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Integrated embracement in Psychosocial Care Centers for 
Alcohol and Drugs in the perspective of the protection of human 
rights

Abstract  This article aims to assess whether or 
not the results of integrated embracement in Psy-
chosocial Care Centers for Alcohol and Drugs III 
(CAPS AD III) meet the quality standards ne-
cessary for the protection of and respect for users’ 
human rights. An evaluative, quantitative, and 
longitudinal design was developed through a stu-
dy with 122 users, embraced in two CAPS AD III 
follow-ups after 14 and 90 days. This study analy-
zed the quality of life indicators, consequences of 
substance abuse, and psychosocial rehabilitation 
in the light of the QualityRights framework. Three 
themes and nine patterns were evaluated. In this 
study, four patterns were classified as total reach, 
four as partial reach, and one as initiated reach. 
The right to enjoy the highest possible standard of 
physical and mental health was the standard most 
achieved by integrated embracement (theme 2). 
The right to exercise legal capacity and the right to 
personal freedom and security were achieved, but 
with some weaknesses (theme 3). The right to live 
independently and be included in the community 
requires other social resources, in addition to spe-
cialized mental health care in order to be impro-
ved (theme 5).
Key words  Substance Abuse Treatment Centers, 
User embracement, Health Impact Assessment, 
Human rights
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Introduction

Problems resulting from the use of alcohol and 
other drugs has been on the rise, especially in 
developing countries, related to a series of bio-
psychosocial and social determinants, which 
demand specific approaches from healthcare ser-
vices. The United Nations (UN) affirms that to 
deal with the global question of drugs, it is nec-
essary to respect one’s human rights, given that 
the complexity that involves the substance abuse 
and its relationship with stigma and consequent 
exclusion, rejection, and marginalization of users 
has direct implications on guaranteeing human 
rights1. 

The violation of human rights in the context 
of mental health is significant and appears within 
erroneous concepts of “people with disabilities”, 
in turn justifying conducts of the deprivation of 
liberty, the inability to make decisions, the nega-
tion of spaces for work, health, and education, 
among others, which generally occur in fully 
psychiatric hospitals2. In this sense, this connec-
tion (mental health and human rights) generates 
controversies in the face of interventions, such 
as the involuntary actions that have already been 
regulated by certain policies, including “medical 
conduct”. In a broader sense, the recognition of 
enforcement practices in this field needs to break 
the paradigms and include social, political and 
economic factors that discriminate the rights of 
people with mental health problems in its discus-
sion through healthcare services3. 

This globally recognized scenario is no longer 
acceptable, and one concrete initiative to guide 
this restructuring is the QualityRights (QR) 
framework from the World Health Organization 
(WHO). QR was developed to evaluate mental 
health services from the point of view of protect-
ing the human rights of those with some form of 
intellectual deficiency, those with mental health 
problems, and those who use alcohol and other 
drugs. It is a reference that aims to contribute to 
the identification of negligent practices and to 
improve the quality of the care and the respect 
for human rights within healthcare services2. 

This was structured by means of seven arti-
cles defined by the UN Convention on the Rights 
of Persons with Disabilities (CRPD) and orga-
nized in five themes, which define human rights 
as: (1) The right to an adequate standard of living 
(Article 28); (2) The right to the enjoyment of 
the highest attainable standard of physical and 
mental health (Article 25); (3) The right to ex-
ercise the legal capacity and the right to the per-

son’s liberty and security (Articles 12 and 14); 
(4) Freedom from torture or cruel, inhumane, or 
degrading treatment or punishment, and against 
exploitation, violence, and abuse (Articles 15 and 
16); (5) The right to live independently and be 
included in the community (Article 19). For each 
theme, the QR framework determines between 
four and seven standards that are the criteria of 
quality assessment and the guarantee of human 
rights, which must be guaranteed by the services. 
The assessment of each standard allows one to 
determine if the global theme has been met4,5. 

The QR model has contributed to systemati-
cally document the assessment results from hos-
pital and outpatient mental health services and to 
improve the quality of the services, with a reduc-
tion in the enforcement practices and the respect 
for human rights6,7. QR assessment studies have 
been documented in Chile8, India9, and Brazil10,11, 
in general mental health community services, 
where the approach and discussion surrounding 
human rights is apparently more present7.

More specifically in Brazil, Adult Psychoso-
cial Care Centers (CAPS, in Portuguese) have 
been assessed in the Midwest, Northeast, and 
North regions of the country10,11. Assessments of 
CAPS on Alcohol and other Drugs (CAPS AD) 
using QR were not identified, nor were assess-
ments of the integrated embracement model 
(CAPS AD III). 

CAPS AD is a recent and unique care model 
that takes on a central role in the Brazilian Psy-
chosocial Care Network (RAPS, in Portuguese) 
and guides the specialized care for alcohol and 
other drugs, within the logic of Harm Reduc-
tion (HR). This was implemented through the 
process of the reform of Brazilian psychiatrics 
and has the aim of redirecting care to psychoso-
cial care and guaranteeing the security and the 
rights of the person who presents a problem of 
substance abuse through a social and healthcare 
policis12. Modality III encompasses the full, 24-hr 
embracement in CAPS AD, including overnight 
stays, at most, 14 days per month, in the same 
service, representing a private character model 
when compared to other communitarian forms 
of care in the international scenario. It is geared 
toward the people that need support for more 
complex and serious needs, crisis situations, risks 
considering one’s state of health, social vulnera-
bility, among others, which must guarantee the 
protection of their human rights13.

In this sense, the assessment of services to 
treat substance abuse by applying the QR frame-
work can contribute to expanding the views on 
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different care models, filling in the scientific gaps, 
and subsidizing public policies to affirm mental 
health as a human right14. Therefore, this study 
seeks to assess whether or not the results of in-
tegrated embracement in CAPS AD III meet the 
standards of quality for the protection of and re-
spect for human rights.

methods

This work was an evaluative, qualitative study, 
using a longitudinal design, and was part of the 
core Project: “Results of the treatment for alco-
hol and other drugs in Psychosocial Care Cen-
ters, modality III: cohort study”, which intended 
to assess the impact of integrated embracement 
in two CAPS AD III of the central region of São 
Paulo through biopsychosocial indicators: qual-
ity of life, consequences of the substance abuse, 
and psychosocial rehabilitation (defined based 
on preliminary studies and public policies re-
garding drugs)1,8,15-18.

The present study proposes an evaluation in 
the perspective of the protection of human rights 
in order to verify if the results obtained through 
integrated embracement meet the quality stan-
dards for the protection of and respect for hu-
man rights of the users of the services proposed 
by the QR framework.

The assessed CAPS AD III are references of a 
territory marked by social vulnerability, in which 
45% of the homeless population of the city of 
São Paulo and includes the largest scene of the 
public consumption of crack in Brazil. The data 
were collected with 122 users, selected by conve-
nience in the two CAPS AD III, from February 
2019 to February 2020. These were accompanied 
for 90 days and interviewed in three moments: 
(1) T0 - Embracement (n=122); (2) T1 - after 14 
days (n=67); (3) T2 - after 90 days (n=49). The 
participants were approached by the researchers 
on the day of admission to integrated embrace-
ment in the CAPS AD III. Those that accepted to 
participate in the study filled out a form contain-
ing personal data, telephone numbers, addresses, 
and information from other people who could 
establish contact with the participant. These data 
were used for follow-up, which included five 
attempts to locate the participants. Those who 
were not found and/or did not finish filling out 
the answers in T2 were considered sample losses.

The study was interrupted due to the 
COVID-19 pandemic, which hampered the in-
clusion of more participants in the sample and 

the continuance of the study. The inclusion cri-
teria were individuals aged 18 years and over, in 
CAPS AD III treatment, admitted for integrated 
embracement during the period of the study and 
who answered at least one follow-up interview. 
All sample losses were excluded.

To assess if the results from the integrated 
embracement in the CAPS AD III meet the qual-
ity standards for the protection of and respect for 
human rights, this study followed the QR guide-
lines described in the “WHO QualityRights tool 
kit”5. An assessment team was put together, con-
sisting of three specialists in the area of alcohol 
and other drugs in order to assess the standards 
of the themes 2, 3, and 5 of the QR through user 
answers. Theme 1 (seven standards) – The right 
to an adequate standard of living – is not appli-
cable to outpatient services, such as the CAPS AD 
III, and theme 4 (five standards) – Prevention 
against torture or cruel, inhumane, or degrading 
treatment or punishment, and against exploita-
tion, violence, and abuse – does not meet the 
aim of the core study and could not be assessed. 
Therefore, these themes were not included in the 
assessment.

Among the 13 standards of themes 2 (five 
standards), 3 (four standards), and 5 (four stan-
dards), nine were assessed. One standard of 
theme 2 (2.2. The service counts on qualified pro-
fessionals and offers high-quality care in mental 
health); two standards of theme 3 (3.3. The ser-
vice users can exercise their legal capacity and re-
ceive the necessary support to exercise their legal 
capacity; 3.4. The users of the service have the 
right to confidentiality and to the access to their 
personal health information); and one standard 
from theme 5 (5.3. The right of the users of the 
service to participate in public and private lives 
and to exercise the freedom of association is sup-
ported), could not be assessed according to the 
indicators selected in this study.

Each assessed standard contains the follow-
ing hypotheses of classification determined by 
the WHO tool kit: Achieved in Full (AF): There 
is evidence that the criteria, standards, or themes 
were achieved in full; Achieved Partially (AP): 
There is evidence that the criteria, standards, or 
themes were conducted; however, improvements 
are still necessary; Initiated Outreach (IO): There 
is evidence of the measures that are to be taken 
to comply with the criteria, standards, or themes; 
however, significant improvements are still nec-
essary; Not Initiated (NI): There is no evidence 
of compliance with the criteria, standards, or 
themes; Not Applicable (NA): The criteria, stan-



2420
B

os
ka

 G
A

 e
t a

l.

dards, or themes are not applicable to the service 
in question5. 

The following were considered to be evidence 
to classify the answers to the standards of the 
QR themes: the longitudinally assessed biopsy-
chosocial indicators (quality of life, use of alco-
hol and other drugs, consequences of substance 
abuse and psychosocial rehabilitation axes) that 
presented a significant difference throughout the 
follow-up, in addition to the characteristics of 
the population, other descriptive variables, and 
guidelines of the CAPS AD III model.

The indicators were measured by: 1) the 
WHOQOL-BREF scale, which contains 26 items 
that assess the overall quality of life and the di-
mensions: (a) Physical, (b) Psychological, (c) 
Social, and (d) Environmental. This is an instru-
ment indicated by the WHO to assess results of 
community treatments within a broader scope 
than the symptomatology of diseases or bio-
medical indicators19; 2) Substance Addiction 
Consequences (SAC) scale was used to assess 
the consequences related to the consumption of 
substances at home: (a) Psychological and fami-
ly; (b) Functionality; (c) Self-care; (d) Economic 
and Work. It consists of 16 items that allow one to 
measure the level of severity of the consequences 
of consumption20; 3) Psychosocial rehabilitation 
of the users was assessed by the reach of the axes 
of work, productivity, housing, and support net-
work, as indicated by the Brazilian mental health 
policy and the QR framework4,15. 

The group of assessment instruments, in 
addition to the identification data and socio-
economic questions and substance abuse, were 
added to an instrument applied in the three stag-
es of the study (T0, T1, and T2), with help from 
the Google Forms platform. Also included were 
questions about the reasons for admission, time 
of stay, and type of release from integrated em-
bracement, developed activities (groups, individ-
ual care, use of medication), as well as other cur-
rent follow-ups, which served as control variables 
in the analysis in order to avoid bias.

The data were analyzed by the R 3.5.1 pro-
gram with a descriptive analysis (average, medi-
an, standard deviation (SD), frequencies) and the 
mixed effects logistics regression model. A p-val-
ue of less than or equal to 0.05 was considered, 
and a 95% confidence interval (CI) was used. The 
results are presented in tables organized accord-
ing to the QR themes. 

This study was approved by the Research 
Ethics Committee of the Nursing School of the 
University of São Paulo (2.759.176/2018) and by 

the Municipal Health Secretary of the city of São 
Paulo (2.832.670/2018).

results

Of the 122 participants included in the base-
line (T0), the majority were cisgender men 
(79.5%/97), with an average of 44 years of 
age (SD=10.3), single (72.1%/88), homeless 
(81.1%/99), with an average level of education 
of eight years (SD=3.7) and an average time of 
25 years consuming alcohol and other drugs 
(SD=11.8). Regarding the consumption in the 
last 30 days, in order of prevalence, they reported 
the use of tobacco (22 days), alcohol (21 days), 
cannabis (9 days), and crack (8 days). 

The average time of treatment in the CAPS 
AD III was of three years (SD=6.3) and each par-
ticipant had already been fully embraced twice 
before the study. In the embracement studied 
herein, the average time of stay was seven days, 
and the reasons for admission were the reduc-
tion of drug consumption (82%/100), detox 
(69.8%/85), and the situation of social vulnera-
bility (46.7%/57). The majority of participants 
used some type of medication (88%/107), were 
undergoing individual follow-up (98,5%/120), 
and participated in group activities (86.6%/105).

Release from integrated embracement was 
planned with the aid of openings in temporary 
embracement centers (52,2%/64), and integrated 
embracement was assessed as positive by 83.6% 
(102) of the participants. Only the follow-up in 
Basic Health Units (UBS, in Portuguese) at the 
same time as in the CAPS AD III was reported by 
25% of the participants.

The assessment of the results of the integrat-
ed embracement in the CAPS AD III in light of 
human rights is presented in Chart 1. The QR 
themes were assessed based on the evidence of 
the answers for each standard, which were: user 
characteristics, CAPS AD III guidelines, the 
use of substances and their consequences (SAC 
scale), quality of life (WHOQOL-BREF), and 
axes of psychosocial rehabilitation. These were 
then classified into groups according to the level 
of achievement.

Of the nine assessed standards, only one stan-
dard from theme 5 – access to opportunities of 
education and work – were considered to be IO, 
four were AF, and four AP.

Table 1 described the results of the longitu-
dinal indicators that subsidize the assessments 
of the QR themes. More significant results were 
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Chart 1. Assessment of integrated embracement in CAPS AD III according to QR themes. São Paulo, Brazil. 2020.

Qualityrights (Qr) theme evidence
Level of 

achievement

theme 2 - the right to enjoy the highest standard of physical and mental health

Standard 2.1: The service is 
available for all who need 
treatment and support.

-Low access of cisgender women (19=8.9%) and transgender persons (1.6%) 
to integrated embracement;
-WHOQOL-BREF: Improvement in the environmental dimension that 
assessed the availability and quality of health care and social care.

AP

Standard 2.3: Treatment, 
psychosocial rehabilitation, 
and interactions for support 
networks are elements of 
a therapy project geared 
toward user needs and 
contribute to their capacity 
to live independently in the 
community.

-The care provided in integrated embracement is geared toward user needs 
and has psychosocial rehabilitation as an intervention axis;
-Reduction in the days of consumption of all of the substances, especially 
alcohol, cannabis, and crack, and an increase in the days of abstinence;
-WHOQOL-BREF: Improvement in the overall quality of life; Improvement 
in the physical dimension, which assessed the capacity to work, mobility, and 
daily routine activities;
-SAC: Reduction in the severity of the consequences of using psychosocial 
substances in all dimensions.
-Reach of the axis of psychosocial rehabilitation performance.

AF

Standard 2.4: Psychotropic 
medications are available, 
are accessible, and are used 
appropriately.

-In integrated embracement, 88% of the users had access to the use of 
medications.

AF

Standard 2.5: Adequate services 
are available for overall and 
reproductive health.

-Embracement in Primary Health Care was reported by 25% of the 
participants and did not change in the follow-up. AP

theme 3 - the right to exercise one’s legal capacity and the right to personal liberty and security

Standard 3.1: The preferences 
of the users of the services, 
as regards the place and way 
they were treated, are always a 
priority.

-CAPS AD III follow the HR principles;
-83.6% of the releases from integrated embracement were planned with the 
team according to the therapy project;
-User commitment in group activities and in individual care with respected 
professionals in the field;
-SAC: Reduction in the consequences of substance abuse in the functionality 
domain, which assessed the incapacity to make day-to-day decisions. 

AF

Standard 3.2: There are 
procedures and safeguards 
to prevent the deprivation of 
liberty and treatment without 
one’s free and informed consent

-No signature of free and informed consent was identified during integrated 
embracement;
-The agreement for admission and release from embracement is voluntary;
-Users participate in building their own therapy projects.

AP

theme 5 - the right to live independently and to be included in the community

Standard 5.1: The users of the 
service receive support to have 
access to a place to live and 
have the necessary financial 
resources made available to 
them to live in the community.

-The access to income was possible through social benefits;
-WHOQOL-BREF: Improvement in the environmental dimension that 
assessed financial resources and the home environment;
-The housing axis saw no significant changes, but many users left the 
condition of homelessness and were referred to temporary embracement 
centers.

AP

Standard 5.2: The users of 
the service can have access 
to education and work 
opportunities.

-Low level of education, with 23.2% of the participants with only four years 
of study;
-The work axis saw no significant changes.

IO

Standard 5.4: The users of 
the service receive support to 
participate in social, cultural, 
religious, and leisure activities. 

-WHOQOL-BREF: Improvement in the environmental dimension, which 
assessed the opportunities of acquiring new information, abilities, and 
opportunities of recreation/leisure;
-Improvement in the psychological dimension, which assessed spirituality/
religion/personal beliefs;
-SAC: Reduction of consequences in the psychological and family domains, 
which assessed isolation and loneliness. 

AF

AF - Achieved in Full; AP - Achieved Partially; IO - Initiated Outreach; WHOQOL-BREF - Quality of Life Scale; SAC - Substance Addiction 
Consequences Scale.

Source: Authors.
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observed in T1 with an increase in the days of 
abstinence, reduction in the days of the use of 
substances and their consequences, and im-
provement in the quality of life in nearly all di-
mensions. In T2, the result remained the same, 
especially in the quality of life, and the axis of the 
productivity of psychosocial rehabilitation was 
also positively affected.

Discussion

the right to enjoy the highest standard 
of physical and mental health
 
The questions of physical and mental health 

were those that most benefitted from the inte-
grated embracement in the assessed CAPS AD 
III. This result was partially expected due to the 
policy guideline of the embracement model de-
fined in human rights, which guarantees 24-hour 
nursing care to its users; a protected location to 

satisfy the basic needs of food, hygiene, and rest; 
in addition to access to the use of medications, 
when necessary13. 

Moreover, being in the integrated embrace-
ment improved the capacity of the participants 
to live independently in the community and to 
enjoy higher standards of physical and men-
tal health, because they were able to reduce the 
problematic consumption and negative conse-
quences of the consumption of alcohol and other 
drugs. They also experienced an expressive im-
provement in their quality of life in all domains 
and availability of medication, when necessary.

Nevertheless, through the assessment of this 
theme, two challenges were found that limit-
ed the total reach of the right to enjoy a higher 
standard of physical and mental health: the lack 
of availability of integrated embracement in the 
CAPS AD III for all who needed it and the diffi-
culty to work in a network.

These challenges have already been pointed 
out by other studies that identified the existence 

table 1. Longitudinal results of the indicators of integrated embracement in CAPS AD III. São Paulo, Brazil. 
2020.

Indicators 
t0 (n=122) - t1 (n=67) t0 (n=122) - t2 (n=49)

p p

Use of psychoactive substances

Abstinence <0.001* 0.685

Alcohol <0.001* 0.143

Crack <0.001* 0.021*

Cannabis <0.001* 0.021*

SAC scale

1. Psychological and family <0.001* 0.097

2. Functionality <0.001* 0.252

3.Self-care <0.001* 0.747

4.Economic and work 0.031 0.776

Total <0.001* 0.187

WHOQOL-BREF

1. Physical <0.001* 0.241

2. Psychological <0.001* <0.001*

3. Social 0.137 0.678

4. Environmental <0.001* 0.021*

Total <0.001* <0.001*

Psychosocial Rehabilitation Axes

Housing 0.582 0.410

Work 0.163 0.166

Income 0.768 0.025*

Support network 0.110 0.102
*p-value ≤ 0.05; SAC - Substance Addiction Consequences Scale; WHOQOL-BREF - Quality of Life Scale.

Source: Authors.
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of access barriers to hospital beds in the CAPS 
AD III, especially in relation to gender, since 
women and transgender persons find it hard to 
be embraced in the treatments offered due to the 
lack of singularity in the actions16,21. 

The international guidelines consider the 
women to be one of the priority groups of po-
litical obligation, resulting from human rights 
of specific groups. This reinforces the fact that 
“women that use drugs have the right to access to 
health services, including the sexual and repro-
ductive, in a non-discriminatory manner, and 
in this sense, the state should take the necessary 
measures to guarantee the availability and access 
to the necessary services “of good quality and 
gender sensitive”1.

Another challenge includes network actions. 
As identified in another study that used the QR 
assessment in Adult CAPS, the specialized men-
tal health services tend to centralize all the user 
health needs due to the link and the relationships 
of trust that are established, which facilitates 
care10. However, to guarantee the high standard 
of health for this population, the integrality of 
the actions should be shared with the Psychoso-
cial Care Networks (RAPS, in Portuguese), espe-
cially with primary care22, as indicated in article 
25 of the CRPD. 

Standard 2.5, which assessed the availability 
of adequate services for overall and reproductive 
health needs, was partially attended to because 
only 25% of the participants received support 
from the BHS at the same time as in the CAPS 
AD III, despite the good coverage of these services 
in the studied region. It is important to highlight 
that the social determinants of health of the stud-
ied population may have interfered in the mainte-
nance of the more positive results and reflect the 
inequalities experienced daily by this population 
when accessing adequate health care and, conse-
quently, in guaranteeing human rights.

the right to exercise one’s legal capacity 
and right to personal liberty and security
 
This theme treats subjective questions that 

would be better proven by qualitative data, and 
we were therefore only able to treat two of the 
four predicted QR standards. This basically 
treats the autonomy and concept of “supported 
decision-making”, where people have access to 
support options (people they trust) to make the 
choices for themselves5. This runs in line with 
what we call the promotion of contractuality in 
the CAPS; it means “being with” the users in their 

daily routines, measuring relationships to create 
new spaces and broaden opportunities12. 

Concerning what was possible to assess, 
standard 3.1 was assessed as AF, since integrat-
ed embracement in the CAPS AD III is a com-
pletely voluntary care model and is agreed upon 
between the team and the user regarding the 
therapeutic project. In addition, when embraced 
for 24 hours, there is a considerable increase in 
the care provided by the multidisciplinary team, 
especially with the experienced professionals, or 
the case managers, and the users can opt to re-
ceive individual care and participate in the group 
activities of their choice17.

The weakness of this theme was proven by 
the absence of a specific informed consent for 
the period of integrated embracement, which 
guarantees the total security and liberty of the 
users, which was therefore assessed as “not ini-
tiated”. Findings from Pitta et al.10 considered, 
in the assessment of the QR, standard 3.2 as AP, 
given that, as the consent of care is signed when 
the therapeutic project is built by the user and 
the case manager, it is understood that it guaran-
tees the right of participation of the subject in the 
treatment and the co-responsibility of the pro-
fessional in the choice of therapeutic approaches.

Nevertheless, our study identified a specific 
consent that prevents the deprivation of the us-
er’s right to integrated embracement, such as the 
right to participate in the decision about the time 
of stay, as well as in being released before the ex-
pected time, in turn ensuring one’s full right to 
liberty and capacity to make decisions regarding 
their own care, given that in clinics for alcohol 
and drugs, in addition to the questions inherent 
and common, mental health presents concerns 
about the criminalization of the users1. 

Another aspect considered was the care mod-
el of the CAPS AD III, guided by the principles 
of HR. This evidence sustains the reach of stan-
dards, both in theme 2 as well as in theme 3, as 
it does not refer only to the expansion of the 
possibilities of care provided by the healthcare 
services, but to the guarantee of the choice and 
decision made by the users, respecting the lim-
its of each one and encouraging citizenship. HR 
practices are set forth in the UN guidelines for 
public policies on alcohol and other drugs as one 
of the obligations for the guarantee of the right to 
the highest possible standard of health for drug 
users, including voluntary access to services and 
to information about HR and the use of drugs, as 
a practice proven to be effective in guaranteeing 
the rights of this population1,6,16.
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the right to live independently 
and to be included in the community
 
This theme, related to psychosocial rehabil-

itation, represents the axes of greatest difficulty 
not only for integrated embracement in the stud-
ied CAPS AD III, but also in the short (T1) and 
middle (T2) terms, as well as for other assessed 
contexts that used the QR framework8,9. It treats 
the rights of people to live in the community and 
to have access to work, education, and social and 
financial aid, which are minimally necessary to 
exercise citizenship4.  

One study that assessed 15 mental health com-
munity services in Chile, identified that theme 5 
presented the greatest difference among the inter-
viewed groups. Both users and family members 
meet all of the standards from theme 5 with lower 
scores than the professionals, that is, the profes-
sionals considered that the criteria to live inde-
pendently and to be included in the community 
had not yet been achieved, while users and family 
members reported the contrary, pointing out the 
difficulty of the services to support the questions 
of housing, work, and education7. No assessments 
were found about theme 5 in other studies.

In the case of this assessment, the most im-
portant thing to be considered is that the 24-hour 
embracement is short (average of 7 to 14 days) 
and has the core aim of dealing with the most se-
vere situations related to drug use in the commu-
nity. However, in general, a positive interaction 
among the professionals was found during inte-
grated embracement, achieving social support, 
which changed the condition of the participants’ 
right to income, with access, especially to social 
benefits, after 90 days of embracement, which 
may well have contributed to important changes 
in the axes.

As regards the housing, work, and educa-
tion axis, these services support the users in the 
search for openings in temporary embracement 
centers after having been released from integrat-
ed embracement, which changes their housing 
condition, and does not restrict their access to 
educational and work opportunities. By contrast, 
it was observed throughout the study that many 
participants resumed their involvement in these 
activities due to the support provided in integrat-
ed embracement, and for this reason, they were 
assessed as achieved.

Nonetheless, it is important to highlight that 
the tools used were insufficient to promote a sig-
nificant change in these axes. This is backed by 

evidence that highlights a difficulty in the sup-
port provided by the service teams regarding 
strategies to guarantee the rights of users to live 
independently and to be included in the commu-
nity through access to housing, income, work, 
and education8,16. As highlighted in article 19, 
people have the right to decide where and with 
whom to live, to choose where and what to study, 
and in what job they would like to work4, which 
expands the concepts of inclusion and partici-
pation in the community and, consequently, the 
approach of these services when faced with these 
questions, which was not possible to assess in this 
study.

The standards assessed by this theme are 
important results for mental health services, as 
they indicate patient recovery and not merely 
a diminishing of symptoms or of illegal drug 
consumption4,23. In the services of treatment for 
alcohol and other drugs, mainly those that pro-
vide medical care for the homeless, there are even 
more challenging aims to be achieved, given that 
this phenomenon still needs heavy investment in 
the social determinants of health and interaction 
among the public powers to guarantee more ef-
fective public policies, such as Housing First and 
social inclusion through work24.

Concerning standard 5.4, it was observed that 
the integrated embracement for the participants 
of this study contributes to the opportunities to 
acquire new information and abilities, have rec-
reation/leisure activities, and spiritual/religious 
connection, as well as reduce the damage caused 
by isolation and solitude caused by the problem-
atic use of alcohol and other drugs, measured by 
the scale. Similar experiences have already been 
reported in mental health services in India af-
ter having received the QR intervention, where 
they observed a significant improvement in the 
feeling of capacity and satisfaction on the part of 
the participants9. In Brazil, it was found that the 
Adult CAPS ensure user rights to participate in 
the treatment and support their protagonism in 
the community through the promotion of social, 
cultural, and leisure activities10.

The limitations of this study include the fol-
lowing: the sample losses in the follow-up, which 
may have interfered in the significance of some 
results; the impossibility of achieving all of the 
standards of the QR themes, which could ex-
pand the assessment of the protection of human 
rights; the impossibility of generalizing the data, 
given that they correspond to two services from a 
specific region of São Paulo, Brazil.
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Conclusion

When assessing the results of the integrated 
embracement of the two CAPS AD III from the 
central region of São Paulo, it was identified that 
this resource partially achieved the standards of 
quality for the protection of and respect for hu-
man rights. Staying in the 24-hour embracement 
improved the overall health conditions and well-
being of the users, reducing the severity of the 
negative consequences stemming from the use of 
alcohol and other drugs, and made it possible to 
make changes toward psychosocial rehabilitation 
and inclusion in the community.

The weaknesses pointed out by the QR as-
sessment can be reanalyzed and improved with 
support from the psychosocial care network. The 

challenges identified to achieve high-level qual-
ity in guaranteeing human rights correspond to 
the common question experienced in the care 
provided to people who use drugs and live in a 
situation of vulnerability, and who consequently 
benefit from the support resulting from inclusive 
public policies.

We therefore suggest conducting a realistic 
analysis of the application of the QR in CAPS 
AD III so as to adapt the assessment to this full 
answer model, as well as a qualitative assessment 
to expand the answers concerning the quality of 
other standards. We feel that it was possible to ful-
fill the objective of this study and contribute with 
scientific knowledge on the theme of the human 
rights of people who use drugs in the context of 
psychosocial care.
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