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Abstract Decentralization and regionalization
are strategic themes for reforms in the health sys-
tem. This paper analyzes the complex process of
health regionalization being developed in Brazil.
This paper identifies that the normative frame-
work from the Brazilian National Health Sys-
tem, SUS has made advances with respect to its
institutionalization and overcoming the initial
centrality involved in municipalization. This has
strengthened the development of regionalization
and the intergovernmental agreement on health
but the evidence points to the need to promote a
revision. Based on document analysis, literature
review and the views given by the authors in-
volved in management in SUS as well as generat-
ing radically different views, the challenges for the
construction of a regionalization that is active, is
debated. We also discuss: its relations with plan-
ning and the dimensioning of service networks,
the production of active care networks and shared
management spaces, the inter-federative agree-
ments and regional regulations, the capacity to
coordinate regional systems and financing and
the impact of the political dimension and electoral
cycles. Regionalization (and SUS itself) is an open
book, therefore ways and possibilities on how to
maintain an active form of regionalization can be
recommended.
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Introduction

The institutional and legal framework that SUS
finds itself in, is an expression of the anxiety for
reform in the Brazilian health system with re-
gionalization being on the agenda based on the
idea of political and administrative decentraliza-
tion.

The politics of decentralization, the widening
of care and the integration of health services con-
stitute significant characteristics of the recent re-
forms that are underway in industrialized coun-
tries'. On one side are those seeking reforms who
are apparently against decentralization, whilst on
the other side there are those that believe in inte-
gration. They are, in practice, phenomena that is
interdependent which comes together to induce
dynamics that ensure the development and con-
tinuity of the public health system?.

Many factors have contributed to the major
fragmentation of the health organizations such as
a tendency of impermeability of the professional
frontiers (helped by the expansion of knowledge
and techniques) and financing modalities that
generate various sub-systems. Recent initiatives
aimed at strengthening the integration of health
services have shown differences in concepts in
relation to the mechanisms adopted for its op-
erationalization and its sought-after objectives’.

Integration can be examined in three differ-
ent ways: the redefining of organizational struc-
tures which may take the form of vertical integra-
tion (hierarchical networks), horizontal services
of the same size being inter-sectoral or inside of a
context of political decentralization of responsi-
bilities between different spheres of government
(municipality and the state). There is also the
restructuring of the work processes aimed at the
integration of care and services in networks and
the potential for coherent governance practices
with a clear definition of responsibilities and as
a consequence, the strengthening of autonomy.
Decentralization has, as a result, led to the multi-
plication of the areas of decisions and measures
in a system. It also means a reduction in control
in the central sphere over the other areas and it
appears to be positively associated with the no-
tion of autonomy. Integration aims at reducing
the fragmentation of the system and guarantee-
ing unity in actions with a positive appearance
associated with control and negativity in relation
to autonomy. In the logical plan, a tension be-
tween the two concepts seems to be present®.

In the final throes of the military dictator-
ship, a strong movement opposed the policy of

centralization and argued for decentralization
and the empowerment of the sub-national enti-
ties for the re-democratization of the country’.
This was also a part of the agenda for sanitary
reform as well as the fight for the right to health
and the diminution of inequalities®.

The SUS constitution in 1988 set out the im-
plementation of a decentralized system with the
integration of the three spheres of government.
The aim was to guarantee measures and health
services and a hierarchical and regionalized net-
work of health services. Since then, decentral-
ization and regionalization have been strategic
themes in the management of SUS.

During the last two decades, there has been
major centrality in municipalization of health
care, induced by the operational standards of the
90s in detriment to regionalization. This has put
municipalities in the position of leading out in
the health care system resulting in: wider access
to health care, effective social controls and care
qualifications. This is an intense process that is
tense, imperfect, constructed by measures and by
people that have disputes in health projects whose
outputs eventually become part of the principles
of SUS as its reference. However, it comes with
the distinct ideas on how relations between fed-
eral organizations and organizations of services
in regional heath, should produce productive
working relationships. It is this complex process
of the regionalization of health care and the chal-
lenges with reference to its implementation, that
we decided to analyze.

Methods

In the first part of this paper, constructive ele-
ments of the historical process were used in re-
lation to the implementation of SUS. This was
the clear path towards regionalization of health
care in Brazil. Secondly, going beyond the histori-
cal narrative, and permitting an analysis of cycles
of policies or the balance of advances, we looked
to obtain context, texts and tensions that make it
possible to identify and analyze the challenging
principles that exist due to regionalization and
SUS.

The analysis reflects the process of accumu-
lation and critical observation done by subjects
that are clear and who reject, a priori, any scien-
tific pretense of neutrality assuming an engaged
character of its triple nature with SUS. They are
like actors in the situation of government (man-
agers in distinct spheres of government since



1989). Workers in the area of public health and
researchers have the intention of producing radi-
cal thoughts and they are committed to SUS’. It is
understood that from an epistemological stance,
it is possible to have a policy with the object of
producing knowledge through the government
by people who are able to re-invent it based on
their ability to understand and put into operation
their will, possibilities, limits, desires and oppor-
tunities®. This is a policy that is centrally defined
but can only be carried out in tandem with other
people and in other institutional spaces. It is inev-
itable that it will be “heard” and re-drafted in the
ambit of the region in a peculiar way and imple-
mented through discussions being had at all lev-
els amongst managers covering each reality. These
interactions take place with those representing
civil society who, within the process, switch to as-
sume new intentions and conformities’.

For this paper, decrees, official public notices,
documents and publications from the Ministry
of Health (MS) were reviewed. Documents were
also reviewed from representative institutions
from the municipal and state health secretaries.
We also looked at sites, thesis, books and scientif-
ic articles related to the theme.

It is understood that regionalization (and
SUS) being an open issue, provides some paths
and possibilities on how to maintain a type of re-
gionalization that is active and brings the contri-
bution of Ball' who is interested in the analysis
of cycles of policies.

Constitutive Elements: decentralization
and regionalization in SUS

Brazil is a federative system that is made up
of three spheres of government which are au-
tonomous (the Union, 26 states and the Federal
District, and 5,570 municipalities). This is the
case for countries characterized by heterogeneity
and for the respect that they have for democrat-
ic values in situations that accentuate differences
in policies, economics, culture, religion or social
areas. They are complex in terms of the imple-
mentation of social policies on a national scale,
especially when there is marked inequality and
social exclusion.

Brazilian federalism which is still “in con-
struction”, has been marked by periods of au-
thoritarian centralism and recent re-democrati-
zation. It is characterized by the level of respon-
sibilities placed on the municipalities in the im-
plementation of public policies and the diversity
of people that it has (in terms of numbers, social

and economic development, institutional capac-
ity and the collection of taxes). This implies the
possibility of different responses.

The decentralization in health care acquired
incipient contours in the 80s. The Integrated Ac-
tions in Heath include the state and municipal
secretaries as relevant participants in the provi-
sion of health services that started to receive fi-
nancial resources for the provision of assistance
in obtaining agreements with the Instituto Na-
cional de Assisténcia Médica da Previdéncia
Social (National Institute of Medical Assistance
of Social Security-INAMPS). This strategy was
deepened with the Decentralized Brazilian Na-
tional Health Service (SUDS) that came into ex-
istence between 1987 and 1988. It had important
implications for SUS in transferring to the states,
services and federal workers in addition to the
execution of agreements with the municipalities
which were financed with resources from the
Union'. Decentralization restricted to the assis-
tant functions as functions of public health, con-
tinued being centralized in the MS. Management
functions as the control of spending on the sys-
tem and the production of services, stayed in the
regional offices of INAMPS and were not trans-
ferred to the states'.

The Laws 8080 and 8142 as well as the Ba-
sic Operational Standards (NOB) public notices
in the 90s (NOB 01/91, 01/92, 01/93 and 01/96)
and the Organization Standard for Assistance to
Health-NOAS (2001 and 2002) had the funda-
mental role of consolidating the guidelines for
decentralization and regionalization on regu-
lating aspects of the division of responsibilities.
This was done amongst managers and there was
a transference criteria of federal resources for
the states and municipalities”®. The widening
of access to the services, the creation of agree-
ments, the incorporation of new people and the
strengthening of the social controls are the re-
sults of decentralized management in SUS™.

NOB 91, brought in through INAMPS, kept
the previous spirit of centralization of the mo-
ment and reserved for the municipalities and
states the role of being mere providers. This in-
troduced the logic of payment based on the table
from INAMPS for the transference of resources
without proposing any regional arrangements.

NOB 93 had as its objective the discipline of
decentralization and management of measures
and health services, defining forms of manage-
ment for the states and municipalities with the
emphasis on municipalization. Regionalization
was understood as an articulation and a form of
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municipal mobilization creating associations or
establishing corporate relations. The Tripartite
Inter-managers Commission (CIT) and Bipartite
(CIB) are institutionalized giving centralism to
the National Council of Health Secretaries (Con-
ass) and the National Council for Municipal Sec-
retaries of Health (Conasems) that switch to hav-
ing a strategic role with the MS in the conducting
of agreement processes.

NOB 96 had a strong and explicit municipal
component. This was a consolidation of the full
exercise and the centralism of the municipalities
in the management of the system. The rest was
left to the state and federal powers for their corre-
sponding role. With respective competencies or a
lack of support from the municipality functions,
it fell to the states to measure the relations be-
tween municipalities.

The NOAS 2001 assumed in its title the cen-
tralism of regionalization: Regionalization of the
assistance in health care, going deeper into decen-
tralization with equity in access. The emphasis
was placed on integrated regional planning with
the institution from a Directors Plan of Region-
alization as an instrument to managing the pro-
cess of regionalization of assistance in each state.
The key concepts were limited, such as the health
region to be defined by the state and there was
a mandatory minimum base for the provision
of assistance. In 2002 another official notice was
published which advised on the reorganization
of the health systems through regionalization
with the view to strengthening the role of the ne-
gotiator in the states and to ensure the full and
complete provision of assistance.

For some analysts, the NOAS goes against
municipalization having independent charac-
teristics induced by the NOB 96%. Others, with
different opinions, state in its defense that this
process can be explained through the reluctance
of the states in assuming the coordination of the
regional health systems and in decentralizing as-
sistant functions. This means conceding on the
management of federal resources and the direct
relations with the public and private service pro-
viders.

In 2005 all the states and municipalities were
accredited, which was a formal process that did
not result in any substantial changes. However,
there was a push towards the construction of a
federative model in health with successive at-
tempts to define the role of each sphere in man-
agement and the creation of a structure and spe-
cific institutional mechanisms that would build
relationships between SUS managers, such as the

inter-management commissions'®. At the begin-
ning of the 2000s, the need for advances in re-
gionalization was unquestionable. The idea was
to surpass the strengthening of the isolated mu-
nicipal systems and the creation of a regionally
agreed space with more power.

Within this context the, the Health Agree-
ment (2006) spotlighted regionalization as an
essential strategy for the consolidation of SUS,
with there being a shared responsibility between
the three spheres of government fo coordinate the
configuration process of the design of the prima-
ry care network having inter-municipal relations
with the participation of the municipalities in the
region". This strategy was motivated by the need
to extend decentralization through new spatial
formats and planning instruments, taking into
account the fragmentation of SUS and that 72%
of the municipalities have less than 20 thousand
inhabitants. This is reflected in access, resolute-
ness, management capacity and financing. In ad-
dition to this, the strategies and existing regional
integration instruments had a low form of insti-
tutionalism or were restricted to structured col-
laborative arrangements in “thematic networks”
(oncology, cardiology, etc.).

The agreement introduced integration strat-
egies and articulations seeking to overcome the
fragmentation in the policies and Brazilian pro-
grams. It advocated for a regional space as a priv-
ileged area for the construction of agreed respon-
sibilities. The concept of a regional space was re-
aligned being understood as not being under the
exclusive jurisdiction of any of the government
spheres'®. Regionalization assumed the status of
the principle process for the re-defining of the
model of decentralization in SUS.

With the Primary Health Care network
(RAS), in 2010, the MS sought to revive the
constitutional basis of the organization of SUS
as a regionalized network for generating health
care outcomes based on inter-municipal and
inter-state articulations and between the three
spheres of government and through a redesign-
ing of the system and a strengthening of gover-
nance. The organizational guidelines that guided
the constitution of the RAS were centered on the
following: territorialism, changes in the prima-
ry health model, having primary health care as
the main guiding force for the provision of care,
inter-sector elements, integrated strategic plan-
ning, structured regional regulatory marks that
provides stability and unity in the decision mak-
ing process, having the Regional Management
Group (CGR) as co-management and financing



in conjunction with inter-governmental bodies.
They were also centered on: combining health
need criteria with institutional stimulus for the
continuance of primary care, the sharing of re-
sponsibilities and performance in the compliance
with the objectives and fixed goals, a unification
of the investment decision making processes, a
materialization of the Director’s Investment Plan
and participation and social control.

The Federal Decree 7.508\11 aims to legally
empower the inter-federative articulation pro-
cess. This puts the RAS as an important element
in the organization of the services in the health
region and it guarantees its integral nature in
addition to ratifying the concept of the health
region introduced by the Agreement. It brought
in the Organizational Contract for Public Action
(COAP) which is an agreement signed between
the federative entities to organize and integrate
the actions and health services in the regionalized
and hierarchical network: with the definition of
responsibilities, indicators and health service's
goals, performance evaluation criteria, financial
resources that will be available being a form of
control and enforcement. It is a legal instrument
that emphasizes consensus and commitment
agreed by the managers in each region including
the allocation of resources for the three spheres
of government that would increase administra-
tive security on connecting the signatory entities
to compliance with their defined responsibilities
in a formal document.

In spite of this, the agreement to the provi-
sions in the Decree under the ambit of the CIT,
the implementation of the networks (Cegonha,
Emergency Care, Psycho-social Care, care giv-
en to the Disabled and Primary Health Care to
People with Chronic Diseases), the financial in-
centive institution covering the costs of the States
for implementation and the strengthening of
the CIR and the planning of SUS, were done in
a disarticulated way in that this process arrived at
the states and municipalities in disarray. It repro-
duced the traditional fragmentation in the orga-
nization of the services and financing®.

In June 2016, only 24 of the 438 health regions
in existence had signed COAP agreements (20 in
the state of Ceard and four in Mato Grosso do
Sul). Amongst the problems with the signing of
the CAOP, the following can be highlight: hyper-
trophy of the role of the COAP to the detriment
of the regional planning process, the complexity
of the instrument, insufficient financing, disper-
sion and inadequacy in the implementation of
the regional systems, planning that was not asso-

ciated with its financing, low participation of the
health professionals in planning and difficulties
in the change of the work processes and little im-
pact in attending users®.

The recent normative framework of SUS
sought to institutionalize regionalization and to
strengthen the inter-governmental agreement,
but the evidence shows that this process needs
re-thinking. More than 90% of the Health Re-
gions did not sign the COAP, which is an indica-
tion of the non-reaching of the intended results.
An audit carried by the TCU showed that the
health regions did not show the great charac-
teristics in integration in the organization and
the provision of measures and health services. It
determined that the link of financial transferences
to fractionated installments in the form of various
incentives [...] can bring about a series of negative
effects for the regionalization process [...]*".

Problems and challenges
to the regionalization of health care

SUS is considered one of the most import-
ant sectors for reform on the world stage in the
last few years. The widening of access and the
advancement of others in bring about positive
health care outcomes, is undeniably needed. The
distance, however, between the idea and practice
is starkly evident. Amongst the challenges for SUS
to be effectively implemented, the need for ad-
vancement in regionalization can be highlighted.

The Decree 7.508/11 gave the health regions
legal status that was being constructed through
agreements. Currently there are 438 health re-
gions all of them have their CIR. It is worth an-
alyzing, however, how regionalization has been
helping to guarantee greater access and quality.
The simple existence of the health regions and
the regional spaces for management, does not
guarantee an active process and the potency of
regionalization. Without the intention of ending
them, the search here is to identify and analyze
the challenging principles for an effective region-
alization of health care that is central for the con-
solidation of SUS.

Regionalization, planning and the
dimensioning of the network of services

We did not rely on the regional planning pro-
cesses that serve as instruments for defining and
providing order to SUS. The network of services
is insufficient and disorganized. Its expansion
occurs, invariably, through decisions taken by
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an isolated entity that subsequently shows, in a
non-articulate way, their demands through the
covered costs of resources directed towards the
federal government. This is to do with “errant
expansion” that does not consider planning and
regional pacts necessary for the sustainability of
the system. The communication to the CIR oc-
curs in an officially registered way. The planning
task for regional systems in the medium and long
term is indispensable, creating a state plan with
a regional base that points to the need for new
services, a widening of services, restorations and
even the closure of services that became anar-
chic and unsustainable. This is a tendency that
was observed in various countries. There was a
production in sustainable regional planning with
the intention of the financing of resources and
investment (that is not taken as just a reference
in historical series) which became essential and
which involved the participation of: governors
and mayors from the legislature, managers, ser-
vices, teams and users all articulating in an inte-
grated way in relation to resources from the three
spheres of government.

What was underway, in the ambit of the MS,
was the construction of a General Programming
of Measures and Health Services tool that, based
on the need parameters, would dedicate itself to
supporting the people in each region in the iden-
tification of needs, priorities and the program-
ming of the care networks and prospecting for
costing and investment plans. It is a provision
that would only have the potential, however, in-
side of a wide process of prioritization of region-
al planning based on the global planning of SUS
in the short, medium and long term through de-
fining the role of each service in the care region-
al network. This is the production of a regional
space as a protagonist of this planning process
and it is more than an assumption in needing
to be a bet on management for all the principle
stakeholders being involved.

Regionalization and the production
of active care networks

The construction of active care networks that
connect the various existing services in the terri-
tories produces a meeting of workers and users
with the power to elaborate and execute singu-
lar therapeutic projects. It is one of the central
objectives and one of the major challenges for
regional construction. It has the requirement of
going beyond the structure of the physical net-
work and access rules and its use considers the

dynamism of the micro-policies of the care? net-
works that challenge the management spaces in
SUS and ask for a singularly regionalized look.
For this, the debate on health needs must be cen-
tral on the agenda of the management spaces that
are regionally shared.

It is necessary to agree and to implement a
process of effective support to the territories sim-
ilar to that which was being done with the re-or-
dering of the support strategy of the MS. This
created reflection spaces on the care process and
permanent dialogue between the services that
make the construction of therapeutic projects
possible in a live way, amongst the various net-
work points. It is not possible to have advance-
ments without involving health workers and
social movements which demands interlocution
that goes beyond the management teams and the
formal spaces of social control. The legitimacy of
the system will be directly proportional to the ca-
pacity of being able to work together and to cre-
ate permanent spaces for dialogue with the cre-
ativity and autonomy of those who are involved.
It is necessary to re-encourage workers and social
stakeholders for the SUS project.

The production of shared regional
management spaces and the singular
management processes

In order for the regional spaces to be able to
deal with the challenges taking into account its
attributes, it is necessary to have active output.
The three federal entities present themselves as
being autonomous but with different powers in
daily life. The Brazilian inter-federative design
being unique and with notable development, did
not come accompanied by a decentralized pro-
cess for the power for the regions. There were
no tax reforms that effectively decentralized the
financial resources for the sub-national entities
that are compatible with the magnitude of the
transferences of the attributes. In addition to this,
the operationalization of SUS demands the car-
rying out of responsibilities that are concurrent
and the need for a high level of dialogue between
the three entities.

The regional representation of the state and a
part of the municipal managers for health are still
hesitant in recognizing and prioritizing the CIR
with the production space of regionalization.
Few participated in or administered bureaucrat-
ically the demands that make up the agenda in
discussion treating the majority of the agreed
processes in an official and fragmented way.



The different abilities of the managers ought
to be considered amongst the various munici-
palities and the regional representations of the
states as well as the fragility of the process for the
training of the stakeholders. Thus, it has become
essential to invest in the widening of the tool
box for the management teams, considering the
specifics of each territory that permits the con-
struction of a singular management project for
each one of the 438 regions. What is being dealt is
maybe, one of the most ambitious and necessary
challenges for SUS when one observes the pre-
dominance of small municipalities that can only
ensure full access to the citizens in the perspec-
tive of regionalization.

On the other side, but still under the perspec-
tive of singularization of the regional manage-
ment process is the special challenge that impos-
es itself in the situation of the “citizen-state” (Sao
Paulo, Rio de Janeiro, Salvador and Brasilia).
There will be success and the consolidation of
SUS without establishing singular management
processes with intra-municipalities when appli-
cable and adequate arrangements to meet neces-
sities.

The production of more regional manage-
ment powers depends on the investment in re-
lational micro-policies in the perspective of the
meetings that happen in each territory. It is nec-
essary to delve into the micro-political field of the
relational powers to understand how one con-
structs and re-designs the strategies and to have
influence in the power of institutional arrange-
ments. This is a scenario where the stakeholders
produce through actions with the evidence that
it is a relational field (and not in the normative
expectation) that the real CIR produces. The
functioning of the CIR has demonstrated itself
as being vital for the process of co-management
and the consolidation of SUS*%.

These actions permit the constitution of a
permanent political arena for disputes concern-
ing projects, where there are the constructions of
a new hegemony® in relation to power that con-
fronts itself in the policy formation process and
it imposes itself as power. The CIR can construct
itself while there are effective spaces where man-
agers make feasible acting in processes, be they
through the formulation of projects as intentional
construction fields for the subjects or decisions on
the direction of policies®.

From the Thematic Networks to the
Primary Health Care Networks

The obtaining of full health care outcomes in
the regional networks requires facing the inher-
itance of programs and vertical projects and the
logic of official government notices in addition
to specific incentives that are standardized for a
country that has a continental dimension and
heterogeneity. The regional management guided
by the primary health care and by the full health
care for users (in the network) and not through
the logic of the procedures offered or services
and the “specific networks”, ought to overcome
the imposition of an agenda based on the logic of
the providers of services.

Being as important as having an agreement is
to produce the “internalization” of the network
with the workers and the services that makes it
up, with a permanent educational process with-
out there being restrictions to the official dimen-
sions used only to qualify services and the cap-
turing of resources.

It is necessary to advance in overcoming the
bottleneck represented by SUS’s specialized pri-
mary health care and to re-agree provisions that
guide the access to medical appointments, exams
and therapies from the integral care modules
facing the excesses of medicalization. This is one
way of guided care through the health needs and
the possibility of full and interdisciplinary care
constructed together with the users and which
produces more autonomy and life.

The fragility of the inter-federative
agreements

The agreements have been established as bu-
reaucratic instruments with little responsibility
for the managers and little permeability of social
control. Many times, this was to comply with
formal requirements and to capture resources
without the resulting consequences of non-ob-
servance. Nor the instances of internal and ex-
ternal control of the public administration and
the social control of SUS ended up using these
instruments. The idea was that the COAP would
produce a new regime of responsibilities and
competencies but this has not materialized. The
legal proposal that has been in the Brazilian Na-
tional Congress since 2003 that would institute
the Law on Sanitary Responsibility, has given rise
to questions concerning how to produce a greater
degree of responsibility and solidarity in the face
of decisions and agreements between managers.
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The management of SUS cannot transform the
force of standards and bureaucracy. It is neces-
sary to simplify life as well as to facilitate the or-
ganization, the assumption of commitments and
the guarantee of complete health care.

Regional Regulation

The production of active networks in each
region ought to come accompanied by regional
regulation based on shared management between
the municipalities and the state. The manage-
ment of a regulated space can be done either by
the state or the municipality, as long as the man-
agement is subjected to decisions of a regional
coordinating authority. New arrangements are
necessary, for example, for shared management of
a single line for complex surgeries and the shar-
ing of care protocols that make the municipali-
ties responsible for primary health care and the
exercise of qualified regulatory facts. The distinct
dimensions of the regulation (relating to clinics,
services and systems) should be understood in
search for an equilibrium between the stakehold-
ers and the existing processes. We will not have
the RAS without the subordination of all of the
service providers (state under direct administra-
tion or OSS, university students, municipalities,
agreement and contracts) to the regionally shared
management processes without harming the sin-
gle management with the dynamic regulatory
process with monitoring and evaluation.

The use of SUS by users with private health
care insurance should be regulated and consid-
ered in the planning of regional needs as well as
the standard of care cover that is offered. The
following should also be taken into account: the
sharing of the providers of services (including
those for public hospitals to the development of
laws) the adoption of measures for the prioriti-
zation of access for beneficiaries of private health
care plans that cover medium to highly complex
cases at the detriment of SUS users, as they are
directly a part of the health care network and its
sustainability.

The strengthening of capabilities
for the coordination of the regional health
care system

The sum of the municipal health systems in
the ambit of the geographical region does not
produce a regional system that effectively con-
structs itself in the articulation of processes be-
tween the stakeholders and the social subjects

that are involved in the different spheres of gov-
ernment. The strengthening of the capabilities of
regional coordination by the state managers is de-
cisive for regionalization. This is one of the most
important lacunas between the macro-functions
attributed to the state managers which depends
on the success of regionalization and SUS”.

It is also necessary to continually train and
strengthen the abilities of the COSEMS manage-
ment covering its acts in the regions and the tech-
nical support that can be given to the municipal
managers as well as giving potential for the abil-
ity of interlocution with other social stakehold-
ers such as CONASEMS, the State Council for
Health, the Legislature, the social movements etc.

The political dimension of the regional
space and the care at every electoral cycle

The political and electoral conjuncture that
occurs every two years imposes a challenge to
produce administrative renovation that comes
from the popular will with continuing solutions
in the direction of public policy. The renewing
of management teams is a common practice in
Brazilian public administration which weakens
regional agreements. In relation to COSEMS and
the states spheres, it falls to them to draft strate-
gies to tackle this transitions that is the fruit of
the dynamic democratic process which is decisive
for regionalization. Providing continuity in pub-
lic health policies for every change that is a result
of elections, is essential for consolidating SUS as
the State policy.

Financing and regionalization

What has become both chronic and serious
is the under-financing of the sector for advance-
ments in the base regional system. The approval
of the constitutional amendment n°. 86/14 did
not resolve the financial problem in health care.
The National Congress showed reluctance in
scrutinizing PEC 1/16 that directs more resourc-
es to health care based on the demands of the so-
cial movement (Saude + 10). The commitment
of the municipal budget with health being very
much beyond the mandatory minimum (15%),
is pernicious for the balancing of management
in the cities. There is a continuation in the poor
participation of States in the provision of financ-
es and state resources have not been agreed with
the municipal managers. Recent incentives are
being brought in aimed at freezing public spend-
ing for two decades which will greater affect the



effectiveness of SUS. Without the prospect of
new resources, planning and regional program-
ming becomes impossible.

It is necessary to return, with vigor, to mobi-
lizations and the fight for permanent financing
that is both sufficient and can sustain SUS. It is
also necessary to democratize the planning and
execution of the resources that the state and mu-
nicipal government allocate in the area of health
care. It is fundamental to continue the defrag-
mentation of the transference of resources to the
states and municipalities and to finance the in-
tegral care modules and the regional base which
was the proposal of the program More Specialties.

Regionalization and an agenda that
goes beyond assistance

To advance in the perspective of integralism
and the regional agreements as well as being
committed to the agendas that involve changes in
the assistance model, there needs to be: the pro-
motion of health, vigilance, the qualification of
pharmaceutical assistance, permanent education
and training, amongst others.

The needs that have been identified based on
the demographic, epidemiological and nutrition-
al profiles ought to be at the center of any chang-
es. Tackling violence or epidemics, for example,
demands shared regional coordination. Going
beyond national and state priorities having an as-
cendant flow needs to be established that is based
on local and regional needs. A possible synthesis
must be constructed through the capacity for ne-
gotiating with those that are involved in this area.

Conclusion

SUS is still facing immense challenges to ensure
a universal system that offers a complete and fair
health service based on quality and social legiti-
macy. Amongst these one can highlight the het-
erogeneity of each region in the country as well
as the plurality of the territorial arrangements
that challenge our managerial abilities.

However, it is necessary to consider the his-
torical path and the context in which regional-
ization is being implemented. The elements that
have been presented here point to a process of
decentralization and powerful regionalization
resulting in disputes that have been solidified but
are replete with limits and possibilities.

Regionalization assumes a central character
in the conformation of SUS in that it produces

new institutionalized aspects and arrangements
amongst the stakeholders who are a part of the
management of the regional and municipal sys-
tem. This makes for the possibility of opportuni-
ties to construct a different model for formulat-
ing and implementing health care policies.

Amongst the main challenges for SUS, the
need to plan and effectively implement regional-
ization can be highlighted involving the redefin-
ing of responsibilities amongst the federal enti-
ties. This also includes the promotion of munic-
ipally integrated systems based on health regions
and guided by the needs of the population and
not by what the service offers. It is therefore nec-
essary to tackle fragmentation given that a region
is much more than the sum of its municipalities
and what it can produce. It requires the articu-
lated force of many stakeholders to obtain a re-
gionalization that is active. This is a fundamental
role to be coordinated by the state governments.
This is also necessary to face the problem of ac-
cess to health care, changing the logic of financ-
ing and overcoming payment problems through
procedures covering integral care modules that
are regionally based and that are under public
regulation.

Regionalization is a minefield for relational
forces and powers. It is an area where there are
disputes and it is the constant subject of sanitary
policies. We have to put it under perspective and
critically analyze it*.

Active regionalization requires strong in-
vestment from the managers so that the regional
space can become an active space and have the
power of shared management. Without this there
would be a reduction in the formal space institut-
ed by the standards and with power to conduct
implementation in SUS with quality in each re-
gion thus having the ability to produce more life
in the system for all Brazilians.

Collaborations

AAC Reis worked on the concept, scoping, meth-
odology, drafting and the production of the final
version of this paper. APM Séter and LAC Fur-
tado worked on the concept, scoping, drafting
and the critical review of this paper. SSS Pereira
worked on the concept, scoping, critical revision
and the published version of this paper.

—_
(=]
w
S8}

L10T “PSOT-SP01:(F)TT BATS[0D) 9PNES X BIOUIID)



,_.
o
[
S

Reis AAC et al.

References

10.

11.

12.

13.

14.

15.

Rocher G. Le Laboratoire des reformes dans la révolution
tranquiele, conference desjardins. Quebec: Mc Giel Uni-
versity’s; 2001.

Coglianese C, Nicolaidis K. Securing subsidiarity: legit-
imacy and the allocation of governing authority. Cam-
bridge: John E Kennedy; 1997.

Kodner DL, Spreeuwenberg C. Integrated care: mean-
ing, logic, applications, and implications—a discussion
paper. Int J Integr Care 2002; 2:e12.

Contandriopoulos D. Criar organizagoes para reformar
os sistemas, 2005. [S.1.: s.n., 2005]. [acessado 2009 jan
5]. Disponivel em: http://www.colufras.umontreal.ca/
pt/html/documents/criarorganiza¢oesparareformar.
pdf

Nascimento VB. SUS — Pacto Federativo e Gestio Piibli-
ca. Sao Paulo: Hucitec; 2007.

Furtado LAC. O desafio da construgdo do comum nas
mdquinas de governo: o estado em disputa [tese]. Rio de
Janeiro: UFRJ; 2016.

Merhy EE. O Conhecer Militante do Sujeito Implica-
do: O Desafio em Reconhecé-lo como saber vélido. In:
Franco TB, Peres MAA, Foschiera MMP, organizadores.
Acolher Chapecé: uma experiéncia de mudanga do mo-
delo assistencial, com base no processo de trabalho. Sao
Paulo: Editora Hucitec; 2004. p. 21-45.

Minayo MCS. O desafio do conhecimento: pesquisa qua-
litativa em satide. 82 ed. Sao Paulo: Hucitec; 2004.
Chioro dos Reis AA, Cecilio LCO. A politica de rees-
truturagdo dos hospitais de ensino: notas preliminares
sobre os seus impactos na micropolitica da organizacao
hospitalar. Satide em Debate, 2009; 33(81):88-97.
Rezende M, Baptista TWE. A Andlise da Politica pro-
posta por Ball. In: Mattos RA, Baptista TWE, organi-
zadores. Caminhos para andlise das politicas de saiide,
2011. p.173-180.

Chioro dos Reis AA, Zioni F, Almeida ES. Politicas
Publicas e Organiza¢ao do Sistema de Saude: Antece-
dentes, Reforma Sanitaria e o SUS. In: Westphal MF,
Almeida ES. organizadores. Gestio de Servigos de Satide.
Sao Paulo: EDUSP; 2001. p. 13-50.

Santos FP. O novo papel do municipio na gestdo da
satude: o desenvolvimento do controle e avaliagdo.
In: Campos CR, organizador. Sistema Unico de Satide
em Belo Horizonte: reescrevendo o piiblico. Sao Paulo:
Xama; 1998. p. 31-49.

Levcovitz E, Lima LD, Machado CV. Politica da saude
nos anos 90: relagdes intergovernamentais e o papel das
normas operacionais basicas. Cien Saude Colet 2001;
6(2):269-291.

Solla JJSP, Santos FP, Malta DC, Reis AT. Avalia¢do da
implantagdo das agoes de controle, avaliagdo e audito-
ria na gestao plena do Sistema Municipal de Satude de
Vitéria da Conquista. In: Brasil. Ministério da Sadde
(MS). Experiéncias inovadoras no SUS: relatos de expe-
riéncias: gestdo dos servigos de satide. Brasilia: MS; 2002.
Mendes EV. Os grandes dilemas do SUS. Salvador: Ed.
Casa da Saude; 2001.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Soéter APM. O papel da esfera estadual na gestao descen-
tralizada do Sistema Unico de Satide: o estudo de caso
Pernambuco [dissertagao]. Recife: UFPE; 2009.

Brasil. Ministério da Saude (MS). Portaria n° 399, de 22
de fevereiro de 2006. Aprova as diretrizes do pacto pela
saude. Didrio Oficial da Unido; 23 fev.

Brasil. Ministério da Satde (MS). Regionalizagdo Soli-
ddria e Cooperativa — orientagdes para sua implementa-
¢do no SUS. Brasilia: MS; 2006. Série Pactos pela Saude.
Vol. 3.

Conselho Nacional de Secretarios de Satide (CONASS).
Nota Técnica 03/16. Diretrizes gerais para implantagao
do Decreto 7.508/11. [acessado 2016 maio 15]. Dispo-
nivel em: www.conass.org.br.

Conselho Nacional de Secretarios de Satide (CONASS).
Nota Técnica 01/16. Contrato Organizativo de A¢do
Publica da Satide — COAP [acessado 2016 fev 13]. Dis-
ponivel em: www.conass.org.br.

Tribunal de Contas da Unido (TCU). GRUPO I —
CLASSE V — Plendrio TC 027.767/2014-0. Relatério de
Auditoria Orgao: Ministério da Sadde. Sumario: Audi-
torial Operacional. Governanga da Pactuagao do SUS.
Brasilia: TCU; 2014.

Merhy EE, Gomes MPC, Silva E, Santos MFL, Cruz
KT, Franco TB. Redes Vivas: multiplicidades girando
as existéncias. Divulgacdo em Satide para Debate 2014;
52:146-152.

Sader E. Quando novos personagens entraram em cena:
experiéncias, falas e lutas dos trabalhadores da Grande
Sdao Paulo (1970-1980). Rio de Janeiro: Paz e Terra;
1988.

Merhy EE. A saiide piiblica como politica. Sao Paulo:
Hucitec; 1992.

Cecilio LCO. Inventando a mudanca na satide. Sao Pau-
lo: Hucitec; 1994.

Merhy EE. Agir em Satide: um desafio para o publico.
Sao Paulo: Hucitec; 1997.

Chioro dos Reis AA, Gianotti E, Furtado LAC, Tubone
MM, Pereira Filho FNB, Carpintero MCC. Estratégia
Apoiadores: dispositivo do COSEMS-SP para qualifi-
car a agao dos gestores municipais de satide e potencia-
lizar o processo de regionalizagdo. In: Peres AM, Santos
MRC, Caldas MS, Dutra MJA, Fontoura PRS, Pinheiro
R. organizadores. Apoiadores Regionais: uma experién-
cia brasileira. 2°. ed. Rio de Janeiro: CEPESC, COSEMS
-RJ, OPAS, IMS-UER]J; 2014. p. 165-208.

Furtado LAC, Souza AMAF, Chioro AA, organizadores.
O Olhar municipal - Desafios da implantagao do Pacto
pela Saiide e da regionalizagao soliddria e cooperativa em
Sao Paulo. Sao Paulo: Cosems-SP; 2008. Cadernos da
Regionalizagaio COSEMS/SP.

Article submitted 22/05/2016
Approved 04/08/2016
Final version submitted 23/09/2016



