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Abstract  This paper aims to identify and an-
alyze the political obstacles to the implementa-
tion of Organizational Contract of Public Action 
(COAP) based on the perceptions of municipal 
health secretaries of Bipartite Interagency Com-
missions (CIB). For this purpose, we interviewed 
195 secretaries (92% of the total) from October 
2015 to August 2016. Based on the approach of 
policy analysis, the main hurdles identified were, 
in short, a traditional obstacle (lack of resources), 
one that has been gaining strength in recent years 
(judicialization of politics) and another, perhaps 
unheard of: the party-political system and the 
State Executive Branch are the great absentees in 
the coalitions in support of SUS regionalization 
policies. We can conclude that such obstacles in-
dicate an extremely negative setting for the imple-
mentation of the COAP and other SUS regional-
ization policies. Thus, it is incumbent upon those 
involved to reflect, negotiate and build consensus 
on improving the health of the population and 
overcome such obstacles if, of course, they embrace 
the authors’ concept that regionalization is funda-
mental for the SUS.
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Introduction

The political-administrative decentralization 
of the health system was one of the main flag-
ships of the Movement for Health Reform. Built, 
among other aspects, on the critique of central-
ization in the sector, then conducted by INAMPS 
(National Institute of Medical Care of Social Se-
curity), the proposal was victorious in the Con-
stitutional Assembly of 1986-1988, becoming 
one of the fundamental principles of the Unified 
Health System.

The principle of decentralization was also 
incorporated into the other social policies legis-
lated by the Federal Constitution of 1988, espe-
cially education and social assistance, which, in 
articulation with health, lay the foundations of 
a state of social protection. On the contrary, the 
economic policies that are ultimately responsible 
for the resources that would build and sustain a 
welfare state have maintained heavy centraliza-
tion characteristics, drawing an intricate politi-
cal economy that, as a rule, has subjected the re-
sources of social policies to the economic-finan-
cial guidelines of governments.

Concomitantly, the number of municipalities 
in the country has increased significantly: from 
1990 to 2016, they grew by 24.0% (from 4,491 
to 5,570), which in political terms represents the 
entry in the country’s federative game of more 
than 1,000 subnational entities with broad polit-
ical autonomy.

As the institutional norms for the creation 
of these municipalities were not based on the 
capacity to generate income and employment 
nor to provide compatible health and education 
services, this increase contributed to most of the 
Brazilian municipalities becoming extremely 
dependent on the Federal government, whether 
financial transfers or of its policy-making and 
policy-inducing capacity.

To health decentralization, the historical con-
comitance of a setting of social policies depen-
dent on economic policies, the increased number 
of municipalities and their economic, political 
and managerial dependence on the federal gov-
ernment are the explanation of contradictions 
that still have not been overcome today, making it 
an unfinished process that is difficult to sustain.

This is the context where regionalization of 
the SUS emerges as a vital strategy for the de-
centralization process. Articulate neighboring 
municipalities in search of the construction of a 
health network that can attend to all of its pop-
ulations, distributing costs and investments and 

creating common goals and targets have become 
health system’s needs.

Important political-normative strategies 
have been established since law 8080/90, with a 
greater or lesser degree of agreement, in order to 
boost and/or implement regionalization (NOBs, 
NOAS, and Health Pact). Despite advances in 
certain aspects and regions, these regulations 
were insufficient to overcome the hurdles to re-
gionalization and decentralization.

In 2011, the Federal Government present-
ed, through Decree 7508, a new policy through 
which municipalities and states are encouraged 
to enter into the Organizing Contract for Pub-
lic Action (COAP), which, by regulating on an 
agreement basis the relationships between health 
services of the municipalities of the 438 Brazilian 
health regions, aims to consolidate the process of 
regionalization and decentralization of the SUS.

Since then, the Ministry of Health has been 
working to build a consensus on the COAP 
throughout the country. A vigorous political 
movement has been developed and advances have 
been achieved, but, in fact, only two states (Mato 
Grosso do Sul and Ceará) have signed the Con-
tract, pointing out that there are important obsta-
cles to overcome.

These obstacles are articulated around the most 
important realms of the SUS, especially regarding 
the supply/provision of professionals, services and 
equipment, legal and normative adaptation (both 
in judicialization and in health responsibility) and 
political and economic issues involved.

If, on the one hand, part of these obstacles 
is more visible, on the other, an important part 
remains partially or totally veiled, whether in its 
enunciation or in its causes and motives.

This paper aims to contribute to the iden-
tification and understanding of these hurdles, 
selecting those referring to political issues (in 
particular, linked to sector financing and judici-
alization) and, as a theoretical contribution, the 
policy analysis reference.

The analysis of policies and their 
contributions to regionalization studies

Regionalization of the public health system 
reflects the political issues associated with terri-
torial decentralization or municipalization itself. 
The political coalitions that sustain this debate 
and generate solutions in terms of normatiza-
tion have a lot of identity and decentralization is 
addressed here to cover the different formats of 
transfer of political status to subnational entities.
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The term “regionalization” is polysemic, re-
flecting different notions that range from strate-
gies of devolution of duties to markets to admin-
istrative decentralization and deconcentration of 
powers to smaller groups. In this paper, region-
alization, decentralization and municipalization 
will be addressed as parts of the same agenda and 
typical of similar political coalitions.

In this context, the sectoral literature shares 
beliefs about the virtues in reducing regional and 
social inequalities, which is noted when research-
ing the political orientations of leaders, as was 
done in this paper.

Therefore, regionalization responds to a gov-
ernment policy. As such, its study is a frequent 
subject of humanities and involves different 
schools and methodological strategies, of which 
one of the most traditional and important is the 
“policy analysis”, with a multidisciplinary charac-
ter and geared not only to the understanding of 
the decision-making process in the public sector, 
but to propose solutions for government policies.

As Geva-May and Pal1 show, the development 
of policy analysis has generated, in several coun-
tries, an activity that, advancing in the academ-
ic-political frontiers, has been established in a 
field different from that of evaluative studies not 
oriented to recommendations of governmental 
actions.

While policies can be studied by different 
methods and schools, “policy analysis” is more 
appropriate due to the focus on the search for 
explanations and the production of recommen-
dations, in a process that articulates information 
obtained by raising perceptions and opinions of 
officers, experts, leaders and entrepreneurs; doc-
uments and regulations; administrative data; and 
inquiries of various kinds.

An important study on the model of the pol-
icy analysis, its multidisciplinary character and 
its scientificity, is the one conducted by Majone2. 
The study contains opinions and perceptions of 
sector leaders and experts that are of particular 
relevance, which reinforces the option of con-
sidering it here as a theoretical-methodological 
reference.

Another pillar of the field of policy analysis 
is the recognition that decision-making occurs in 
complex environments where stakeholders have 
a limited rationality, that is, they do not have full 
capacity to establish their own interests or even 
to understand others’. Thus, perceptions, notions 
of values and benefits, while robust, are adjusted 
throughout the decision-making process and ac-
cording to institutional environments.

Even in such contexts, some patterns can be 
identified. Lindblom3, in an incrementalist ap-
proach, highlighted the ability of agents to cap-
ture information to guide viable and marginally 
different political choices amid a consensual core.

In decision-making arenas more restricted 
to legislatures and governments, the influential 
model developed and updated by Kingdom4 
highlights decision-making flows involving en-
trepreneurs, windows of opportunity, public 
opinion, and actions of politicians and officials, 
who, in special circumstances, can generate a vir-
tuous cycle of innovations and political changes.

The adequacy of the “policy analysis” meth-
ods for the Brazilian context – of still embryonic 
democratic institutions – is evident to authors of 
this paper and can be identified, in its own ori-
gins, as a science for democracy and destined to 
influence governments5.

This tradition strengthened by Wildawsky6 
guides the analyses developed here from the 
opinions and perceptions of health secretaries 
who occupy privileged decision-making spaces 
in the implementation of the Brazilian public 
health policy. This adaptation is reinforced by re-
cent studies of Vaitsman et al.7, which highlight 
the Brazilian context of attempted redemocrati-
zation.

This set of references support this paper in 
analyzing the obstacles to the implementation 
of a recent regionalization policy, the Organizing 
Contract of Public Action - COAP, emphasizing 
the perceptions of decision-makers. In order to 
understand the extent of “policy analysis”, the 
reflections and results presented here should be 
linked to the results observed in recent research 
on the implementation of the COAP from a 
partnership between ENSP/FIOCRUZ and DAI/
SGEP/MS8.

The next step of this paper is to identify how 
sectorial literature addresses the SUS regional-
ization process, dialoguing with authors who 
studied the issue in order to highlight how they 
approached their deadlocks and obstacles. Ar-
ticulating these findings to the “policy analysis” 
approach discussed above, the theoretical-prac-
tical framework that guides the presentation and 
discussion of hurdles that arise from the percep-
tions of the municipal secretaries interviewed is 
constructed.

Studies that seek to understand the evolu-
tionary pathway of intergovernmental relation-
ships and the political-institutional dynamics 
of SUS decentralization provide specific insights 
about the obstacles that hinder regionalization 
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of health actions and services, seeking to under-
stand them from three groups of explanatory 
factors (i) macroeconomic transformations of a 
political, economic and institutional nature ex-
ternal to the health sector; (ii) internal political 
dynamics and sectorial correlation of forces; and 
(iii) decentralization rules and financial incen-
tives defined by the Ministry of Health.

The first set of studies stands out through 
emphasis on the expressive influences of nation-
al agendas on the sectoral regime of federative 
relationships, identifying and explaining signifi-
cantly opposing trends when comparing the ori-
entation of changes that have taken place in the 
last three decades along the decentralization-cen-
tralization axis.

These trends can be summarized as follows: 
on the one hand, the agenda of the transition 
period for democracy, driven by the return of 
direct elections, the fiscal strengthening of sub-
national entities and the innovations of the Fed-
eral Constitution of 1988, which emphasized the 
strengthening of local governments; on the other, 
the transformations promoted by neoliberal re-
forms of the 1990s, with monetary stabilization 
measures, state administrative reform, renegoti-
ation of state debts, privatization of banks and 
state enterprises, Unbundling of Federal Govern-
ment’s Revenues – DRU, among others, who have 
created a recentralizing impulse9-14.

These divergent agendas resulted in insuffi-
cient and precarious decentralization that did 
not enable the establishment of consistent finan-
cial and administrative bases, leading states and 
municipalities to have little capacity to hire pro-
fessionals and managers, to compete for resourc-
es (fiscal war), implement access hurdle strategies 
against users and refuse, in many cases, to assume 
responsibility. This context produced little in-
centive for cooperation and articulation among 
municipalities in health regions, hampering SUS 
regionalization.

A second set of studies on intergovernmental 
relations in the SUS emphasizes the extent of the 
power agreement that gave MRS political pow-
er to promote significant transformations in the 
institutional design of the Brazilian health sys-
tem15-19.

In this logic, the deeper reforms that led to 
the SUS, seeking to improve it, is directly related 
to the MRS’ ability to rearticulate the broad and 
multi-party political and social movement that 
included academics, students, managers, oppo-
sition party members, health care professionals, 
part of the federal bureaucracy and service pro-

viders, among others, around defense of national 
agendas.

While this multi-party basis has been articu-
lated in defense of the minimum assumptions for 
the implementation of decentralization over the 
three decades, its ability to drive agendas such as 
sector financing, relations with the sectoral pri-
vate sector and regionalization is limited. This has 
been related to the characteristics of the SUS im-
plementation process that, among other things, 
directed the attention of the sector’s stakehold-
ers to the internal agenda; reduced ties with civil 
society stakeholders (parties, social movements, 
class associations, etc.); generated disputes over 
scarce resources in the areas of social security 
(health, welfare and social assistance); involved 
the judicialization of politics; and federal con-
flicts between MS, CONASS and CONASEMS.

Finally, a third set of studies assigns to the mi-
croinstitutional federative regulation, expressed in 
legal provisions and financial incentives defined 
by the Ministry of Health and its organizational 
units, the direction assumed by the intergovern-
mental relations in the SUS. Its authors, in gen-
eral, emphasize the impact of internal induction 
strategies on the health sector on the changes that 
have occurred in the arrangement of relations be-
tween the Union, states and municipalities20-24.

These studies assign to the scope of distri-
bution of responsibilities and attributions reg-
istered in temporary regulations, edited by the 
Ministry of Health (most of the time with the 
validation of CONASS and CONASEMS), in the 
form of operational or similar norms, the config-
uration assumed by the regiment of intergovern-
mental relationships in the SUS at each moment 
of the decentralization process.

In this perspective, the difficult progress of 
regionalization of the SUS can be explained from 
the scope of rules contained in each of the nor-
mative frameworks of decentralization, which 
could have induced the concentration of power, 
responsibilities and resources in the municipal 
sphere, or even preserved and maintained more 
centralizing federal legacies favoring the federal 
level. Authors also emphasize the weakening role 
of the state level in the governance and coordina-
tion of health care networks.

Common to these three branches of the lit-
erature on intergovernmental relationships in 
the SUS is the realization that regionalization is a 
multidetermined process in which political, eco-
nomic, and institutional factors interfere in the 
direction and consolidation of strategies, and this 
broader focus, which is worked on in this paper.
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As the aforementioned authors did not focus 
on the COAP, the challenge is to identify in their 
visions what can be worked on in the analysis of a 
new policy that will be worked on as belonging to 
the lineage of those who tried to boost regional-
ization of the SUS, subject to, logically, their spec-
ificities, in particular that of proposing a contract 
as an official expression of the agreement.

The COAP draws on the interdependence 
and agreed sharing of resources and expertise 
from the federal spheres. It intends to establish 
a new federative governance of a contractual na-
ture, whose objective is to materialize the com-
mitment among the federative spheres regarding 
the integration of health actions and services of a 
certain region, with a view to establishing a fed-
erative coordination strategy based on the clear 
definition of responsibilities of each entity and 
goals to be achieved.

Despite being established by a Presidential 
Decree and having had a significant prominence 
in the national SUS agenda in the initial years 
of the first term of President Dilma Rousseff, 
its implementation has been difficult and has 
progressed little ever since, which suggests that 
significant obstacles have been imposed. There-
fore, the knowledge of these hurdles is extremely 
relevant for the design of future regionalization 
agendas, and the municipal health secretaries, 
especially those with a seat in the CIBs, are stra-
tegic informants to obtain qualified information 
about the possible impacts of the various aspects 
pointed out in the sectoral literature discussed 
above. Their position as central decision agents 
brings them closer to the internal and external 
political system to the health sector, to the ex-
tent that their responsibilities as managers make 
them knowledgeable of the daily economic and 
administrative aspects of the implementation 
of policies and programs at the local SUS level. 
We then turn to the methodological aspects of 
the research that gathered their perceptions and, 
then, to their discussion thereof.

Methodological aspects

The objective of analyzing the political, man-
agerial and financial hindrances to the imple-
mentation of the COAP stems from a highly rel-
evant guiding question for public policy. It is the 
low capacity that the SUS in regionalizing health 
care toward reducing the great regional inequali-
ties pointed out by the very specialized literature 
previously discussed and objectively defined in a 
recent study25. Thus, analyzing the perceptions of 

decision-makers in the main collegiate bodies of 
the SUS is methodologically quite advantageous 
to achieve the general objective of the study.

In order to identify the political-economic 
obstacles to the implementation of the COAP, 
we decided to work with the perceptions of the 
Municipal Health Secretaries with seat in the Bi-
partite Interagency Committees (CIBs). This op-
tion is justified because these Secretaries are key 
stakeholders in the process of implementing the 
COAP, since they combine representativeness, 
political activism and decision-making power.

The perceptions were gathered through 
semi-structured interviews carried out within 
the framework of the aforementioned research 
on the national implementation of COAP8, co-
ordinated by the authors of the paper. For the in-
terview, the Research Team developed an instru-
ment containing 38 questions, of which 6 were 
open, 24 were closed and 8 were mixed.

The 26 Bipartite Interagency Committees 
scattered throughout the country have 212 seats 
for the Municipal Health Secretaries. In this pa-
per, 195 (92%) secretaries were interviewed in 
the period October 2015-August 2016. The loss 
of 8% was of a random nature; it was not caused 
by refusal and can be dismissed, giving this sur-
vey a census character.

All respondents agreed to use their statements 
in scientific papers, attesting to their acceptance 
by signing an Informed Consent Form.

Focusing on an analysis of the perceptions of 
key political players, this paper builds on a typ-
ical approach to policy analysis, which seeks to 
articulate social research from a primary source, 
theoretical reference of political science and pro-
duction of evidence to guide decision-making.

This is the context in which reflections pre-
sented here assume aspects of recommendations 
aimed at debating and improving the SUS region-
alization policy. Hence, we must first show the the-
oretical references on analysis and regionalization 
of policies that will structure the data analysis.

Perceptions of the Municipal Health 
Secretaries with seat in CIBs on the 
possible implementation of the COAP 
in 2015-2016

In order to contextualize the discussion 
around political and economic obstacles of the 
implementation of the COAP, Table 1 shows 
selected characteristics of the secretaries inter-
viewed, outlining a brief profile of the research 
subjects.
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We note, at first, that approximately 94% of 
respondents were secretaries of municipalities 
that did not sign the COAP (of which 17 capi-
tals), indicating the powerful obstacles faced by 
the implementation of this policy and giving 
greater interest to answers of respondents, who 
are the leading figures of this process.

Although the participation of women and 
first-time secretaries cannot be considered low, a 
profile of the respondents that takes into account 
the most frequent variables in Table 1 indicates a 
predominance of men, aged between 30 and 50 
years, with postgraduate degrees, affiliated to po-
litical parties and who have already held the posi-
tion of municipal health secretary, whether in the 
current or in another municipality, and who have 
a high attendance at CIB meetings.

The comparison of this profile with that of 
Fleury and Mafort26 for the year 2006, from a 

larger set of municipal secretaries, shows that, 
among the leaders with a seat in the CIBs, a pat-
tern characterized by a greater presence of men 
(55.4% vs. 49.2%, pointed by Fleury and Mafort), 
older (28.7% versus 21.7% over 50 years of age), 
with more education (89.1% versus 67.3% have 
at least the higher education) and with more pre-
vious experience (54.9% versus 23.6% had pre-
viously held the position). The levels of partisan 
membership of the secretaries observed in both 
surveys are almost the same (60% versus 60.4%).

Taking into account the very high percentage 
of respondents who are secretaries of munici-
palities that had not yet implemented the COAP, 
the answers to the first statement in Table 2 are 
extremely important to point out the disbelief 
in signing the contract until the end of 2016, 
since 67.3% showed a “low” or “very low” level of 
agreement with such a statement.

Table 1. Selected characteristics of the Municipal Health Secretaries interviewed with seats in the CIBs and the 
Municipalities in which they work. Absolute and relative frequencies. (N = 195).

Gender 108 (55.4%) men; 87 (44.6%) women;

Age group 64 (32.8%) 41 to 50 years;
62 (31.8%) 31 to 40 years;
50 (25.6%) 51 to 60 years;
6 (3.1%) over 60 years;
1 (0.5%) did not answer.

Education 124 (63.5%) Postgraduates;
50 (25.6%) Higher;
19 (9.7%) Secondary;
2 (1.0%) did not answer.

Experience in this position 107 (54.9%) held the position of Secretary before;
88 (45.1%) did not hold the position of Secretary before;

Party affiliation 118 (60.0%) affiliated to a political party
75 (38.5%) not affiliated to a political party
2 (1.5%) did not answer.

Regional location of the 
municipality

N (66/33.8%); NE (53/27.2%); 
MW (26/13.3%); SE (30/15.4%); and S (20/10.3%)

Municipality population size 0-5 thousand (12/6.2%); 5-10 thousand (30/15.4%); 10-20 thousand 
(27.13.8%); 20-50 thousand (47/24.1%); 50-100 thousand (27/13.8%); 
100-500 thousand (34/17.4%); and +500 thousand (18/9.2%)

% of CIB Meetings in which he/she 
has participated since assuming the 
position of Secretary

147 (75.4%) from 80 to 100%;
23 (11.8%) from 60 to 80%;
9 (4.6%) from 40 to 60%;
7 (3.6%) from 20 to 40%;
6 (3.1%) from 0 to 20%;
2 (1.0%) did not answer; and
1 (0.5%) there was no meeting.

Municipality signed the COAP YES (12/6.2%) NO (183/93.8%)

Source: Own elaboration of authors from data of study “Analysis of the Implementation of the Organizational Contract of Public 
Action – COAP”1.
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This first point already indicates that the 
COAP implementation process faces powerful 
obstacles. This paper also aims to identify, in 
the perception of these important stakeholders 
of the process the main economic and political 
obstacles. Table 2 provides important clues to 
such identification by pointing out that (i) state 
governments have an interest in implementation; 
(ii) municipalities will be the major beneficiaries 
of the COAP signature; but (iii) implementation 
will be very difficult if the federal and state gov-
ernments apply no new resources.

The economic issue, most notably the invest-
ment of new resources by the Federal Govern-
ment and the States, begins to assume, in the per-
ception of the respondents, the position of main 

obstacle to the implementation of the COAP, 
which is endorsed by Table 3, in which “Lack of 
financial resources of the Federal Government” is 
predominant, “lack of financial resources of the 
State” is the third most frequent and the “lack of 
financial resources of the municipality” comes 
fourth. The three obstacles total 54.9%. It is also 
possible to add to these, those that indicated 
“lack of managers’ interest in allocating existing 
financial resources to increase network efficien-
cy” to arrive at 58.0%.

It is important to note that, in the question 
that originated in Table 3, we showed respon-
dents a list of 12 illustrated situations and asked 
them to sort them in terms of importance, that 
is, ranking them from the most important to the 

Table 2. Perceptions of Municipal Health Secretaries with seats in CIBs interviewed about the COAP 
implementation process. 2015. (n = 195).

Statement / Question of the Research

Level of agreement (%)

Very 
High 

High Fair Low 
Very 
Low 

Did not 
reply

Does 
not 

know 

1) “By the end of 2016, most health regions in 
your state will have signed the COAP”

3.6 6.7 20.0 23.1 44.6 1.5 0.5

2) “The state government has no interest in 
implementing the COAP in your State”

13.3 12.3 28.7 20.5 22.6 1.5 1.0

3) “The federal government has no interest in 
implementing the COAP in the country”

5.6 14.9 27.7 27.2 23.6 0.5 0.5

4) “The municipal governments have no interest 
in implementing the COAP in your Health 
Regions”

5.1 10.8 34.9 29.7 18.5 0.5 0.5

5) “The COAP will only be implemented in the 
country if the Federal Government applies 
new resources linked to its signature”

47.2 35.9 7.2 5.1 4.1 0.5 0.5

6) “The COAP will only be implemented in the 
State if the State Government apply new 
resources linked to its signature”

42.6 42.1 10.3 3.1 2.1 0.0 0.0

7) “Municipalities will be the biggest beneficiaries 
of COAP’s signature in their Health Regions”

21.0 37.9 23.0 11.8 6.2 0.0 0.0

8) “Signing the COAP only concerns small   
municipalities”

2.6 7.7 45.0 35.9 30.3 0.0 0.5

9) “The COAP is a cumbersome process and 
without any advantages since it is not 
associated with new federal transfers”

14.4 18.5 23.6 23.1 20.5 0.0 0.0

10) “The COAP is a cumbersome process and 
without any advantages since it is not 
associated with new state transfers”

13.3 17.4 23.6 22.6 22.6 0.5 0.0

Source: Own elaboration of authors from data of study “Analysis of the Implementation of the Organizational Contract of Public 
Action – COAP”1.
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least important. Thus, Table 3 focuses on the real 
and proportional frequencies of the situations 
that were indicated as the most important by the 
respondents.

Table 3 shows that the second most quoted 
obstacle is “fear of lawsuits in the judiciary and/
or the Public Prosecutor’s Office activity”, which 
is greater than the “lack of resources of the State” 
and supplanting the sum of those related to in-
sufficient service network and doctors. This 
points to the worrisome burden of health judici-
alization in SUS management.

The “lack of political interest” of the Execu-
tive Branch certainly is a strong obstacle to the 
implementation of any public policy, even more 
in the federal context of the SUS, without hier-
archies. However, in relation to the other situ-
ations, fewer respondents considered it as the 
most important, as shown in Table 3.

Table 4 further analyzes the issues of “polit-
ical interest” by systematizing respondents’ per-
ceptions of the stance of the main leaders and 
institutions of their State in relation to the im-
plementation of COAP.

The most important finding on this Table 4 
is that respondents do not know the stance of 
most leaderships and institutions of their State, 
and the most familiar positions are those of the 
health sector itself. The high proportion of “don’t 
know” regarding governors, political parties and 
government leadership in the legislature is im-
pressive.

Table 5 explores these data by illustrating 
that the respondents’ perception of the interest 
in the implementation of the COAP on the part 
of political parties that are part of the state man-
agement, the municipal chambers and the lead-
ership of the health regions is “non-existent” or 
“low” in more than 60% of the cases.

These results allow a better analysis of those 
verified in Table 3, overcoming a possible im-
pression that the “lack of political interest” is not 
such a big obstacle to the implementation of the 
COAP, because when we note that important 
Health Secretaries do not know the stance of po-
litical leaderships and institutions, it is clear that 
such public policy has little or no relevance be-
yond the spheres of health.

Table 3. Perceptions of the Municipal Health Secretaries with seats in CIBs interviewed about obstacles to 
implementing COAP. 2015. (n = 195).

Obstacle for the implementation of the COAP N %

Lack of resources of the federal government 67 34.4

Fear of lawsuits in the judiciary and / or the Public Prosecutor’s Office activity 25 12.8

Lack of financial resources of the State 23 11.8

Lack of financial resources of the Municipalities 17 8.7

Lack of political interest of the Governor 13 6.7

Difficulties of municipalities in sharing health actions and services in the regions 8 4.1

Insufficient number of state public services in the territory 6 3.1

Lack of managers’ interest in allocating existing financial resources to increase network 
efficiency

6 3.1

Insufficient number of private services in the health regions 5 2.6

Lack of political interest of mayors 5 2.6

Lack of interest of the Ministry of Health 4 2.1

Lack of physicians to compose teams in health regions 4 2.1

Don’t know/Did not answer 12 6.2

OVERALL TOTAL 195 100.0

Source: Own elaboration of authors from data of study “Analysis of the Implementation of the Organizational Contract of Public 
Action – COAP”1.
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Final considerations

Persistent regional inequalities are widely report-
ed in the literature analyzed here and, in addition 
to their persistence, there are signs of aggrava-
tion, as recently highlighted27. Thus, such region-
al asymmetries represent an obvious obstacle to 
regionalization by increasing the cooperation 

effort among unequal. As has been shown, the 
social status of individuals and their place of res-
idence is an important factor for access to health 
services in the country28.

Other obstacles to regionalization stem from 
important factors associated with weaknesses 
in regional development policies that many at-
tribute to the impact of macroeconomic policy 

Table 4. Perceptions of the Municipal Health Secretaries with seats in CIBs interviewed on the stance of the main 
political leaders and institutions of their State in relation to the implementation of COAP. 2015. (n = 195).

Stakeholders Very 
contrary

Contrary Indifferent Favorable Very 
favorable

Don’t 
know

Did not 
answer

Governor 0.5% 9.2% 13.8% 20.5% 7.2% 48.7% 0.0%

State Health Secretary 1.5% 8.2% 12.3% 37.4% 11.8% 27.7% 1.0%

Government Leader 0.5% 1.5% 19.5% 7.2% 0.5% 70.8% 0.0%

Opposition Leader 0.0% 2.1% 20.0% 7.2% 0.0% 70.8% 0.0%

Secretary of Finance 0.5% 7.2% 11.8% 4.1% 0.5% 74.9% 1.0%

President of COSEMS 0.0% 8.2% 5.1% 48.7% 26.2% 11.8% 0.0%

SMS major cities 1.0% 11.3% 7.7% 40.5% 11.3% 28.2% 0.0%

SMS small cities 1.0% 9.2% 15.9% 36.9% 17.4% 19.5% 0.0%

Workers 0.0% 2.1% 32.3% 24.1% 3.6% 37.9% 0.0%

Public hospitals’ directors 0.0% 4.6% 25.1% 21.5% 4.6% 43.1% 1.0%

Private hospitals’’ 
directors

0.5% 8.7% 24.1% 9.2% 2.1% 55.4% 0.0%

Judges 0.0% 0.0% 13.3% 22.1% 8.2% 56.4% 0.0%

Public Prosecutor’s Office 0.0% 0.0% 9.7% 30.8% 12.8% 46.7% 0.0%

Parties 0.0% 0.5% 24.6% 7.2% 0.0% 67.7% 0.0%

Laboratories 0.0% 6.2% 22.1% 12.8% 0.5% 58.5% 0.0%

Imaging centers 0.0% 5.6% 20.5% 14.4% 0.5% 59.0% 0.0%

Unions 0.0% 3.1% 22.1% 18.5% 0.5% 55.4% 0.5%

Associations of residents / 
popular leaderships

0.0% 1.5% 17.9% 17.9% 1.5% 61.0% 0.0%

Regional Council of 
Medicine

0.0% 5.6% 20.5% 11.8% 1.5% 60.5% 0.0%

MPs / councilors 0.5% 2.1% 21.0% 13.3% 0.0% 63.1% 0.0%

Churches 0.0% 0.0% 21.5% 8.7% 0.5% 68.7% 0.5%

Media 0.0% 0.5% 24.1% 12.3% 0.5% 62.1% 0.5%

Inter-municipal consortia 0.0% 4.6% 10.3% 31.3% 4.1% 45.1% 4.6%

State Health Councils 0.0% 2.1% 9.2% 45.1% 8.7% 34.4% 0.5%

Municipal Health 
Councils

0.0% 3.6% 12.3% 53.3% 8.7% 22.1% 0.0%

Health plans and Insurers 3.1% 8.7% 17.9% 2.6% 0.0% 67.7% 0.0%

Court of Accounts 0.0% 0.5% 8.7% 29.2% 8.7% 52.8% 0.0%

Pharmaceutical and 
Equipment Industry

1.0% 5.1% 19.0% 8.2% 0.5% 66.2% 0.0%

Source: Own elaboration of authors from data of study “Analysis of the Implementation of the Organizational Contract of Public 
Action – COAP”1.
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agendas aimed at reducing the role of the state 
in the economy29,30. As we have seen, what is ob-
served is that it shrinks the capacity of Brazilian 
federalism to produce cooperative effects on the 
health system25.

Besides aligning in this direction, results of 
this study shed light on the knowledge of moti-
vating factors of political action by important de-
cision makers in the system. In short, as already 
seen, the political and party coalition around ad-
vocacy of SUS foundations has weakened and is 
nowadays more fragile than in the context of the 
1980s, which resulted in the creation of SUS.

The first obstacle to be analyzed concerns 
“transaction costs”, which, as previously men-
tioned, tend to be high in contractual processes 
involving entities with political autonomy, in 
case of national implementation of the COAP.

For the political process, this indicates that 
the entity that has an interest in the implemen-
tation of the policy must be able to establish a 
chain of incentives that can convince and induce 
other entities involved in the contractualization. 
In practical terms, it is incumbent upon the fed-
eral government, through the Ministry of Health, 
to set such incentives in order to mobilize states 
and municipalities to implement the COAP.

Precisely because it is a contract, this chain 
of incentives needs to address the demands of 
those with whom we want to contractualize. This 
is when intense political, financial and econom-
ic hurdles to the COAP implementation process 
emerge.

According to the perceptions of the Munic-
ipal Health Secretaries interviewed, the key ele-
ment of this chain of incentives involves financial 
resources, especially the so-called “new resourc-

es”, that is, an increase in the health budget, not 
originally provided for.

If this increase was not planned in the Dilma 
Rousseff government, which launched the COAP, 
it seems unlikely to occur in the coming years, 
especially because of the proposed amendment 
to constitution 55/2016, approved by the nation-
al congress on December 13, 2016, which sets a 
ceiling for the growth of public spending for a 
period of 10 to 20 years.

Considering public spending as one of the 
main economic problems of the country, the 
current government indicates that the limit of 
resources for social policies should be the cur-
rent expenditure, with a minimum expectation 
of positive variation, which, by the way, is sup-
planted by cut-off expectations. Thus, the Brasil-
ia-centralized economic policy does not support 
social policy decentralization initiatives, subju-
gating the interests of municipalities and states, 
already heavily indebted and demanding the fed-
eral government changes in the profiles of their 
debts and increasing gaps in the Fiscal Respon-
sibility Law.

Currently, the perception of the municipal 
health secretaries interviewed about the need to 
increase financial resources to encourage the im-
plementation of the COAP points to a very un-
surmountable obstacle.

If these perceptions actually represent reality, 
the economic hindrance represented by the im-
practicability of new resources will probably be 
the one whose potential to make the COAP more 
unfeasible is more noticeable. In general terms, 
this impediment is not a novelty in the SUS, and 
movements for increased health resources are 
well known.

Table 5. Perceptions of Municipal Health Secretaries with seats in CIBs interviewed on the interest of parties and 

key political leaders of their State in relation to COAP. 2015. (n = 195).

Parties and Political Leaderships Non-existent Low Fair High
Don’t know / 

Did not answer

Governor’s political party 3.0% 22.6% 24.1% 5.1% 9.3%

Other State government base’s parties 39.5% 25.1% 25.1% 1.0% 9.3%

City council 43.6% 27.7% 18.5% 2.1% 8.2%

Parties leadership of health regions 33.3% 26.7% 28.7% 3.1% 8.2%

Source: Own elaboration of authors from data of study “Analysis of the Implementation of the Organizational Contract of Public 
Action – COAP”1.
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What appears to be a powerful new obstacle 
is what, according to respondents’ answers, indi-
cates that the political-partisan system and the 
State Executive Branch are the major absentees in 
the coalitions in support of SUS regionalization 
policies.

This is an unusual situation in the health sec-
tor. Since the Movement for Health Reform and 
the establishment of the SUS, health policy has 
been of extreme interest to political coalitions. It 
is possible to affirm that the SUS had, through-
out its history, cross-party and social leaderships’ 
support, often manifesting itself in the pressure 
and/or the occupation of positions in the mu-
nicipal and state executive branches that ensured 
their support in several critical moments.

This absence is not a matter of value judg-
ment here. There is no data to go far beyond the 
finding of the issue. This situation points to an 
agenda of future research that is concerned with 
understanding motivations, identifying whether 
this occurs in other aspects of the health policy 
and how it can be overcome.

In conclusion, there is another type of obsta-
cle, which translates into the judicialization of 
health, more specifically in the relations between 
the Judiciary and Public Prosecutor’s Office, on 
the one hand, and municipal and state health 
managers. Judicialization has gained prominence 
in the sectoral debate, and this paper does not in-
tend to discuss its specificities. What we want to 
point out here is that such relations seem to cre-
ate a negative environment, which, for most re-
spondents, can make it impossible to implement 
the COAP (a contract).

In addition to this more immediate aspect, 
such an obstacle can also be seen as an indica-
tor that policy has been seen and addressed by 
certain national legal institutions as an “evil in 
itself”, an environment in which, a priori, there 
are veiled interests, and that virtue, in order to 
be produced, must be enforced under penalty of 
punishment involving even imprisonment. His-
torically, attitudes such as these generate a violent 
social environment, of vindictive inclinations 
and blame; the removal of qualified professionals 
from the most important public positions; and 
the consequent shrinking of institutional and 
political innovations.

The articulated obstacles shown here indicate 
an extremely negative setting for the implementa-
tion of the COAP and other policies that seek the 
regionalization of the SUS. Before this situation, 
it is incumbent upon those involved to reflect, ne-
gotiate, build consensus on improving the health 
of the population and overcome such hurdles if, 
of course, they embrace authors’ conception that 
regionalization is fundamental for the SUS.
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