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Abstract The study aimed to describe the special-
ized health services and to identify areas of greater
difficulty of access to specialized consultations of-
fered by SUS in small cities in the 18th Regional
Health Area of Parand State, Brazil, using case
study methodology. The data were collected be-
tween January and April 2015. Managers, man-
agement teams and the board of directors of the
CIS (Consdrcio Intermunicipal de Saiide) were
interviewed. The 21 studied specialist areas were
rated like Sufficient Quota, Insufficient Quota,
Inexistent Supply, and Assistance Gap. The ser-
vices with more difficulty of access were Vascular
Surgery, Proctology, Geriatrics, Endocrinology,
and Neurology, considered Inexistent Supply/
Assistance Gap, and Orthopedics, Neuro-pediat-
rics, Urology, Rheumatology, Ophthalmology, and
Otorhinolaryngology, were considered Insufficient
Share. Contribute to the magnitude of the prob-
lem: lack of specialist doctors, private sector de-
pendence and de decrease of the Federal and State
Governments in financing the Health Sistem.
Therefore, the gap in specialized healthcare is
complex and difficult to solve in the short-terms,
proving that this services have become a “bottle-
neck” in the SUS.
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services, Health assistance, Health assistance net-
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Introduction

Universal access to health services, as well as be-
ing a constitutional right, is a symbol of the fight
waged by social movements in this area and it
represents one of the most important funda-
mental rights of Brazilian citizenship'. The right
of access is not just having the ability to use the
health services, but it covers having the oppor-
tunity to use the services when they are needed,
within an adequate timeframe in order to obtain
the best health outcomes®’.

The process of decentralization and region-
alization in the Brazilian Health System is com-
plex due to the diverse realities and regional in-
equalities that exist and also because of the ratio
of multiple agents at different levels with refer-
ence to the accessibility of the health services*.
This question involves the fact that the Brazilian
Health System, unlike the British system which is
nationalized and the Canadian system which is
provincial, opted for decentralization at the mu-
nicipal level with a delegation of responsibilities
being made to the municipalities for organizing
and managing the health systems®.

Historically, decentralization did not assume
a priority with reference to universal access to
health services. It had a strategic character of
intervention in the economy with projects de-
signed to cut superficial costs in the state in an
effort to obtain economic stability*. This repre-
sented a strategy of the movement of responsi-
bilities over social spending for the sub-national
spheres that were not always in a position to take
on the financial responsibilities®.

In this way, the decentralization of the health
system served as a way for the Federal Govern-
ment to take a step back and to contain expens-
es rather than expanding, which its funders had
hoped for®. This materialized into a heavy burden
on the municipalities that in addition to taking
on the Primary Health Care Network, had to also
guarantee access to services of medium complex-
ities (MC).

The specialist services are marked by differ-
ent obstacles principally in relation to access. Ac-
cording to the Ministry of Health (MS) the diffi-
culty in ensuring access to specialized services is
due to: the way how the care model has been ad-
opted, the resoluteness of the AB and the dimen-
sion and organization of the services on offer’.

At this level the primary health model that
was analyzed, became fragmented and disorga-
nized in relation to the health services, owing to
the existence of various local and isolated sys-

tems where the decisive spaces of the managers
are permeated by local interests at the detriment
of actions taken by the universality of the Sys-
tem®. Associated to this, the managers, especial-
ly those in the small municipalities need more
representation at regional levels for taking deci-
sions’. What exists is a lack of order in the process
of decentralization of the System in spite of the
expansion of the offer and the gains in autonomy
on the part of the municipalities in the last few
years®.

Despite the growth in interest in the accessi-
bility to specialist health care, little research exists
on the reality of the small municipalities. Know-
ing the panorama of this type of assistance with
reference to the access to services of MC and es-
pecially to the specialized consultations, permit-
ted attention being placed on this question in an
attempt to respond to the following: what is the
dimension of the problem in relation to the dif-
ficulty of access of the users to the actions and
health care services of MC in municipalities that
are small (MPP)?

An understanding of this context will con-
tribute to the strategy to tackle the question of
guaranteeing access to these procedures in addi-
tion to the provision of support to the manag-
ers who are in the state and municipalities in the
development of the Organizational Contract for
Public Action (Contrato Organizativo da A¢ao
Publica, COAP). This is an important instrument
for the organization of the management of the
Health Regions. In this way, this study had as its
objective, the analysis of the offer of specialized
services by SUS and looking at the specialized
health services that present the most difficulties
in accessing in MPP.

Material and methods

A single case study was conducted with various
units of analysis with the objective of identify-
ing areas/specialist services that present the most
difficulties in ensuring access for users of that re-
quire services of MC.

The case study is characterized as an empiri-
cal investigation into the complex contemporary
phenomenon in context, especially when the lim-
its are between the phenomenon and the context,
both of which are not clearly defined'® and which
applies to the object of this study.

The case that was studied was the 18th Re-
gional Health Area (RS) located in the northern
region of the State of Parand. The analysis of



heath units that were selected were the 18 munic-
ipalities with up to 20,000 inhabitants and they
were considered to be small municipalities''.

The data was obtained through interviews us-
ing structured questionnaires with the managers
and the members of the management team re-
sponsible for the regulation of specialized proce-
dures, and there was the filling in of an instrument
for each one of the 18 municipalities that were
studied. The script used in the interviews covered:
a monthly offer of health consultations through a
consortium, considerations as to whether the of-
fer was sufficient or insufficient, if the specialist
services were not offered by the Consortium but
were offered by the municipality in this case as
who would paid for them and which criteria to be
used to guarantee access to the user.

Also, a semi-structured interview was con-
ducted with the administrative board of the In-
ter-Municipal Health Consortium (Consércio
Intermunicipal de Sadde, CIS) in the region.
Their interview focused on the following: if
the number of vacancies offered by the CIS for
the municipalities were considered sufficient
for meeting demands, what criteria/parameter
should be used for the distribution of the vacan-
cies and what is your opinion on what causes the
problems of a shortage of places for specialist
consultations.

This instrument for obtaining the data from
the municipal managers was valid in pilot stud-
ies conducted in a municipality in the region that
was not a part of this study in September 2014.
The interviews were conducted between January
and April 2015.

The 21 specialist services that were analyzed
were selected based on the National Relations
of Actions and Health Services (Relagdo Nacio-
nal de Agoes e Servicos de Satide, RENASES)"
and the COAP of the 18th Regional Health Area
which is still in the process of being developed®.
They are: Angiology, Cardiology, Dermatology,
Gastroenterology, Infectology, Neurology, Neu-
ro-Pediatrics, Nephrology, High Risk Obstetrics,
Rheumatology, Orthopedics, Mastology, Oph-
thalmology, Psychiatry, Endocrinology, Nutri-
tion, Urology, Otorhinolaryngology, Geriatrics,
Proctology, and Vascular Diseases.

The offer for specialized consultations was
categorized based on the information from the
managers in one of the four possibilities: Sufficient
Quota: the places for consultations on offer on a
monthly basis by the Inter-Municipal Consor-
tium in North Pioneiro (CISNOP) are sufficient
to meet the monthly demand of the municipality.

Insufficient Quota: the places for consultations on
offer on a monthly basis by CISNOP are not suffi-
cient to meet the monthly demand of the munic-
ipality and they act to ensure access to the users.
Non-existence Supply: there are no offers of places
for consultations for specific specialist services by
the CISNOP in the monthly program of special-
ist consultations and as a result the municipalities
act in other ways to ensure access to these services.
Assistance Gap: there are no offers of places for
consultations by the CISNOP and the municipal-
ities cannot do anything in terms of guaranteeing
access for the users to specialized services.

The data that was obtained was organized
initially for each analysis unit separately so that
a general panorama could be obtained of the
situation of each municipality. What follows is
the data from the municipalities grouped and
placed in a database and which was placed in
Excel® where tables were produced that showed
the results considering the relative and absolute
frequency of the responses as well as the weighted
average of the analyzed results.

Also, secondary data was accessed covering:
populations, actions and health services offered
by SUS and financing public health. This infor-
mation was obtained from the national databas-
es (CNES, IBGE, SIOPS). This information was
used to contextualize the case study and to add to
the analysis of primary data.

The work was part of a larger study called:
“The management of the work in SUS in small
municipalities in Parand through looking at the
Management Team” supported by PPSUS/2013
(Fundagao Araucaria-PR / SESA-PR / MS-
DECIT/CNPq) and it was approved by the Ethics
Committee on Research (CEP) at the university
where the researchers were based.

Aside from the approval of the CEP, the proj-
ect was presented at the meeting of the Regional
Inter-Management Commission (CIR) in No-
vember 2014, having its execution done by the
board. The carrying out of the interview in the
municipalities was proceeded by explanations on
the objectives and characteristics of the research,
clearing up any doubts and signing a research
consent form.

Results
The context

The 18th Regional Health Area has 404
health establishments and 126 of them being
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directly administered by the government, 42 by
non-profit private bodies and 236 by profit mak-
ing private establishments'. The center of the
municipality has the majority of health establish-
ments, offering specialized services of MC in SUS
with emphasis being placed on Regional Hospi-
tals and the Regional Center for Specialties". The
division of the procedures carried out by SUS in
relation to the public and private service provid-
ers is shown in Table 1.

On analyzing the presented table, checked in
relation to outpatient production, it can be seen
that the MC procedures are carried out predomi-
nantly by the private sector (Figure 1).

In relation to the organization of health care,
all 18 MPPs adhered to the Family Health Strat-
egy whose coverage in the population in these
areas was 85.4%". Aside from this, all the munic-

ipalities have, as a minimum, primary health care
and 14 of them have hospitals'.

Offer of specialized consultations

The 21 municipalities that make up the 18th
Regional Health Area make up the Inter-Munic-
ipal Health Consortium in the North of Parana
(CISNOP) responsible for the offer of the major-
ity of the specialist health services available from
SUS in the region.

The monthly places for specialist services are
available in the municipalities according to the
percentage of the population for each one in re-
lation to the total population in the region. Table
2 shows the quantity of specialized consultations
offered to MPPs in the month of March 2015 and
the rate per capita to which this value corresponds.

Table 1. Distribution of the outpatients’ procedures carried out by SUS by type of provider, 18th Regional

Health Area 2013.
Procedures Public Private Total
N % N % N %
Medium Complexity 222.433 20,7 854.180 79,3 1.076.613 100,0
High Complexity 1.261.097 96,6 43.895 3,4 1.304.972 100,0
Primary Health Care 3.618.602 100,0 - - 3.618.602 100,0
Others - 219.890 100,0 219.890 100,0
Total 5.102.132 82,1 1.117.965 17,9 6.220.097 100,0

Source: Region and Network, 2013.

Outpatient production in the public sector - 2013
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Figure 1. Comparison of the Outpatient Production by Provider, 18th Regional Health Area, 2013.

Source: Region e Network, 2013.



The total population of the 18th RSis 230,949
inhabitants and the population of the MPPs is
128,285 inhabitants which represents 55% of the
population of the region. According to the criteria
used for the distribution of places, 55.79% of the
places available per month were available through
the CIS. They were made available to the inhabi-
tants in the municipalities that had a population
of up to 20,000 inhabitants. This worked out to
be, on average, 0.27 consultations/inhabitant/year.

On questioning the municipal manager on
the offer of places by the Consortium and its ade-
quacy to meet the needs’ demands of the munic-
ipalities, we noted that half of the specialist ser-
vices that were researched did not meet the needs’
demands for all of the municipalities. It is worth
emphasizing that for RENASES and COAP, there
were specialist services that were researched that
were not being offered by the Consortium. They
are: Neurology, Neuro-Pediatrics, Endocrinology,
Nutrition, Geriatrics, Proctology, and Vascular
Related services.

This situation according to the managers of
the MPPs was such that even though there was
no agreement on the action services of MC, they
assumed the expenditure for the provision of ser-
vices in this area for example: the monthly pay-
ments to maintain the Consortium, the purchase
and complementary contracting services to carry
out consultations and support services for diag-
nosis and therapy (SADT), raising the percentage
of municipal budgetary spending in health care.

Table 3 shows the classification of the special-
ist services according to the following areas: suffi-
cient quota, insufficient quota, inexistent supply
and assistance gap. The numbers that are shown
on the lines represent the number of municipals
that the managers considered as a classification
of the specialist services inside of each category.

Of the 21 specialist areas that were analyzed,
the CIS offered places for 14. For the other seven
specialist services, — Vascular, Proctology, Geriat-
rics, Nutrition, Endocrinology, Neurology e Neu-
ro-Pediatrics — there were no offers as they were
considered as Inexistent Supply or Assistance
Gap by the municipalities. Of the 14 specialist

services offered on a monthly basis, for nine of
these the offer was considered insufficient for the
majority of the municipalities, (Cardiology, Der-
matology, Gastroenterology, Rheumatology, Or-
thopedics, Ophthalmology, Psychiatry, Urology e
Otolaryngology). Based on the data presented in
Table 3 it is possible to detect which are the spe-
cialist services that present the most difficulty in
obtaining access to specialist consultations in the
18th Regional Health Area in the state of Parana
shown in Figure 2.

The specialist services mentioned by the
managers that presented the most amount of
difficulties in terms of access to the MPP in the
18th RS were: Vascular related services, Proctol-
ogy, Geriatrics, Endocrinology and Neurology
for not being offered by the CISNOP. The spe-
cialist services of Orthopedics, Neuro-pediatrics,
Urology, Rheumatology, Ophthalmology and
Otorhinolaryngology, in spite of being regularly
offered by the consortium, they were considered
by the majority of the municipalities as insuffi-
cient which generates greater repressed demand
for these types of services.

In an interview the board of the CIS admit-
ted that the monthly vacancies for consultations
are generally insufficient to meet the demand for
this type of service. However, it did not attribute
this insufficiency to the quantity of consultations
offered but to other factors principally a lack of
resoluteness in the Primary Health Care Network
in the municipalities and the lack of articulation
between the levels in the Primary Health Care
system.

The COAP, which is the instrument designat-
ed to tackle this problem in an inter-federative
way, is according to the managers, in the process
of development in the 18th Regional Health Area
however it is incipient in that it does not have a
date for an agreement between the managers and
the public. The negotiations still have not been
developed and the necessary agreements need to
be reviewed. They affirm that the participation
of the state in the effective allocation of resourc-
es, needs to be greater and the CIR needs greater
decision making powers.

Table 2. Monthly offer of Specialized Consultations by CISNOP at the 18 MPPs in the 18th Regional Health

Areas in the State of Parand, March 2015.

N°.MPP Population N°.Monthly Offered % of Consultations for MPPs
in relation to the total offer ~ consultations/hab./year

of the MPP Consultations

No. Average

18 MPP 128.285 2.895

55,79 0,27

Source: Small Municipalities in the 18th Regional Health Area in Parand and CISNOP, 2015.
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Table 3. Characterization of the specialist services according to the indication of the Management Teams of the
MPP of the 18th Regional Health Area in Parand, 2015.

Specialty Sufficient quota Insufficient quota Inexistent Supply  Assistance Gap
Angiology 12 6 0 0
Cardiology 8 10 0 0
Dermatology 8 10 0 0
Gastroenterology 8 10 0 0
Infectology 15 3 0 0
Neurology 0 0 15 3
Neuro-Pediatrics 0 0 18 0
Nephrology 9 0 0
Obst. High Risk 16 1 1 0
Rheumatology 3 15 0 0
Orthopedics 0 18 0 0
Mastology 11 6 1 0
Ophthalmology 5 13 0 0
Psychiatry 4 14 0 0
Endocrinology 0 0 4 14
Nutrition 0 0 11 7
Urology 2 16 0 0
Otolaryngology 5 13 0 0
Geriatrics 0 0 2 16
Proctology 0 1 17
Vascular 0 0 18

Source: Municipal Secretaries of Health of the MPP, January to April, 2015.
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Figure 2. Specialist services that present the most difficulties for people to access according to the classification
given by the management teams of the MPPs in the 18th Regional Health Area in the State of Parana, 2015.

Source: Municipal Secretaries of Health of the MPP, January to April, 2015.



Discussion

The insufficient offer or the inexistence of the
consultations in many specialist areas meant that
the managers encountered many difficulties in
guaranteeing access to these services in their mu-
nicipalities. When there are difficulties, the health
needs of the users or the demands for health ser-
vices are not met. This was confirmed in the mu-
nicipalities of the regions that were studied.

This problem is not just exclusive to the MPPs
nor to SUS. Studies carried out in countries be-
longing to the European Union in 2008, showed
that the wait for specialist care and for elective
surgery is one of the main public health prob-
lems and directly interferes in the state of health
of the population. It affirmed that in the United
Kingdom even though there has been investment
and financial incentives in the last few years, this
problem persists in some areas'®.

Access to the health services is connected to
the principles of equality, integrality, and the
universality of SUS and it establishes actions
connected to social justice. To guarantee access to
health services is to ensure that the user is a part
of the system in conditions that allow for their
needs to be met. The availability of the services
is influenced by factors such as: structure, type,
quantity, resources, capacity to pay and accessi-
bility>*".

The possible causes of the problem of access
to specialized consultations are: the offers of
places for consultations are below the acceptable
norm, the number of doctors is insufficient, dif-
ficulties in persuading doctors to work in outer
regions, a reduction in the participation of the
Union and the State in offering such services and
the financing of the services.

In relation to the offer for consultations, we
noted that the monthly availability of places for
specialist services through the CIS is less than
what is set out in Official Government Notice
number 1101/2002. The distribution parameter
for the consultations according to the Official
Government Notice is two to three consultations
per year for each inhabitant. These specialist ser-
vices should correspond to 22% of the total con-
sultations that are scheduled®.

If the parameters recommended by the offi-
cial government organ were applied, the average
use would be 2.5 consultations/ inhabitant /year.
What would be recommended would be the offer
of 0.55 specialist consultations/ inhabitant /year.
In this way 5,879 consultations per month would
be made available to the municipalities. Thus, it

can be affirmed that the vacancies for specialized
consultations that are being officially made avail-
able to the municipalities corresponds to half
of what is considered to be the norm (0.27 con-
sultations/ inhabitant /year). This fact has been
used to justify the situation of insufficiency/inex-
istence of many specialized consultations in the
region and which in a certain way goes contrary
to the affirmation from the board of the Consor-
tium on the cause of the problem.

On analyzing the context of the region, based
on the information that was obtained in relation
to the installed capacity, the offer of services,
spending on health care and the budget, we not-
ed that concerning the guarantee of access to ser-
vices of the MC goes beyond the limits related
to the articulation of the AB with the rest of the
primary health care levels and the supposed low
level of resoluteness.

Huber et al.'® affirmed that in relation to the
reduction of demand being repressed by the elec-
tive appointments, it is necessary that there is
equal access to health services. This includes the
policy of providing primary health care access to
all citizens that is of high quality and a time lim-
it needs to be established for obtaining access to
medium complex services, if necessary.

The MS has been proposing some strategies
for the resolution of problems related to access to
health services such as: the Family Health Strate-
gy (this is the primary health model proposed for
the reorganization of the primary health care),
the implementation of Primary Health Care Net-
works, the implementation of Clinical Protocols
for Primary Health care and the implementation
of Tele-health and it supporting material. Also,
this could impact the resoluteness of the primary
health care increasing the clinical capacity of the
teams and the articulation between the different
primary health care levels’.

On the other hand, we observed that in an
attempt to guarantee access to specialist care, the
municipal managers have taken on the develop-
ment of measures for the offer of services of MC
that extrapolate those that have been agreed with
a term of commitment and management under
a Health Agreement®'. As a consequence of this,
these municipalities have invested more than
what is advocated in the Law 141/2012 for spend-
ing on health. On average, 23.9% of the munic-
ipal budgets for the MPP studied are directed to
the sector®. In 2014 the average spending with
the municipalities own resources for health in re-
lation to the total in this sector corresponded to
69.7%%, varying between 57.2% and 81.8%. The
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high percentage of resources of the municipali-
ties budget invested in health, demonstrated the
great weight of the responsibility that has fallen
on the municipalities.

The services of MC are more expensive for
the municipalities in relation to the primary
health care. In addition to this, there is a great
demand that is repressed for specialized services
with which the managers of the municipalities
have to live with on a routine basis, without be-
ing able to respond in a satisfactory way. Dealing
with this issue means that a considerable part of
the public resources is concentrated on health®.

What can be seen is the gain in autonomy for
the municipalities. This was accompanied by an
increase in the responsibility for the financing of
actions and health services, owning to the gradu-
al reduction in the participation of the state gov-
ernment and the Union in the management of
the system. In the last seven years, the public ex-
penditure of the Federal Government on health
has increased by only 40.4% while the states and
the municipalities increased their expenditure on
health by 49.4% and 71.6%, respectively®.

This information corroborates what Teixeira
et al.® affirmed that in spite of the municipali-
ties having benefited from the 1988 Constitution
with the process of decentralization, they still
continue to present major fiscal vulnerabilities. If
on one side there was an increase in the sources
for resources, on the other side the process of de-
centralization of public functions has been hav-
ing a major impact on the finances of the federal
entities.

In addition to the question of financing, an-
other question that affects the guarantee of ac-
cess to specialist consultations is the lack of con-
tinuity of the services inside of the Consortium.
This may be due to absences owing to holidays,
removals or dismissals, and to the quantity that
is insufficient in relation to medical professionals
as well as the difficulties of getting professionals
to work in places that are far from the main cities.

On analyzing the rate of doctors per thou-
sand inhabitants in the 18th Regional Health
Area in 2013™ (0.93) in relation to the rates in
the state of Parand (1.96) and Brazil (2.11), for
2015 we noted that the rate in the 18th RS was
very much below the state and the country. The
southern region is considered, jointly with the
central-western region, the area with the best
balance between the proportion of doctors and
inhabitants”. From this one can infer that the sit-
uation of the MPPs in other regions of the coun-
try is even worse.

The World Health Organization (WHO) and
the Pan-American Health Organization (PAHO)
do not recommend having a rate for the number
of doctors per inhabitant because the establish-
ment of this rate depends on regional, socioeco-
nomic, cultural and epidemiological factors®.
What should be considered are the following: the
type of doctor, the specialty, the ease of access by
the population to services, existing resources, dis-
tance travelled, the availability of technology and
the type of population that is referred to when
there is the establishment of this type of rate®.
However, it is evident that the insufficient num-
ber of doctors is directly reflected in the availabil-
ity of health care assistance at all levels of the pri-
mary health care network and this situation exists
due to a lack of policies to resolve the problem?.

According to Ney and Rodrigues®, there are
critical factors for the placement of doctors in the
outer regions of the country principally doctors
earmarked for primary care connected to SUS
such as: inadequate municipal policies on human
resources, the precarious nature of employment
ties, being overloaded at work, the high turnover
of professionals, dissatisfaction with the work en-
vironment and a lack of career plans and salaries
in the municipalities.

The difficulties found by the managers in
finding professional doctors are partially deter-
mined by the low offer of training courses in
specialist areas®. Also, according to the medical
demographic report for 2015 only 5% of spe-
cialist doctors work in SUS. It is the scarcity that,
without a doubt, contributes to the long waits for
consultations, exams and elective surgeries”.

In a study conducted in 2005 covering the
CIS in the State of Parand, it was shown that the
main offer of specialist services was in the areas:
of orthopedics, cardiology, ophthalmology and
neurology. According to 64.8% of the directors
of the CIS interviewed in this study, it is neces-
sary to contact more specialist doctors that are
not offered to be a part of medical teams®.

The search for vacancies in medical residenc-
es has been following the logic in the market
meaning that specialist services that are most
sought after are those that present a better finan-
cial rate of return. The professionals also have
been searching for lesser work roles. The special-
ist services dermatology, otorhinolaryngology
and ophthalmology are sought after the most® .

It was shown that the number of specialized
professionals that have the greatest difficulty
in access is small in relation to the rest, and its
representation in the total number of specialist



services is less than 5%?. This makes the munic-
ipalities have to depend, to some extent, on the
private sector to meet the demand of the special-
ist services in which the number of specialist ser-
vices is reduced.

The situation is even worse because: “the
strong presence of specialists in private consul-
tations in contrast with the low presence in out-
patient services in SUS. It is a major obstacle to
the widening of the public network as well as the
offer of specialized medical assistance””. Thus, in
relation to the private sector in health that was
before SUS, it has gained strength and stability,
principally at the levels of primary care where
there is the possibility of profit as is the case for
specialist primary care®.

The question of availability of medical pro-
fessionals acting through SUS worsened the sit-
uation of the MPPs in the area of the quantity
of consultations and the question of the mainte-
nance of specialized services. This is a situation
that, theoretically speaking, can be overcome
with a meeting of the municipalities with the CIS.

The CISs can be considered important tools
in guaranteeing the integrality and universality of
health care assistance. They came about in the at-
tempt to overcome the difficulties in guaranteeing
access to health services, principally for the small
municipalities with the objective of consolidat-
ing, in an effective way, the regionalization of the
management of SUS. However, the conception
of the CIS as a management tool does not tack-
le the questions related to a context that is wider:
“in that the public policies are influenced by the
neo-liberal model installed that guides the system
and weakens the provision of services as well as the
control of the State in the field of Health”. Such a
fact came out of a study on the effectiveness of the
CIS in the state of Santa Catarina in 2012 and is
corroborated by the data from this study.

The municipalities through the monthly pay-
ments to the CIS and through the high invest-
ments in health, contributed to the feasibility of
the services and they are dependent on the pos-
sibility of the offer of specialist services having
the power of limited control for the actions that
are carried out. It seems that the power to take
decisions from the municipalities in the Regional
Inter-Management Commission (CIR) has been
inferior to the State Secretary for Health (SESA).
This fact is confirmed by the study carried out in
the northern region of Parand’ in that the CIR
is configured in the space to re-pass information
rather than take decisions with reference to the
health policies in the region.

The main consequences of this situation are:
highly repressed demand for specialist consulta-
tions (producing as a consequence, long waiting
times between consultation, diagnosis and inter-
ventions) high levels of overloading of respon-
sibilities and attributions for the municipalities
(both in guaranteeing access to services that go
beyond what primary care offers and financ-
ing). Also, there are discrepancies in relation to:
the situation of the large municipalities, with a
greater number of health establishments, tech-
nological density, the capacity for financing, the
management of systems and the situation of the
smaller municipalities that have lower capacities
that have been installed and that are fiscally over-
loaded in the management of the system™. While
the small municipalities (MPP) with a popula-
tion of up to 20,000 inhabitants cover up to 80%
of the costs on health in 2014, a large municipal-
ity in a macro-region (with a population of over
500,000 inhabitants) for example covers 41.42%
of the total costs in health®.

Final consideration

This case study on the access to specialized ser-
vices reinforces the thesis that services of MC in
the primary care network acts as a hindrance to
SUS.

The medical specialist services that present the
greatest difficulties for people to access are: Neu-
ro-pediatrics, Vascular Related Services, Proctolo-
gy, Geriatrics, Endocrinology and Neurology.

Some characteristics of the Brazilian Health
System contribute to the difficulty in guarantee-
ing access to services of MC care in SUS. Above
all of them are: the characteristics relative to the
organization of the system, health financing and
the availability of medical doctors and its relation
with the private sector. In the studied region, the
overload in the finances that was taken on by the
municipalities related to: the total expenditure
in health, the shortage of specialist professionals
and as a consequence insufficiency/inexistence
in the offer of consultations in various specialist
services as well as a dependency on the private
sector. This is evident and they all contribute to
the magnitude of the problem.

Another factor that contributes to the prob-
lem is the growth in the distancing between the
Federal bodies and the State (with its attribu-
tions). This is the case both for financing as well
as the management of the system, especially in
relation to regionalization. This contributes in
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such a way that the problem of access to special-
ized services does not bring out any solutions in
the short term. This is because the COAP which
is an important instrument in management for
tackling these problems, is still incipient without
any pre-set publication date in the region.

The organization of the municipalities into
Inter-Municipal Health Consortiums has been
providing effective solutions for the problems
due to the external factors that influence its
structure and capacity to offer services such as:
the adopted care model, the difficulty in provid-
ing a sufficient number of medical doctors, the
capacity of the government and the limited deci-
sion making powers of municipal managers.

Collaborations

The authors CR Silva and BG Carvalho equal-
ly participated in: the drafting of this paper, its
conception, discussion, draft and the revision of
the text. The authors EFPA Nunes and L Cordoni
Junior participated in: the revision of the bibli-
ography, the discussion section and the revision
of the text.

Thus, the situation extrapolates the estab-
lished limits for the Consortium and brings con-
sequences that push the managers into having to
find other strategies for resolving problems in
order to guarantee access to services that are of
medium complexity.

Although light has been shed on the prob-
lem, this study does not completely solve all the
problems. New studies will be necessary that
provide more information of what responses the
municipalities have been giving to deal with the
demands for specialist services. This means what
strategies have been adopted for these municipal-
ities to ensure access to services that are of medi-
um complexity.



References

10.

11.

12.

13.

14.

15.

16.

Jesus WLA, Assis MMA. Revisdo sistemdatica sobre o
conceito de acesso nos servigos de saude: contribui¢des
do planejamento. Cien Saude Colet 2010; 15(1):161-
170.

Sanchez RM, Ciconelli RM. Conceitos de acesso a sau-
de. Rev Panam. Salud Publica 2012; 31(3):260-268.
U.S. Department of Health & Human Services. Chapter
9. Access to Health Care. Content last reviewed Octo-
ber 2014. Agency for Healthcare Research and Quality,
Rockville, MD. [acessado 2015 abr 1]. Disponivel em:
http://www.ahrq.gov/research/findings/nhqrdr/nhqr
11/chap9.html

Lima LD, Viana ALD, Machado CV. Regionalizagdo da
satde no Brasil: Condicionantes de Desafios. In: Scate-
na JHG, Kehrig RT, Spinelli MAS, organizadores. Re-
gides de Satide, diversidade e processo de regionalizagdo
em Mato Grosso. Sao Paulo: Editora Hucitec; 2014. p.
21-46.

Campos GWS. Efeitos paradoxais da descentralizagao
do Sistema Unico de Satide do Brasil. In: Fleury S, or-
ganizadora. Democracia, descentralizagio e desenvolvi-
mento: Brasil e Espanha. Rio de Janeiro: FGV; 2006. p.
417-442.

Lima LD. Federalismo fiscal e financiamento descen-
tralizado do SUS: balango de uma década expandi-
da. Trab. educ. satide 2008; 6(3):573-598.

Brasil. Ministério da Satde (MS), Universidade Federal
do Rio Grande do Sul (UFRGS). Protocolos de encami-
nhamento da Ateng¢ao Bdsica para Atengdo Especializa-
da — Endocrinologia e Nefrologia. Brasilia: MS, UFRGS;
2015.v. 1.

Viana ALD. SUS além dos limites territoriais (entrevis-
ta). Revista Regido e Redes - Caminho para a univer-
salizagdo da satide no Brasil. 2014. [acessado 2015 jul
5]. Disponivel em: http://www.resbr.net.br/o-sus-alem-
dos-limites-territoriais

Nicoletto SCS. As Comissdes Intergestores Regionais e a
Gestao Interfederativa no Norte do Parand [tese] Lon-
drina: UEL; 2015.

Yin RK. Estudo de Caso: planejamento e métodos. 4° ed.
Porto Alegre: Bookman; 2010.

Brasil. Ministério do Desenvolvimento Social e Com-
bate a Fome, Secretaria Nacional de Assisténcia Social.
Politica Nacional de Assisténcia Social PNAS/ 2004 e
Norma Operacional Bdsica NOB/SUAS. Brasilia: Minis-
tério do Desenvolvimento Social e Combate a Fome,
Secretaria Nacional de Assisténcia Social; 2005.

Brasil. Ministério da Saude (MS). RENASES — Relagdo
Nacional de Agoes e Servigos em Saiide. Brasilia: MS;
2012.

Cornélio Procépio. 182 Regional de Satde. Contrato
Organizativo da Agdo Publica: 2013-2016. Cornélio
Procépio: 182 Regional de Satide; 2014.

Regido e Redes. Caminhos para a Universalizagao da
Saude no Brasil. Banco de Indicadores Regionais e Ti-
pologias, 2013. [acessado 2015 abr 1]. Disponivel em:
http://www.resbr.net.br. Acesso em 01/04/2015.
Parand. Secretaria de Estado da Satde do Parand
(SESA). Plano Estadual de Satide Parand — 2012-2015.
Curitiba: SESA; 2013.

Cadastro Nacional de Estabelecimentos de Saude
(CNES). Estabelecimentos de Satude da Regiao Macro
Norte do Estado do Parana. [2015 ago 12]. Disponivel
em: http://cnes.datasus.gov.br

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

. Instituto Brasileiro de Geografia e Estatistica (IBGE).

Censo Demogrdfico 2010: estimativa populacional para
0 ano de 2015 — Parand. Rio de Janeiro: IBGE; 2015.
Huber M, Stanciole A, Wahlbeck K, Tamsma N, Torres
E Jelfs E, Bremner J. Quality in and Equality of Access
to Healthcare Services. Directorate-General for Employ-
ment, Social Affairs and Equal Opportunities. Luxem-
bourg: European Communities; 2008.

Cecilio LCO. As necessidades de satide como conceito
estruturante na luta pela integralidade e equidade da
atengdo. In: Pinheiro R, Mattos RA, organizadores. Os
sentidos da integralidade na atengdo e no cuidado a saii-
de. Rio de Janeiro: IMS, Abrasco; 2001. p. 113-126.
Brasil. Ministério da Satide (MS). Portaria MS/GM n°
1.101, de 12 de junho de 2002. Pardmetros Assistenciais
do SUS. Didrio Oficial da Uniao 2002; 13 jun.

Brasil. Ministério da Satide (MS). Portaria MS/GM n°
399, de 22 de fevereiro de 2006. Pacto pela Saude. Did-
rio Oficial da Unido 2006; 23 fev.

Sistema de Informacdes sobre Org¢amentos Publicos
em Saude (SIOPS). Demonstrativo da despesa com
satde - conforme o anexo XVI do Relatério Resumido
de Execug¢do Orgamentéria (RREO). [acessado 2015 set
17]. Disponivel em: http://portalsaude.saude.gov.br
Sistema de Informagdes sobre Or¢amentos Publicos
em Saude (SIOPS). Despesas em Satide Regido Macro-
norte do Estado do Parand, 2014. [acessado 2015 ago
10]. Disponivel em: http://portalsaude.saude.gov.br
Aguilera SLVU, Franca BHS, Moysés ST, Moysés SJ.
Iniquidades intermunicipais no acesso e utilizagao
dos servicos de aten¢ao secunddria em satde na re-
gido metropolitana de Curitiba. Rev. bras. epidemiol.
2014; 17(3):654-667.

Conselho Federal de Medicina (CFM). A participagao
federal no SUS diminui. Conselho Federal de Medici-
na. Jornal Medicina, n.245, jun./2015. [acessado 2016
jan 25]. Disponivel em: http://www.flip3d.com.br/
web/pub/cfm/?numero=245

Teixeira L, Mc Dowel MC, Bugarin M. Consoércios
Intermunicipais de Satide: Uma anélise a luz da Te-
oria dos Jogos. Revista Brasileira de Economia 2003;
57(1):253-281.

Scheffer M. Demografia Médica no Brasil 2015. Sao
Paulo: USP, Conselho Regional de Medicina do Estado
de Sao Paulo, Conselho Federal de Medicina; 2015.
Fischmann A. Médicos por mil habitantes, quantos?
Documento eletronico. Publicado em: 17/06/2013.
[acessado 2015 maio 15]. Disponivel em: http://www.
sul21.com.br/jornal/medicos-por-mil-habitantes-
quantos-por-airton-fischmann

Conselho Regional de Medicina do Estado de Sao Pau-
lo (Cremesp). Demografia Médica no Brasil Volume 2
— Cendrios e Indicadores de Distribuigdo. Relatério de
Pesquisa. Sao Paulo: Cremesp; 2013.

Ney MS, Rodrigues PHA. Fatores criticos para a fixagao
do médico na Estratégia Satide da Familia. Physis 2012;
22(4):1293-1311.

Universidade Federal de Minas Gerais (UFMG). Nu-
cleo de Educagdo em Satide Coletiva (NESCON). Ava-
liagdo nacional da demanda de médicos especialistas per-
cebida pelos gestores de satide. Belo Horizonte: UFMG;
2009.

—
—
—
e}

L10T ‘0TTT-60TT:(¥)TT ©ADS[0D) Ipnes X BIIUID)



—_
—_
[
(=)

Silva CR et al.

32.

33.

34.

35.

36.

Nicoletto SCS, Cordoni Junior L, Costa NR. Consor-
cios Intermunicipais de Satde: o caso do Parand, Brasil.
Cad Saude Publica 2005; 21(1):29-38.

Waltrick R. Saldrio e plantdo influenciam escolha de
carreiras médicas. Reportagem do Jornal Gazeta do
Povo — versao eletronica. Texto publicado na versao
impressa em 22/09/2011. [acessado 2016 fev 8]. Dis-
ponivel em: http://www.gazetadopovo.com.br/vida-e-
cidadania/salario-e-plantao-influenciam-escolha-de-
carreiras-medicas-cdnn6ezvbvdlvb59bag0tqzim
Romano CMC, Scatena JHG, Kehrig RT. Articula-
¢ao publico-privada na atengao ambulatorial de mé-
dia e alta complexidade do SUS: atuagdo da Secreta-
ria de Estado de Saude de Mato Grosso. Physis 2015;
25(4):1095-1115.

Quandt FL. Avaliagio da efetividade do Consércio In-
termunicipal de Satide na regidao do Alto Uruguai Ca-
tarinense - CIS/AMAUC |[dissertagao]. Florianépolis:
Universidade Federal de Santa Catarina; 2012.

Dain S. Os impasses do financiamento fiscal do
SUS. Revista Trabalho e Educagao em Satide 2009;
6(3):623-632.

Article submitted 20/05/2016
Approved 04/08/2016
Final version submitted29/09/2016



