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Abstract

The logic of the new public administration considers
health services as non-state activities, and therefore
executable by private entities. In this scenario, the
control function reaches the proscenium in the dis-
cussion about the consolidation of the Regulatory
State. Thus, this study used the narrative review
technique, described by Rothers, to create the web
of an initial critique regarding the content that
the administrative control of the State has been
outlining in the health sector. The focus was on
the direct way of contracting results, expressed in
the performance evaluation of health systems. As
a counterargument, we turned our attention to the
complexity of the field, both from the point of view
of the intense disagreement regarding key terms,
as well as the methodological problems in the study
of health systems. Furthermore, we have comments
about the acting perspective that goes beyond the
control function and the need for the scientific com-
munity to refocus on the topic.
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Public Health; Unified Health System.
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Resumo

Em satde, al6gica danova gestdo publica conside-
ra os servicos sanitarios como atividades publicas
ndo-estatais, portanto executaveis por entes priva-
dos. Nesse cenario, a funcdo de controle alcanca o
proscénio na discussdo sobre a consolidacéo do
Estado Regulador. Assim, este estudo se utilizou da
técnica da revisdo narrativa descrita por Rothers
paratecer uma criticainicial ao conteido em que o
controle administrativo do Estado vem delineando
no setor satide. O foco recaiu sobre a forma direta
como a contratualizacdo de resultados vem sendo
expressa em avaliaces de desempenho dos siste-
mas de satde. Como contra-argumento, reforca-se
a atencdo a complexidade do campo tanto do ponto
de vista do intenso dissenso sobre termos funda-
mentais como dos problemas metodolégicos no
estudo dos sistemas de satde. Além disso, foram
emitidos comentarios sobre as perspectivas de
atuacdo para além da funcdo controle e a necessi-
dade de a comunidade cientificareorientar o tema.
Palavras-chave: Sistema de Satde; Avaliacdo em
Saude; Estado; Satde Piblica; Sistema Unico de
Satude.

Introduction

The transformations of the contemporary State
have led, in the West, to the hegemony of the so-
called Regulatory State, whose influence has spread
throughout the world, in the historical context of
globalization. With the notable exception of Cuba,
we have a prevalence of this type of State, shaped
by the capitalist production relationships and con-
solidated in the historical period of deep crisis (first
decades of the 21* century) from the neoliberal State
model used by the United States of America and
Europe, with effects even in China - which, under
a one-party political regime, has slowly, gradually,
and steadily been opening up to private business
segments, so they are able to undertake and produce
under State control. In Brazil, this State feature (in
addition to its effects on the economic area) reso-
nates in important ways also on the processes of
defining and implementing social policies, includ-
ing public health (Cherchiglia; Dallari, 1999).

The assumption, in this kind of Regulatory
State, is that public institutions are essentially
responsible for making decisions about health poli-
cies and programs and implementing the relevant
actions only to areas of expertise that cannot be
delegated, such as the areas of epidemiological
surveillance and health. The general instrument cre-
ated by the State to regulate the actions developed
by the private sector, with or without a lucrative
purpose, is theregulatory agency. Regarding public
health, the Brazilian Unified Health System (SUS)
coexists with tworegulatory agencies, the National
Supplementary Health Agency (ANS) and the Anvisa
(National Health Surveillance Agency), and with
27 state departments, and about 5,600 offices and
municipal health departments, which operate in the
health sector as regulators, since, performing part
of the services under direct management, maintain
and expand - in a rapid pace - partnerships of vari-
ous formats with social organizations and private
companies, seeking to provide health actions and
services, and thus assume only aregulatory role in
the health institutions of the country.

In this context, the role of the planning process
(including the control and evaluation functions)
comes back into focus, both in Brazil and abroad,
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especially regarding the exercise of State activi-
ties in general, and health activities in particular.
Admitting the thesis, victorious in most Western
countries, that the State must not provide direct
assistance to the health of its population, being
responsible instead for funding it and establishing
rules and conditions for it to be executed by private
parties, are the result of the strategic importance
of defining resources to perform these actions,
their allocation, those that are able to manage it,
how the workers of this sector can participate in
the management of work processes, since they
are main agents, and also how to define what
should - and should not - be done in health, how
to regulate public control of these resources, and
other critical aspects of the health systems, within
democratic regimes like Brazil. The country has,
by the way, specific legislation (Law 8.142/1990)
on the control that society should exert on public
health policies, through conferences and health
councils, among others.

In scenarios similar to Brazil’s, where the State
health sector is responsible for the execution of
certain activities and services, while coexisting
with actions taken by private parties with (sup-
plementary health) and without (supplementary
health) intent for profit, the need for the State to
control investments and the efficient use of these
resources is highlighted. The exercise of this activ-
ity (control function) by the State implies, among
other aspects, the assessment of the performance
of all the organizations that participate in the
health system, in addition to the state institutions.
In Brazil, despite the consensus among analysts
regarding the chronic underfunding of the system,
the assertion that there is no lack of resources,
but a mismanagement in using these resources
is recurrent (Nishijima; Biasoto-Junior, 2013).
Public opinion, social movements, political and
trade union leaders have all been pressuring for
the “government” to “evaluate the performance”
of the health system and “take the necessary steps
to improve it”, demanding also “FIFA-standard
hospitals” (an analogy to the quality of football
stadiums imposed to the Brazilian government
by the International Football Federation, during
Brazil’s Football World Cup in 2014).
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In response to these expectations, a new man-
agement paradigm of public resources emerged in
1990 (Behn, 1998), in which the “results” appeared
as a way to solve the “problem” of a complex pub-
lic, bureaucratic and procedural administration
(Garces; Silveira, 2002): it is the new public manage-
ment, public administration, public management
administration or managerial paradigm. Although
there are some questions regarding the power of
the managerial paradigm to ensure all is provided
(Secchi, 2009), the new public administration has
been growing roots in Brazil and abroad. With this
consolidation, the importance of performance evalu-
ation increases as an indispensable instrument
for the exercise of the function control by State
institutions.

The identification of the five typical functions
of any level administrator in any organization is
attributed to Jules Henri Fayol, considered the
founder of the Classical Theory of Management,
including: predict and plan; organize; command;
coordinate; and control, which is defined as the
permanent verification of compliance with the
established standards and rules (Fayol, 1990).
This article focuses on the control function, in the
specific context of health system performance,
since the health sector has been following the gen-
eral trend in management administration, to use
management indicators, performance indicators
and measurement programs of quality (Andrade,
2012; Brasil, 2011) (although some studies have
considered the polysemy of these terms and meth-
odological obstacles to capture them) (Samico et
al., 2010). We seek, in this organizational scenario,
to check the respective performance evaluation
model for the conditions that allows it to capture
the complexity of these services, since evalua-
tion is essential to the control function, though
evaluating the production of screws is quite dif-
ferent than evaluating the performance of service
systems, such as health and education, restricting
this to only two examples regarding the exercise
of social rights.

Thus, when it comes to complex objects such
as the measurement of the performance of health
systems (Roemer, 1991; Lobato; Giovanella,
2012), the problem occurs not only in the para-



digmatic-conceptual dimension, but also in the
methodological base (Hoffman, 2012). The very
understanding of what is a “health system?,
for this evaluative purpose, requires a specific
methodological approach that should consider
the compatibility of the indicators with what is
understood as the system in this context (Brou-
selle, 2011), hoping that its scope includes, for
consistency, the health sector itself. However,
the performance incentives based strategies have
increased. An example is the ranking system
implemented in England, since the year of 2000,
in which hospitals were assigned stars, with
the results public and establishing sanctions or
benefits as the establishment fulfill goals (Conill,
2012). Thus, the complexity of the health assess-
ment process is reduced to the performance, and
the performance is reduced to a mere ranking of
the organizations.

In this article, we present and discuss the re-
sults of a narrative review, as conceptualized by
Rother (2007), from a critical perspective, starting
with the international literature regarding the
evaluation of health system performance, given
the strategic nature such evaluations incorporate
in the management of health policies and programs
of the contemporary State, and also the growing
interestin the subject in Brazil, as evidenced by the
creation of the initiative SUS Performance Index
(IDSUS) in early 2012, criticized by some analysts
(Viacava, 2012).

Control function according to
the bureaucratic and managerial
paradigms in the Brazilian public
sector

To govern means to exercise the function
of controlling the actions and operations per-
formed by the State or private sector, that are of
public interest. The degrees such controls may
take on vary from one organization to another,
and according to ownership and the organiza-
tion’s mission. In the case of the Brazilian State,
three models of public administration are well
known: the patrimonial, the bureaucratic, and

the managerial. Patrimonialism was hegemonic
in Brazil until the Revolution of 1930 and the
bureaucratic administration predominated until
the advent of the Managerial State Reform in
1995, which sought to introduce the managerial
paradigm.

The clear separation between State and
market is, for analysts such as Bresser-Pereira
(1996), essential to capitalism. Democracy can
only exist when civil society, formed by citizens,
differs from State, at the same time controlling
it. Therefore, due to the demands for new roles
for these economic agents and the impregnation
of science as an organizer of social life, it has
become necessary to develop a type of manage-
ment that not only establishes a clear distinction
between public and private, but also generates the
separation between the political and the public
administrator. There is no unanimity, however,
regarding the thesis of the State-market separa-
tion. For Mascaro (2013), in capitalism there is
no way to separate State and market, since the
interests of one shape the other; its political
form can only be understood as a derivation of
the commodity form. Therefore,

Understanding the state can only occur based on
the critique of the capitalist political economy
necessarily backed by social totality. Not on
the ideology of the common good, or order, or
the praise given to, but within the holdings of
dominations and capital reproduction crisis [...].
In this sense, one should understand the State
not as a neutral apparatus available to the bour-
geoisie, so that it can exercise power. We must
understand it within the dynamics of capitalist
relationships, the reason it is the structural base
of the State [...] [which is] a necessary derivative
of capitalist reproduction; these relationships
desire their constitution or their formation
(Mascaro, 2013, p. 89).

In the history of the public sector organization,
the rational-legal paradigm is the intellectual heri-
tage of three thinkers: Woodrow Wilson, Frederick
Taylor, and Max Weber. In fact, these three think-
ers have built the conceptual basis on which most
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States, until that point, organized their adminis-
trations. Wilson (1955) defended that the adminis-
tration should be separate from politics. For him,
after State policy makers settled their decisions, its
practice should be delegated to those well versed
in the “management science”, who in turn would
perform the task in the most efficient way possible.
This would be possible because, according to Taylor
(1995), among the various methods and tools used in
each element of each case, there is always a method
and a tool that are more agile and better than all
the others. Weber (1988), in turn, claimed that
bureaucracy was the most efficient organizational
mechanism; thus, bureaucracy would be ideal to
put into practice the scientific principles referred
by Taylor (Behn, 1988).

The establishment of the bureaucratic para-
digm in the organization of State quickly gained
acceptance, very motivated by a socio-historical
context, which pointed to the need of fighting
patrimonialism arising from the formation of
the Brazilian State. As stated by Gilberto Freyre
(1998), the origin of the Brazilian Patrimonial
State is located in the connection between the
“family unit” and the “production unit”, which
got mixed up in the Plantation House, and that
was consolidated over the centuries. In the 1930
post-Revolution period (“Era Vargas”), to rational-
ize the management was a way of reaffirming the
bureaucratic values of the public administration
(Bresser-Pereira, 1996), aiming to uproot any man-
ifestation of patrimonialism strongly entrenched
in the Brazilian social fabric.

However, during the consolidation of the “bu-
reaucratic model” within the Brazilian govern-
ment, many significant changes took place, in
particular those related to the questioning of the
efficiency of public actions when faced with the
advance of capitalist societies, the deepening of
relationship conflicts between State-market and
the new resignification of the National States
role in protecting the life of its citizens (Bresser-
Pereira, 1996; Fiori, 1992). So in the mid-197o0s,
criticismregarding the size of State, the adoption
of Keynesian' mechanisms of economic regula-

tion and the State’s small capacity for agile and
efficient response regarding new social demands
grew in scale. Pari passu regarding criticism to
the State’s role, the oil crisis in 1974, and the
globalization of the economy after the fall of the
Berlin Wall, thus ending the communist utopia
(Hobsbawm, 1995), further highlighted the prob-
lems of an Interventionist State. Nevertheless, as
a solution to the structural crisis of capital, State
retreated, aiming for an economic recovery, as
listed in most neoliberal political projects adopted
in several countries (Laurell, 2002).

With the fall of the Berlin Wall as a world event,
and then immediately thereafter the end of the
Soviet Union (a typical Interventionist State), the
public machine adapted quickly, in many countries,
to the molds of the Regulatory State. The same
happened in Brazil, with the redefinition of the
rules that would govern public administration. For
Bresser-Pereira (1996), these new rules stand “in
the proposed new public management as aresponse
to the great 1980s State crisis and the globaliza-
tion of the economy” (p.1). For the author, the two
aforementioned phenomena imposed worldwide
redefined functions of the State and its bureau-
cracy, with the new, main mission now focused
on results. Despite the different meanings raised
by the new public administration, Bresser-Pereira
(1996) argues that the need for this model stemmed
not only from the differentiation of the structures
and from the increasing complexity of problems
to be faced by the State, but also from the need to
legitimize the bureaucracy to meet the demands of
the citizens. Behn (1998) points out that the new
public management is a new concept of public ad-
ministration that “consists of several interrelated
components”, seeking to

provide high quality services to be valued by the
citizens; increase the autonomy of public manag-
ers, especially the control of the central agency;
measure and reward organizations and indi-
viduals based on the achievement of the required
performance goals; make available human and
technological resources that managers require

1 Concerning the economic theory based on the ideas of John Maynard Keynes.
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to perform their tasks well; and, recognizing the
virtues of competition, keep an open attitude about
which public purposes should be taken over by the
private sector, and not by the public sector (p.39,
emphasis added).

It is, in short, a restructuring of the public or-
ganizations, allowing for administrative flexibil-
ity and accountability (Garces; Silveira, 2002). For
this proposal, the “contractualization of results”
is one of the most used tools, becoming therefore
an increasingly built-in mechanism used by public
policies. The results become the potential target of
public organizations, which now focus on improv-
ing their performance, trying to adequately equate
autonomy (management) and control requirements
(results) (Pacheco, 2009).

During the implementation of the manage-
ment paradigm, the contractualization of results
took on different meanings in the public admin-
istrations, which Kettl (1997) identified as two
types of contractualization. On the one hand,
we have the make managers manage, adopted by
countries that created incentives to influence
behavior and, on the other hand, let managers
manage, expressing the view that there are nu-
merous barriers to be removed, rules, procedures
and rigid structures that stand in the way of
the public administrator. In the first case, the
contractualization of results represents a new
form of control and is accompanied by the estab-
lishment of positive and negative sanctions; the
country that went deeper into this road was New
Zealand, with the first generation of reformers.
In the second case, the agreement on result is
seen as a coordination, adjustment and learning
organizational tool. Experimentation, and not
control, is the answer to improve performance.
This has been the hallmark of the reforms, which
occurred in Australia and Sweden.

Clearly identified with the first proposal of
contractualization, the Brazilian public adminis-
tration has been developing a management model,
whose achievement of results is accompanied by
mechanisms of gain/loss of incentives. Even know-
ing that the greatest restriction on the Brazilian
public administration is the rigidity of adminis-

trative procedures and a budget execution that is
legally difficult (the second proposal would apply),
the bet of the Brazilian mangers rests on changes
to the servers’ work;i.e. the acquisition of an entre-
preneurial behavior by public managers, inserted
in an classic model of an organizational environ-
ment that is traditionally bureaucratic (Garces;
Silveira, 2002).

Therefore, the overall objective of the adminis-
trative reform conducted in the Brazilian context
was to foster the transition from a bureaucratic
public administration to a managerial public ad-
ministration. The characteristics of the managerial
administration can be listed as: (1) decentralization
of the political point of view, transferring resources
and responsibilities to the regional and local politi-
cal levels; (2) administrative decentralization, with
the delegation of authority for public administra-
tors transformed into increasingly autonomous
managers; (3) organizations with few hierarchical
levels, rather than pyramidal; (4) the assumption
of limited trust, though not total distrust; (5) an ad-
ministration focused on serving the citizen, rather
than self-reported; and (6) control by results, a pos-
teriori, instead of strict control, step by step, of the
administrative processes (Bresser-Pereira, 1996).

Due to the strong emphasis on budget and
financial execution based on the obtained results
(Garces; Silveira, 2002), the managerial paradigm
recommends special attention to planning and
strategic management. The strategy, understood
as a form of contemporary survival in a market
increasingly competitive (Touraine, 2000), invades
the public space and generates public competition
from within. The strategy becomes the cornerstone
for achieving results and often forces the manage-
ment, in the name of performance, to make use of
selectivity and focus (Garces; Silveira, 2002). In
this perspective, the introduction of “programs”
and a management process increasingly driven by
“programmatic packages” enter into the current
environment of public administration, progres-
sively creating new values and entrepreneurial at-
titudes, characteristic of an administration driven
by results (Garces; Silveira, 2002), which causes
some authors (Smith, 2002; Matias-Pereira, 2008) to
baptize the managerial administration as a process
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of “managing by results” in commodified way. The
specificity of the result as the maximum product of
this management philosophy, places the reduction
of the administrative scope on the results, represen-
tative of the entire chain of intangibles, intrinsic
to the organizational processes, such as quality.
At this juncture, as stated by Busanelo (2011), the
organizational goals boil down to a typical control
system that involves four basic steps: “(i) establish
performance parameters; (ii) measure performance;
(iii) compare the performance parameters and de-
termine deviations; and (iv) take corrective action
(in most cases, the behavior of individuals)” (p. 2,
emphasis added).

Meritocratic logic and the control
function: results, performance and
awards

The entity’s performance that we seek to assess
usually enjoys certain consensus. However, from
a scientific point of view, the term has different
meanings and forms of application which differ,
basically, from it, or from what is being evaluated
or even the emphasis on the process that is under
evaluation (Irwin, 2010).

The word “performance” has several meanings,
depending on the author and the scientific basis
from which it stems. In a broad sense, we can say
that performance is a set of behavioral characteris-
tics or capabilities and the efficiency of an individu-
al?, an organization(Corréa, Horneaux Jinior, 2005)
or a group of human beings (Reifschneider, 2008),
animals?or other living beings (Ling, 1977), machin-
ery or equipments (Porto; Creppe, 2002), products?,
systems’, enterprises (Lourenzani, Quieroz, Souza
Filho, 2008) or processes®, especially when com-

pared to goals, requirements or expectations previ-
ously defined. In the strictest sense, Bergamini and
Beraldo (1988) define performance as an action, an
operation, or qualified behavior stemming from an
expectation. To Siqueira (2002), performance is a
lag to be measured between an expectation created
and a certain behavior. Misoczky and Vieira (2001)
identify some meanings for the term performance,
presentin literature dealing with organizations: a)
as a “dramatic” and “cultural” performance in the
interaction between managers and other members
of the organization during the process of build-
ing the meaning of an organizational identity; b)
as a result of quantifiable activities through the
use of measures, such as net income or return on
investment, for example, being synonymous with
efficiency; c) as the part of the objectives that are
formally achieved. As it turns out, there is consen-
sus that the performance is linked to an expecta-
tion of behavioral compliance with that which has
already been previously established.

Performance is linked to the logic of overcom-
ing expectations that attribute a functional merit
to that which performed beyond what was expect-
ed. Conversely, performance can be understood
as a gradation of results conceptually related to
the search for an award for merit obtained and,
therefore, is part of the logic of meritocracy. How-
ever, the managerial paradigm, performance was
associated only to productivity, to the amount of
work (Barbosa, 1996). Every organization needs to
be evaluated by a capable system, using feedback
processes, of reviewing strategies and the work
methods. Thus, it recycles, oxygenates and is
able to survive in turbulent and mutable environ-
ments (Souza, 2002). Good performance, under
the meritocratic logic, is encouraged by awards.
The focus approach of a process that evaluates

2 PROCOPIO, M. L. Reflexdes sobre a avaliagdo individual de desempenho. Portal Guia RH. Disponivel em: <http://www.rh.com.br/Portal/
Desempenho/Artigo/3163/reflexoes-sobre-a-avaliacao-individual-de-desempenho.html>. Acesso em: 10 nov. 2010.

3 RINK, B. Equitacdo e lideranga. Palestra de Bjarke Rink para os alunos do Curso de Instrutor de Equitagéo - 2004 na Escola de Equitacdo

do Exército, em 16/03/2004. Disponivel em: <http://www.desempenho.esp.br/noticia/get_noticia.cfm?id=1176>. Acesso em: 10 nov. 2010.
4 CROW, K. Product development metrics. DRM Associates. Disponivel em: <http://www.npd-solutions.com/pdmetrics.html>. Acesso em:

10 nov. 2010.

5 HILL, J. System performance management - moving from chaos to value. Disponivel em: <http://www.walker-institute.ac.uk/~swsellis/

tech/solaris/performance/doc/blueprints/o701/SysPerfMgmt.pdf>. Acesso em: 5 jan. 2016.

6 JESUS, L. Medicdo de desempenho de processos. Disponivel em: <http://blog.bpmglobaltrends.com.br/download/abpmp_medicao_des-

empenho_processos_vo60o808.pdf >. Acesso em: 24 mar. 2016.
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the performance of a particular entity is the ratio
between contribution and consideration. We find
that, depending on the times, the type and the
way in which the assessment was conducted, the
contribution-reward relationship changes (Neto;
Gomes, 2003).

Performance can be understood in several ways,
depending on the theoretical basis on which the
organizational review rests. In the achieving goals
model (most used by analysts and by technicians
in organizations) is linked to the functionalist,
rational, and organization concept, which was and
remains the dominant perspective in the organiza-
tional theory. According to this approach, an orga-
nization exists to fulfill specific objectives and the
evaluation of its performance is therefore geared
to assess the extent of the organization’s ability to
achieve its objectives(Sicotte; Champagne; Contan-
driopoulos, 1998).

A second model, commonly used, is the internal
process model, which establishes that an organi-
zation with high performance is one that works
without bumps, according to the established rules,
without extensive tensions. This model values
stability and control. It also measures the organiza-
tional performance by the level of internal produc-
tion processes.

When organizations follow the open systems
model, they give great importance to the relation-
ships between the organization and their envi-
ronment. The acquisition and the maintenance
of an appropriate level of resources is then a
major organizational challenge. This acquisi-
tion of resources model is, for many managers,
the operational definition of the organization’s
object, suggesting that success rests with the
acquisition of resources, growth and adaptation.
Even with new, more advanced ideas, such as the
tracer condition, which considers not only the
procedures, but also the results, the outcomes
and the therapeutic effects (Tanaka, Espirito
Santo, 2008), this model argues that the ability
of an organization to obtain resources needed
for its proper operation and its survival in the
environment are the most important criteria for
evaluating their performance (Sicotte; Cham-
pagne; Contandriopoulos, 1998).

In the human relations model (which is based
on an organic or natural view of organizations),
emphasis is given to the activities necessary for the
maintenance of a satisfactory climate of collabora-
tion within the organization and in meeting the
needs of the people who work there. This suggests
that an organization with high performance is one
that can function as a healthy working environment.
The stability, consensus, motivation, and work en-
vironment are core values.

A fifth model that conforms the idea of organi-
zational performance is the strategic constituen-
cies model, according to which an organization
with high performance is one that can satisfy
the internal and external objectives. This model
is based on a political or strategic view that or-
ganizations are political arenas, in which the
actors interact according to their own strategic
interests. Here, the emphasis is on negotiation
and compromise.

The social legitimacy model, which works with
an ecological perspective of the organizations
operations, considers that an organization is ef-
ficient when it maintains and survives, combin-
ing the processes and results with social values,
norms and goals. Reputation, prestige and image
are therefore indicators of performance (Lobato;
Giovanella, 2012).

These evaluation models of organizational per-
formance are based on several conceptual perfor-
mance representations. Other authors have chosen
to forego defining performance (at the conceptual
level) and proposed the so-called “methodological”
models for evaluating performance. The fault-
driven model estimates that an organization is
considered to be of high performance if it does not
make mistakes or if no signs of inefficiency appear.
Instead of defining what performance could be, it
identifies and evaluates moments of poor perfor-
mance. The comparative high performance model is
another methodological model, according to which
anorganizationisevaluated in comparison to other
similar organizations. Generally, the performance
criterion is then chosen on the basis of data avail-
able for the various organizations being compared.
Lastly, the most popular methodological model of
performance assessment of health care organiza-
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tions is the normative model of the rational action
system. Inspired by action theories in sociology
(Weber, Parsons, Simon and others), Donabedian
(1996) proposed that the quality of care or, more
generally, performance, can be assessed using
standards of results, and also, of process and of
structure, according to the care related to certain
regional network in construction.

Control function and difficulties
in assessing the performance of
health systems as a complex object

In the industry, measuring performance is pos-
sible for there is a concrete product derived from the
work process. The evaluation of system performance
is made basically in two circumstances: when the
production of a given organization is guided by the
product or when there is a production process of
product, isolated from other processes. In this type
of arrangement, causality is known, performance
can be defined by indicators, the products are uni-
form and the environment is stable (Champagne,
2003; Klazinga, 2010).

However, considering only the health service as
the focus being measured, performance assessment
requires taking into account various attributes.
The nature of healthcare work, by itself, confers
characteristics that do not interact with the notion
of control, characteristic of industrial processes.
Health work is essentially: a) collective; b) compart-
mentalized; c) interdependent; and d) marked by the
uncertainty of demand (Ribeiro; Pires; Blank; 2004).
Since service is a work process (Meirelles, 2006),
health services can be considered as a health work
in process.

According to the characteristics listed by Meire-
lles (2006), services in general have some character-
istics that are: (1) intangibility: it cannot be touched,
that is, it has no material base; (2) unstockability:
cannot be stocked, i.e.,does not have a material base
that can be stored, waiting of its consumption; (3)
irreversibility: the service once started cannot be
undone -, it might even be stopped in the middle of
its execution, but cannot be taken back, it cannot
go back; (4) it is dependent on human resources:
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thereisno way to provide a service without people to
implement it; (5) is dependent on information: due to
the provider-user interface, information is critical
to understand the service that you are paying for;
(6) indistinguishability: the process and the product
are indistinguishable, i.e., the product is consumed
in the act of execution.

Health services, in addition to all these char-
acteristics (simply because they are services)
still have four more (directly linked to the fact
of being health related): (1) are not amenable to
standardization: even with the use of protocols
that guide its actions, health services are virtually
incapable of being identically replicated (Spiller et
al.,2009; Nogueira, 1997); (2) are highly dependent
on interpersonal relationships: bond, listening,
patience, tolerance and other attributes of human
psychology in the treatment of the other; (3) rely
on highly qualified human resources: all health-
care professionals require at least a high school
diploma and even two years (minimum) of train-
ing in the specific area of health (Mendes, 2011);
(4) presents with organizational fragmentation: a
patient often depends on the provision of various
services in various organizations to solve their
health problem, since not all organizations have
sufficient resources to solve all the problems of a
single user (Nusbaumer, 1984).

For contemporary authors, health services can
be classified as: a) end services, related to well-being
and quality of life of consumers (Marshall, 1988); b)
support services for personal needs (Walker, 1985);
c) government services, due to the fact that the State
promotes these services, with no added value (Conill,
2006); d) pure type service, i.e., one that is unique
and exclusive - the result of the work process is
work itself, without necessarily having a resultant
product (Meirelles, 2006), it being external to the
process.

Thus, compared to industrial conditions and
all aspects of the specificity of health as a service,
the complexity of the issue when it comes to health
systems becomes evident. They deal with organiza-
tions that have obligations focused on users with
the production of multiple “products” have a strong
focus on process orientation and their production
is often confused with the other co-producers of



health. Still, the products of health systems are
intertwined with unknown causalities. There are
difficulties in defining quality standards in perfor-
mance indicators and the challenges increase with
the escalation in services and environment dynam-
ics (Klazinga, 2010).

Moreover, as stated by Conill (2006), when
seeking to comparatively analyze health systems,
the focus tends to fall on the “services and care
systems”. However, reducing health systems to
health services and care systems is one of the
largest problems of the area. The former are much
more comprehensive and refer to health in a broad
sense, which is the result of a complex interaction
of a number of factors and actions of different
social systems. Health systems include a set of
interventions that target specific, social or health
problems; they cover the full range of interven-
tions, preventive services to palliative services,
through the diagnostic and curative services.
It composes the major public health functions
(surveillance, protection and health promotion,
disease prevention, assessment of the health ser-
vice systems, development of public health skills)
(Levesque; Bergeron, 2003), but health systems do
not have direct responsibilities or governance, on
all the social, economic, cultural and demographic
conditions that affect the ability of people to live
long and well.

Thus, understanding the performance of health
systems studies has received many negative re-
views for its shortcomings. Many performance
systems suffer from incompleteness, however it
is inevitable that some aspects of the service be
omitted when measuring performance. The impli-
cationisthat some measured aspects gain priority
and non-measured are neglected, i.e. the old adage
that “what gets measured gets managed” (Exwor-
thy, 2010). There are at least three main problems
related to the measurement of health system per-
formance: first, consistency over time is important
in measures of performance, consistency in vision,
regulation and use of market incentives. Second,
the voltages are between the self-improvement,
self-regulation and external pressures. Where
better balance is found between these forms of
regulation, there will be room for other consider-

ations, such as the role of managers, peer reviews
and external regulators. Third, there is a concern
that the use of targets tend to focus on the areas
that are measured, while those that do not, are
likely to be neglected, so that what gets measured
gets managed, but questions remain about what
itis not measured (Smith, 2002). Thus, to evaluate
health system performance, one requires a clear
conceptual model, in which what is considered
performance of the health system is explicit, that
have databases that provide the data necessary
for the construction of indicators available and
a policy and management system that constantly
use the information produced in the evaluations,
in the decision making(Klazinga, 2010).

Studies on health systems have a wide range of
designs and methods. The Methodological Reader,
published by the Alliance for Health Policy and Sys-
tems Research in 2012, classifies research designs
in this area in two main research strategies: fixed
designs that are established prior to data collection,
and flexible designs that evolve during the study
process. Fixed strategies usually use more positiv-
ist approaches in study design, data are generally
quantitative, and researchers mainly seek to mea-
sure the impact of a phenomenon in highly specific
and controlled conditions. Experimental design and
modeling are coupled with general statistical analy-
sis. Among the common techniques, we have data
collecting through surveys, structured and semi-
structured interviews and opinion polls. Flexible
designs, on the other hand, are more interpretive
in nature and deal primarily with qualitative data.
Global projects include case study, grounded theory,
ethnography, life histories and phenomenological
methods. Interviews, focus groups, various forms of
observation and documented reviews are common
data sources. The data are analyzed interactively
by interpretative processes (Hoffman et al., 2012).

For Hoffmann et al. (2012), challenges in mea-
suring health system performance are linked to:
a) Generalization: research findings often depend
on the particular context in which the studies were
conducted, making it difficult to generalize them.
In addition, methods for achieving external validity
and promoting generalization are subject to scru-
tiny of different research traditions with different
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methodological guidelines; b) Comparability: the
small number of national health systems around
the world (just over 200), is a problem for the use of
certain empirical methods such as cross-sectional
analysis, in addition, health systems are rarely
reformed in great scale (and always constantly ex-
perimenting with small changes); c) Applicability
and transfer: a health systems research is highly
context-specific, this means that studies in one
jurisdiction may not be applicable or ipais litteris
transferable to another jurisdiction; d) Standard-
ization: as seen, there is a lack of conceptual agree-
ment on key terms, a variety of theoretical frame-
works and paradigms and disagreement as to how
different methods dialogue and the circumstances
in which they may be helpful in answering differ-
ent types of questions; e) Prioritization: the com-
munity of health systems researchers also lacks a
broad process of consensus on priorities that are
dynamically identified and the type of research
that should be conducted and financed. Given the
specific context of health systems research, this
challenge is compounded by the possibility of lim-
ited transfer of prioritization from one jurisdiction
to another and, therefore, requires supranational
ability to prioritize; f) Community diversity: in
health systems research, community is not really
a community. As a research field that is devoted
to strengthening health systems and understand-
ing the context in which they work (particularly
advanced in the debate on the theoretical aspects
and development of particular methods), health
systems researchers come from different places,
were trained in different disciplines, bring differ-
ent traditions, speak different languages, prefer
different methods and focus on different issues.

Health system performance beyond
the control function: to evaluate
with whom and for whom?

Building a theoretical framework of health
systems performance is not a simple activity or
a neutral academic exercise, but should capture
both administrative as political notions. There-
fore, the construction of many performance
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frameworks based on development processes
that include key groups of stakeholders (Klaz-
inga, 2010).

Measuring performance, understood as an input
for evaluation management, should aim to provide
a timely decision process in time, with reliability
and completeness of information, according to the
goals of different actors (Tanaka; Melo, 2008). In
Health Services Management Reviews (HSMR), it is
important that all those who participate or who will
be affected by the actions triggered by the making
and practice of the decisions, become participants
and therefore interested parties in evaluating
results. The assessment has to converge to the
needs of the evaluating actors, i.e. not only those
who are responsible for the decision-making, but
also those who will be responsible for implement-
ing the actions arising from the decisions. Since
this constitutes a chain of events, if one does not
perform the task that is their due, the action is not
implemented. Therefore, it is crucial that actors
accept so their results are legitimate and used by
managers and technicians involved in the action
(Tanaka; Tamaki, 2012).

For purposes of characterizing the actors in-
volved in the performance assessment processes
of health systems, Andrade (2012)7 states that,
in this sense, there are at least five scenarios
in which the actors interested in the decision-
making are: 1) the citizen- user; 2) family; 3) soci-
ety; 4) technical and management; 5) managers.
For Brouselle et al. (2011), the actors involved
in the evaluation process can be individuals or
organized groups of agents (organizations, pres-
sure groups, trade unions etc.). The actors are
characterized by: 1) their values, their beliefs,
their knowledge; 2) their projects, their inten-
tions; 3) the resources they possess or control;
4) by their willingness for action. The actors
interact in a permanent game of cooperation and
competition to improve their positions, to have or
control the critical characteristics of the action
system (money, power, influence, commitments
due to social norms). The practices of the actors
(managers, doctors, care staff, among others)
are simultaneously influenced by the system’s
structures and compose it procedurally.



The practices of the actors organize the process-
es by which the system resources are mobilized and
used to produce the goods and services needed to
achieve the desired goals (organizational, personal,
group). The actors are therefore interdependent
(Brouselle et al., 2011), and one could say that this
interdependence is the basis of the dynamics of
health systems. The dynamics of health systems can
be characterized by functions and relationships es-
tablished between their components. These result in
policies, actions and services, contribute to results -
negative or positive - and determine the perfor-
mance of health systems (Lobato; Giovanella, 2012).

The dynamics of health systems can be under-
stood as an organized action system. Like any
organized action system, the system of health
services is situated in a particular context at a
given time. Its structure is formed by the interac-
tion of a particular physical structure (buildings,
architecture, technical levels, budgets), organiza-
tional structure (governance) and a specific sym-
bolic structure (representations, values, collective
norms). It defines a social space in which four
major groups of stakeholders interact (profession-
als, managers, commercial world and the political
world), in a permanent game of competition and co-
operation, guided at the same time by the system’s
purposes, in order to achieve or control resources.
The very system of health services, as an organized
action system is made up of several action subsys-
tems organized and interdependent, each with a
certain degree of autonomy (Hoffman et al., 2012),
especially in Brazil, whereregional subsystems are
ordered legally by the policy of regionalization and
are empirically determined by the link between
political decisions and institutional level actions
(Lima et al., 2012).

Recognizing the existence of these political
relationships and incorporating them to the study
of systems, is to identify who the key players are
in the decision-making process or in the making of
particular system guideline; what they think, what
their projects are, which resources they hold, which
strategies they use (Lobato; Giovanella, 2012). In
some systems, the strong party-political influences
with high turnover, discontinuity and management
technical disqualification are classic barriers of dy-

namic systems to the health systems performance
(Conill, 2012), therefore, we are once again justified
inthe need tolook at these actors and their intrinsic
interests to the performance evaluation of these
systems. For each component or function of health
systems, there is a set of social relationships that
interfere with their dynamics. There is no denying
its presence in the conduction of the systems, hence
the need for studies to incorporate them as elements
inherent to the emergence, development and why
not, for the performance of health systems(Lobato;
Giovanella, 2012). Therefore, in health systems
studies, incorporating the perspectives of social
actors in the evaluation process is of paramount
importance. The appreciation of the living experi-
ence of these social actors, conceiving them as the
“other” - subject and protagonist of a program or
service, together with the epistemological stance
of research guided by the inter-subjectivity of the
subject-researcher relationship contemplate, dou-
bly, the ethical demands of reflecting the otherness
in the services and government actions (Uchimura;
Bosi, 2002).

Final remarks

Although recurrent among managers and
analysts of the Brazilian public health sys-
tem, the theme of health system performance
assessment, due to its complexity and strong
political component, is sparsely covered in the
international scientific literature, as high-
lighted by the review performed in this essay.
There is a clear choice on the part of scholars
of narrowly broad themes, few articles discuss
the performance theme using comprehensive
and totalizing designs. Most of the research
deals with partial aspects, selective and fo-
cused, directing the analysis to dimensions that
could be classified as secondary, considering
the importance of this type of study for public
policies of all countries. Such restrictions on
these approaches are the result of the inherent
complexity of the theme, although one should
not underestimate the role of the political di-
mension (and, therefore, ideological) present
in these choices.
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In this essay, focusing on the administrative
function (not exclusively) of control, we observed
a relative utility, for this purpose, of the focused
and restricted studies on the insufficient theoreti-
cal and methodological development of this field of
study regarding the more inclusive and totalizing
approaches. We have, therefore, an important gap
in the scientific knowledge on the subject, with
significant impact on the assessment practices, in
adamaging way. This finding is relevant, since the
consolidation of the Regulatory State requires this
theoretical development, essential in providing it
with the tools and resources necessary to fulfill its
role. Advancing these knowledge interests leaders,
managers, union leaders and social movements,
among other social groups, so they can have a
scientific basis for evaluating health system per-
formance, thus supporting their actions. Lastly, the
predominance of selective approaches, combined
with the insufficiency or absence of comprehen-
sive studies, as identified in this review, indicates
the need to reorient the production of knowledge
regarding health system performance - not just
in Brazil.
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