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Introduction
SThe oldest of its kind in Canada, 4XHEHFV H[SHUHQFH Zlih the regionalization of health care began over

thirty years ago. The regionalization process consisted of transferring decision-making powers from the
provincial government to the regional level. To do this, the government created regional structures
endowed with significant authority over the planning and administration of health care services within
designated geographical territories. Looking back now, regionalization proved to be an essential tool of
political governance that simplified the management of the health care system while bringing decision-
makers and decisions themselves closer to local populations™ [translation] (Martin and Gauvin, 2004, p.
423).

Established in the 1970s, the Regional Health and Social Service Councils (Conseils régionaux de la santé
et des services sociaux -- CRSSSs) were replaced, in the early






3More specifically, they were responsible for identifying the health and welfare needs and priorities of their
respective regions and for developing service organization plans accordingly. They were to allocate
resources for institutions, infrastructure and social and community services and implement measures to
protect public health. They were also responsible for ensuring the coordination of the medical services

provided by the various




LSNs. The Agencies were to be governed by boards of directors composed of 16 members appointed by

the minister.

The creation of Local Health and Social Services Networks
(LSNs)

The essential element of the reform launched by Bill 25 consisted of the establishment of LSNs. Each local
service network was to be composed of a local instance fashioned from the merger of the local community
service centres (centre local de services communautaires -- CLSC), the residential and long-term care

centres (d’hébergement et de soins de longue durée --




The boards of directors of the CSSSs were to be made up of 15 provisional members




“When Castonguay became minister, he put the reform in place, but he didn't pursue
decentralization. It was a centralized system and the idea of having regions wasn't
applied, it wasn't put in place.” (REG-08)

“Implementing public health care was a challenging political project. And it's obvious
that that project...it was hard to work it into decentralization.” (REG-08)

The fact that the tools necessary for decentralization were not yet in place made the project that much more

difficult.

“The fiscal system was not decentralized, the political system was not
decentralized. So there were no tools for decentralization... there was no existing
system for the decentralization of politics...” (REG-08)

For that reason, the government decided in favour of creating CRSSSs. The borders of the &5666V/




“We've already experienced initiatives towards integration, in fact. To start with,
there were attempts to limit the creation of new instances, they took place at
different levels. Like, they finished developing CLSCs in Quebec. They limited the
project, even though the project itself was one of expansion.” (REG-09)

Second, the health care sector was merged with the social services sector. This was also the time of the
first talks about the integration of university hospital centres (the centres hospitaliers universitaires + CHUS).
The trend became even more pronounced in the late 1980s.

“So in my opinion, ever since the Rochon Report, ever since




Regional Boards really defined their role. When the time came to make difficult
choices, the decisions had to be decentralized.” (REG-09)

The trend towards regionalization was confirmed with the establishment of the Regional Boards in 1991.

“There's always been, in Quebec, the desire to have local health care operations:
CRSSSs, way back when, or Regional Boards or Agencies. Of course in Jean
Rochon's time, the trend was really towards regionalization, and I'd say.. 1'd go so
far as to say it was true decentralization, not deconcentration, with local actors,
politicians, given the power to manage their own health care services.” (REG-06)

The appearance of the Regional Boards coincided with a period of major budget cuts in the public sector.

The reforms of 1995-1998

3In the mid 1990s, the Quebec system entered a period of crisis marked by profound structural change. The




“At that point, the Regional Boards became a significant political power.” (REG-08)




to it, that have considerable manoeuvring room and autonomy to implement departmental orientations in
health and social services, organize services in the region and allocate resources” (Emerging Solutions,
2001, p. 232). The commissioners expressed a clear warning, however: unless suggested improvements

were made (see below), it would be better to abolish the Boards altogether.

With respect to the services provided by the various kinds of establishments, the Commission favoured
integrating the entire provision of services. Its observations were to the effect that 3the existing structures
reinforce organizational 3silos” and foster isolationism on the part of certain institutions as well as all too
frequent 3petty quarrels” between institutions responsible for serving the same territory” (Emerging
Solutions, 2001, p. 192). Furthermore, it was impossible, on the ground, not to notice the lack of adequate
case management and problems with the accessibility and continuity of care.

“That was the major failure of our system. That the patient wasn't being followed
because everybody was doing his own job.” (REG-01)

7KH &RPPLVVIRQV VRIXILRQ was to decentralize and integrate primary care services in line with a population-
based approach (Emerging Solutions, 2001, p. 213).

“The diagnosis of the Clair Commission was very clear. The silos had to be torn
down, and then you had to build bridges between the silos. At the time, they
recommended complete integration of the whole supply of services on a territory-
by- territory basis, but politically it was difficult.” (REG-09)

One of the CRPPIVWIRQV more specific recommendations would later become a cornerstone of the reform
launched with the adoption of Bill 25. This was that 3primary care institutions be brought under one single

authority in a given territory. This should include, with
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recommended that each board of directors be composed of 14 members appointed by the government. To
HQFRXUDJH SRSXIDU SDUILFLSDILRQ  &IILJHQV] Y)RUXPV ZRXIG EH FUHDIHG LQ HDFK IHUritory.

The Clair Commission also suggested clarifying the accountability links between the MSSS, the Regional
Boards and the local establishments. More precisely, it recommended that 3the responsibilities and
accountability of the regional board to the central authority be expressed concretely in a three-year
performance contract that is negotiated between the two parties and evaluated and adjusted annually’
(Emerging Solutions, 2001, p. 214). Along the same lines, the Commission proposed that the executive
directors of the Regional Boards be appointed by the boards of directors, subject to IKH PLQIVIHUV approval.
“At the end of the PQ administration, when they reached the zero deficit, one of

our biggest problems was the lack of control on the budget for health care and
social services. So the Clair Report was filed and
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According to our sources, Bill 28 made only minor changes to the health care system. Some sources
suggested that the bill had been devised for budgetary reasons and that its principal goal was to provide the
government with the tools necessary to control health care costs, not really to implement greater
accountability and transparency.

“So, much more centralization so as to keep control of the budget. The main issue
was financial control of the budget of the provincial government and the growing
proportion of health care costs.” (REG-06)

“So with Trudel we wound up with Regional Boards with president-executive
directors liable for the ministry's directives, they weren't really their own regional
unit, they were much more accountable to the central power than they were
accountable for local-level operations. 1 think that the first rupture took place
then, in Quebec. And it wasn't about managing the health care domain like Rochon
had suggested, really it was much more about cost control.” (REG-06)

In short, Bill 28 laid the groundwork for the establishment of a future reform, the one that would implement
LSNs.

“But [..] I think that the principal basis of Bill 28 was results-
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In summary, the vision of the QLP was the following: °A Liberal government will entrust to the direction of
the establishments the coordination of services to citizens. However, instead of trying to do large scale
coordination, such as the attempt with the regional health boards, we will come back to a much more local

DQG KXPDQH VFDIH™ 4/3 S

This document, then, clearly
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“And there was the same resistance that there had been before, you know “small is
beautiful” from 25, 30, 40 years before.” (REG-07)

“What was surprising was that by and large, the public rhetoric, the arguments
voiced at the commission were rarely consistent with the evidence. Lots of
researchers worried about possible catastrophe, but I found it rather surprising to
see how people lost track, during the debates, of what the evidence had to say
about how we'd developed our reform package.” (REG-05)

Only the Quebec Hospital Association and the medical federations appeared to support the project. Unions,
community groups, social and grass-roots organizations, the association of CLSCs and CHSLDs and the
Coalition Santé Solidarité all opposed it.

Several specific aspects of Bill 25 provoked strong reactions in the actors concerned.

The integration of services
A majority of actors seemed to be satisfied with the principle of service integration on which the reform was

based, all the more so given that the MSSS had based its development of the bill on real-life experiences
with the implementation of actual service integration models (REG-02).

“Then there was evidence to the effect of, We have to integrate the entire
provision of services'. And if that were accomplished, it would probably take us 70%
of the way. The remaining 30% would be to integrate doctors' offices.” (REG-09)

“So the diagnosis was accurate: integration has to happen one day or another, we
have to get started. And at some level, he had to put his foot down and say, We
have to do it. It's what makes sense." And people could see where it made sense. As
for the “how
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Indeed, some saw in the proposal the opportunity to go further with a concept that had begun to be

developed under the CLSC model.

“1 would even say that it's a result of the creation of local community service
centres. The CLSCs have always had clearly-delineated territorial responsibilities,
clearer in some programs than in others, without, in my opinion, having the leverage
to fulfill them. 1 think the conditions for fulfilling those responsibilities are better
now than before, but it's always been...” (REG-03)

Nonetheless, some sources admitted to fearing the new measures retained for executing such a principle on
the ground. It seems that at the beginning, there was the idea that the LSNs might be allowed to purchase
services from the private network in order to meet the requirements of population-based responsibility: this
raised some concern (REG-06). Other sources saw population-based responsibility as a mere pretext used

to justify institutional mergers.

The transformation of Regional Boards into Agencies
Instead of being eliminated, as the QLP had originally intended, the Regional Boards were changed into

Agencies with the two-year mandate of instituting LSNs.
“We didn't want to change the borders of the territories because it would have

sparked a debate that went way beyond the issue at hand. Our concern was to get
to the local level.” (REG-05)

By proceeding in this fashion, policy-makers symbolically complied with the political directive to abolish the
Regional Boards. In reality, however, they retained an intermediary body that was directly responsible for

implementing the reform package.
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Some actors, especially the local institutions, were relieved to see the regional level survive.

“Strangely enough, it was mostly the institutions themselves who asked that a
regional entity continue to exist for a certain time. [So that there'd be] an
interface -- [a mediator] between the local level and the institutions with [wider]
mandates, the local level and the IUHSs?, the specialized institutions. All those
operations needed someone to be in charge. Plus sometimes, maybe, someone to
arbitrate.” (REG-05)

Others decried the fact that the regional tier lost power to the new local CSSSs in the name of integrating

Services.

“It was as if the regions, as an entity of the regional Agencies, still more or less
existed but had lost a lot of power. Real local entities had been created, the
CSSSs. But their creation didn't have a political corollary. They weren't politically
legitimate in the sense of being representative.” (REG-08)

“And as a consequence, the bigger the health centres grew, the more the regions
lost power over the organization of services.” (REG-01)

“The role was really about saying, ,I'm going to allocate more power lower down the
ladder, and I'm taking it from the regional level." Whatever the president-executive
directors of the Agencies have to say about it, the regional level lost power.” (REG-
01)

Still others denounced the strictly symbolical nature of the change.

“They simply changed the Regional Boards that they were supposed to abolish, it's
written in the QLP program. They changed them into Regional Agencies. They're
nothing short of regional offices of the ministry of health. But they kept up the
pretence of being administered by the public. They created boards of directors
that were supposed to govern, but in reality, when the president-executive director
is appointed by the government, the Agencies are just a regional office of the
ministry.” (REG-09)
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“In order to succeed to do that, in the cities, the CHUs would have had to be taken
apart again. They would have had to be redone. And that's a can of worms, to take
structures apart again. Union regulations applied. In the end, the structures aren't
what provide the services.” (REG-09)

“A large, large, large regional hospital with teaching responsibilities, it would have
been hard to stick that together with a long-term care centre plus a CLSC. It would
have been a little like the elephant that might fall on the mouse and cripple it.”
(REG-09)

Additional concern centered on the question of human resources. The proposed mergers represented a
significant reduction in the number of management positions because of the fact that the establishments

would now be united under a single governing body (REG-07).

“So now on one hand I'm supposed to tell the executive directors... that they're going
to be relieved of their positions, that they're all going to be let go, and then I have
to tell them to help me accomplish the reform because after all it's important.”
(REG-01)

“Because then, you see, there were at least 100 executive director positions that
were abolished in the final year. That's a lot.” (REG-07)

The merger of territories
Because the reform was designed to amalgamate establishments, it was understood that institutions from

different territories within a given region might have to merge. The issue was not discussed much during
the parliamentary commission, when the association of CLSCs and CHSLDs was alone in warning the
government against the temptation to create territories that were overly large. The association wanted the

government to reaffirm that the MRC territories would form the basis of the new organization.

“The problem was the whole question of
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“It's extremely demanding for the central apparatus and the regional apparatus to
think in those terms because it forces them to actually think instead of making rules
across the board.” (REG-05)

Bill 25 did not provide precise directions for the development of the regional organization models. Instead, it
merely decreed the main principles that were to govern the process. The idea was not to dictate a single
model but let various proposals percolate up from the regions. As a result, there was no single set of rules:
it was expected that models might well differ in terms of the size of their networks, their territorial

boundaries, the institutions they included and how their networks were organized (REG-02).

To support the implementation process, the MSSS created discussion forums on the daily progress of the
LSN development projects. Four sets of actors were invited to participate: community organizations,
institutional associations, physicians and management associations (REG-05).

In the process of amalgamating territories and establishments, a certain number of political factors had to be
considered (REG-01). In general, resistance came mostly from urban areas, where little amalgamation had
taken place at the time of the Rochon reforms. Several regional areas, in contrast, had prior experience in
the matter, having been obliged to mer
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Finally, on June 23, 2004, following approbation by the government, the minister announced the creation of
95 LSNs throughout the province.

The implementation of the LSNs (July 2004 to the present)
Although implementing the new LSNs was the responsibility of the local establishments and the Agencies,

the team in charge of Bill 25 at the MSSS played a front-line role in explaining their expectations to the
actors concerned.
“So you create something, you go around explaining it, presenting it. You make it so

that people take it over. If they bring it up to you, it's even better than if you bring
it up to them.”
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the downfall of the previous government, they were able to reappoint all the
members of all the boards of directors of all the establishments. It was a political
purge just about everywhere..” (REG-06)
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Conclusion

A major reform
Most sources concur that in the history of QueEHFV health care system, the advent of Bill 25 constitutes one

of the most important reforms, if not the most important reform, since public health care was introduced in
1970. While Bill 28 helped pave the way for this change, the new reform allows policy-makers to move
forward on several fronts, such as the organization of work and the allocation of resources. It also provides
the health care system with sound organizational foundations (REG-02). Nonetheless, insofar as

regionalization was concerned, several sources felt that the process did not go far enough.

“Deconcentration, yes, that's true, but not decentralization, not real regional
autonomy, the development of unique regional models that can participate in local
agreements within larger provincial parameters, that can have significant local
variations. That doesn't exist.” (REG-08)

Bill 83

With Bill 25 soon to expire, the Act to amend the Act respecting health services and social services and
other legislative provisions (Bill 83) was introduced in the Quebec National Assembly on December 10,
2004. It was adopted on November 25, 2005. Developed to support the new LSN model of organization,
Bill 83 followed
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“So in the current draft bill they're actually giving back a strong role to the
regional level, a role that's stronger than the role they had in the first version.”
(REG-06)

One source felt that the government would be better off not abolishing the regional tier, if only for system
management reasons. It is true that the government is likely to find it easier to interact with 16 regional
bodies instead of 95 CSSSs (REG-06). If the regional level were to be eliminated, of course, it would

become
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The clinical projects and population-based responsibility
With the merger of institutions behind us and the complete integration of local structures currently underway,

the challenge now is to begin concentrating on clinical matters and care and services for the population.

“We are presently in a system that is spending a tremendous amount of energy on
putting the new structures in place.. A lot, a lot of time and energy, whereas care
itself, well, that's not solved yet.” (REG-08)

“And their biggest challenge right now is their clinical projects. They each have to
define a clinical project for the population of their territory that will determine the
service organization model for priority clienteles. The ball's really in their court.
And what's interesting to see as well is the dynamic with the Agencies. The
Agencies are very present. Because even if you say that the responsibilities are at
the local level, they're not necessarily able to assume them right away. The
Agencies have figured out that they have a role to play.” (REG-02)

“They told them: ,But now, we're going to have a director of prevention, not just a
director of nursing care. We're going to have a director of prevention. We're going
to take care of our population. We're going to look into things." 1 don't think that
the enthusiasm has trickled down to the workforce yet.” (REG-01)

Financing the CSSSs
Decision-makers are currently modernizing the ways in which resources are allocated to
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reform, and the first year, the administration didn't have any roots. So I think we
can expect a new balance of power..” (REG-06).

In light of the general elections that will take place in Quebec in 2007, the future of the reform still remains to
be seen.

“1 think it's a winning formula. For sure there will be all kinds of new difficulties
when it comes to applying it. Basically it's too soon to judge. There are political
factors, economic factors,
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More specifically, the Boards are to identify the health and welfare needs and
priorities in their territory of jurisdiction and develop an appropriate means of
organizing services in consequence.
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This law marks a change in direction, re-centering service management at the
local level.

The Regional Boards are transformed into Regional Agencies responsible for
implementing local health and social services networks.

The key element of this reform consists of the merger, for a given territory, of
CLSCs, CHSLDs and, barring exception, hospital centres.

By means of agreements with other participants in the local network, namely
community pharmacies, medical clinics and community organizations, these
newly-created entities are responsible for ensuring the delivery of health services
and social services to the population of a given territory.

January 2004

As 2004 begins, the Health and Social Service Agencies embark upon the
process of developing a model for the regional organization of services to be
presented to the health minister by the end of April at the latest.

April 2004
By April 30, 2004, all 16 agencies have submitted their respective models.

June 2004

The minister announces the creation of local networks and implements 95 Health
and Social Service Centres (CSSSs) in Quebec.

After June 2004

The agencies pursue the implementation of local networks and develop their own
respective clinical projects.

December 2004
Bill 83 is submitted to the National Assembly.

November 2005
Bill 83 is passed by the National Assembly.
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Appendix 2: Research Template

A CROSS-PROVINCIAL COMPARISON OF HEALTH CARE PoLIcY REFORM IN CANADA
RESEARCH TEMPLATE

Province: Quebec

Case study: Regionalization

Category Subcategory Data
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international
agreements)

Policy networks
(overlaps with Interests)

The Act respecting health services and
social services of 1971 had introduced
regional structures at the same time that
the health care system was put into
place. The Regional Health and Social
Service Councils (CRSSSs) were
deconcentrated regional bodies with very
little authority (they acted as advisors to
the minister).

When the statutes were consolidated in
1991, the government introduced
Regional Health and Social Services
Boards (Regional Boards) endowed with
real decision-making powers (the
planning and organization of services,
resource allocation).

Bill 28 of 2001 introduced significant
changes to the operations of the
Regional Boards. Policy-makers
reassessed governance practices
(instituting a People’s Forum and
revising the ways members were
appointed to the boards of directors of
local establishments and Regional
Boards) and accountability links
(introducing management agreements,
annual reporting and the appointment of
the executive directors).

Law 25 of 2003 transformed the
Regional Boards into Local Health and
Social Services Network Development
Agencies (Agencies). This reform
package required local CLSCs, CHSLDs
and hospital establishments in a given
territory to merge and form local service
networks (LSNs).

el 311.33 2477 reln0l61 251.45 246.65 4¢
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Interests

| Other
Societal interest groups

Not addressed by the sources. |
The population wanted improved access
to services, but its demands lacked
cohesion.

The community groups, the unions and
Coalition Solidarité Santé opposed the
reform.
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Elected officials
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External
events

but not on the means of attaining them
(forced mergers).

Integration seemed to be a solution to
problems of access to services.

There were also differences of opinion
on the concrete ways in which the
concepts would be put into effect.

Combined (e.g.,

Significant influence of the Clair

commission Commission.
recommendations)
Other Not addressed by the sources.

Release of major report
(e.g., commission)

The Clair Commission report stimulated
interest in possible modifications to
regionalization.

The Liberal electoral platform was
responsible for putting the idea on the
agenda.
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