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Abstract

Regionalization is a strategy of organization and 
integration of services in national health systems, 
in a path to be followed toward comprehensiveness 
and universal access. However, its principles are still 
invisible in Brazilian society, and the forms of man-
agement in health regions are questioned, as well as 
its actual effects on the construction of health as a 
right. This article is dedicated to such questioning 
and falls as a production aiming to denature pro-
cesses and enable the emergence of events put into 
invisibility because of the “discursive formations” 
of health regionalization. This study comprises the 
regionalization process of Ceará’s health system 
since the 1990s. This is a qualitative study that ex-
amines the reports of 23 state managers of health, 
as well as the documentary narratives related to this 
issue. This study aims to build “bundles of relations”, 
articulating the subjects and institutions in the 
production of “knowledge-power and truth-power”, 
according to Foucault’s reference, and in dialogue 
with public health authors. The regionalization of 
Ceará points to a reform of the health sector, delegat-
ing the management and provision of services to the 
Social Organization and to the consortium, on proce-

1	 This article is one of the products linked to the study Model of Governance, Regionalization and Healthcare Networks in the State of 
Ceará: Context, Conditions, Implementation and Results, carried out between 2013 and June 2015, with financing from the Fundação 
Cearense de Apoio ao Desenvolvimento Científico e Tecnológico (Funcap), in the Program of Research for the SUS (Programa de Pesquisa 
para o SUS – PPSUS). It is also a result of the doctoral thesis in collective health developed by Neusa Goya with the General Association 
of the Federal University of Ceará, the State University of Ceará and the University of Fortaleza. It was approved by the Ethics and 
Research Committee of the Federal University of Ceará with report #137,055. 
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dural and productive contracting, strengthening the 
“entrepreneurship” of health and thus affecting the 
production of comprehensiveness and universality. 
We conclude that the Unified Health System’s consti-
tutional stratum is undergoing a breaking process, 
forging another “regime of comprehensiveness and 
universality”, that can be observed in the fact that 
the Unified Health System is between institutionali-
ties, and in the change from the right to health care 
to customer right in a reductionist shift.
Keywords: Unified Health System; Public Health 
Policy; Regional Health Planning; Health Care 
Sector Reform; Social Organization; Health Con-
sortium.

Resumo

A regionalização é uma estratégia de organização 
e integração de serviços em sistemas nacionais de 
saúde, colocando-se como um caminho a ser trilhado 
para a integralidade e universalidade. No entanto, 
constitui-se como princípio ainda invisível na so-
ciedade brasileira, problematizando seus modos 
de gestão nas regiões de saúde, assim como seus 
efeitos reais na construção do devir da saúde em 
direito. Este artigo dedica-se a essa problematização 
e inscreve-se como uma produção a desnaturalizar 
processos e a possibilitar o aparecimento de acon-
tecimentos postos em invisibilidade e dizibilidade 
pela “formação discursiva” da regionalização da 
saúde. Toma como habitação a regionalização da 
saúde do Ceará em curso desde meados de 1990. A 
partir de uma abordagem qualitativa, adota em co-
nexão e análise os discursos em entrevistas com 23 
gestores estaduais de saúde e narrativas documen-
tais afins ao tema. Busca a constituição do “feixe 
de relações”, articulando sujeitos e instituições em 
produção de “saber-poder e verdade-poder”, segundo 
referência foucaultiana, e em diálogo com autores 
da saúde coletiva. A regionalização do Ceará aponta 
para uma reforma do setor saúde, delegando a ges-
tão e prestação de serviços à Organização Social e 
aos consórcios, em contratualização procedimental 
e produtiva, fortalecendo o “empresariamento” da 
saúde e afetando a produção da integralidade e uni-
versalidade. Conclui-se que o estrato constitucional 

do Sistema Único de Saúde (SUS) encontra-se em 
processo de rompimento, forjando um outro “re-
gime de integralidade e de universalidade”, que se 
pode visualizar no fato do SUS estar em trânsito de 
institucionalidades e na transformação da saúde de 
direito, em um deslocamento reducionista, para o 
campo do direito do consumidor.
Keywords: Sistema Único de Saúde; Política Pública 
de Saúde; Regionalização; Reforma do Setor Saúde; 
Organização Social; Consórcio de Saúde.



904  Saúde Soc. São Paulo, v.25, n.4, p.902-919, 2016

Introduction

Regionalization has been a strategy adopted to 
organize and integrate services in national health 
systems which are public and universal as a central 
path to be followed to ensure comprehensiveness in 
health and the universality of the access. However, 
there are principles of the Unified Health System 
(Sistema Único de Saúde – SUS) which are still 
invisible in the Brazilian society, making us ques-
tion the forms of management of the regionalized 
system and its real effects to the transformation of 
health into a right. 

Mendes and Louvison (2015) and Viana, Miranda 
and Silva (2015) warn that the frontiers of the pub-
lic SUS, universal, comprehensive and with single 
management, are going through a rupture process, 
given the phenomenon of “entrepreneurism” being 
conceived in the regionalization of health, consid-
ering both – the regionalization and the “entrepre-
neurism” – as coexisting productions which are 
under tension.

Thus, it is necessary to question the regionaliza-
tion of health, considering that this logic is placed 
at the center of the SUS, due its constitutional 
orientation for the organization of a regionalized 
and hierarchized network, called by Santos and 
Andrade (2007) an “inter-federative network of 
services”, without which it is not possible to imple-
ment the comprehensiveness of healthcare (Santos; 
Andrade, 2013).

In this sense, one of the aspects being analyzed 
is the institutional design of the SUS constitut-
ing a “Brazilian sanitary federalism” (Dourado; 
Elias, 2011), since the configuration of its manage-
ment, organization and operation mirror Brazil’s 
federalism. Its legal proposition establishes an 
ordainment of the sanitary authority of each entity, 
circumscribed in responsibilities, prerogatives and 
competences directly related to its governmental 
representation. Thus, in the application of the re-
gionalization, there is a lack of a sanitary authority 
in charge of the management of the health region, 
instituted by Decree 7,508/2011 (Brasil, 2011).

The managers of the SUS point out that there are 
no roles defined for the level responsible for ensur-

ing access to services with higher technological 
density in the region (Shimizu, 2013). Santos and 
Campos (2015) point out some possibilities in the 
regional management models, such as the constitu-
tion of a special autarchy or of a regional associative 
entity, linking to it the Organizational Contract of 
Public Action of Health (Contrato Organizativo de 
Ação Pública – COAP). Mendes and Louvison (2015) 
state that the discussion of a new “institutionality”, 
in the context of regionalization, should be carried 
out in order that a State reform in which the “SUS 
fits” is elaborated, in accordance with the Con-
stitution with respect to its public, universal and 
comprehensive nature and its single management.

When we problematize and add to the debate 
about the management of the SUS in the health 
region, we bring the experiment of the regionaliza-
tion of healthcare in the state of Ceará to provide 
an in-depth analysis of what has been happening, 
since it reflects a path that has been followed since 
the mid-1990s until today. As a result, the state has 
a strong tradition with decentralization and region-
alization of the SUS (Lima; Viana, 2011). Mendes 
(2007) affirms that Ceará was considered the first 
Brazilian state to develop the regionalization based 
on the concept of Healthcare Networks. Recently, it 
was one of the states to implement in its regions the 
signature of the COAP (Brasil, 2011).

Hence, the ongoing experiment in Ceará con-
stitutes a great foundation for the development 
of studies on the regionalization of healthcare. 
This article focuses on that theme, problematiz-
ing the “Brazilian sanitary federalism” of the SUS 
coexisting with regionalization, in accordance with 
article 198 of the Federal Constitution, with aims 
at an “inter-federative network of services”. Thus, 
we ask: how does the management of the SUS take 
place in the health regions? What are its effects in 
the production of the constitutional SUS and of the 
idea of health as a right?

Methodology

The production of this article was based on a 
qualitative approach. It encompasses an analysis 
of the meanings produced in the practices, thus in 
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the creation in the common plane of life, and hence 
“being noticed in the plane of conflicts, in diver-
gences, in actions that make a difference, that en-
able the production of other meanings, against the 
hegemonic meaning” (Rocha; Aguiar, 2003, p. 66).

It is an article inspired by Foucault, but it is also 
related to authors of collective health who focus 
their study on the regionalization of health. It is 
a scientific production to denaturalize processes, 
since it considers reality to be something that it is 
not given a priori, but an experiment that should be 
analyzed and problematized.

This perspective is strong for the appearance of 
“discursive events” which are put in a regimen of 
invisibility and utterability in the discourses about 
the regionalization of health. For Foucault (2006a), 
the “discursive events” scape the interiority of the 
discourse and overflows into creases by composing 
relations with other events that are from different 
domains of knowledges, scientific of not. The dis-
course, for the author, is then designed as a series 
of “discursive events”.

Thus, as sources of information, problemati-
zation and analysis, we take the discourse of the 
regionalization of health, in a Foucauldian formula-
tion, using institutional documents that are related 
to the theme and narratives of open interviews made 
with state health managers from Ceará, with five of 
them being from the central level and eighteen from 
regional coordinating bodies.

The criterion for choosing the interviewees was 
the fact that they were the political and technical 
leaders of the health regionalization in Ceará, posi-
tioning themselves then as “subjects of discourse” 
(Foucault, 2008, 2013). All of them were informed 
about the goals of the research, its approval from 
the Committee of Ethics and Research of the Federal 
University of Ceará, and were also invited to sign an 
Informed Consent. The Secrecy and anonymity of 
those involved were properly guaranteed.

In the interviews, the initial approach of the path 
of the person was asked, and as a guiding theme 
we asked the interviewee to talk about the region-
alization of healthcare in Ceará in a free narrative, 

following their own viewpoint and experiment. 
Other questions were introduced to discuss more 
extensively some issues that were mentioned during 
the interview. They were recorded and transcribed, 
constituting discourses that we call Interviewee 
1 (I1) and so on. We did not identify if the speak-
ing subject was from the central or regional level, 
considering the condition of both as “subjects of 
discourse”.

In the analysis and sharing of the experiment of 
the research, we highlight the work of the supervis-
ing group2 of the research, as a device according to 
Barros (1997). Pozzana (2014) discusses the forma-
tion devices and points out that:

when the events are narrated and shared, charac-

ters, places, talks, textures and images gain space 

in our lives. We are forced to think. Suspensions 

interrogate our positions of knowledge and power. 

Coherence and the closing of the ego fail, acts 

appear and the world positions itself (Pozzana, 

2014, p. 61).

Thus, on the discussion of the supervised dis-
courses, we were forced to think about the issue, 
which enabled us to see the present (but invisible) 
potentialities, i.e., dividing the “words and the 
things” of the discourses, in acts of extraction. We 
revealed what is put outside of the official knowl-
edge about the regionalization. In other forms of 
illumination, we make the “object of discourse” of 
the regionalization, which “does not preexist itself, 
held back by some obstacle at the first light, it exists 
under the positive conditions of a complex group of 
relations” (Foucault, 2008, p. 50).

These groups of relations materialize the dis-
cursive relations which “are established between 
institutions, economic and social processes, be-
havioral patterns, systems of norms, techniques, 
types of classification, modes of characterization” 
(Foucault, 2008, p. 50). The discursive relations 
“determine the group of relations that discourse 
must establish in order to speak of this or that ob-
ject, in order to deal with them, name them, analyze 

2	 Group of researchers that integrated the research of the PPSUS, systematically united in the period of its realization, between 2013 and 
June 2015. 
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them, classify them, explain then, etc.”, constitut-
ing the “discourse as a practice” (Foucault, 2008, p. 
51). Foucault brings attention to the “more” of the 
discourse in its practice “that we must reveal and 
describe” (2008, p. 55).

Then, we produce the group of relations that 
was created in connection with the things and the 
realized acts, between the subjects and the institu-
tions that create the forms of management of the 
SUS in the regionalization of healthcare in Ceará. 
A group of relations that denaturalizes instituted 
truths and boots other visibilities and utterabilities, 
as “blocks of the invisible searching for a passage” 
(Barros, 1997, p. 186).

With that purpose, in the context of the region-
alization of health in Ceará, we consider as analyz-
er the discourse in production and the coexistence 
of games of “knowledge-power and truth-power”, 
according to Foucault (2006a, 2006b, 2006c, 
2008, 2014). We add to the Foucauldian analysis 
the contributions of collective health that prob-
lematize the theme in question. In the analyzed 
dimensions, we highlight as results in discussion: 
(1) the discursive formation of the regionalization 
of health; (2) the production of knowledge-power 

and truth-power relations; (3) the reform of the 
health sector and the path of institutionalities3; (4) 
the relations between the Regional Commission of 
Managers and the Social Organization and Public 
Consortium of Health..

The “discursive formation” of the 
regionalization of health: from the 
bureaucratic perspective to the 
inter-federative contractualization

The institution of the SUS brought as normative 
orientation the guideline of the decentralization of 
health services, with great institutionalization in 
its development. Viana et al. (2009) point out the 
configuration of cycles of decentralization of health 
policies in Brazil, with an initial emphasis in munic-
ipalizing and then regionalizing. For these authors, 
the regionalization of health was inaugurated with 
the Operational Guidelines of Healthcare, constitut-
ing a normative and bureaucratic regionalization.

From 2000 to 2014, health policies tended to 
promote regionalization under the normative regu-
lation of the Ministry of Health (Figure 1).

3	 The term “institutionality” is here used to refer to the Health Organization and the Health Consortiums instituted in the regionalization 
of Ceará. Conceptually, we adopt institutionality following Barros’ (apud Ferigato; Carvalho, 2009, p. 53) point of view of institution, 
which indicates “a productive character and denotes, in the human, the oblique way to satisfy the needs and desires, for when they are 
satisfied, they are also constrained, sabotaged, sublimated”.
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Figure 1 – The normative discursive formation of health regionalization
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Each normative edition (Figure 1) elaborated 
concepts that, among other things, focused on: (1) 
the inter-federative relations in a triple manage-
ment model through commissions of managers; (2) 
the cooperative, interdependent, complementary 
and systemic system through the Healthcare Net-

works; (3) the exercise of the solidary pact through 
the Health Pact; (4) the contractual negotiation 
between federative entities through the OCPA; 
(5) the new care and management territoriality 
around the constitution of the health region; (6) 
regional planning within a perspective of inte-

4	 GOYA, N. Regionalização da Saúde: cartografia dos modos de produção do cuidado e de gestão do Sistema Único de Saúde. 2016. Tese 
(Doutorado em Saúde Coletiva) – Universidade Federal do Ceará, Fortaleza, 2016. No prelo.
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grated and inter-sector development in the space 
of the region.

Each period had a conceptual emphasis that 
caused movements in the process of health region-
alization, going from a context of normative and 
bureaucratic regionalization (Viana et al., 2008), 
to an agreed regionalization, and then to a contrac-
tual and inter-federative regionalization (Figure 
1). However, it was not just a normative-conceptual 
guidance that enabled the classification of “types of 
regionalization”; it also led to forms of management 
of the SUS that is considered regional, composing 
the updating and repetition of “statements of order” 
(Foucault, 2006c) that guided the discourse and 
practices of the regionalization of health.

When talking about statements, Foucault (2008) 
highlights its link to a “complex set of material 
institutions”, pointing out that they never present 
themselves in independence and neutrality. When 
they circulate, the statements produce a certain set 
of operation of things – and also of tensions, as they 
provoke those who are opposed to them. 

The statements of order, reflected in Figure 1, 
ended up fabricating a regime of truth of the forms 
of management of the SUS, in conformity with its 
stipulation into norms and proposition of “types 
of regionalization”, which induced the practices of 
regionalization. Foucault (2006c, p. 233) means by 
truth the “collection of procedures which allows in 
every moment and every individual to make state-
ments which will be considered true”. For him,

these productions of truth cannot be dissociated 

from power and from mechanisms of power, be-

cause these power mechanisms make possible, 

lead to the production of truth, and because these 

productions of truth are, by themselves, power ef-

fects that unite us, bond us. These are the truth/

power and knowledge/power relations that concern 

me. (Foucault, 2006c, p. 229).

In this sense, this discursive formation, in 
statements and practices, supports the creation 
of a regime of knowledge-power and truth-power, 
establishing in relations and interfaces the form 

of production and management of the regionally 
based SUS.

Regionalization of health in Ceará: 
the production of knowledge/
power and truth/power relations

The regionalization of health in Ceará, coor-
dinated by the Department of Health of the State 
(Secretaria de Saúde do Estado – SESA), was charac-
terized by the document “Reorganization guidelines 
of the care and services of the Unified Health System 
of Ceará”, approved by the State Council of Health 
in 1998. The text guided the institutionalization of 
the regionally based system, and its technical and 
political influences are still seen today. According 
to the state manager, the idealized design should 
be constituted by the “basic care as a responsibility 
through family health groups, secondary care as a 
responsibility in the health region and tertiary care 
offered by the macroregion” (E2).

The discourses indicated a system that was 
regionalized and hierarchized in levels of care com-
plexity, in territorialities of micro and macroregions 
of health, proposed through a study that outlined 
the routes and centers of access of the population to 
the health services. A design of twenty microregions 
and three macroregions was created, focusing on 
the secondary sufficiency of the microregion and 
on the tertiary sufficiency of the macroregion, with 
the purpose of supplying healthcare voids. Their 
coverage and economy of scale had a strong role 
in guiding the regionalization of Ceará, as we will 
discuss below. 

The regionalization model was based on the 
regional structures of the SESA called Regional 
Health Boards (Coordenadorias Regionais de Saúde 
– CRES). In each microregion which did not have a 
CRES, its implementation was ensured. The CRESs 
are in charge of “assisting municipalities so that 
state, federal and public policies are guaranteed in 
the regional policy […] established and implemented 
then, I am an extension […] the spokesperson of the 
SESA for the municipalities” (E13).



Saúde Soc. São Paulo, v.25, n.4, p.902-919, 2016  909  

In this sense, the political administrative per-
spective and the management perspective gain 
strength, with a strong regional institutionality and 
centrality on the state level, which provides perme-
ability and stability to the policies that are needed 
for the development of the SUS in accordance with 
the order of the officially proposed discourse. The 
operation of the regional SUS, by the municipali-
ties and their managers, gains discursive power 
through the “spokesperson” that is in the condition 
of “subject of discourse”. Araújo (2007) affirms that

The discourse has a historical, institutional sup-

port, a materiality that enables or prohibits its re-

alization. The subject of discourse is not the person 

who realizes an act of speech, nor the author of the 

text, nor the subject of the proposition. The subject 

is the person who can use (almost always exclu-

sively) a certain statement through their training, 

due to the occupation of an institutional place of 

their technical competence (Araújo, 2007, p. 7). 

But the position and production of the “subject 
of discourse”, qualified to speak, induce practices 
and produce truths about the regionalization of 
health was not restricted to the CRESs. It was also 
instituted in the system of formative education for 
the SUS, in the form of the Public Health School 
of Ceará, which developed at the time the course 
Management in Microregional Systems, providing 
training for municipal health secretaries, their as-
sistants and the technical staff of the SESA. Instead 
of being like other trainings, it was “a project that 
aimed to train so that all social and professional 
subjects are involved and have the necessary infor-
mation to propose a model of organization of actions 
of services in the regions” (E1).

The production of knowledge of regionalization, 
in an educational formation, was repeatedly insti-
tuted and authorized, with contents specific from the 
health field to guide the production of their discur-
sive statements. The knowledge refers to the “space 
in which a subject can assume various positions in 
order to discuss the objects it meets in its discourse 
[…] knowledge is defined by the possibilities of use 
and appropriation offered by discourse” (Foucault, 

2008, p. 204). “Knowledge is to be found not only 
in demonstrations, it can also be found in fiction, 
reflection, narratives, institutional regulations, and 
political decisions” (Foucault, 2008, p. 205).

Therefore, the production of the knowledge of 
the regionalization of Ceará allowed the “trained” 
subjects to operate the organization and the func-
tioning of the regional SUS, constituting a “will of 
truth” guided by a “will of knowledge” (Foucault, 
2014). In other words, what should be known and 
what path should be followed in order to constitute 
the acceptable, measurable, classifiable truth, im-
posing to the “knowing subject (and in some sense 
prior to all experience), a certain position, a certain 
gaze and a certain function” (Foucault, 2008, p. 16).

Thus, a regime of truth of the regionalization 
of health to be adopted by all, that also constitutes 
power relations, since the production and accep-
tance of this truth ends up “exercising over the other 
discourses – I am always talking about our society 
– a certain pressure and something like a power of 
coercion” (Foucault, 2014, p. 17).

Another “subject of discourse” that gives visibil-
ity and utterability to the relations of knowledge-
power and truth power is the municipal mayor, 
shaping the idea that the regionalization of Ceará 
“is not only part of the health sector, it also involves 
mayors […]. Today it is not possible to modify any 
territory that constitutes a health region without 
any political involvement” (E1). It is a participation 
coordinated by the SESA since the first stages of 
the regionalization, not in an individualized way, 
but through the Regional Associations of Mayor, 
the Association of Mayors of the State of Ceará as 
central entity, and the State Council of Municipal 
Health Secretaries of Ceará.

Hence, there is the creation of processes that 
go beyond their technical-assisting dimension 
in the production and the circularity of games of 
knowledge-power, gaining volubility and permeabil-
ity with its institutionalization in the associative 
entities of mayors, municipal secretaries of health, 
formative schools of the SUS, health departments, 
regional boards and others.

This technical-political constitution, based on 
things, acts, subjects and institutions detached 
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and linked compose lines in a set of relations of 
the regionalization of the health of Ceará and 
its discursive and practical institutionalization, 
forming a decisive positive ground for its continu-
ity. The term “positive ground” (Foucault, 2008) 
is justified by the fact that the possibilities of 
use of the truth-power and the knowledge-power 
in the constitution of the object of the discourse 
of the regionalization were presented, and in the 
meantime a project to reform the health sector is 
designed, as we will see next.

Regionalization and reform in 
the health sector: the path of the 
institutionalities in the production 
of (in)visibility and (im)materiality 
of comprehensiveness – a possible 
paradox?

In 2015, the regionalized model of Ceará’s health-
care was constituted by 22 health regions5 and five 
macroregions. From the viewpoint of the regional 
design and the healthcare functions, the study indi-
cated that few alterations were made from 1998 to 
2015, pointing out that the strong political-technical 
guidance of the regionalized model of healthcare in 
Ceará was given by the SESA, in spite of the adapta-
tions made at each normative orientation from the 
Ministry of Health.

The discourse of the state managers highlighted 
that “the specialists from Ceará have this tradition, 
and at times they even go beyond creating norms, 
and what is done here ends up leading to federal 
norms later” (E14). However, in addition to anticipat-
ing national norms, with the regionalization before 
the year 2000, a process to reform the health sector 
was designed in Ceará, under the command of the 
state through the SESA.

The expression “reform of the health sector”, 
according to Costa, Silva and Ribeiro (2000),

has been used to designate the initiatives of 

innovation in the organizational model of the 

healthcare of central economies over the last 

three decades. The reform has been defined as 

a continuous and systematic process of change 

in one or more segments of the health system 

(p. 210).

These authors point out the configuration of 
two waves of reforms in the health sector, each of a 
different nature. The first occurred in the 1970s and 
1980s, and the second in the early 1990s.

The first wave of reform of the sector was stimu-

lated by the macroeconomic imperative of con-

trolling national expenses with health. In recent 

years, the innovations have been defined by the 

incentives to the creation of an institutional 

environment that favors the improvement of the 

efficiency of care providers, whether public or 

private. The second generation of reforms has de-

signed new roles and relations for public agencies 

and organizations, stimulating the provision of 

services through mechanisms of contractualiza-

tion and through the quasi-market (Costa; Silva; 

Ribeiro, 2000, p. 210).

In this perspective, the reform of the health sector 
in Ceará, which witnessed these waves, constituted 
a regionalized model linked to the national norms 
that followed a logic of planning and execution of a 
series of state initiatives - initiatives that went from 
the expansion of the public regionalized healthcare 
network to the implementation of regional boards 
and the constitution of institutionalities to manage 
public health equipment that was regionalized, in a 
regime of contractualization of services.

In 2015, the health regions had recent physi-
cal structures of policlinics and Centre of Dental 
Specialties (CDS), both operating regionally. In two 
health macroregions, Cariri and Sobral, regional 
hospitals were instituted. It was a “social policy 
of expanding the average and high complexity”, 
triggered by the “politics of the governor […] in the 
first term from 2007 to 2010 […] to extend, expand 
specialized care to the state of Ceará, especially in 
health regions” (E21).

5	 Terminology currently adopted to replace the health microregions. 
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In the configuration of the consortiums, the 
exercise of power gains a more central role with 
the mayor through the institutionalization of his 
insertion in things and in acts of the regionalization 

of health, making him a strategic subject in agree-
ments to ensure a comprehensive healthcare. This 
perspective strengthens the political dimension of 
the direct negotiation between the mayor and the 

In the process of reform of the health sector, 
the management of polyclinics and CDS was under 
the responsibility of the institutionalities called 
Public Consortiums of Health, legally formed in 
each region, except for the region of Fortaleza. The 
governor of the state at the time played a central 
role in its implementation. A “subject of discourse” 
that gave value to the knowledge of the regional-
ization of health also in relations of power, which 
“do not obey the single form of interdiction and 
punishment, but that are multiple forms” (Fou-
cault, 2006b, p. 248).

So it is a state and municipal consortium […]. 
The mayors are the presidents of the consortium, 
and there is an executive board that adminis-
trates the consortium, and the distribution was 
made, and the governor participated in person 
[…] he had a meeting with the mayors and with 

the Department of Health, he directed it, and the 
adherence was practically a hundred percent in 
the political force and the consortium is work-
ing (E3).

The consortium is a public association of autar-
chic and inter-federative nature, a legal person of 
public law, presenting the state and the municipali-
ties of each region as affiliated entities. The munici-
pal secretaries of health are allowed to participate, 
but with no right no vote, and for regional coordina-
tors the same occurs. They have no legal seat in the 
consortium, which is represented on the municipal 
level by the mayors and by the state secretary of 
health on the state level.

The idea of using this type of institutionality 
and form of management was not random (Figure 
2), with the first initiatives dating from 2007 (Ceará, 
2008a).

Figure 2 – The path of the institutionality of the public health consortiums 
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6	 GOYA, N. Regionalização da Saúde: cartografia dos modos de produção do cuidado e de gestão do Sistema Único de Saúde. 2016. Tese 
(Doutorado em Saúde Coletiva) – Universidade Federal do Ceará, Fortaleza, 2016. No prelo.
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In 2002, the Institute of Health and Hospital 
Management, a legal person of private law, is quali-
fied as Social Organization of Health by the state 
government, with the purpose of researching and 
producing knowledges and techniques in the areas 
of health and hospital management (Ceará, 2002). 
Still in the same year, Dr. Waldemar de Alcântara 

assumes the management of the General Hospital 
located in Fortaleza. According to Ceará (2008b), the 
range of his work is expanded through possibilities 
of working in the management and operation of 
many health units and services, which then occurs 
with the assumption of the regional hospitals and 
ECUs located in Fortaleza.

governor, establishing tensions and disputes among 
the subjects of the regionalization: “the part of the 
consortium comes from high above […] the mayors 
get together with the governor and there they decide 
[…] what will be agreed and the polyclinic already 
met with the governor and […] we [CRES] stay totally 
out of it” (E8).

Foucault (2006c) discusses the production of 
power relations and the power relations between 
men and women, parents and children, a person 
who knows and a person who doesn’t, circulating 
through society, shaping “thousands and thousands 
of power relations, and hence relations of strength 
of small confrontations, microfights, in a certain 
way” (p. 231). They are relations that coexist with 

the “great powers of the State”, composing different 
ways of constituting power. In this sense, the ten-
sion around the consortiums is revealed to be a set 
of microfights established between the “subjects of 
discourse” which operate the organization and the 
functioning of the institutionality.

As for the management of regional hospitals 
and six Emergency Care Units (ECU), implemented 
by the state in the municipality of Fortaleza, state 
of Ceará, the model of management through the 
Social Organization of Health was chosen. However, 
in the agenda of the reform for the health sector, 
the choice of the management through the Social 
Organization of Health (Ceará, 1997) did not occur 
in 2002 (Figure 3).

7	 GOYA, N. Regionalização da Saúde: cartografia dos modos de produção do cuidado e de gestão do Sistema Único de Saúde. 2016. Tese 
(Doutorado em Saúde Coletiva) – Universidade Federal do Ceará, Fortaleza, 2016. No prelo.

Figure 3 – Regionalization of health in Ceará: the path of the institutionality of the Social Organization of Health
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Thus, in the experiment of the regionalization 
of health in Ceará, issues related to the constituted 
institutionalities were problematized. One of them 
is the form of management operationalized in a re-
gime of contractualization which “formally defines 
the separation between financing and the direct 
provision of services” (Costa; Silva; Ribeiro, 2000, 
p. 210). And as such, following a healthcare logic, 
focused on quotas of procedures to be made.

In the case of health consortiums, we have two 
types of contract, the sharing contract and the 
program contract, which materializes what “those 
institutions [polyclinics and CDS] are committed 
to producing in terms of health: this number of 
consultations, this number of X-rays” (E3). And that 
in agreeance with the annual share of each federa-
tive entity, according to the sharing contract. An 
instrument that stands out is the agreed consortium 
program, which names and quantifies the services 
which will be developed by the consortium through 
the polyclinics and the CDS.

With respect to the Social Organization, in the 
form of the Institute of Health and Hospital Man-
agement, we have the management contract, which 
presents as an object the operationalization of 
management and the execution, by the contracted, 
of health services and activities corresponding to 
a health unit.

For Viana, Miranda and Silva (2015), this contrac-
tual perspective between the State and institutions 
like social organizations, which focus on procedure 
and production, favors the business management, 
characterizing the public “entrepreneurism” of 
health and forming a “quasi-market”. Miranda 
(2013) points out that

the institution of segments of (quasi)market tends 

to relativize and render partial the human, social 

and civil rights; tends to reduce public policies of 

social nature and purpose to the procedural aspect 

(policy) and to the conformism of consumption (p. 

3, highlights by the author).

Following the same line, Shimizu (2013) indi-
cates that

the managers reiterate that the Brazilian State is 

greatly influenced by macroeconomic rationality, 

which has modified the conception of the right to 

health, for it has been conceived as one of the pil-

lars of the consumer right. The association between 

health and consumption brings to discussion the 

strength of the market, which antagonizes the 

development of the SUS. This new way of under-

standing the right to health has been limited to a 

conception of access to health goods and services. 

(p. 1111).

In a dialogue with these authors, we ask: are the 
procedural and productive focuses of the current 
contracts in Ceará contributing to the reduction-
ism of the right to health, encasing it in the access 
to healthcare procedures stipulated by contract 
according to the capacity of supply?

Following this discussion, we highlight that 
the public equipment, recently implemented, fol-
lows the logic of secondary and tertiary sufficiency 
outlined in the first stages of the regionalization, 
focusing on occupying healthcare voids through the 
supply of services.

What we notice is that these polyclinics, even 
though they were designed following a logic of fill-
ing healthcare voids in specialized clinics […] they 
were not elaborated as points of care of the network, 
but as an environment of specialized medical treat-
ment, with a therapeutic and diagnostic apparatus 
so that they could fill the voids in the access to 
specialized clinic care, so that these people did not 
leave the region (E1).

By proposing this problematization, we do 
not deny the right of the Brazilian citizen to ac-
cess health services when he needs them, this 
is unquestionable as a dimension of the right to 
health. However, the constitutional proposition 
of the SUS goes beyond the axis sickness-service-
health, indicating life as the production of health, 
and therefore it is comprehensive and not only 
supportive. Hence, in a care network, a strategy 
requires materialization still today: “within the 
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regionalization of the state of Ceará, the greatest 
difficulty was not to create the regionalization 
model, identify who should be in charge of what, it 
was to integrate it with the Healthcare Networks, 
that is the greatest challenge” (E14).

Together with the not functioning of the regional 
network system, does the existence of these institu-
tionalities produce a certain regime of truth, social-
ly naturalizing the invisibility and immateriality 
of the comprehensiveness? Does the coexistence of 
the “quasi-market” regime and the regionalization 
of health constitute a paradox, considering that 
regionalization is the path to provide visibility and 
materiality to comprehensiveness?

From an executing state to a 
regulating state: what now?

The forms of management the SUS OF Ceará 
has constituted a delegation for the non-state pub-
lic sector of direct executive responsibilities for 
the provision of services, in the case of the Social 
Organization of Health. Thus, the perspective of 
strengthening a regulating state to the detriment 
of a directly executing state is designed.

However, in the experiment of regionalization 
in Ceará, the strengthening of the functions of the 
regulatory state did not occur, “both the municipal-
ity and the state department […] not even in care, 
with respect to the responsibilities of control, regula-
tion and auditing, not even in mental and sanitary 
surveillances”. (E1). Thus, in health regulation a 
“door of informality” was formed, being operated 
by many subjects and larger than the “official door” 
regulated by the system (E14).

The fragilities of the regulatory execution both 
of the municipality and the SESA, in a scenario in 
which the indicated institutionalities are strength-
ened, are worrisome with respect to the proper use 
of public resources available for the provision of 
health services and to the effective transforma-
tion of health into a right, in the exercise of state 
regulation.

Thus, what has happened in the regulation of 
the health services stipulated by contracts by the 
consortiums and by the Social Organization?

Initially, the supply of services provided by the 
polyclinics was not under the regulation of state. 
“The polyclinics, many of them have been operating 
for more than one year, even two, and these polyclin-
ics did not go through the regulation” (E20). Back 
then, regulation was carried out directly by the 
consortium of each region, but recently the situa-
tion was altered due to a determination of the state 
secretary of health, who had “defined that everything 
needed to be in the central of regulation” (E20).

Hence, we problematize the tension that has 
been heating up in the relations between the SESA 
and the consortium with respect to the exercise of 
the regulatory functions in the region. Going beyond 
the technical issues and care flows that need to 
be agreed on, we highlight the political character 
which is in production, competing for the form and 
the central role of the regulation of the SUS. Does 
this function need centralization? Who should 
exercise it?

As for the Social Organization, the [solo] of 
problematization among the different operators of 
the regulation of the regionalization also occurs. 
When analyzing the discourses of state manag-
ers, we captured a manifestation referring to the 
technical-political tension between the “official 
door” of the regulation and the “informality door”. 
The Social Organization has “regulated” through 
the “informality door” the access of users com-
ing from ECUs to a secondary hospital unit which 
theoretically fulfills the role of rearguard for the 
tertiary hospital, which should prioritize treating 
the patients referred by them.

The access to the equipment – the ECU and the 
secondary hospital – is under the regulation of state, 
but its management belongs to the Social Organiza-
tion. In this sense, a “game of knowledge-power” is 
designed, coordinated by the Social Organization: 
authorized by knowledge, which justifies its institu-
tionalization in the system, the Social Organization 
ends up using the power provided by this condition 
to “manage” the hospital accommodation according 
to its own “regulation” criteria.

Even in the condition of “official” regulators, 
state managers often find themselves with no po-
litical possibilities to enforce the care flows agreed 
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on, given the power relations that obfuscate the 
technical norms constituted in a supposed knowl-
edge. Foucault (2006c), however, states that “power 
relations are relations of strength, confrontations, 
therefore always reversible. No power relation is 
completely triumphant or has unavoidable domina-
tion” (p. 232).

Therefore, it is not just an issue of determining 
who regulates, but also of encouraging interme-
diations in resistance, in a way that creates other 
possibilities of “knowledge-power”, especially in the 
constitution of micropolitics. Thus, it includes other 
subjects other than managers, such as the workers 
and users of the SUS, to provide flow and perme-
ability to the regionalization in the constitution 
of “conversation networks” (Teixeira, 2003), in an 
exercise of microregulation (Santos, Merhy, 2006) 
which is carried out in the production of “living acts 
of health” (Franco, 2013).

However, regionalization is still discourse and 
practice more limited to management, in which

we learn this notion of regionalization when it is 
already in a level of coordination. I notice that the 
worker that is at the extremity is not very aware 
of this. He is concerned with the territory in which 
he works, and with knowing to where he will re-
fer someone, to whom he will refer someone, it is 
mainly within the municipality, beyond that the 
issue belongs to the Department of Health, not to 
the worker (E9).

  Relations between the Regional 
Commission of Managers and the 
constituted institutionalities: new 
frontiers of regional governance?

The Regional Commission of Managers (RCM) 
stands out as a traditional player in the regional-
ization of health in Ceará. The discourse of state 
health managers brings recognition to the fact that 
“the Regional Commission of Managers, if it is not 
strong, it cannot strengthen the region nor have the 
feeling of regionalization” (E11).

Nevertheless, with respect to the exercise of the 
role of the RCM and its relation with the constituted 
institutionalities, we highlight the differences and 
variations between the relations established be-
tween this commission and the consortiums and 
the Social Organization. With respect to the consor-
tiums, we point out the predominance of relations 
of technical-assisting nature, manifested by the 
participation of the directors of the polyclinic or of 
the CDS in the meetings of the RCM. The political, 
administrative and financial aspects are put for-
ward for the discussion of mayors and in the execu-
tive office of the consortium. In the discussion of 
themes that imply financial decisions, the task of 
convincing the mayor is delegated to the municipal 
secretary of health, so the mayor can intervene in 
the decisive level of the consortium, in which only 
he has a seat and the power of vote.

As for the Social Organization, we highlight the 
distance between the direction of regional hospitals 
and the RCM, and the non-participation of its direc-
tors, or even of other representatives, in the meet-
ings of the RCM, including for technical-assisting 
discussion.

Thus, in both situations, in spite of the proximity 
between the polyclinics and the CDS with the RCM, 
we highlight the prevalence of the consortiums and 
of the Social Organization in the decision-making 
process and in directing the management of the 
health units under their responsibilities.

In this sense, the forms and structures of 
management of these institutionalities ended up 
constituting new governance frontiers for the re-
gional SUS, not encompassed in the RCM. We point 
out the constitution of other knowledges while the 
functions of the known “subjects of discourse” are 
reinvented, such as the municipal mayors – given 
their insertion in the health consortiums – or even 
new subjects set by the Social Organization. The 
impermeability of access of the latter in the rela-
tions in the health region stands out.

The knowledge-power strategies are modified 
in the game between these institutionalities and 
the other subjects and “traditional” institutional 
arrangements of the SUS, such as the RCM. Thus, it 
makes sense to (re)think the governance processes, 
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given the materiality of new forms of management 
of the SUS in a regional context.

Final remarks

The relation between “Brazilian sanitary feder-
alism” and the materiality of the health region as a 
scenario for the Healthcare Networks is under ten-
sion and seeks concrete answers. The production 
and the path of the institutionalities adopted in the 
regionalization of health in Ceará are an answer 
to the “supposed” lack of a sanitary authority in 
charge of the management of the region, including 
the public equipment and the provision of health 
services.

This answer is not a mere conjuncture that 
results from the current state of the regionaliza-
tion of health, given its constitution into a regime 
of knowledge-power and truth-power in the SUS. 
Instead, it is a discursive event – hence its interface 
and coordination with other events related to differ-
ent domains of knowledge.

In Ceará, a project to reform of the health sector 
is currently taking place, occurring in consecutive 
state governments. This reform does not move away 
from the “games of knowledge-power, truth-power” 
built in accordance with the waves of reform in 
the country and abroad. The daily production of 
the SUS is traversed by interested and disputes, 
with multiple tensions. It is part of the context of 
capitalist production, generating forms of business 
management for health and disseminating practices 
that benefit the market and its privatization, in a 
strategic alliance with capital.

The forms of management of the regional SUS, 
based on a contractual model which is procedural 
and productive, put at stake the universality of ac-
cess to health as a social right, which is currently 
being replaced by universal coverage, ensuring part 
of the services in the wide range of health needs 
of the population. Thus, a certain “proposition” of 
comprehensiveness and universality that make the 
constitutional proposal impracticable.

Hence, special attention should be paid to the 
possibilities that break with the constitutional 
stratum of the SUS, forging a different regime of 

comprehensiveness and universality in the forms 
of management of the regional SUS. It is a history 
of the regionalization that differs from the path of 
the institutionalities of the SUS, and from the trans-
formation of health into a right, with reductionism 
and a shift toward the field of consumer rights.

The production of a regime that differentiates 
the constitutional SUS is the main axis of the 
problematization of the forms of management of 
the regional SUS. New studies are necessary to re-
veal possibilities in resistance and tension for the 
constitutional SUS.

The games of “knowledge-power” with the new 
subjects and institutionalities at times “swallow” 
the process of fighting for the maintenance of the 
constitutional SUS. Devoid of political authority, in 
many situations the state health managers, subjects 
of this study, often have their hands tied when in the 
face of political decisions that scape their govern-
ability and the forum of the RCM.

Thus, going beyond the precepts of triple agree-
ment and tripartite social control, such as the RCM, 
other forms of management and governance of 
the SUS should be created, expanding the political 
foundation of its (SUS)tentation. They are facing 
tensions with the new decisive arrangements of the 
consortiums and of the Social Organization, outlin-
ing new frontiers of SUS governance.

Lastly, we point out the urgency of the expan-
sion of the debate of regionalization. The inclusion 
of new subjects, such as workers and users of the 
SUS, is a strong strategy for the production of other 
relations of knowledge-power and truth-power, 
strengthening the idea of the constitutional SUS.
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