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Integration and Regionalization in Canada – The best route to the right destination or A good idea badly done?  
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It is impossible to assess regionalization either as a concept or an experiment without understanding why it came into vogue and the historical moment in which it was introduced.  Provinces regionalized in response to the recommendations of a number of high-level commissions and task force reports on the future direction of the health system.  In the 1980s and 1990s, most provinces conducted major inquiries designed to set the direction for large-scale reform.  Significantly, these reports addressed both health care and broader health concerns.  They emerged out of a growing understanding of population health, and especially the non-medical determinants of health.  More or less consistently, these reports advocated a balanced health and health-care system, with major new thrusts in health promotion and prevention, a revamped primary health-care system, and streamlined interventionist care.  Regionalization was recommended as an essential organizational and governance approach to achieving these ends.  

Hence the rationale for and expected impact of regionalization were tied to these grander ambitions.  Donabedian famously conceived of health-care performance as a triad:  structure, process, and outcome.  Canadian health reform has focused heavily on the first two and only haltingly on the latter.  Both at the provincial level and as part of federal-provincial-territorial accords and cash transfer agreements there has been a reluctance to set and commit to concrete system goals.  Health status goals are invariably couched in vague language, with no timelines, no clear investment strategies, and no accountability mechanisms.  There is increasing rhetoric about improving quality and focusing on outcomes, but the system still prizes volumes and access above all else and again, neither policy nor collective agreements have eliminated the perverse incentives identified long before regionalization that continue to thwart progress.  Most critically, there is no common definition of success at the system level.  Small wonder that we can’t say whether regionalization “works” when we have not fully articulated what distinguishes a successful health and health-care system from a failed one.  

Regionalization began in Quebec in the 1970s, but it came of age across the country in the 1990s.  The timing is important.  Many provinces regionalized during Canada’s only sustained period of financial restraint in health care – roughly from 1993 to 1997.  In Alberta for example, one of the first tasks handed to the newly formed health regions was to oversee dramatic reductions in funding.  To a somewhat lesser extent this was true elsewhere.  One might say that regionalization was born under a bad sign, inevitably associated with unhappy times by both the public and health care providers.  

If guilt by association weren’t a heavy enough burden to bear, the other main initial task was to consolidate power at the local level, eliminating or greatly reducing the power of local boards and rationalizing specialized services.  However necessary, these measures were hardly destined to win a popularity contest.  The result was that at best, regionalization was accepted as a necessary evil accompanying the tough love of fiscal restraint.  At worst it was the whipping boy held accountable for everything deemed to have gone wrong in health care in the 1990s.  These were not ideal conditions for grand debuts.  

These unhappy beginnings for regionalization were not the only casualty of the fiscal shock administered to the system.  An even more significant setback was the lack of uptake of the more ambitious proposals for reform.  Most of the health-oriented substantive initiatives got sidetracked or derailed by the imperative of trying to hold the health-care system together without the traditional glue of steadily increasing cash.  Quite simply, the system was ill-equipped to deal with the first post-medicare fiscal shock in our history: health-care spending had traditionally and typically risen in real terms by 12-13% over a four-year period, but between 1993 and 1996, it decreased by more than 2%. Absent tools and techniques for accomplishing more with less and excising waste and inefficiency while leaving excellence intact, the generally adopted solution was across-the-board cuts.  The country has been atoning for this alleged misdeed ever since by indulging the system with seemingly endless tranches of new money.  Health spending doubled from 1997 to 2007.  The largesse was not invested in the social determinants of health or a comprehensive, interdisciplinary primary health- care system.  It instead bought higher salaries, more and more expensive drugs, new technologies, and increased numbers of procedures to reduce wait times.  Health ambitions were set aside while downstream health care again took center stage.  

Ironically, regional health authority (RHA) boards were more fully aware than any other group in the country of the opportunity lost by retreating from health and focusing exclusively on health care.  Surveys of RHA board members revealed a keen understanding of population health concepts and awareness that health care was not the route to better health for all.  They also recognized that they lacked the mandate, tools, and resources to alter the health status of their communities, and most would have welcomed the opportunity to pursue these wider objectives.  

This retreat from the population health agenda has occurred just as the evidence about what produces health and illness, and the extent of health disparities in the population becomes richer and more comprehensive.  To name but two important studies, the Saskatoon Health Region’s neighbourhood-based analysis (to be replicated in several other urban regions across Canada) showed shocking differences in risk factors and health disparities within a city in the middle of an unprecedented economic boom.  The Manitoba Centre for Health Policy a few years ago showed huge variations in the likelihood of students completing Grade 12 in the standard number of years depending on where in Winnipeg they lived.  These findings have profound implications for public policy, but in the current environment regions are mandated to keep wait times under control and grease the wheels of the interventionist-sickness system machine.  Their role in the broader health agenda is mainly advocacy unsupported by dollars.

As Ontario embarks gingerly on this journey in the form of the LHINs, what are the lessons one might plausibly learn from the regionalization experience to date?  I would offer three central observations worthy of notice:

1. Even if the goals are modest and structural – e.g., administrative integration – there has to be a single global budget for the geographic area or integrated health system.  There also has to be a single authority and a strategy to eliminate unconstructive competition.  A system with too many fragmented boards can foster parochial attitudes and behaviours and waste social capital on ill-advised causes.  While there is a lot of debate about whether devolution from the province to regions really took place in full form, there is no doubt that the centralization of authority and structures at the regional level was essential to a number of achievements.

2. This reality presents an obvious challenge for Ontario, which has decided, at least for now, to leave local boards in place.  The LHINs must contend with a huge amount of long-standing political power as they contemplate changes.  The architects of the LHINs certainly knew this, and calculated that the cleaner option wasn’t available.  The challenge will be whether the LHINs can acquire both the formal and informal authority to act decisively over time, and whether a slow, incremental approach will be sufficient.

3. Regionalization by and large has had more impact on structure than on culture.  Medical culture is very difficult to change under any circumstances, but it is even less likely to change when medicine is formally outside the regional structure.  The main road to cultural change in medicine and improved quality, outcomes, and efficiency flows through primary health care.  By most accounts, the vision for primary health care articulated in the 1990s has been diluted.  Health care unions have major bargaining power and they tend to pursue their own interests.  Physicians are not fully committed to interprofessional collaborative practice.  Compare the design of the primary health-care system promoted by the Ontario Health Services Restructuring Commission a decade ago with the rollout of the Family Health Teams and other recent developments.  Elsewhere in Canada, regionalization is rarely a central feature of the typical family practitioner’s life, and in their negotiations with medical associations provinces have failed to drive the PHC agenda in a more ambitious direction.

With Alberta’s recent dismantling of regional governance, another question arises.  Do we need regional governance, or is a regionalized administrative system sufficient?  I believe there is a case for local (regional) governance, on two major counts.  

First, regional governance provides a mechanism for engaging people in health and health-care deliberations that cannot adequately be conducted by a single provincial authority.  All health, like all politics, is ultimately very local, rooted in the character of neighbourhoods and communities.  If we really want people to think less exclusively about health care and more about health, there has to be an accessible and meaningful governance structure with which they can engage, and a group of vigilant and committed board members whose understanding of their communities and the complex pathways to health can sustain interest over time. 

Second, population health work is intersectoral, and we need leaders willing and able to develop broad-based connections and negotiate innovative approaches to reducing the seemingly intractable disparities in health status.  RHA boards have begun to take this seriously even if they are unable to divert major funding to such efforts.  It is difficult to conceive of how this can take place successfully over time in the absence of credible local governance and champions for the cause.  A centralized provincial governance model will inevitably be preoccupied with downstream, health care issues.  Inequality, not heart disease or cancer, is the biggest health problem in the country and the battle against it will be won by a combination of high-level public policy and neighbourhood-by-neighbourhood initiatives.    

When will we be able to tell if regionalization works?  When we get adequate information in real time.  This is not on the immediate horizon – Canada is not at the forefront of either the information technology revolution or in developing a culture of measurement, reporting, and disclosure.  However, there are some encouraging developments on a number of fronts.  If, for instance, the Canadian Institute for Health Information (CIHI) evolves as much in next ten years as it has in the previous 10 years, we may yet turn the corner.  

I hope Ontario learns from others’ history so that it is not doomed to repeat others’ failures.  It is hard to give advice to such a vast and complex province, but I would counsel Ontario to move the LHINs along as quickly as possible, allow them to act decisively, let them deal with their own local skirmishes, and arm them with as much solid information and other intelligence as possible.  Above all, remember why others moved to regionalization and try to recapture the ambitions that seem to have expired with the twentieth century.  No structure will by itself change a culture; work on changing the culture and on occasion, fighting the cultural battles.  If health reform in Ontario is only about the LHINs, it will fail.  If the LHINs become the vehicles for the pursuit of an inspiring vision, they will have a much greater chance of success in spite of the limitations and complexities of their structures and environment.    

