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Abstract

This article analyzes the process of formation of the
regional health care network in the metropolitan
area of Vitoéria, Espirito Santo, Brazil (RMGV-ES),
with specific focus on public hospital care, trying
to characterize the current stage of structuring
inter-hospital network in the State of Espirito Santo
(Brazil), particularly in the Grande Vitoria area. Hos-
pitalizations were analyzed performed in hospitals
of the Brazilian National Health System and the dis-
placements of the users of these services among the
municipalities that make up the RMGV. The methods
adopted were the processing and analysis of data
from the Sistema de Internacées Hospitalares do
Siatema Unico de Satide (STH-SUS), systematized by
the Departamento de Informatica do Sistema Unico
de Satide - Datasus. The RMGV recorded significant
population flows in the use of public health services,
as shown by the data collected. The largest shifts
were observed between men, children and adoles-
cents and for surgical admissions. Considering
regionalization as a new principle and guideline of
the health decentralization process, this article has
identified changes in the process that previously
pointed to the municipalization and now seeks to
strengthen a regional and intermunicipal perspec-
tive for assistance to the population.

Keywords: Public Policy; Health Care Policy; Region-
alization; Hospital Care.
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Resumo

Este artigo analisa o processo de formacao da rede
regional de atencdo a satde na Regido Metropoli-
tana da Grande Vitéria-ES (RMGV-ES), com foco
especificono atendimento hospitalar puablico, procu-
rando dimensionar o estagio atual de estruturacéo
da rede hospitalar intermunicipal no Estado do
Espirito Santo, particularmente na Grande Vitoria.
Analisaram-se as internacgdes realizadas nos hospi-
tais do Sistema Unico de Satde e os deslocamentos
dos usuarios desses servicos entre os municipios
que compdem a RMGV. O método adotado foi o
processamento e analise dos dados do Sistema de
Internacdes Hospitalares do Sistema Unico de Satde
(STH-SUS), sistematizados pelo seu Departamento
de Informatica, o Datasus. A Regido Metropolitana
da Grande Vitoria assistiu a importantes fluxos
populacionais para a utilizacéo de servicos ptblicos
de satde, conforme indicam os dados coletados. Os
maiores deslocamentos verificados foram de ho-
mens, criancas e adolescentes, e para internacdes
cirargicas. Considerando-se a regionalizacdo como
novo principio e diretriz do processo de descentral-
izacdo da saude, este artigo identificou transfor-
macoes no processo, que anteriormente apontava
para a municipalizacdo e, agora, busca fortalecer
uma perspectiva regional e intermunicipal para a
assisténcia a populacéo.

Palavras-chaves: Politicas Publicas; Politica de
Saude; Regionalizacdo; Atendimento Hospitalar.

Foreword

In view of the recent dynamic for formatting
networks in health regional attention, which has
been established throughout Brazil in line with
the Health Management Pact (Ministry of Health)
guidelines, this study analyzes the regionalization
of public hospital care in the Metropolitan Region
of Vitéria-ES (RMGV-ES). The survey defined as
analytical objective, to scale the current stage of
structuring that intercity network in the state of
Espirito Santo, particularly in close proximity to
Vitéria - (Grande Vitoria).!

The cut-set was the hospital care in the provider
network of the Brazilian National Health System
(SUS) services, by analyzing data on hospital admis-
sions carried out and especially the displacement
made by the users among the counties which make
up the RMGV. The research took as presupposition
the exhaustion of municipalization model of public
health policies (Barreto Jr., 2008; Dowbor, 2009),
a process that has led to the formation of regional
service networks. The new format of such a public
policy hasrequired the regulation of inter-municipal
agreements, to negotiate the financial transfers
which are made from the Ministry of Health to the
cities and the accommodation of demands for health
services which go beyond the county’s territory.
These agreements formed the core of decentraliza-
tion and regionalization of public health policies in
Brazil and made the central theme in the agenda of
a Brazilian state reform, linked from the 1980s and
in the following, due to two factors. On the one hand,
the characteristic centralization of bureaucratic
authoritarianism of the post-1964 military regime
converted the decentralization into a regulatory
principle of changes to the democratic sectors; and
onthe other hand, decentralization has also become
an important part for liberal thought of opposition
to that regime. The theoretical debate on public and
social policies in Brazil shows that between the
1990s and the 2000s, there was a shift in the main
focus of this discussion: while in the 1990s, themes
such as decentralization and reform of the state were

1 The original study was funded by the Fomento a Pesquisa da Fundac¢do Nacional de Desenvolvimento do Ensino Superior Particular

(FUNADESP).
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predominant - through which one tried to establish
a more efficient and effective state model for man-
agement and implementation of public policies - in
the years 2000 and following, the question was, at
least partially offset culminating in the attitude of
public managers to prioritize the regionalization of
services in the health agenda, as a way to organize
the model of care (primary, secondary and tertiary)
and ensure access to health services.

This rationality was included in the process
of restructuring and reform of social policies in
Brazil as an action that potentially increases the
effectiveness of health policy and favors it from
acting as a component of reducing socioeconomic
inequalities policies. As a counter argument, the
neoliberal rationality is taken to which state ac-
tion works in reverse, producing inefficiency and
patronage which burden, heavily, the citizen who
sought any help. Several authors (Barreto Jr., 2008;
Cohn, 20094, 2009b, 2009c; Behring, 2003) discuss
the transformation process which was submitted
to health policy that after the promulgation of the
Constitution, still needed another decade of regu-
lations (ordinances, Operational Standards of the
Ministry of Health, among others) to acquire the
contours currently presented. However, studies
investigating how these changes countered and
transformed the county health systems are scarce,
particularly in the aspects related to the installation
of hospital care networks, object of this article. The
city is a potentially privileged locus for the clash
of political forces in the broad sense, given that, in
its territory, there is a space to house the existing
consensus and dissentions in society. But how is
this logic reflected in the policies regionalization?
With public management innovations opened with
the adoption of health policies decentralization
where the local sphere gains strength, powers and
resources are expected, in conducting a policy relat-
ing to the interest of the whole community. Just as
it is expected that the health gain importance on
the regional agenda, not only of the health systems
components management, but also, especially, in
the clash of local political forces.

The process of municipalization and later re-
gionalization, of such social policies placed the
mayors in the center of decisions on the political

model that would be offered to the population of
each locality. Throughout the health policy process
reform, municipalities were placed at the forefront
of a situation that requires agile interventions that
supersedes the old routines of urban cosmetics,
as managing large infrastructure projects, social
policies and the promotion of local economic activi-
ties. Even under the coordination of the Ministry of
Health, the SUS assigns a relative autonomy to the
municipal manager as to define which actions and
health programs will be developed in the county,
recommending the public control through municipal
councils and, more recently, the regionalization of
attention to health. Thus, the mayors have autonomy
and make decisions based on their public commit-
ments, and the same applies to the hues adopted in
the public policies formulation.

This is what happened in RMGV where bottle-
necks persist related to the population access to
services and health conditions, as revealed by sta-
tistical data which will be presented later in this
article. In the region in question, as in most Brazil-
ian urban areas, the population does not present
a homogeneous socioeconomic profile among its
different cities and micro-regions. This heteroge-
neity is reflected in the existence of poverty and
increased vulnerability to risk areas, caused by the
socioeconomic conditions, unequal access to health
services, low levels of education and income. This
state of affairs is relevant to public interventions
agenda that seek to mitigate these differences and
ensure minimum conditions of health and quality
of life for all population segments and areas of such
region, according to the principles of the Brazilian
National Health System.

As it will be seen throughout this article, the
Metropolitan Region of Grande Vitoria, taking into
account its complexity, population size and eco-
nomic and political relevance in the state of Espirito
Santo, witnessed major population flows to the use
of public health services, as indicated by collected
data. According to Barreto Jr., Ferreira e Silva (2008,
p- 7), “access conditions reflect characteristics of
services supply which facilitate or hinder the ability
of individuals of a given population to use health
services according to their needs “. Thus, the demand
and use of services are conditioned by a number of
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factors that, according to Andersen (apud Travassos;
Martins, 2004, p 191.):

Can be grouped into: predisposing factors, en-
abling factors and health needs. In the first group,
predisposing demand, variables are related to
socio-demographic characteristics such as age and
gender. In the second, consumption capacity or use
coalesce factors for coverage of public and private
services and its services network available. And in
the third, the need is influenced by the existence of
self-perception of health problems or pre-existing
diagnoses which may lead the individual to seek
health care.

Considering regionalization as a new principle
and guideline of health decentralization process,
this article will seek to identify the changes in such
process that previously pointed out to decentraliza-
tion, strengthening of regional and inter-municipal
perspective for health care.

Materials and methods

The study was conducted by processing and analyz-
ing data from the National Hospital Admissions
System of the Brazilian National Health System
(SIH-SUS), particularly the records generated from
Hospital Admissions Authorizations (AIH), system-
atized by the Computing Department of the Brazil-
ian National Health System (DATASUS). This system
records data on all the hospital admissions financed
by SUS, in public hospitals (federal, state and local)
and private (for-profit or charitable purposes).

To operationalize the data processing, the com-
puter program TaBWin was installed locally, devel-
oped by the Ministry of Health, free and open for
dissemination, allowing broad autonomy for opera-
tion of databanks and making various intersections,
which are not enforceable by the internet. To enable
the use of TaBWin, it was downloaded from Datasus?
website, from the reduced files of AIH belonging to
the state of Espirito Santo, in the period from 2011 to
2013. A cohort study of this period was made, in order
to achieve a significant quantity of such hospital

admissions that supports the required breakdowns
for the study. The ATH reduced files are monthly and
bring complete information on the physical network
(originating from the National Health Facilities Reg-
ister- CNES) and on production (hospital admissions
SIH-SUS), carried out under the Brazilian National
Health System. The study does not cover, therefore,
admissions made in private hospitals which are
not contracted by the system, for which there is no
available data.

In data processing, we selected the number of
hospital admissions (excluding commitments for ex-
tension of such admissions), crossing them between
the counties’ hospital admissions performance
against the patient’s home, which was feasible using
the TabWin software. Thus, it was possible to map
the flow of inter-municipal hospital admissions and
quantify: i) the attraction that such counties have
on residents of other cities; and ii) the movements
between cities required to effect such hospital
admissions. For a more accurate analysis of these
movements, the following attributes were selected:
age, gender and complexity of hospital admission.

Outcomes and discussion

The Metropolitan Region of Grande Vitéria (RMGV),
in the state of Espirito Santo, is comprised of
1,884,096 inhabitants? in the counties of Cariacica
(378 915 inhabitants), Fund&o (19,585), Guarapari
(118,056), Serra (476 428), Viana (73 318) , Vila Velha
(465 690) and Vitoéria (352 104). Given its complex-
ity, population size and economic and political rel-
evance in the state, such intercity flows of hospital
admissions showed a typical dynamics of large
settlements. In a temporal cohort of three years
which was observed in this study (2011-2013), the
hospitalslocated in RMGV held 298,963 admissions,
none of them in the cities of Funddo and Viana, in
which there were no hospitals associated with the
Brazilian National Health System. Admissions are
so distributed, according to Table 1: Vitoria (159.46
admissions, 53.3%), Vila Velha (85 346, 28.6%);
Serra (23.978, 8.0%), Cariacica (20,122, 6.7%) and
Guarapari (9,869, 3.3%).

2 Available from <http://wwwz2.datasus.gov.br/DATASUS/index.php?area=09o1&item=1&acao=25>. Access in: Aug 10th, 2014.

3 Source: Instituto Brasileiro de Geografia e Estatistica - IBGE. E€atimativas de populagdo 2014.
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Table 1 - Hospital admissions carried out by SUS, according to the place of admissions and resident population
- the metropolitan area of Vitéria - ES (2011-2013)

Admissions Resident Population 2013

County Hospital Admissions

Absolute numbers Absolute numbers %
Total 298.963 100,0 1.884.096 100,0
Cariacica 20.122 6,7 378.915 20,1
Fundéo - - 19.585 1,0
Guarapari 9.869 3,3 118.056 6,3
Serra 23.978 8,0 476.428 25,3
Viana - - 73.318 3.9
Vila Velha 85.648 28,6 465.690 24,7
Vitoria 159.346 53,3 352.104 18,7

Source: Ministry of Health / Computing Department of the Brazilian National Health System - Datasus. Hospital Information System SUS (SIH / SUS); IBGE.

Thus, it is observed that more than 92 thousand
inhabitants, statement of populations of Funddo and
Viana, do not have any hospital special agreement
with SUS within their territory and the service al-
ways occur in extra-municipal limits, which needs to
be organized by primary care and the secondary and
tertiary reference system. When compared to popu-
lation the distribution and of hospital admissions, it
stands to capital Vitoria, which concentrates 18.7%
of the population and over 53% of hospital admis-
sions. This appeal, as discussed later, is due to the
presence of the Hospital das Clinicas da Universi-
dade Federal do Espirito Santo (UFES) in the city, a
university teaching establishment managed by the
Federal Government, aimed at regional and special-
ized care of a significant portion of the population

of the Espirito Santo . The cities of Serra, Cariacica
and Guarapari focus hospital admissions in lower
proportion to population.

The data in Table 2 allow us to analyze the dis-
tribution of hospital admissions according to the
nature of the service provider, network management
important indicator of health care. The state and phil-
anthropic providers were responsible for the largest
shares of hospital admissions in the RMGV, and one
should also note that almost 10% of admissions were
made by the federal service. The philanthropic net-
work is also the largest provider of hospital services
in Brazil and in the Southeast, where it is responsible
for most of the halves of SUS hospital care, which
reiterates the importance of Hospitals and charitable
hospitals in the public system.

Table 2 - Hospital admissions performed by SUS, by place of admission, according to the nature of service
provider- the metropolitan area of Vitéria - ES (2011-2013)

brevider RMGV TOTAL Cariacica Guarapari Vila Velha Vitoria

NA % NA % % NA % NA
Total 298.963  100,0 20.122 100,0 9.869 100,0  23.978 100,0 85.648 100,0 159.346 100,0
Federal 28.678 9,6 - - - - - - - - 28.678 18,0
State 113.010 37,8 650 3,2 - - 18.564 774 39.869 46,5 53.927 33,8
Municipal 28.484 9,5 18.578 92,3 - - 5.288 22,1 4.618 5,4 - -
Contracted Party  17.179 5,7 894 Ly L 9.869 100,0 126 0,5 - - 6.290 3,9
Philanthropic 11.612 37,3 - - - - - - L1161 48,1 70.45! Lb,2

Source: Ministry of Health / Computing Department of the Brazilian National Health System - Datasus. Hospital Information System SUS (SIH / SUS).
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The proportions of such hospital admissions,
carried out in state and federal hospitals in the
region have higher levels to those observed for the
total of Brazil (22.1% and 4%, respectively) and the
Southeast (20.9% and 3.7% , respectively),* suggest-
ing some atypical features of RMGYV, opposite the
process of health care decentralization, triggered
from the decade of 1990. The significant participa-
tion of the federal service in the region is due to the
Hospital das Clinicas of the UFES in Vitoria, a uni-
versity teaching hospital, which offers general and
specialized care, and turns into the main regional
state health service of Espirito Santo.

As the displacement of residents to obtain hos-
pital admissions outside their county of residence,
main object hereof, the Table 3 allows us to iden-
tify, from the cross between the county hospital

admission data, city of residence, the population
proportion that did not get hospital care in their
own city, needing to travel between the cities of
RMGV. Vitéria and Vila Velha were the ones that
had the highest proportions of citizens’ care within
the limits of their own territory, especially the first,
capital of the state of the Espirito Santo. These are
therichest towns in the region, concentrating public
and private health services, education and culture,
among others. Moreover, according to data from
SUS, Vitéria was the city that attracted the highest
proportion of residents for hospital admission of all
RMGYV, followed by Vila Velha. Even in the case of
these cities, in the three years 2011-2013, 48,480 ad-
missions of residents located outside the Vila Velha
metropolitan area were made, certainly by regional
and specialized nature of their SUS hospitals.

Table 3 - Hospital Admissions performed by SUS, by county of admission according to the county of residence

- Metropolitan region of Vitéria - ES (2011-2013)

County of Hospital Admission

County of o : . A
Residence RMGV TOTAL Cariacica Guarapari Serra Vila Velha Vitoria
NA % NA % NA NA % NA

Total 298.963 100,0 20.122 6,7 9.869 3,3 23.978 8,0 85.648 28,6 159.346 53,3
Cariacica 57.343 100,0 12.056 21,0 - - 970 1,7 15.781 27,5 28.536 49,8
Fundao 1.159 100,0 15 1,3 - - 225 19,4 196 16,9 723 62,4
Guarapari 18.476 100,0 565 3,1 9.74,0 52,7 218 1,2 4.00I 21,7 3.952 21,4
Serra 56.200 100,0 2.664 4,7 L o, 19.216 34,2 6.435 11,5 27.88I 49,6
Viana 9.524 100,0 1.749 18,4 2 o, 195 2,0 2.412 25,3 5.166 54,2
Vila Velha 57.643 100,0 1.623 2,8 7 0,1 533 0,9 35.539 61,7 19.941 34,6
Vitéria 50.138 100,0 453 0,9 5 0,1 6140 1,3 4.882 9,7 44.158 88,1
Other 48.480 100,0 997 2,1 " 0,2 1.981 4,1 16.4,02 33,8 28.989 59,8

Source: Ministry of Health / Computing Department of the Brazilian National Health System - Datasus. Hospital Information System SUS (SIH/SUS).

It has been pointed out earlier that the cities of
Fundé&o and Viana have no hospitals providing services
at SUS. Among the other cities, the following are high-
lighted: among the residents of Cariacica, almost 80%
were admitted to Vitéria and Vila Velha. Two thirds of
the population of Serra, who required hospital admis-

sion, was met outside the city, a situation that occurs
to almost half of the residents of Guarapari.

This analytical approach, which aims to un-
derstand the formation of the regional network of
hospital care in the RMGYV, should also reflect the
data in Table 4, allowing us to know two important

4 Source: Ministério da Saide/Departamento de Informatica do Sistema Unico de Satde - Datasus. Sistema de Informacées Hospitalares
do SUS (SIH/SUS). Available from: < http://www2.datasus.gov.br/DATASUS/index.php?area=0202>. Access in: Aug, 20th, 2014. Data was
tabulated for the period within 2011 and 2013, identical to this study.
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indicators of this dynamics. The scale shows the
evasion and invasion rates of hospital admissions.
Conceptually, the expressed evasion rate, for a given
municipality, what proportion of its residents who
were treated at hospitals located outside its ter-

ritory. This indicator is intended to examine the
need for intercity travel to obtain hospital admis-
sions and is of great importance in the planning of
health care. In line with the data analyzed above,
the highest evasion rates were found in Viana and

Table 4 - Evasion Rate and Hospital Admission Invasion Rate performed by SUS, according to the county - me-

tropolitan region of Vitéria - ES (2011-2013)*

Absolute Numbers:

Evasion Rate (%)

Absolute Numbers: .
Invasion Rate (%)

Evasion ® Invasion @
Cariacica 45.287 79,0 7.069 37,0
Fundao 1.159 100,0 - -
Guarapari 8.736 47,3 18 0,2
Serra 36.984 65,8 2.78I 12,6
Viana 9.524 100,0 - -
Vila Velha 22.104 38,4 33.707 48,7
Vitdria 5.980 1,9 86.199 66,1

Source: Ministry of Health / Computing Department of the Brazilian National Health System - Datasus. Hospital Information System SUS (SIH/SUS).
(1) Refers to the number of hospital admissions for residents of the reference city, carried out in hospitals outside that city.

(2) Refers to the number of hospital admissions in the reference city, in patients living outside the county.

* Referring exclusively to the admissions of 257.450 RMGV inhabitants made inside RMGV hospitals.

Fundé&o (100%), Cariacica (79.0%), Serra (65.8%) and
Guarapari (47.28%). On the other hand, the great
hospital care pole in the region, Vitéria, had the
lowest rate (11.9%), followed by Vila Velha (38.3%).
Further in accordance with Table 4, the invasion
rates are shown. This indicator expresses, as part
of the hospital admissions made in a given munici-
pality, the proportion of care offered to residents of
other cities. It is an important benchmark in the
SUS, as the transfers from the Ministry of Health for
each of the municipalities are subjected to a quantity
limit determined by the ministry itself, which will
be paid per admissions a year. They are called ATH
limits. Due to this limitation, the relevance of the
ministerial regulations which in recent years pro-
moted the renegotiation of these limits are shown,
which in turn proposed the Agreed and Integrated

Programming (PPI) and the Regionalization Direc-
tor Plan.’ The great reference centers are of course
those that attract the largest population groups,
which were found in the cities of Vitéria and Vila
Velha, which showed, respectively, 66.1% and 48.7%
invasion rates.

In order to analyze more accurately the phenom-
enon of regional health care in the RMGYV, tables 4,
5 and 6 show the evasion rates by gender, age and
complexity of care (basic and surgical clinics).

The intercity travel for hospital care, with sepa-
rate analysis for hospital admissions for men and
women (whose data are presented in Table 4), are
resulting from the provision of services in the mu-
nicipalities, the different gender needs as health,
and factors associated with local economic dynam-
ics. The male admissions evasion rate was higher

5 In order to reorganize the regional attention in health systems not necessarily confined in the municipal territories and, therefore,
under responsibility of state government coordinator, the Health Ministry emitted, in 2002, the Norma Operacional de Assisténcia a
Satide - NOAS SUS 01/2002. Its main objective was to expand the responsibility of the municipality on basic attention; establish the
regionalization process as hierarchization of the health services and the search for more equity; create mechanisms to the enforcement
of the managerial capacity of SUS and update habilitation criteria of states and municipalities, Barreto Jr. (2005b).
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than women in all locations of RMGV. In the city
of Cariacica, known as the RMGV commuter town,
male evasion was significantly higher than the fe-
male, as shown in Table 4. The hospital network of
Cariacica, convened with SUS, recorded movement
in only two hospitals: a psychiatric care hospital

called Hospital Adalto Botelho, which serves mainly
residents of other localities; and the Hospital Meridi-
onal, responsible for general care, with hospital beds
for medical and surgical care. Over 9o% of men of
Cariacica had hospital admissions in the cities of
Vitéria and Vila Velha when needed it.

Table 5 - Men’s and Women Evasion Rate for Hospital Admissions performed by SUS, according to the county -

Metropolitan region of Vitéria - ES (2011-2013)*

Absolute numbers: Men

Men'’s Evasion rate (%)

Absolute numbers: Women's Evasion rate

Evasion® Women Evasion (%)
Cariacica 19.992 96,95 25.295 68,88
Fundao 514 100,00 645 100,00
Guarapari 4.385 58,91 4.351 39,44
Serra 13.734 68,28 23.250 64,43
Viana 3.789 100,00 5.735 100,00
Vila Velha 9.041 39,44 13.063 37,62
Vitdria 2.841 13,66 3.139 10,70

Source: Ministry of Health / Computing Department of the Brazilian National Health System - Datasus. Hospital Information System SUS (SIH/SUS).
(1) Refers to the number of hospital admissions of residents of the reference city, men and women, performed in hospitals outside the municipality.
* Referring exclusively to the admissions of 257.450 RMGV inhabitants made inside RMGV hospitals.

The observation of these aggregate data by age
groups (such analysis defined the following groups:
those under14yearsold; 15-49; 50 and over - see Table
5) further helps to understand the hospital evasion
rate phenomenon. Except in the city-poles - Vila Velha
and Vitéria - the most significant evasion rates were
recorded in hospital admissions of people up to 14
years old, all at levels above 70%. These percentages
indicate the concentration of pediatric hospital beds
and signal potential bottlenecks for children and
adolescents admissions in RMGV. Quite significant
rates were also checked for people above 50 years
old. The demographic transition and the consequent
population aging will certainly make this problem
even more acute and will require a new planning of
the general public policy and specifically in health.

Finally, the SUS inpatients evasion data ag-
gregated from basic clinics (obstetrics, medical
and pediatric clinics) and surgical greatly reveal
and clarify the rates for understanding the logic of

468 Salde Soc. Sdo Paulo, v.24, n.2, p.461-471, 2015

RMGYV inter-city. The basic clinical evasion rate is
significant in Cariacica (69.5%) and Serra (58.7%),
but in all the municipalities of such region, it is
lower than the evasion rate of surgical clinic. More
than 90% of admissions to surgical clinic in RMGV
occurred in the cities of Vitoria and Vila Velha, which
attests to the concentration of this type of hospital
bed in the city-pole of the region. In Guarapari and
Cariacica, evasion rates for surgical clinics were
higher than 9o%.

As the data indicate, the inter dynamic exerted
impacts onlocal and intercity public health policies.
It made that logics for services demand would end
without notice of municipal boundaries, the lack of
hospitals in all cities of RMGV or of basic / special-
ized servicerequired. Common in large urban areas,
the study of this phenomenon helps to understand
the public policies managers to adopt mitigation
measures of dynamics and which effectively ensure
a public health services offer in the scope of SUS.



Table 6 - Evasion Rate of Hospital Admissions performed by SUS, by Age Group, by municipality - the Metro-
politan Area of Vitéria - ES (2011-2013)*

Absolute numbers: Evasion Rate Absolute numbers: Evasion Rate

Evasion rate of  Absolute numbers:

Evasion of up to 14 up to 14 years Evasion 15-49 15-49 years Evasion 50 years of 50 years of age
years old © old (%) years old © old (%) age and older® and older (%)
Cariacica 7.980 91,3 20.118 65,1 17.189 97,2
Fundéo 240 100,0 461 100,0 455 100,0
Guarapari 1.312 76,8 3.980 37,1 3444 56,9
Serra 8.048 84,5 17.764 57,6 1172 70,6
Viana 1.405 100,0 5.299 100,0 2.820 100,0
Vila Velha 2.327 26,2 10.830 37,6 8.947 44,9
Vitoria 463 6,0 2.416 10,0 3.101 17,1

Source: Ministry of Health / Computing Department of the Brazilian National Health System - Datasus. Hospital Information System SUS (SIH/SUS).
(1) Refers to the number of hospital admissions of residents of the reference city, by aged group, performed in hospitals outside the municipality.
* Referring exclusively to the admissions of 257.450 RMGV inhabitants made inside RMGV hospitals.

Table 7 - Evasion Rate of Hospital Admissions performed by SUS, by type of clinic, according to the city - Me-
tropolitan region of Vitéria - ES (2011-2013)

Absolute numbers: Basic Clinics Evasion

Basic Clinics Evasion

Surgical Clinic Evasion

Absolute numbers: Surgical Clinic Evasion (2)

) Rate (%) Rate(%)
Cariacica 23.510 69,5 21.373 93,8
Fundao 496 100,0 655 100,0
Guarapari 3.760 28,9 4.934 90,7
Serra 19.374 58,7 17.197 75,5
Viana 5.459 100,0 3.998 100,0
Vila Velha 11.356 34,3 10.378 43,4
Vitdria 2.168 8,1 3.678 16,0

Source: Ministry of Health / Computing Department of the Brazilian National Health System - Datasus. Hospital Information System SUS (SIH/SUS).
(1) Refers to the number of hospital admissions of residents of the reference city, by type of clinic, performed in hospitals outside the municipality.
(2) The Basic Clinic includes Obstetrics, Internal Medicine and Pediatrics.

policy agenda. According to Barreto Jr. (2005b), we
observed that the process of regulating the Brazil-
ian health system - between the enactment of the
Federal Constitution in 1988 and the late 1990s

Final Considerations

About a decade ago, the signs of exhaustion of such
municipalization model of public health policies

had appeared. Recommended by the Federal Con-
stitution of 1988, this model was important in the
first SUS structuring decade. But the dynamics for
care and the population’s real needs, with regard
to hospital care, forced the inclusion of the region-
alization issues in the organization of the public

- was strongly oriented towards decentralization
policy through municipalization of actions and
health services. Successful in principle, the process
of decentralization began to show some limits and
restrictions at the end of the decade, especially
in what concerns the organization of attention of
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regional, intercity reference and high complexity
services. Monika Dowbor also addresses aspects of
the exhaustion of such municipalization model of
health policies, emphasizing that:

In summary, the implementation of SUS, which
is processed primarily by the municipalization
of primary care strongly marked by the adoption
of federal programs of that level of attention, was
conducted at the federal level by MS in the nego-
tiation process with the intergovernmental nego-
tiating body in which organizations of municipal
and state health secretaries were present. [...] The
bargaining game included the feasible design and
financial incentives for adoption of basic care by
municipalities who did, massively adopting federal
programs that level of attention. If the demand for
municipalization of SUS encompassed various ac-
tors of such sector, the adoption and widespread
access to federal programs on primary care did not
absorb much energy of the participants in the Na-
tional Health Conference and the National Health
Council. [...] The two conferences held in the 2000s
(ninth and tenth) evaluated the Pasf and the Pacs as
an alternative to primary care and detailed as to be
more carefully with the recommendations, without,
however, refute or endorse decisively strategy. The
attention given by the National Board of Health to
the programs is almost nonexistent when analyz-
ing the main resolutions in the range from 1992 to
2007: the question of PSF only appears once, refer-
ring to the CNS support for implementation of the
PSF and Pacs in the Federal District (CNS 2007).
For the traditional private sector, in turn, provider
of hospital services, the discussion of primary care
did not represent possibilities of action a priori.
(Dowbor, 20009, p. 212-214).

Among the main aspects and innovations arising
from the decentralization of public policies, the sys-
temsregionalization is emphasized as a hierarchical
strategy of health services and the search for greater
equity, which is based on configuration and func-
tional systems of assistance to health, through the
organization of state territories in regions / micro-
regions and assistance modules; the conformation
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of such hierarchically services organized networks;
the establishment of mechanisms and reference
flows and county inter-counter, aiming to ensure
comprehensive care and the population’s access to
health services and actions according to their needs.

What we found in this article was the formation
of a network determined by the supply of health
services concentrated in the city-poles of Vitéria
and Vila Velha, and not guided by a rationality that
distributes hospitals in a more equitably way be-
tween the municipalities of RMGV. This hypothesis
is supported by the fact that the larger displacement
is concentrated in cities with large population and
scarcity of public services. The logic of organization
of health services does not necessarily require the
existence of hospitals in all cities, provided that
the regional references are accessible and clearly
defined. But in the case of RMGYV, there is a marked
imbalance in the likely avoidance of hospital ad-
missions for children, adolescents and people over
50 years old. For the first group, part of hospital
admissions requires more sophisticated equipment,
such as cancer treatments or transplants, and the
offer could be better distributed. In the latter group,
the transformation in morbidity profiles caused by
population aging will require increased public avail-
ability of hospital beds to meet the expected increase
in demand. And, in all situations, the primary health
care structure should be organized to serve as the
health system gateway, reference the service levels
and mitigate the inter-city inequalities.
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