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Public control and equity of
access to hospitals under non-
State public administration

ABSTRACT

OBJECTIVE: To analyze social health organizations in the light of public control
and the guarantee of equity of access to health services.

METHODS: Utilizing the case study technique, two social health organizations in
the metropolitan region of São Paulo were selected. The analytical categories were
equity of access and public control, and these were based on interviews with key
informants and technical-administrative reports.

RESULTS: It was observed that the overall funding and administrative control of
the social health organizations are functions of the state administrator. The presence
of a local administrator is important for ensuring equity of access. Public control is
expressed through supervisory actions, by means of accounting and financial
procedures.

CONCLUSIONS: Equity of access and public control are not taken into
consideration in the administration of these organizations. The central question lies
in the capacity of the public authorities to have a presence in implementing this
model at the local level, thereby ensuring equity of access and taking public control
into consideration.

KEYWORDS: Social organization. Health management. Health policy.
Health planning guidelines. Public health administration, trends. Health
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INTRODUCTION

There is a need to understand how new management
methods fit into the scenario of transformations in the
relationship between the State and contemporary so-
ciety, in the light of technological advances in the
production of goods and social wealth and complex
demands from society that are characterized by social
group heterogeneity and marked social inequality.

The dominant thinking that has arisen within this
context identifies the State as a factor holding back
economic development. The State intervenes in the
market and carries out productive functions and serv-
ice provision with less competence than do private
agents, thereby favoring the appropriation of com-
pany policies. This causes strangulation of produc-
tion and is detrimental to social wealth, with result-
ant harm to the population. Within this perspective,
it is sought to move beyond the social welfare state
model that predominated from the Second World
War onwards.

At the end of the 1970s, movements for reforming the
State emerged with a variety of concepts and imple-
mentation methods. These originated from the coun-
tries at the center of capitalism and were based on
neoliberal concepts as the principal response to this
crisis in the State’s role regarding social development.

In the 1990s, a new current of thought emerged within
the reform movement, and this was identified with
new concepts of the relationship between the State
and society that resulted from criticisms of the
neoliberal policies that had been implemented.5 The
positions defended by these new movements attrib-
uted a prominent role to non-state institutions with
regard to social development. However, these move-
ments also called for the State to follow up the proc-
ess of encouraging partnerships with non-state insti-
tutions by means of incentives, coordination and,
fundamentally, its capacity for public/private regu-
lation, in relation to the production of goods and
services aimed towards the population. From this
viewpoint, concern for the poorest social segments
would be the State’s responsibility, so that these seg-
ments could be assured of minimum access to the
social assets denied by the market.6

Countries on the periphery of capitalism went along
with the hegemonic concepts of this movement for
state reform. Through this, they absorbed at a local
level the questions relating to the countries at the
center of capitalism without having experienced the
welfare state. The reform patterns outlined on the pe-
riphery took the form of decentralization, privatiza-

tion and focus. The provision of services was del-
egated to subnational levels of government and/or
non-for-profit entities. Privatization of economic pro-
duction sectors within the state-owned sphere was
promoted, and public policy was directed towards
economically disadvantaged population groups,
while always from the perspective of increasing the
efficiency of state action.3

The Brazilian government put these presuppositions
into effect from 1995 onwards, when it presented its
conception for reforming the state apparatus, with
the proposal to change from a pattern of bureau-
cratic public administration to one of managerial
administration.11,13

The reformist ideals of the central countries took on
new shape in the political and social realities of the
peripheral countries. These characteristics marked out
qualitative differences in relation to the reform of the
Brazilian State.

Public policies should be efficacious, with a state
bureaucracy that is dynamic, free of pressure from
special interest groups and capable of devising effi-
cient managerial mechanisms, establishing targets
and verifying the results. They should also favor co-
participation by social agents in public actions to
benefit social development.

Nonetheless, these presuppositions come up against
the concrete realities. In the case of Brazil, there is a
very unequal relationship between the State and soci-
ety. The State is authoritarian and dominated by social
forces connected with the interests of capital, thereby
resulting in strong emphasis on private action.

Therefore, the delegation by the state to non-state
institutions gains prominence as a matter to be ana-
lyzed from the point of view of equity of access to
services and public control over the formulation of
health policy.

This perspective can be qualified through analysis
of the recent health policies of the State of São Paulo,
which has prioritized its offer of medical-hospital
services for the population by means of passing over
public resources to social health organizations.

Thus, the objective of this paper was to present the
results from a study on the social health organiza-
tion model, from the perspective of increasing the
public control and equity in providing services. The
possibilities and limits of social organizations and
instruments for state regulation for the health sector
were analyzed.
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The social organization model

In proposals for reforming the Brazilian state appara-
tus, social organizations are considered to be an in-
strument for strategic management of the changes to
the pattern of public administration that are needed,
with the possibility of entering into management
contracts between the parties. Such contracts would
allow assessment and control of the agreed targets,
which is one of the fundamental requirements for
managerial reform.12

The qualification of institutions within civil society
as social organizations comes through a law within
the power of the executive authorities. This makes it
possible to pass over state equipment and the corre-
sponding finance for maintaining services.

Complementary Law n. 846/98 guarantees powers for
the state executive to qualify entities as social or-
ganizations. Moreover, the hospitals passed over be-
long to the state and therefore there is nothing in this
process that could contradict the legitimacy with
which the São Paulo State Health Department (SES-
SP) has moved forward with this policy of transfer-
ring state equipment to the private sector.

In the State of São Paulo, this management model
was implemented in the middle of 1998. With the law
in force, SES-SP adopted management by social or-
ganizations as its hospital care policy, and passed
over the administration of new hospitals that were
conceived within the Metropolitan Health Plan for
the Greater São Paulo region, to private agents quali-
fied as social health organizations. Thus, this repre-
sented a radical change in the role hitherto played by
the State in the provision of health services, since the
production of services ceased to be the direct respon-
sibility of the State.

The legislation of the State of São Paulo differs from
the federal legislation in three important respects:
inclusion of an evaluation committee (composed of
representatives of the Legislature, Executive and
State Health Council); restriction of service produc-
tion solely to the National Health System (Sistema
Único de Saúde - SUS); and adoption of the new man-
agement model only for new health equipment. As a
result of this, SES-SP underwent structural reorgani-
zation to create a central technical group linked to
the Health Secretary’s office, with the aims of moni-
toring the implementation of the new model and pro-
moting improvement in the management contract,
particularly with regard to funding and assessment
indicators.*

Today, the State of São Paulo has around 20 hospitals
with secondary-level technical and care profiles that
are managed by social health organizations of differ-
ent institutional origins. These include religious or-
ganizations (Casa de Saúde Santa Marcelina), uni-
versities (Universidade de Santo Amaro), community
organizations (Sanatorinhos), and employers’ asso-
ciations (Social Service for Civil Construction of the
State of São Paulo - SECONCI), among others.

METHODS

The starting point was the hypothesis that the way in
which the Brazilian State had delegated health care
to private agents – through the intermediation of so-
cial organizations – did not take into account putting
public control into effect or the equity of access to
services.

Access was an important category for analyzing the
health systems. Because this involves the offer, the
service organization and the population’s acceptance,
it reveals the dimensions of social and political na-
ture that are necessarily present in formulations and
implementations of health policies.8

Equity is understood as a strategy for organizing
health actions and services that are distinct and di-
rected towards population groups that are socially
unequal, with strong traces of “positive discrimina-
tion” to guide the formulation and implementation
of a given action.2

Public control is understood as participation by or-
ganized civil society at different levels, with the aim
of exercising control over the State, with regard to
policy supervision and formulation, among other mat-
ters. The types of control instituted by the contempo-
raneous State can be divided into two spheres:7,14

a) horizontal, undertaken among sectors of the state
bureaucracy: administrative control (exercised
within the sector), legislative control (policy
control by the executive power), accounting
control (a technical dimension that gives backing
for legislative) and judicial control (to avoid abu-
ses in exercising power);

b) vertical, undertaken by society in relation to the
government and bodies of the State.

Two social health organizations were analyzed: one
linked to a philanthropic entity that manages a hospi-
tal in the eastern zone of the municipality of São Paulo
(HZL) and the other linked to an employers’ associa-
tion that is responsible for a hospital located in a mu-
nicipality in the Greater São Paulo region (HGSP).

*São Paulo. Novo modelo de contrato de gestão. Diário Oficial do Estado de São Paulo. 13 dez 2001;Seção I:49-50.
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The criteria that guided the selection of these hospi-
tals were as follows. HZL is in a region of high popula-
tion density and low socioeconomic indicators, with
significant presence of participation by a health move-
ment for the people. This entity that has been quali-
fied as a social health organization is known for pro-
viding health services of public nature in the region.
HGSP is a reference hospital for four municipalities
within a small geographical area, which also presents
low socioeconomic indicators. There is a local tradi-
tion of social agents in the health reform movement,
and the entity managing the hospital has extensive
experience of outpatient services of self-managed type.

The qualitative case study approach was utilized, for
a variety of reasons: it was the investigative tool that
was most appropriate for the problem under exami-
nation, and for situations in which the research does
not have any control over the subject; it met the need
for understanding the internal dynamics of the sub-
ject; and it is recommended for studies on contempo-
raneous phenomena.1,10

The analytical categories chosen were equity of ac-
cess to health services and public control.

The empirical material was collected by means of
interviews with key informants,15 taking into consid-
eration the interviewee’s position in the administra-
tive hierarchy of the social health organization, his
technical-administrative role in the organization, his
implementation of care, his utilization of the serv-
ices and his participation in spaces for exercising
public control. Fourteen interviews were conducted,
covering directors, managers, health professionals,
users, health councilors, members of the state parlia-
ment, health secretaries and central-level technicians
in SES-SP.

The secondary data utilized included legal docu-
ments (ordinances and laws relating to the creation
and implementation of social health organizations,
and minutes of health council meetings) and institu-
tional information covering service production and
human resources, among other information.

The material was analyzed by exhaustively reading
it to search for elements connected with the analysis
categories.

ANALYSIS OF RESULTS

Analysis of policy relationships for the
managerial model

With regard to policy formulation for the managerial

model for social health organizations, it was observed
that the state executive has a central role, represented
by the central level of SES-SP. It is at this level that
entities with the criteria for qualifying as social or-
ganizations are defined, and the targets for service pro-
duction to be reached, assessment indicators and rou-
tine follow-up of management contracts are established.

The technical-administrative management of social
health organizations participates in defining targets,
implementation time periods, technical administra-
tive monitoring stages and the amount of funding
destined for enabling management contracts:

“...we are the ones who define what the activity types
are, the types of service in the light of the epidemio-
logical realities in the region where it [the hospital]
is located” (central-level technician in SES-SP);

“...they [SES-SP] close a budget x; through this budget
we will be working within the framework that the
Government establishes (...) If we feel there is re-
pressed demand, we are fully prepared to sit down
with the group [SES-SP] and negotiate an expansion
of the funding” (social health organization manager).

In the experience at HGSP, it was observed that the
technical-care model ensured equity of access, as a
result of the active participation of the local public
authorities in formulating the health system for the
region. Thus type of management implied negotia-
tion between the hospital board and the health sec-
retaries in the municipalities covered by the hospi-
tal, which resulted in creating a hierarchy of access
to services according to local needs and effective
linkage between the municipal public services and
the hospital:

“...the four municipalities got together (...). We had
assemblies of the Municipal Health Councils (...), at
which the general hospital topic was discussed a lot
by the councilors: how and in what way they wanted
this hospital to exist (...). All the negotiation and the
agreement to open the wings was conducted together
with the municipalities” (municipal health secretary).

Analysis of the equity of service provision and
public control

The analysis of the situation in HZL revealed fea-
tures that were the opposite of those in HGSP, in rela-
tion to guaranteed access. The public authority did
not act effectively in organizing health care and con-
sequently it was seen that there were no linkages
within the public health service network or with the
hospital. This also contributed towards the fact that
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the hospital organized its attendance in a non-referred
manner, a manner commonly named “open door”.

“...there is a lack of organization in the referral and
counter-referral system and, perhaps most impor-
tantly, with regard to user confidence. Users know
that if they go to health care center A, B, C or D they
are not going to be seen there. They may have to
queue here, but they get seen” (social health organi-
zation manager).

On the one hand, this type of health care organiza-
tion, which is oriented towards dealing with com-
plaints, consists of an offer of services meeting the
population’s demands. On the other hand, the equity
of access is impaired, since there is no guarantee of
attendance for those who really need it. The attend-
ance is determined by the order of arrival at the emer-
gency services, which are transformed into the “entry
door” of the institution, with the exception of urgent
and emergency cases that are defined technically.
This is not a characteristic exclusive to this hospital.
This has generally been the model utilized in facili-
ties at secondary and tertiary healthcare levels that
are linked to SUS.

In the two social health organizations analyzed in
relation to equity of access to health services, the
way in which access was implemented was high-
lighted. Active participation in the organization of
the health system by the public sphere, on the basis
of hierarchy creation and regionalization, constituted
a differentiating element.

Access is basically understood as an attribution of a
technical nature, i.e. the doctor’s professional com-
petence to determine that a given user can enter the
service. As such, assessments made using exclusively
technical parameters are given preference, and other
variables of a social nature are disconsidered, par-
ticularly income and social needs.

The hegemony of this technical conception generates
significant tension in the relations with users. Systems
that operate using “open doors” logic, like HZL, are
more prone to such conflicts, because there is no local
backing for dealing with these needs within arenas for
policy and technical care provision, such as health
councils and technical chambers. The case of HGSP
illustrates this possibility well, since this institution
has the backing of the local public authorities for pro-
moting effective linkage between public services, in-
volving the municipal health councils and segments
of the population, with the aim of putting into effect a
system creating a healthcare hierarchy in which the
social health organization is important. According to

the testimony of a representative of the local public
authority, there is a need for “(...) a monthly run-in with
the Health Council and with the district councils. We
never tire of explaining this model; we’ve managed to
get politicians and the mayor to go along with it (...)”
(municipal health secretary).

With regard to public control, the policy of transfer-
ring state assets to private entities presents other ques-
tions. This matter generated tensions in the debate in
the legislature for approving Complementary Law No.
846/98 that resulted in the control mechanisms ex-
pressed in this law. These mechanisms have, however,
been seen to be insufficient, and this has kept up the
criticism of how the state executive has dealt with
this question:

“...the law provides for sending a report there [to the
committee that assesses how the management contract
is being conducted] every three months, but they [SES-
SP] don’t do this” (member of the state parliament).

From a legal-bureaucratic point of view, the control
is exercised by means of legally established proce-
dures. Thus, the State of São Paulo Accounts Tribunal
exercises accounting-financial control that is re-
stricted solely to financial and tax matters.

SES-SP was the government level identified by the
managers of these organizations as the preferred one
for accounts declarations, taking into consideration
the information from the results achieved, for the pur-
poses of releasing funds:

“...we have a committee that we call the follow-up
committee, which has members from hospitals, from
the territorial levels of the Department and from the
central level [SES-SP], and which holds meetings once
a month” (central-level technician in SES-SP);

“...we have two means of public control: one that is
more constant, more present and closer to us, which
is the State Health Department (...), and the other is
the State Accounts Tribunal” (director of a social
health organization).

The precedence of this policy in public administration
must be emphasized, since it is within this sphere that
the regulation of interests takes place. It is important to
signal this, because it is often said that it is enough to
incorporate clear managerial mechanisms, with well-
established targets and defined assessment indicators,
so that the efficiency with which services are produced
and the population’s needs are met can be established.

The ideal of managerial reform of the State is perme-
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ated by the concept that social organizations are one
of its strategies.

Analysis of the management of social health
organizations

Nevertheless, in analyzing management by social
health organizations, it is seen that the type of serv-
ice provision contract that exists is not strictly a man-
agement contract. This is because, strictly speaking,
the management continues under the aegis of the state
public authorities, in that it exercises the functions
of health policy formulator and social health organi-
zation fund-provider. Consequently, the social health
organizations are led towards becoming organized in
such a way that they can negotiate matters that are of
interest to them. In this, they resemble private pro-
viders for SUS:

“...we have a meeting that is just for us, the social
health organizations. The state [SES-SP] doesn’t come
into it. It’s not that it’s prohibited, but we discuss a
series of strategic situations, and even so that we can
take them to the state [SES-SP]. So, we don’t agree
actions...” (director of a social health organization).

Also with regard to public control, it was noted that
there was no expanded participation by the State
Health Council, considering that this council does
not take part in formulating and following up this
policy, as can be gathered from reading the minutes
of the council’s meetings and from the interviews with
key informants (councilors and members of the state
parliament). However, it was seen from the two social
health organizations that the council’s participation
is characterized by actions to inspect the accounts
and finances: the same ones performed by the State
of São Paulo Accounts Tribunal:

“...we have accounts declarations. We have this every
year: what came in, what went out, how much was
spent...” (health councilor).

Two other questions deserve highlighting: one regard-
ing the differentiated way of funding these social health
organizations in relation to other providers for SUS,
whether to these themselves or to contractors. The other
relates to the management of human resources.

With regard to passing over financial resources for fund-
ing health service provision, Elias4 drew attention to
the fact that the funding models generally determine
the technical care provision models. Thus, in SUS, pay-
ment per procedure and for the production achieved,
to private and public health care agents, imprints a
particular attendance type that is oriented towards of-

fering services, with preference for acts of greater com-
plexity, because these are better remunerated.

The overall budget for social health organizations is
agreed with SES-SP, with monthly fund transfers, and
there is the possibility of negotiating increases on
the strength of proven deficits. This means of financ-
ing is desirable both for the social health organiza-
tions and for the state administrator itself, since to-
gether with the managerial autonomy in using these
resources, the targets established can be fulfilled with
an effective guarantee of funding. Thus, another logic
can be imprinted on the attendance, through a con-
cern to absorb the demand without selecting the pro-
cedures according to their remuneration (high or low),
since the contract implies a “closed package” for sup-
plying the care activities.

Moreover, in linking the administrative and financial
autonomy of social health organizations, this type of
funding establishes differences in relation to the gov-
ernment bodies themselves. In government bodies, the
destination of expenditure is linked to budget items,
with small margins for reallocation, which compro-
mises the managerial autonomy for meeting the rou-
tine needs of the service, or the possibility of imple-
menting actions that are closer to the sociodemographic
and health realities of the population attended. This
limitation is frequently indicated as a limit on state
action, to explain the inefficiency of this apparatus in
responding to the population’s health needs.9

One marked characteristic indicated by the manage-
rial and technical-professional staff as a factor in the
efficacy of implementing health actions in these so-
cial health organizations relates to the managerial au-
tonomy for hiring and firing human resources. In pub-
lic administration of bureaucratic type, hierarchical
authority prevails and is backed by the powers and
competencies of positions that are characterized by
functional stability and subject to political influence
from the people holding the reins of government. In
managerial public administration, work contracts are
established following the same logic as in private com-
panies, in which efficacy and technical-administra-
tive competence predominate, thereby facilitating the
firing of those who do not meet the criteria of produc-
tivity and quality established by the company:

“...I think this flexibility of Human Resources is fun-
damental (...), because you can fire people who are
not doing anything. If someone doesn’t adapt to the
team, you can’t keep this person” (director of a social
health organization).

This managerial characteristic is important for organ-
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izing health services, particularly hospital services,
which require speed in hiring human resources, both
in qualitative and in quantitative terms, in order to
meet the population’s health needs more efficiently.

FINAL CONSIDERATIONS

The investigation that was carried out has made it pos-
sible to validate the general hypothesis that guided it,
i.e. that guaranteed access to health services and putting
public control into effect do not appear centrally within
the management of these social health organizations.
The public-private agenda for this new management
model for health services is qualified by responsibil-
ity within the public sphere for formulating and con-
trolling policies, while the private sphere has the re-
sponsibility for organizing the work process and man-
aging human resources. This enables human resources
management logic in which direct control over work-
ers and the work.

Thus, management by social health organizations is
characterized by devolution of services to the non-
state sphere. Furthermore, this model makes it possi-
ble for the public authorities to expand services while
respecting the limits on hiring personnel established
by the Fiscal Responsibility Law.

This investigation has made it possible to infer that the
management model for social health organizations does
not constitute a limiting factor on the development of
public health policies, in that it favors linkage between
the public authorities and civil society, as in the case of
HGSP. Nonetheless, the central question lies in the ca-
pacity of the public authorities to make themselves
present in implementing this management model at lo-
cal level, while retaining and expanding the arena for
policy formulation and thereby ensuring equity of ac-
cess to health services and taking public control into
consideration, so as to give due regard to defending
social justice as a priority target in their actions.
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