receive all therapeutic resources available for cure, rehabilitation 
and secondary or tertiary prevention(8). 

However, despite health policies and laws enacting directive 
guidelines to ensure child care in health services, the concern 
with child care is mainly supported by the significant reduction 
in pediatric hospital beds, caused by the underfunding of SUS 
since its creation. According to the Brazilian Society of Pediatrics, 
15,900 pediatric hospital beds have been closed in Brazil in the 
last 10 years, causing, in part, children’s pilgrimage to health ser-
vices. Other problems can also be added, such as lack of human 
and material resources to assist these users. Such an obstacle 
becomes worrisome as it can trigger care failures, compromising 
individuals’ health and increasing the length of hospital stay(9-10). 

Promulgation of Organic Law 8080/90, which instituted SUS, 
establishes universality, integrality and equity as principles(7); 
however, the presence of pilgrimage, lack of access, poor quality 
and omission of services reveal the presence of IV in these spaces. 
With the violation of users’ rights in the health system, the State 
and the institutional machine become its potential offenders. 

However, the little emphasis given to discussions related to 
IV in children can be considered as a reflection of the way they 

were historically represented in society, as a simple small adult, 
which makes it difficult to understand them as a subject of law in 
development process(11). In view of these considerations, there is 
a need to deepen the discussions related to structural problems 
and the practice of IV to children in health services, considering 
both the aspect of violation and the invisibility with which it is 
treated in these institutions.

For Foucault, medicine developed from a biopolitical strategy, in 
which it was necessary to adopt measures to raise the population’s 
health condition considered as labor(12). The analysis of biopolitics, 
through the governmental reason, is intensely related to economic 
convictions, where the government of bodies is measured by the 
economic benefit, which often collides with meeting the basic needs 
of individuals, particularly with regard to the implementation of 
rights. Thus, the lack of resources to assist the population makes it 
impossible for health institutions to provide universal, egalitarian 
and comprehensive care to users(7) (especially the most vulnerable), 
thus leading to the development of IV in these instances. Thus, this 
study has as a guiding question: how do structural problems in 
health services demarcate the presence of IV in hospitalized children? 

OBJECTIVES

To analyze the hospital structure elements that demarcate 
(in)visibilities of institutional violence in hospitalized children.

METHODS

Ethical aspects

This research was submitted to the Institutional Review Board, 
via Plataforma Brasil, starting after its approval. The research took 
place within the ethical standards of Resolution 466/12 of the 
Brazilian National Health Council (Conselho Nacional de Saúde)(13).

Theoretical-methodological framework

The research sought approximations with Michel Foucault’s 
thought through discourse analysis. For Foucault, discourses are 
joint forms of utterances that belong essentially to the same dis-
cursive form, being related to institutional principles and rules that 
permeate speakers and their speech, so it is necessary to investigate 
such utterances to understand the power games behind these. 

Discourse analysis seeks to unveil the institutional nature of the 
discursive order; therefore, paying attention to the singularities of 
the events and their discontinuities, in order to extract speeches’ 
mobile, strategic and political character, it is urgent to express 
the elements of knowledge/power of the events(14). Foucault 
also argues that through the speech considered as true we are 
judged, condemned, classified, forced to take on tasks and a way 
of living or dying; therefore, analyzing the speeches becomes an 
important key in understanding the events that occur in society, 
especially within institutions(12).

Study design

This is an exploratory descriptive qualitative research. 
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Methodological procedures

Study setting

The research took place in a 26-bed pediatric inpatient unit 
assisting children aged 3 months to 14 years at a large general 
university hospital in Salvador, Bahia.

 
Data source

Participants were the companions of hospitalized children 
and healthcare professionals who worked in that pediatric unit. 
Among the criteria to participate in the research were considered: 
companions, over 18 years of age and having been accompany-
ing the child for more than 7 days (since this period of greater 
contact with the hospital environment, it became opportune 
for various situations related to IV to emerge), healthcare pro-
fessionals, have been working in pediatrics for over two years, 
for the same reason.

Data were collected through interviews, which took place in 
the pediatric unit, without objections or difficulties, conducted by 
the main researcher. Participants, both companions and profes-
sionals, were chosen for convenience (those who were in the unit 
and agreed to participate in the research). The average interview 
time in the group of healthcare professionals was 11 minutes, 
while in the group of companions, 28 minutes. The interviews 
were carried out after consent of the interviewees and signing of 
the Informed Consent Form pursuant to Resolution 466/2012(13). 

 
Data collection and organization

Data collection followed based on COnsolidated criteria for 
REporting Qualitative research (COREQ). The interview was used, 
guided by a semi-structured script, previously validated by a team 
of researchers. The closed-ended questions contained information 
about individuals’ sociodemographic profile, while the open-ended 
ones, the following guiding questions for the companions: how 
has the care of your child been in this hospital? Did you or your 
child have any problems during hospitalization? Which? (This 
question was asked in a broad way as it was understood that 
participants would be free to report events and experiences that 
could bring out IV elements in the speeches). Then, the interviewer 
presented a brief explanation about IV and its characteristics to 
the interviewee and ended with the question: do you identify any 
situation that characterizes as IV during your child’s hospitaliza-
tion? For the professionals, the questions were: in your opinion, 
according to your professional experience, what problems does 
a child face during the hospitalization period? (in the same way 
it was explained to them about IV and its characteristics). Subse-
quently, the following question was asked: do you identify any 
type of IV in the hospitalized child? Which one or which ones? 
The interviews were recorded and transcribed in full.

IV elements were identified in the speeches according to IV 
characterization established by the Ministry of Health(4). Data col-
lection was completed when there was a saturation of data from 
the interviews of both groups, as they had obtained sufficient 
density to analyze the proposed theme. To ensure anonymity, 

participants’ names were identified: companion, by numbers; 
professionals, by professional category and number. 

 
Data analysis

The analytical procedures followed the steps of discourse 
analysis. Therefore, after exhaustive reading, the concepts were 
unfrozen, disarticulated and then proceeded with the analysis 
and establishment of uptake relationships. From these relation-
ships, a new emerged, which through associations in discursive 
utterances, composed the three discursive formations that guided 
the research results.

RESULTS

Ten companions and 39 healthcare professionals participated 
in the study. According to companions’ sociodemographic profile, 
all were female, mothers of hospitalized children, aged between 
19 and 45 years, most with high school education and income of 
up to 01 minimum wage. The healthcare professionals belonged 
to the categories: social worker (01), nurse (06), pharmacist (02), 
physiotherapist (05), speech therapist (01) physician (07), nutrition-
ist (05), psychologist (01), health technician nursing (11). In this 
group, all were female, aged between 27 and 62 years, average 
income of 5 to 10 minimum wages, most had between 6 to 10 
years of experience in pediatrics.

With the purpose of analyzing how the hospital structure 
elements demarcate IV in hospitalized children, the results were 
presented in three discursive formations: infrastructure problems, 
characterized by inadequacies in the physical structure, insufficient 
human resources, scrapping and/or lack of equipment, furniture 
and lack of materials; problems in service management, made 
visible through administrative, bureaucratic and management 
obstacles; and pilgrimage, which supports the discourse of the 
exhaustive search for health care in various services. 

Among the problems in infrastructure, inadequate physical 
structure emerged as an important generator of discomfort for 
the child and family, evidenced by the lack of spaces and/or 
inadequacy of those that already exist, discrepancy between 
the accommodation provided and children’s and families’ needs:

In ward 7, children do not have a toilet. It’s a sink that the mother 
has to put the child on top and then she does there. It’s complicated. 
(NURSING TECHNICIAN 08)

Sometimes it is a child too big to be in a crib, she has to stay in the 
crib because there is no bed available. (NURSING TECHNICIAN 09)

Family comfort is very precarious. Sometimes there’s only one 
chair. Who stays here longer does not have a laundry to wash 
their clothes, does not have a closet to store their belongings. Little 
value is given to this issue of comfort. (PHYSICIAN 05)

The lack of space for playful and recreational activities with child 
and family, the absence of the hospital class, the little usefulness 
of the toy library and the signaling that the environment is not 
appropriate for performing recreational activities, are discourses 
that are supported from participants’ perspective. However, there 
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is a gap in this discourse between the companions, perhaps 
because it is not even in the order of the visible/sayable:

There was kindergarten, it is the child’s right. We lost kindergarten, 
storytelling and occupational therapy. Occupational therapy is 
of fundamental importance, both for mothers and children. The 
child needs to be stimulated within the hospital environment. We 
stayed a time without the toy library. The leisure space for the child 
is a priority space. (NUTRITIONIST 05)

But facility discomfort, sensations of isolation and imprison-
ment were frequent statements among the companions:

We stay because we need to, but there are times that give an agony 
in the head, because being stuck all the time in a room is tiring. 
Inside the room between 4 walls, you stay because it is necessary, 
but it is uncomfortable. (COMPANION 08)

The problem of insufficient human resources in child care also 
emerged, which determines failures in care and contributes to 
the occurrence of errors, poor quality of care and even worsening 
of children’s condition:

It is inhumane for a nurse to have 27 patients, as it happens. Is 
this nurse able to adequately care for these patients? (NURSE 05)

The scrapping of equipment and furniture is a discourse 
legitimized in the statements of professionals and companions 
as an intervening factor in IV to hospitalized children: 

The cribs are old. Sometimes the child is sleeping; and when we 
lower the crib rail, it makes a noise, and the child wakes up scared. 
(NURSING TECHNICIAN 06)

The other day there was no elevator, surgery and examination 
were suspended, so this traumatizes not only the child, but also 
the companion. (NURSING TECHNICIAN 05)

Professionals and companions deliver discourses both of the 
lack of materials and equipment, as well as the offer of materials 
that do not contemplate the specificity of care to children. This 
deficiency causes problems such as postponement of procedures, 
examinations and impacts on the increase in hospitalization time, 
therefore, on risks of worsening of children’s clinical condition: 

We have five patients who need a medication and need to be 
monitored at the time of infusion, but we only have two monitors or 
three. What about the other two children, how are they? (NURSE 05)

She has an endoscopy also to do with ligation that I’m not able to 
score here because it’s out of material. (COMPANION 07)

Although in public health policies child health care services 
are presented as a right, the speeches of professionals and 
companions reveal the existence of problems related to man-
agement, characterized by slowness and delay in administrative 
processes, difficulty in dealing with bureaucratic situations, as 
well as leadership decisions that compromise the care and care 
of users and their families: 

The bureaucracy’s problem to give comfort to your child. When 
I wanted to donate an air conditioner, I couldn’t, because there 
are legal procedures. I wanted to buy the part, I can’t, because it’s 
already on bidding. I got a technician to fix it, but the hospital said 
I can’t either, because it has to be a person from here, because it’s 
overturned. They do not make things easier and on account of a 
play let a child suffer in a room isolated for days. Administration 
is totally flawed! (COMPANION 10)

Let the management here let us wear colorful clothes. The staff 
bought the clothes, but they do not allow. Let us parade with more 
joy, to be able to show that this is not an environment of suffering. 
(NURSING TECHNICIAN 07)

On the other hand, the discursive formation of pilgrimage 
overlaps as a serious problem, responsible for delays in the care 
provided to patients. In this study, participants support statements 
that express the delay in diagnosis and beginning of treatment: 

It is common here at the institution to receive patients who come 
from the third institution on a pilgrimage, because there is no exam 
that needs to be taken from the first institution. She is admitted to an 
ECU, goes to a tertiary hospital, but in this hospital the child needs 
an exam that he does not have, then he is transferred to another 
hospital. This is the experience of daily people. (PHYSICIAN 01)

We have a child hospitalized now who will probably have to un-
dergo an enucleation of the eye because he had a late diagnosis 
of a disease that could have been diagnosed back there and had 
saved him from having the enucleation, only doing local treat-
ment. The worst violence of child health is delay in diagnosis, 
pilgrimage. (PHYSICIAN 02)

We lost our emergency and that limits the patient. We have 
patients, we are a reference hospital for various specialties, and 
sometimes these patients sharpen and have nowhere to go, end 
up going to the most distant institutions and then come here. 
The pediatric emergency, but closed for reform and no longer 
opened. (PHYSICIAN 04)

DISCUSSION

The study showed that IV against children is also linked to dis-
courses that support the commitment of the structure of health 
services. IV situations to children are manifested by the absence of 
physical spaces, insufficient human resources, scrapped furniture, 
equipment and lack of materials. These conditions may be linked 
to the crisis of underfunding of SUS, but they also indicate an 
incipient attention from local management when disregarding 
the needs and peculiarities of health care for children.

In the discursive formation that activates discourses of lack 
of management attention to children’s needs (as evidenced 
by the inexistence of the hospital class and the pedagogical 
professional in the pediatric inpatient unit), it can be noted a 
child health care idealized through public policies that advocate 
educational services in hospital environments (hospital classes) 
with the objective of helping the child to develop cognitive 
capacity, meeting their learning needs, minimizing the stressful 
effects of the hospital environment(15-17). However, it is the very 
visibility of this idealized possibility that points to the finding 
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of the absence of this service in practice, revealing a context of 
health care for children, in no way different from the context of 
health care for adults, centered on actions related to treatment 
and cure of diseases, without considering children’s needs and 
the specifics of their development. 

Thus, the discourse of violations and invisibilities in the struc-
ture where pediatric care takes place sustains the profound 
influence of the concept of the hospital as a place destined only 
for patients’ cure and treatment, characteristic of a health model 
centered on the biophysician view, emerging in the 18th century. 
For Foucault(12), medicine was established for healing and used 
discipline and supervision to exercise control over bodies. The 
therapy consisted of suppressing the disease until it was reduced 
to non-existence, leading to the assumption that the various 
forms of physician knowledge constitute positive notions of 
health and normality, in which the definition of the model man 
is described as a non-sick man. In this conception of care, there 
was no space to think about issues related to health promotion 
and child development; thus, it is important to consider that the 
inexistence of children’s rights, such as the functioning of the 
hospital class, may be rooted in such conceptions.

The perspective of health promotion is to generate well-being 
and is based on the set of values that encompass life, health, 
equity, community participation and individual development 
for the establishment of healthy public policies(18). However, the 
discourses that are operationalized in participants’ statements 
point to some gaps between health policies and effective child 
care. Therefore, infants represent yet another product controlled 
by a health system that seeks to govern the clinic by evaluating 
the results of measurements and the objectives of previously 
established clinical practice and treatment, regardless of the 
specific needs of each one(19).

A survey carried out in Italy revealed that professionals con-
firmed that the right to continue school education is one of the 
least respected in pediatric units, being more often guaranteed 
in pediatric hospitals than in general hospitals. In Austria, it 
was found that this same right is established in almost all child 
psychiatric inpatient units(20-21). In Brazil, there is also evidence of 
problems related to the absence of a hospital class and difficulty 
in acquiring materials to keep the toy library functioning, which 
demonstrates that the education of hospitalized children has not 
been valued in health services(10). 

Despite Resolution 41 of 13 October 1995 regulates the right of 
hospitalized children and adolescents, emphasizing that children 
have the right to have their school curriculum monitored dur-
ing their stay in the hospital. In this study, participants reiterate 
statements that this is not guaranteed(8). The service’s attitude of 
failure to provide the conditions for the child to receive school 
monitoring reveals itself as a violation of rights, which can be 
characterized as a situation of IV. 

Another situation, which is also located in the analysis carried 
out so far, deals with the inadequacy of space for accommoda-
tion of companions. In the statements, the problem emerges that 
although the health service offers space for the family to stay with 
the child within 24 hours, the conditions of this environment were 
precarious, putting the safety of everyone involved at risk. The 
right to a companion, despite being one of the most respected by 

health institutions, is opposed to the precarious conditions in which 
they remain, which can increase the family’s and children’s stress. 

The presence of a companion is beneficial because, in addition 
to minimizing children’ psychological distress, it also helps in the 
early detection of risks during the hospitalization period(1). In the 
ECA, it is indicated that it is the obligation of health establish-
ments to provide conditions, when the child is hospitalized, for the 
full-time stay of a parent or guardian(7); however, such conditions 
become a paradox: to remain in order to enable the children to 
adapt better and minimize suffering; or remain in completely 
inadequate conditions, which triggers other forms of stress and 
even the family member becoming ill. 

Other infrastructure problems present in the statements confirm 
the lack of professionals and specific material, which causes seri-
ous damage to child care. This discourse is supported by research 
that confirms the deficit of human, material and drug resources 
in health services, which directly affects the quality of care and 
determines the occurrence of another type of IV, pilgrimage(5,22-25). 

The discursive regularity of the problem of scarcity in par-
ticipants’ statements goes far beyond quantitative logic. In this 
sense, what determines the fair redistribution of resources when 
they are already scarce? It can be said that the principles of dis-
tributive justice should define how scarce resources need to be 
allocated. Scarcity, on the other hand, is a phenomenon related 
to the satisfaction of public needs, which can be evidenced by 
the lack of specialized personnel, equipment and other inputs(26). 
Therefore, in order to allocate resources, it is necessary to consider 
how much to make available and to whom to assist, as there is 
no single criterion that can guide these adjustments, therefore, 
allocation decisions tend to be essentially political and local. In 
this way, when there are severe budget restrictions, people can 
become effective victims and the State will have done little or 
nothing about this sanction(27). 

When we discuss rights, it is necessary to consider their impos-
sibility or invisibility. Considering the unfeasible rights implies 
questioning that for them to materialize, it is necessary to have 
a structure to implement and supervise them, which makes 
it subject to the State’s mode of economic production(27). For 
Foucault, a government only acts when there is interest. Even a 
punishment must be applied considering the interests: is there an 
interest in punishing? Are you interested in begging? How much 
will it cost to reeducate? Discourses are governed by interests(12). 

Evaluating rights as invisible, suggests reflecting that it is 
from the environment conditions that needs emerge. Even if the 
theory shows and considers that health promotion actions have 
an impact, that public policies regulate professional qualification 
in favor of more effective care, visibility would be given by be-
ing aware of specific needs of physical structure and of human 
resources, as it is necessary to know to recognize. However, the 
speeches reproduced by professionals and companions eluci-
date that during children’s hospitalization, treatment and care 
occur, but without valuing children’s and their families’ needs. 
Therefore, it is problematic to use a discourse of accountability 
of individuals, institutional structure, professionals, to the detri-
ment of an entire process that needs to be made visible from the 
political, economic and cultural point of view. In short, according 
to Foucault, the State’s objective in implementing rights is not to 
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provide a legal framework to respect the fundamental rights of 
individuals, but rather equipping its policy on what happens in 
society, the market and the economy so that the limitation of its 
power is not guided by the freedoms of individuals, but by the 
economic analysis of what it will need to respect(12). 

According to Foucault, medicine is a biopolitical strategy, 
which the State uses to control the population. Therefore, bio-
politics is used along the lines of liberalism to ensure that social 
utility and economic benefit are used in favor of the State and 
not individuals, especially those with limited representation(12). 
Other studies reveal that the impact of economic policies on 
health services generates inequality and stratification of care, 
as actions are conditioned to economic indicators and not to 
human rights, which affects the autonomy of people, especially 
the most vulnerable(28-29). According to the Convention on the 
Rights of the Child (1990)(30), children need special protection 
and care, but it is evident to consider that the State and local 
management have failed, as they do not supply or monitor the 
fair distribution of resources to ensure the quality of service to it. 

In turn, the pilgrimage to health services is seen as a type 
of structural violence, as it reveals the inequalities and social 
injustices reproduced in institutions, in addition to indicating the 
presence of other types of inequities committed in health care 
services(31). Pilgrimage can occur due to: failure in the structure 
and organization of service networks; insufficient logistical and 
transport system; low resolution; problems in the reception of 
users; reduced number of pediatric services and healthcare pro-
fessionals, as well as the fragmentation of work between health 
teams(23-24,32). This phenomenon can become more intense when 
users belong to vulnerable or neglected populations, such as 
children with special needs, quilombolas (Common designation 
for refugee slaves in quilombos, or descendants of black slaves 
whose ancestors during the period of slavery fled from sugar 
cane plantations, farms and small properties), indigenous people 
and rural communities, which reflects the influence of social and 
economic determinants in the search for health care(33-34). 

In spite of this, pilgrimage contributes to the increase in mor-
tality rates, because while the user seeks care in health services, 
his clinical condition worsens, increasing the risk of death. This 
can be seen when we verify research results in the obstetric 
field, in which pilgrimage increased the risk of infant death three 
times more(34-35). Pilgrimage takes place at different levels of the 
service network, from primary care to high complexity, being 
present in several countries(36). Furthermore, the act of pilgrimage 
demonstrates that, although some services have technological 
resources, the lack of assistance occurs due to unpreparedness 
and difficulties in the organization and care of patients(35). 

For Foucault(37), the violent character of power practices derives 
from the political rationality behind it. Violence on pilgrimages is, 
therefore, a manifestation of the political rationality of the State’s 
political economic system due to the political-administrative 
mismatch that results in deprivation and difficulties in the search 
for health care. This distortion in health care is violent, as the insti-
tution reproduces its inequities, demonstrating that there is still 
great difficulty in developing principles of integrality and equity. 

According to Foucault’s thinking, the presence of economic 
rationality in the speeches is compatible with the biopolitical 

strategy used in the security device. That is, the security device 
is a power technology used to control populations through 
demographic data, in order to control government reason. In 
this study, pilgrimage, sustained as a discourse that announces 
a recurrent situation, is an issue that demonstrates little or no 
concern of management with expanding the provision of services 
to children, possibly due to the lower representation it has with 
regard to care in the health network. Thus, the concept of the 
invisibility of children in the health service remains, which becomes 
inconsistent, as children’s demands are numerous and growing.

Paradoxically, despite the bill of rights for users of health 
services emphasizes that “every citizen has the right to orderly 
and organized access to health systems”(7) and the ECA guarantee 
children full access to lines of care through SUS, what is perceived 
is the view that users who receive health care are considered 
privileged. Such evidence was found in a survey that sought to 
highlight the users’ perception of accessibility in health services, 
in which they felt the professionals treating them as a bunch of 
needy people and the assistance provided, a charity(38). 

Problems related to management revealed poor quality of 
health care for children and their families. What is most expressed 
in the statements is the standardization of services consisting of 
strict rules and routines and the presence of failures in manage-
ment decision-making. In this sense, a study indicates that the 
standardization of services is often a contradiction in terms of 
the importance of implementing a care plan that respects the 
differences existing in the various centers(39). Thus, the application 
of strict rules and the overvaluation of bureaucracy prevented 
children from receiving adequate or minimally adequate care.

The principle of comprehensiveness is considered as an ar-
ticulated and continuous set of preventive or curative, collective 
or individual actions that need to exist at all levels of complexity 
of the system(10). However, in the discursive statements, it could 
be analyzed that care is often fragmented, committed much 
more to the norm than to individuals’ rights. An example of this 
was the determination that the nursing staff wear only the white 
uniform. This requirement is nothing more than the imposition 
of rules reproduced in health services originated in discourses 
that propagate signs of control and authority produced amid a 
discursive dynamic based on discipline, which comes to oppose 
important principles of practice that value humanized care for 
children.

For Foucault, discipline within hospitals is based on the com-
position of well-defined strategies for control of bodies, time, 
space, norms and training(12). Thus, the data from this research 
show the permanence of elements related to strict norms and 
rules imposed by hospital institutions, leading children and their 
families to experience deprivation and violence. 

Administrative failures, made visible by the research partici-
pants, show IV by noting the invisibilities of children’s and their 
families’ needs. For Foucault, “the rule is the calculated pleasure of 
obstinacy”(37), through it, domination is allowed to occur. Thus, the 
universe of rules satisfies violence, as these are empty, they only 
assist those who take possession of them. In this study, profes-
sionals and users are immersed in the same logic of discourses 
that convey a universe of rules, however it is necessary to consider 
that such rules, in many situations, prevailed to the detriment of 
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users’ rights. Furthermore, it was possible to notice the existence of 
escape zones (visibilities) and spaces of resistance in the speeches 
of professionals and companions, but it is still necessary to ask: 
how can adjustments, changes and improvements that seek to 
capture the difference in favor of quality of care?

Study limitations

In the present study, even though it has carried out a productive 
number of interviews with professionals and companions, the 
fact that it was carried out in a university hospital in a northeast-
ern state is considered a limitation, thus obtaining a restricted 
representation.

Contributions to nursing

This study fills an important gap in research involving IV in 
health services and child care. By recognizing the invisibility of 

IV to children in the hospital structure, nursing can understand 
and act in the adoption of measures that will minimize this prob-
lem, allowing care to occur in a safer and more humane way for 
children and their families.

FINAL CONSIDERATIONS 

This study presented and discussed the structural elements 
related to IV in the care environment for hospitalized children, 
evidenced by the problems of infrastructure, management and 
pilgrimage. The invisibilities that delimit IV to the hospitalized 
child were identified through violations of children’s rights, which 
affect the inadequacies of the hospital structure. Foucault’s thought 
contributed to a better understanding of the gear and disposition 
of power games (biopolitical strategy and discipline) behind these 
invisibilities. It is urgent to consider the need to expand discussions 
about IV in hospitals, as a way to offer quality care to children so 
that the service is not a producer of violence, but an ally in its fight.
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