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REGIONALIZED HEALTH-CARE: A GOOD IDEA BADLY DONE

Today, I will talk about Regionalization in Health Services as a good idea that has been done badly. First, I will provide some historical political context. Then, I will outline some shortcomings with regionalization. Finally, I will offer my advice to Provinces considering regionalization. 

HISTORICAL POLITICAL CONTEXT: 

Regionalization has permeated the health policy debate in Canada since the early 70’s.  There were examples of regions and municipalities coming together as early as 1916-18 in Sarnia, Ontario and Saskatchewan to provide medical services, but the concept of regionalization took hold in the 1980’s.  In some provinces the mergers of acute care hospitals preceded regionalization.

Regionalization was promoted and accepted by policy makers as a means to improve the integration of services, but more importantly it was believed it would make the system more effective and efficient by devolving authority to a level, ‘closer to home.’  Indeed the BC Royal Commission on Health Care and Costs (1991) was titled, Closer to Home.  

Policy makers believed we would save money and reduce duplication.  At the time, many governments had lost patience with acute hospitals competing for resources and failing to cooperate in the sharing of clinical programs. Some in government, foolishly thought, regionalization would buffer them from public pressures and criticism while unpopular changes were undertaken.

Significantly, it was funding cuts to address mounting deficits in federal and provincial governments that drove the policies to merge and amalgamate acute hospitals in 1980s and to extend the concept of regionalization in the 1990s to include community programs, long-term care, mental health and public health.  

While the public message justifying regionalization was based on efficiency,  improved integration and increased decision making at the local level, an underlying belief was that administrative costs were to high.   As one Premier said to me, “creating unemployment of high paid CEOs has no political shortcomings.” 

So in a simplified political context regionalization offered a simple way to save medicare: fire administration and provide more clinical services!  

REGIONALIZATION’S SHORTCOMINGS:

One could argue that regionalization is a good concept.  However, regionalization is only a structure. All too often it has been a structure without a mission. How could it hope to succeed? Structure must be designed to achieve a strategy that includes a clear mission or purpose. In addition, effective reform requires that the strategy and structure be supported by appropriate culture and skills.  Too many governments have made the structure an end onto itself.  Let’s regionalize. Let’s reduce the regions.  Let’s prove we believe in medicare.  

Nonsense, regionalization must be about improving the health of a given population. Canada’s health system ought to be called an “Illness System.” It is outdated and not meeting our current needs. Until health is the core business of the system, regionalization will fail. 

Regionalization must be about making the services client focused, about providing effective health services and about value for money. It must be about integrating, reforming and transforming services. And it must be about accountability and transparency.  I know of no province or RHA that has achieved acceptable levels of the above.  Yes, some RHA’s such as Edmonton have made significant progress.  But others are just giving lip-service - health care is still job one.

So, let us examine some shortcomings in which regionalization should; but has not achieved its full potential:

1.  
Regionalization has failed to embrace its mission of improving the health of society.  Even though many Regional Health bodies have written new mottos such as “Healthy People in a Healthy Community,” their culture and practices are still dominated by health care. [When I reviewed the documents for this conference, the conference name did not go unnoticed, “Lessons & confessions from the regionalized health-care front”].  To improve health, RHAs must accept and embrace all health services including prevention, care and rehabilitation including those for the chronically ill, mentally ill or homeless as well as acute care surgery and the newest medical imaging technology.
2. Quality has not improved and services are not more client-centered. Ask yourself, why don’t we have Primary Health and other services 24/7? At the governance level provider interests trump citizen’s needs. And at the clinical level, the client is not recognized as the key member of the team. Decisions at both levels pander to the provider. 
3. Regionalization has failed to integrate vital health services.  Leaving medical services isolated from regionalization was a mistake from the start.  Some speciality services have seen improvements, but many have not.  Primary Health is not included despite being key to chronic disease, the biggest illness issue facing Canada.  Professionals are under utilized, and frustrated. Clients are harmed by errors and poorly served by the disarray in Primary Health. We should be ashamed at the lack of progress in making this a priority. This is probably the greatest example of the good idea badly done!
4. Value for money -- you can’t achieve it without measuring what is being accomplished. The emphasis on saving administrative costs is compromising quality and safety.  Here I refer to the lack of information systems needed to ensure: services achieve intended outcomes, providers meet standards of performance and providers time is utilized efficiently. 
5. Accountability? It’s not clear who reports to whom about what.  There may be an illusion of accountability; but we have governments and RHA pointing at each other or being totally silent on many issues.
6. Transparency, openness, honesty, integrity and trustworthiness, has not been enhanced. I could argue, it has been hampered.  I see centralization where the political system controls not only the ‘key message’ but all messages.
7. The authority to reform and transform services has not devolved to the local community.  You know centralization to government has occurred if the government insists on approving the RHA’s internal newsletter and press releases.
Given that regionalization is often only a structure, it is not surprising that it has failed in many respects. Any structure will fail if leaders view it as an end in itself.  Health leaders, not just politicians, are responsible for leading and managing the essential elements of reform. Leaders must align the structure, culture and skills to the strategy. Failures in regionalization will continue until health leaders accept and undertake this fundamental task in organizational reform and transformation.

As Max Depree stated many years ago, LEADERS MUST BE PREPARED:  to stand alone, take the heat, bear the pain, and TELL THE TRUTH.  In our political system the provincial governments will continue to be held responsible for the health system at election time, and health policy must be consistent across the province, however, today, health leaders must show politicians the folly and the risks of interference at the political level. 

It is unfair, unprofessional and cowardly for RHA leaders to hide behind politicians and use them as a shield rather than take an unpopular stand.  

I admit there are political bullies but if RHA leaders are ‘muzzled’ by the political machine, and complaining privately, that is  “Not good enough!”  Leaders are there to ensure the public is served.  That means having the courage to resign or risk being fired.  In leadership, it is better to address the issue honestly and in a forthright manner, even if you get the knife in your chest.  Better in the chest than in your back, running from the issue.  

MY ADVICE: 

My advice to any province considering regionalization is:

1. Clarify the governance roles to ensure government sets policy and province wide standards while RHAs implement these without interference. 
2. Be publicly accountable for the established roles.
3. Be clear that the purpose, that strategic mission, is to improve the health of society and specify a few achievable goals. 
4.  Under-sell and over deliver regionalization.  Don’t sell it as more control to the local community except where you state what the Region will control. 
5.  Embrace transparency.  Rather than embarrassing news being reason to prevent public disclosure; public disclosure is the way to deal with embarrassing news.
6. Include physician services in the mandate of the region. 
7. Ensure evidence trump ideology and short term political expediency.  
8. RHAs must create a client centered and quality focused culture based on current values. Ban out dated, provider centered values, norms and practices.
9. RHA strategies must eliminate the overuse, underuse or misuse of resources. Even the politically unpopular ones!!
10.  Leaders must be prepared to stand alone, take the heat, bear the pain, and tell the truth.  Canadians will not accept deception. Don’t count on it; but, sometimes they will accept bad news, when it is the truth.
CONCLUSION:

In closing I want to share my thoughts from my tour of the Lyndon Johnson Presidential Library in Austin, Texas.  A plague on one of the displays quotes Johnson saying, “doing the right thing is not difficult, knowing the right thing to do is the true challenge.’  This truth intrigues me -- in health reform, has it been a monumental challenge to know the right thing to do?  Or is our challenge having the courage to do the right thing?

Regionalization is a good idea, badly done.  Leaders must do the right thing. They must have the courage to put political expediency and providers’ interests aside to improve the health of society. When this is accomplished Regionalization will be a good idea, done well. 

