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‘ ABSTRACT

The.Ontario provincial government.is currently |
coneidering the implementation of a regional health syatem.
~Regionalization refers to the functional integration of
-eerrices within a geographfcelly defined area. The medical
profeesion can be ‘expected to play a'orucial role in the
1mp1emeﬁatidp and success of a regional system, since its
cooperation is important. ‘The degree of acceptance which |
lregiOnalizetion receives from physicians will probably depend |
atAleast in part on how much government involvement is implied;
regionalization may imply more or lees government iqvblvihent
depending on the eyetem 8 actual design. Within a broad’
eonceptual framework the 1ndividual componenta of a regional

e

healthneystem can be altered to create variations in

*

government involvement. .The six individual components include!
< . . .

(1) the actual boundaries to be used for regions;

- {2) an average size for tﬁe_regions;

(3) the composition of the Tégional councila, and district
councils if the regions are to be subdivided;

(4) a method of' selecting council members;

(5) an appropriate division of authority between central
and lower tiers; and r

. (6) the relationship to be: sssumed between public health
and hoepital aervicee.

The main purpose of this etudy was to determdne Ontario
phyeicians' opintons about alternative models tor_health

regionaligation which indicate varying degrees of government
LY ’ .

iii




~ sample was t ken. A mailed quest;cnniire requested doctors fng

" involvement and &the implications of fhese opinions for

possible accevptance of that Prov1nce s plans for regionaliza-

\,
”

tion. Secondary purposes were to determlne:~ the reasons

e

ifef doctors' preferences as to type of regional system;

their general opinion'of the concept's merit; and Qhethex

objeetive background éharecteristics, including official

leadership status; work setting, t&pe and location .of

~ practice and Dlafe of basic traininz. are related to the

type of reglonal health system which any doctor preferred

or to hls view f the conceot.

b31ng information recorded in the Canadian Nedical

~—

to choose an anproach to each of the six components of a
reg1onal system from severpl/alternatives 1mply1ng_varlous
1evels of goﬁernment involvement. Doctors were.also asked .
to give reasons for .their choices and to indicate @heir’
Opinions,ef the Egnceptis merit. The two call-back procedures
uséd proadced a final response rate of 65.5 per ceng (4b7),
with'ﬁé}isﬁdrent'reSponse bias. '

2

Tﬁ? syefem fyﬁe ﬁfeferred by a majérity-of ph&sicians

'imnlled a moderate ievel of government 1nvolvement. 1nd1cat1ng

that the Ontario provincial government’s proposals will /
probably be acdeptable.‘ In choosing among the alternative

appfoeches to each component, doctorsfappeared tq place more

'emphasis on patient welfare and on the“system's orgahizatienal

»




e ‘ . . : .“ R

erfectiianeaa than on a_deaire to protect the pro:eaeioh's

\‘ 1 ‘

autonomy from encroaching government power. There was

coneiderable uncertainty about the concept's merit and

]

gigniﬁicant opposition to the introduction of ehch~h .
érogramme. With the exception.of work' aetting, no background
characteristica appeared to be related to the physicians'
\opiniona. Doctore in public practice were inclined to ‘favour
a regio?al system implying more government 1nvolvement

and were more likely to see merit in this type of organization

* a
than private practitioners. S
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CHAPTER I+ INTRODUCTION AND OBJECTIVES.

3 /

- Regionalization of health serVices represents an’
increasingl;;common form of administrative rc8ponse through-
out ‘North-America to spiralling coste which result from

‘com//ting claime among agencies and institutions in the health
care system. The Opportunity to minimize duplication-of
peraonnel and facilities through sharing arrangements exerts
'a strong economic pressure to rationally plan and coordinate
services.within reasonable geographic areas. In addition,
regionalization is expected to increaee the accessability of
services to the patient by eatabliehing formal referral .
channels among various agencies and inetitutions within each
region. Finally, regionalization offers an,opportunity for
comiénitiea to become more involved in the development of
their own service networkel. o ,
them, are'currently eonsidering the implementation of a fA‘
formal regional health system. For Ontario, health ,
regionalization would inply the planning and coordination of
progranmee ‘and facilities within defined eub-prcvincial areae.ﬁ'
y.with designated health councile eerving under the provincigi
governnentzo ‘
Regionalization tends to be viewed with eulpicion by the

_medical profealion. as it could have considerable inpact~on .

3
the organization and practice of medicine . As part of their

olanning tuncticn. the health councils might etipulate the

R |

Several Canadian provincial governments, Ontario's among A



7
its ability to tunction oftectively o -

1

o

level of services a particular hospital could offer and hence,

 the services a doctor attached to it could provide. Or as

part-of its coordinating function, the health councils might
stipulate.patient referral networks for personnel an
facili;iesb. The poténtial impact on the health profesgions
is greafest for &octora as they traditionally have controlled
planning and pdtterns of practice through thejr roles in
hospital and as private practitioners. -

Regionalization would undoubtedly be accompanied by at
least som& increase of government influence over the health

care delivery system‘s operation(;;E\a consequent decrease

in the prq&ess@on's ability to determine its terms of

5 . : .
practice . Doctors realize that the power of the state to
cofjtrol their conditions of work far exceeds that of any

ofher type of third party. Thus the prospect sf government

control over any aapect‘of'tﬁeir working conditions, as

-

typified in the above examples, generates concern on the
part éf the professfoné.

Regionalization may be more gr less of a threat to the
profession, depending on the level of government influence
implicit in the syst;m's actua{jpeaign. The level of
government influence inplied by any plln euggested for
Ontario may have some bearing on e accoptance 1t receivea
fr&n the medical préfession. -The acceptance accorded by

physicians will undoubtedly have a bearing on the ease with

e 7

" which the system can be implemented and oubsequentiy. on

L

W+




. The primary purpose of this research is to determine

Ontario ph&siciﬁhs' opinions abou} alternate models for
health regionalization which indicat; varying degiees of
government control anﬁ the implications of these opinions

for poséible acceptance of that Province's plans for

regionalization. Secondary purposes are to determine: , the

- reagons for doctors preferences as to type of rqgiohal system;

their general opinion of the concept‘'s merit;. and whether

objective background characteristics, including official
leadership status, work gétting. type and location of practice
and place of basic training are related to the type of
regional health system which any doctor preferred or to his
view of the concept. -

The £ollowing chapter represents an amplification of this
brief 1ntroductofx one. It will-discuss in detail:

(1) the purpbses of regionalization and the gradual adoption
of the concept by Ontario's provincial government as well

. a8 two ccurrent, proposals for regionalization:;

(2) how fhe level of sgovernment influence implied can be
varied‘according to the actual design of the regional
system within a basic conceptual framework and the °
implication of patterns which have been suggested for
Ontarios ) . -
the implicattons of regionalization for the practice of
medicine and the medical profession 8 ability to control
its own terms of works

the importance of the profcaaion 8 acceptance to the
success of regionalization.

In the third chapter Ontario physibihna' reactions to
- regionalization are prodfcted. with the predictions based on
physicians' reacteons te rogionalizaticn in othor countries

and en their reactionl -to other typea 0‘ attempt made by
L




government to organize health care delivery. The'fourth
‘chapter'deséribes methods used to‘determine physicians® -
opinions on rerionalization and in the.fifth cﬁapter their
ireSponées are analyzed. In the concluding chapter, the

findings are summarized and their .implications are discussed.
‘

FOOTNOTES - ~ .

1These are generally suggested goals for"
rezlonallzatlon which can be found under most def1n1t1ons

used in the literature. -
2ppain this is an adaptation of a generally given
framework. o o
- 3R, Rothman, et al, "Physicians and a Hospital ’

‘Nerger: Patte®®s of Resistance to Organizational Change”,
J. of Health and Social Behaviour, 12: 47, 19?1.‘

» R

aThese are typical examples of health council
duties found in already operating regional systems.

5R’othman‘.“‘loc. cit.

68..Blishen. Doctors and Doctrines (Toronto:
U. of Toronto Press), 1969, p. 105.

7Rothman, loc. cit.
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CHAPTER II:+ REGIONALIZATION AND HEALTH SERVICES -\-‘ szJ ,

o .

‘ IMPLICATION OF CHANGES IN HEALTH POLICY

" o FOR THE MEDICAL PROFESSION ' \
Con A | |
. 33& o +  The Régional Concépt in , . v

X ’ ‘Q_nt_ar_i_g’ : i o /j
Introductiah SR - ‘ :
. . ¢ P ¢

Tﬁg incregsiﬁé coﬁpléx;ty of health services, a
spectacular rise in costs and the demands of a more
sophisticated public fér be%té; medical care have ?esul;ed
in the Ohtario gov;rnmené becoming increasingly fnvolvgd
in the provision of health services. In an effort to
improve its. health cére‘deliQagy system, the Province is
' considprigg new techniques and ﬁatterns of organization
. ¢ which might: equalize tné availability and écpessability

‘of all health segvices in :hb province; alleviate the
- pressure of rising costs{ and, decentralize the administration *
of hea;th.séfVices 8o that the .system is respon;ive to
v .

coﬁmunity needs.

P .

Regionalization is ohe of the experimental approaches -

which the provincial: government is attempting'to impleqenf.
Regional organization. as it applies to the health field,

refers to the functional integration of sefvices within a

»

geographically defined areal. Regional health systems have

"

L™

o, been inplcnentea in a'number ot countrfbs. 1n¢1ué{?g Sweden,

o
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. the USSR, Britain and the United States.. In Cénada,

) publxc health since the close of“World War II and for

. . N s .
[ . P
. i H t

Saskatchewan has had a well developed regional system for

hOSpitals since the early 1960's. Ontario is not .the only
province row mov1ng towards a formalized regional health
systems ‘Quebec 1s perhaps closest to }mplementing such a
system2 andfbofhdvanitobaz and Nova Scotia¥ have recently

‘ﬁ“blished documents suggestlng formal regional ‘health systems

- for their provinces. Provinc1a1 efforts towards regionaliza-

tion over the past 30 y?ars have been cpnsxstently sanctloned

by a number of federal commissions formed to suggest better

ways of dellverinz health care,’ including the Royal "‘. R

Commission on~Hea1th Services (196&-65)5 and more recently v

 the Task Force on the Cost of Health Services in Canada

anot o

- ) . ¢,

“~ s .

Evolution of Goverﬁmegt Involvement in Health Care- \ PR

Praditionally, the Ontario governhent considered that ﬁ”h;
the provision of health care was the responsibility. of

physicians and that individoals should bear the cost of their
3 & r

own"care. The Department of Health confined itself to

?roviding certain public health services, such as'édnitationf‘.
which could rniot be left to indei)endent physicians. Except for
psychiatric hospitals for which the Province assumed- re—“
sponsibility and the few hospitals of various kinds

sponsored by local government, hospitals were privately

owned and operated.. - <
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- The provincj.alégovernment's.role in public.lth was .

expanded during the'f?th centﬁr&: when it was forced to . ~—_ -
take action éim&dlat éoﬂt:q}ling the spread of common - ~;
inf@ctious diseasés. This/pquonsibility necessitated a .
permaﬁggﬁ}public health ofggnization from the Province

) through to the local government level. At the same tihe.

LI

hospital costs were increasing rapidly and pressure for. -

public assistance grew.

Tnitially. the Ontario government preferred to miniﬁipe
direcﬁ provincial control over the hqgith §erviees by :‘
’ gelegatiné authorfty in public health matters to local
h éovernment and by allowing hospitals to spend pubdblic grantg
*accoﬁding to their own judgment.' ' ' -
Community boards of health, appointed by local gdvernmént,
and largely responsible for public health services, have
' rétdinedaiheir grigihal autpnomy. Over the years, the -
. provincial goverément has}had to providé increasing financial

. assistance to local government as the number and type of

]

necessary pﬁblic health services grew. Even though thg

* ]

Province currently provides much of their opgrating capital,
local boards of health still prepare budgets for submission
. - - ¥ -

to their local governmént councils; which make final decisions

-

as to the allocation of funds. While the Province does

have ébmé regﬁlatory power, its ﬁéa;th Department functions

' " for the most part in an advisory capacity.

Hospitals have gradually been losing their autonomy.

(U e
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Until 1930, the Province had given approved institutions
annual block grants which the h03pitals could spend relatively
freely.’ About this time, however, the Department of Heelth
introduced arrangements whereby hospitals were to be paid

a per(day/per patient grant in dddition to grants necessary
for capital expenditures., With these new arrangemenfé,'
hospitals became subject to-more control by.the Province.

The Departmeﬁt began to make regulations classifying hospitals
"and concerning their'staff.'admission and treatment of
'patients as well as patient records and to inspect reéularly
the institutions its government supported7. The cost of |
supporting hospital facili;ies began to double every five
years, both in terms of actual dollars and .per cedt of

. gross provincial expenditures (GPE). By 1955, the Province
was investing approximately $1,500 million, or 6.1 per cent

of its Pﬁh annually o; hospital serv1cese.

As the Province's respon31b111ty for financ11g/;Lb11c
health and hospital servzces grew, people began to demand .
gqvernment administered insurance for physic1an and hospltal
éervicesg. In 1959, under a cost-éharing arrangement with
“the federal government Ontario introduced a provincially

Sponsored hdspital insurance scheme. To administer this

. Aprogramme, the Province establlshed the Ontario Hospital

Services Commission (OHSC), whose mempers it ‘appointed.
In addition, the Commission was tg.be responsible for

developing' an integrated hospital system across the province. -

-
*

»

-

-
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In this capacity, it'pfovidedﬁa variety of consultative
services to hospitals on development or administrative
problems. It was responsible for approving plans for ‘
‘all hospital constructioh requiring provincial or federal

aid as well as the operating budgets of hospxtalslo

L)

Even with the Commission's-efforts to control costs by -

ratlonallzlng services, the Province was Spandlng an estimated

;$8{2zzqmlllion. or 12.5 per cent of its GPE, annually on)
11 '

the pMNgvision of hospltal services Part of the increase

\
was accounted for by the insurance 'scheme, but a sizable

2

proporpion was due simply to the increasing capital and
operating costs of hgsﬁitals« ' e
‘Recently the Department of Health was reorganized
(renamed the Ministfy) and the oaéc was disbanded. The
OHSC's insurance function was transferred to one branch of
the new Nlnistry and its hoSpital plannlng and coordinating -
functions were transferred.to another. A branch of the new
Ministranow pléys the important role which the OHSC once
- did ‘in shaﬁing the services available in Ontario's hospitalslz.
The last remaining érea of ﬁedical-caf@lto be financed
by the provincial government was pﬁysicians' gervices, By
-1968. more than 80,0 per cent of the Ontario pOpulétion was
covered for such serv{ces by private carriersf The people
without insurance were frequently those most 3uéceptibie to
illness and for wﬁom,any consequent loss of in;ome caused
greater suffering. ™At the same time, carriers were making
excessive profits from those>covered through high -allowance

13

for overhead costs




'With federal iegiElax;on aimed ao’encourgging provinci
sponsorship of pnyeicianp' serviceesineurance; public pressyre .,
for such a programme in Ontario grew. In 1969, the provincial
government introduced its Medicare scheme. Ini#ially,

Fhe Province subsidiged private carriera“. The private

. carriers did ot benefit financially, however, and the
provincial government came to believe that direct government
administratidh would be 1e€c expensive than the subsidy

: arrangenent. )

Since the Province aeaumed direct reepsnaibility for
administering physicians' eervicee insurance, it has ad-
ministered the programme cenfrelly. The costs of the programme
have continually increased. The causes of this increase
have been linked with peffente who overutilige physicians -
and physicians who provide ‘more eervicea than actually ‘
neceeeery15 At the Province 8 urging, the Ontario College :
of Physicians and Surgeons (OCPS) has been forced to restrict ‘
the number and type of aervices which physicians can pertorm16
and the Ontario Medical Association (OMA) has agreed to
participate with tﬁe”provincial government in establishing
a joint committee to negotiate, the profeesion's fee schedule
as well as to‘consicer alfernate methods of paying ph;;iciane17.

Public health needs, the increasing costs of hospital ‘(;
services in Ontario-and the expense @f provincially spomsored

insurance plans have forced the Province to become increasingly

®

o
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more involved in’ health care delivery, either directly or
through its surrogate, local government. Initially, it

sought to ‘minimize direct provincial government control and
has effectively maintained decentralization of authority

_ over public health through local_govefnnent. With its .
spiralling financial committment,'however, the Province was
forced to take a direct interest in theLregulation of hospital
‘ services’so that authority overahoapitala has been gradually
centralized. The insurance plans, first independent of

one ‘another but now jointly administered, are'also
adminiatered centrally. As yet the Province has made no
particular effort té’decentralize"the admini stration of
-either physicians' services ‘insurance or hospital coversge,
but it has recently moved towards decentralizing the

planning and coordination of hospital eervicea through
regionalization. Theoretically, a regional system offers
the opportunity for increaaed community input; more important
.to the Province now perhaps, regionalization's proponents also
. claim that it promises to all iate the preaaure of costs ‘,

' vhich‘have,been rising’ at an cceptable rate and to deal.
with such problems as the scarpity of qualified persomnel,

and of those more specialiged, h

- *
~”

~

o

lhrl Provincial eriments with naligation

With provincial sanction, the OHSC introducéd an
inrornal regional pattern for hoapital development ahortly
artor—itrwne establisheéd. The<neu'rﬂniatry -has continued
the Commiseion's infornal régiingl system and the provincial

( 3 # . [
. -
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- govornnant is- ourrently qynaidoring 1ta‘£orna11:ation An
- hopea of 1ncreasing'the syate-'a potentigl. mhe forner
Dopar?mant had also 1ntroduc?d public healfh ragionalization.
Thia waa not so muoh to allow decentralization, which haa A
. _,, ganerally axiatad in the field, but rather to 1mproqe the K

diatribution of such gorvices and to cortrol costs. - g :

2 e . ¢ ‘ - .e’
" . In Public Health = - = . . ‘ . ’
. larly local boards of hoalth aerving single munici- - ‘

L\\?»/ palitiea oftan could not provide certain public health
v agrvicoaibecauae fhe popglation qf the mnnicipality was toe
‘ amall to varrant their proviaion or - the nunicinality waa too °
« ?oor to afford them. - Pq:ther, vhile local- boarde of health
wero able to plan and ooordinato aarVices withiﬁ thair own
) jurisdictiona, thsy had diffioulgx harmonizing their services
vith those of neighbouring uunicipalitios ~and- much dupl}cation
ocourrod18 T i ‘ . % . ' ' <

‘Va.,

By the eng of World War II, the’ Dopartlcnt of Heelth °
bogan "to feel that thia problan could be solved if munfci-

i palities joisod to provide«publio health servioee on a .

- .
-,

~

. wider anio. Through varioun grant programmes, 1t b%gan to
3 “*ﬁb ancourago the Ior-ation of. health.nnits and from 1945, the

R 'nu-ber of theao new. uwnits grow steadily. ' The granta
poxai&tad pooror constituent uynxcipalitieo to provide thcirtd:

N

. roaidanta with full-time public heal'th aeriiooa'g. The level ~.

-of services 1n4heal$h,un1tgjwvhich were usnally ‘rather limited

e - AR
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in size, improved generally because of -the extra money
provided by the Province rather tha;)throu€h the economles

of scale or other advantages often aesociated with the concept

of a larger unit 0 o, : \

. The Department gradually became conv1nced\th§; further

amalgamatlon of local health units would be necessary, if

dupllcatxon was. 1o be m1n1m12ed. To encourage the esté%llshment
SIS NP

of larger unlts. the Province provided for an ondtatire-
‘costs grant of 75 per ﬂent to be na id beginning in January,
e 1968 to 211 mun1cipa11t1es o hea’tﬁ units joining to forf:.
a health d1strict21. After coheideration of stud@es on

consumer patterns, transportation netwarks and health

¥ - L4 - P ’3

- ‘services available and in consultation with local government

eouncilszz.Mthe Department of Health prepared the boundaries

for 29 health dlstrlcts«throughout the prov1nce. The

¥

financ1a1 1ncentives proved effective and by 1970, alY but
J

" six had heen fo;med23_ Health dlstrlcts resulted in an
'eteh further ;mprovement in the services ppovided. since some
g of the dhplication which formerly oocurredﬂahoﬁg the,units
e, was erasedzu. : ‘\ - . ': | 1
4 fn,1966; the Department of Health had grouped the
‘districts into seven regions. Regional offices were
established and each was a831gned a medical officer of health.

a publlc health inapector and dental. nuraing and heaith .

education coneultants. Regﬂonalfoff1ces were expected to en-
S .




¥ . " . . . ’ R
, S . B : . ) 1 4 )
> . ) . . ¢

] special.consultative and other services, to administer

- - applications from local boards for grants and to relay

fundszS, Originally these regions were not meant to be N
) administrative units, : - s ’

Having con31dered a report by the Ontario Council of
Health, in 1969 the Minlster announced that his Department

1ntended to transform'.the character of the public health

regions. Rather than remain bases for {onsultative )
senvices..regions would be developed into administrative
areas goverped. by councils composed of health board
members from the various.health units and departmonts.within
the regional boundaries. The provincial field offices
would oontinue to providegtheip services, in cooperation
. ~ with the administrative councils. T,
At tho same time, thelMinister modified the'oxisting
pattern to create seven different regions, five of which were

‘ to cover southern Ontario and were centred around university (>'
‘health sciences centres located.at London, Hamilton, | ‘

Toronto, Kingston and Otfawa. However, while the new
~ boundaries have been established, to date no machinary has

been arranged for the .transformation.. Pending the adoption
t ..of appropriate regulations, the character of the regions S a

) remains unchanged26

. For Hospitals o L .
. - L]
Shortly after its inception(in 1957, the OHSC established .

regions to ciiitate the planning and cdordination of hospital
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‘citizens, health professionals or laymen, and their function

)
»

- . - 15

services. "In an effort to organize groups of'hospitaie?7
witbin these regions, it also experimented with a programme
whiCh‘promoted the establisﬁpent of community councils,.

Such councils Were ehtirely voluntarys 'their‘formation,

was left to the initiative of single municipalities or

A

groups of municipalities. They were composéd of interested

-
-

was to advise the Cémmission on the planning, coordination
»
and capital financing of hospital programmes and facifities

withim their areas. If their proposals were accepted by
@ o .

the. Comm1351on. -then the communlty’counclls might also

attempt to enlist the cooperation of hospitals in the area 8, e

- ’

When citizens took an active interest, community coundils ’

. worked reasonably effectively. . Some councils were able to

‘set ﬁp cooperative arrengemente among‘hOSpitals, to share " R
laupdry facilities and to establish central supply ‘systems.
However..they generally proved powerless when any one hospital"

felt it might lose from a sharing arrangement. For example,

a hospital might oedbitterly opposed to sharing the cost

and use of an expensive piece of equipment which was to be ‘ X
located in another h08pital. If a particular hospltal was
suff¥c1ent1y influential, 1t could c1rcumvent these adv1sJ¥;
boarbs and approach the OHSC directly in an effort to

rea#ize its wighes 9 »

i Even with the elimination of the OHSC,  some community

)

couﬁcils have remained intact, but they still serve on a

vorﬁntary pasis 'and therefore, constitute an 1nforma1 system. !

1
"
/ . .
-

/

L ! . ™
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. . . . , -
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Under Quinent plans for a formal regional system, .
.municipalities wouig be required to contnibu%e members to a

regional‘councilior‘tbvform community councils within

/

. the reéion.ﬂ' o "/’
i ] B o ‘ - -
L. g r e
% Purposes of Regionalization , e’
— ol . i . ‘ -
ST Health regionalization refers to the development of

ﬁorking reiations among the various programmes .and facilities

_rwithin a defined geograpﬁical area, Scarcity, Specialization

R S i

"and the pressure of risiné cosfs are among the factors
which have contributed to %he need for reéionaligation.
Scarcity is a‘relativ% termﬂapplicable either to

personnel or equipment aqé facilities. ’Aé?it is difficult
to define the "need”, for hed}éal services, tﬁe notion of
,8carcity suggests some geﬁéral agree t as to what might
reasonably be supplied "in Spec&fic plécés at specific points
in time. Proponents of regionallization have claimed that

a ;égiona;ecouncil could plan ;nd coordinate the services
within its relatively smﬁlllferfitory‘more effectivel& than

. a single central body which wou}d'preside’éver all the .

!
i

services in Ont:¥io. -7 i =

The. growth of specialized hgalthfacilities and the
specialization of health professionals has resulted in &
fr%gmenxed network of services ip Ontaripo. By establishing
formal referral channels, proponents of regionalization -
claim that it poses one answer to the proﬁlem of

fragmentation. ' -



The costs eof providing care are increasing at an

B

}
unacceptable rate. There is a broad consensus ih Ontario

that every step consistent with quality care should be

-~

taken to control the rate of increase. Regionalization is
supposed to help control costs through-the avoidance of g

duplication, whloh should come from plannirg and coordinating A

O" -
Serv1ces w1th1n a manaﬂeable area.3 :

Additionally, the adherents “'of regionalization claim

that this form of organization also .offers an bpportunity

for the community to become mgré involved in developing its

own services.3l _—

! .
Departments of the provincial government in Ontario

other than Health are experimenting with regidnalization.

These include Treasury and Economics, Education and perhaps

-

most ‘notably the Department of Municipal Affairs. Until
recently there were épproximateiy 900 local government

units in the province; the majorit& of them émal} both in

-

terms of population and physical size. The Department of
Funicipal Affiars is, however, evrrently reopganizing local

gcvernment structure tr create new region2l rcoverrnment o

vnits. The reglonal ?overnwent unlts generally consist of .

-~

.several forher munlclpallties grouped together. Cn a
'Arepyesentatlon by DOpulation basis, mun1c1pa11t1es appoint

some members and elect others to serve on the reglonal.council.
Ind1vidual municipalities continue to have their own councils -

to provide minor services, but regional councils become the

-

-~

e
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primary local government bopiesBz. According to the Province,
regional government councils should be able to assume more
important functions than the traditional smaller municipality
councile have in the past33. It has been reasoned ihat
regicnal government units will be large enough, both in

terms oé population and size,’ to serve as basic planning

and coordinating areas for certain types of service. In
terms of health care.'for example, fhe regional government
units. might serve either as ﬁospital fegions or as further

. subdivisions of the regions, within which community councils -
could be formed. Regional government ccuncils could assume

a role in planning and coordinating such services, possibly.
serving as the community councils. With more important
funcfions to perform, some political scienticte‘belicve that
;egionalhgovernment should be able to attract better
éandidafes than the old local nunicipaiif& councils did and
thus provide men and women capable of agsuming such new - b'
responsibi{}ties3“. Whether authortty would be decentralized

to regional governmen councils and their committees or
on of the OHSC' s

independent boar ’tﬁ% forma

-arrangement:;s(gcipg promoted in Ontario as a

déccntralizé authority over hospitals. , - R
’ fhere is some”qucstionﬁas to whether regionalization |

can aétually‘achieﬁe such objectives. While it is.not the

8pecific concern of this study to judge the concept's merit.

the likelihood for success will be briefly considered.

First, there is 1ittle concrete evidence to suggest




tha‘t\rgjona}iéétion equaliges the availability end the
accessability of services or that it has effectively
controlled costs. The appropriate "before-after® studies
simply have not been undertakenssz this may be because of
the obvious difficulties with evaluative research.
Sefm:d regionalizatioﬁ does neot neceasarily result in°®
decentralization of author.bty. Decentralisation may be
. defined in several vayse, but for the purposes of this
 discussion it will ie’dgeﬁned as the degree to-which authority
1s,de}egated to lower *ﬂeVels of the health council hierarchy.
In a decentralized sys ' rm(ﬁi‘t’i_‘ji"iake decisions,
to commnd resources and to demand results is locelized

Y &

as far down as possiblé. It implies the freedom of those -

~at the loweat level to make decisions within clearly
enunciated’é:idelinea set at the top%.

The hierarchy set np under a regional system may ‘consist
of a central body (a branch of the Health Department or
‘1ndependcnt commission 1ike the OHSC was) and a set of .
regional councils or it may consist of two such tiers plus
a third set of district c’duncila. "Regardle'se 6! the s pattern
of regionalization, either regional or district ﬁers would ‘
" have to be more than advigory to the, Province, 1if ' |
‘decentra.lization were to be’ acqompliahed. - \\f\ -

Decentralization is more conplioatod than eimply
ddegating authority_to\the 1over tiera, however. -To
ensure the miforn:lty of decision and tre:\ijt which is

.deenod, necessary, aou{d\{wm%ai;ion |

ros adequate




central 6ontrol with a repeated and clear enunciation of -

general policy. Guidelines should be sntticiently specific

" to ensure that central aims are understood, but not- 80

specific that they ;nfringe more than necessary on the
géﬂéral.mahner in whidh the aime are achieved>',
The regional ayetem's actual design and the specific

‘nature of central guidelines would have a bearing then on
how much decentralization is inplied by health regionaligation.

Bven if sound decentralization could be achieved, its
value ocan _be questioned. The computer now makes centraliged .
planning much porejfééaible. Coordination is probably sti}l
more suited té a decentralized ayétem,'however; and many

public administrators agree that the.decentralizatioﬁ of

authority prevents attrition of interest at the lower levels o,

-~

. J . . I
v Regional Designs: Their Implications for B

Government Involv ént
~ The Province has not only tfaditionally shown an

“interest in minimizing direct provincial gocernment control '

\

s

healtn.professionala, particularly hysicians, 09 its policy
laking\hggiea and administrative c cils. The OHSC, for
example, included health profesei nals as did the OHSC's _
commmnity councila. Local governmqnt has shown an interest 1n
ineluding healEE\E?ofeasionals on ‘the boards or health39

) A review of operating regionq} ayatems thgpdg;;;¥ the

;wonﬁmﬁcate- that eix vasic steps muef\be;‘;’sidered in-

aetting up such a system. Ehesa\pix ateps includez

T : =
. - ‘.’
.

. .
’

)

over health b& decentralizing authofity, out also by, including“~-

'



(1) defining regional boundariess

(2) choesing a size for the averagelregion;

-

P(}) deciding the composition of regional councils. and of
distriet coungéils-where the regions are subdividedl

(h)isetting a method for selecting the council members;
~(5) dividing authority between the central and lower tiers;.

and
(6) defining the relationship between.public health and .
) hospital services. -

Different approaches can be taken to each component/go

2

that several variations of the conceptual framewdrk may result.

-

Besides having implications for the degree of - decentrali-
zation, "the d991gn of a regional systém has 1mplications “ o .

for the degree of government power relative to the;health

professions. o A S »

Power in this context is defined according‘to‘frénch and

Ravengo, as the maximum potential ability of government, One

»

-—

participant in regionalization 8 machinary, to influence ‘
- health profe381onals, the other ma jor participant. Government

power is measured by 1ts naximum possible influehce;-though»'i! ’
it may often choose to exert less than full power for a. " .

variety of reasons. - ‘ - oL e

-

. The six components which make up a regional health system

| can be divided into twolﬁroups according to therr relative,

- importance for government power. 'The peripheral issupa qre

those which determine the physical structure ot'the regional
systems ° (1) the boundaries for regione and, where they exist.

-~
£ S,

- r] " -~

T ay F (%]
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~diatr1cts= (2) the size of basic health wnits, either .
regionq‘themaelves or regions and their subdivisions;

" and {3) the relationship between*publio health and hospital
_serrices. The. key .1ssues dre those whichAinply the allocation
of ﬁower: (1) composition of the health councils, either
‘regioaﬁi or. both regional and district; (2) control over !
aelection of representatives; and (3) focns’of power
according to the allocation of authority.

“In the folIowing aections, possible alternative
approachesvto each of these companents, vith their varying
1npligat§ons for government .power, are diacneaéd. The
inplié;t;dis of focus og power for the degree of
decgn"l':ralization should b}e’v obvious. :- |

B
L
. [

Alternative Approachee to the Pefipheral

. Components of a Rgg; Design g
Iheae components are. again: (1 boundaries, (2) eige;

and (3) the rolationahip b;tween public health and hoapital

services. O _ ) o

Boundariea-- Regional boundariss have becn set in one of
tw07ways,& Boundaries e}fher correapond with local government
boundaries or to 1nfornal pohsuner utilisation pattemns, vhich
may not coincide with the boundanies 'of local government4l, _ -
The 8we¢1ah;eystep42, for exalple, employs the forner approach,
il the original British regional system 4 employed ‘the latter.
] The first alternative is-more likely to contribute

to power for government. If boundalies were based on



congymer utilization p;tterns. then physicians would largely
det;rminé utiiization‘boundaries and would have considerable

| in&iuence overoadministrative decisions. The use of local
goverhment boundaries as health region boundaries implies

gome éttempt to rglate medical care services to the public
health and welfare services provided By munici?al governments.
Cpﬁgéquently. administrqtivé decisions regarding health would
have to take into consideration the perspectives of other |
professionals, and the total needs of the community.

Thus the health profeééion's power to influence-could.be
diiuted. In°this case, government officials may bécome
power b:okers_between the ‘different éroupss as mediatgrs,
government officials would ha;e considerable power over
ndebision making. | -
Size«=- In tergs of size, there are relatively la}ge
regions as the basic planning and coordimation units or
1arg§ regions subdivi&;d into districts for use as the basic
units. Regions in the United Stetes.ifor éxample. may be

as large as one or more states, serving perhaps several
million peOple. The American regions are generally not
subdivided inﬁg Qistrictsu“. Both Sweden and the Soviet
Union™S subdivide their large regions into districts, which
serve less than one million people on the a§erage.

j The size of the region is related to;fhe number of
services that have .to be administered. Engel believes that
the Swedish district councillors ;rp in the best position

to plan rationally and promote coordinated efforts, as they

-~
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have jurisdiction over a manageable nunber of servidesu6 _i
A frequent reason given by the health professions for majorlty ©
representation on regional ‘or distrfct councils is that
professionals have a better knowledge and-understand1ng of -
the health care delixery system 8 operatlon than do government
officialsu7.. Government offlciels sitting 0233 regional
council with Jurisdictlon over many and-varied services S
mlght be inclined to rest on the expertise of the profession;
Gorernment officials on a district council should be_leé%
tempted to do so, as it should be relatively easy for them
to become directly acquainted with the needs of the area.
Public health and hospital services--- Public health
and hospital services might be planned and coordinated
jointly or separately. in Sweden and the Soviet Unlon,
“public health and hoSpital sérvices are the responsibility
of -common councils. Conversel& under the original British
system, these services have been admin1stered separately.”
If services are administered separately. their encatchment
areas tend to be of different gsizes wi;h oifferent boundaries.
In Ontario, the joint olanning and cobrdination of
these,two services is more likely to contribute to power for
.government. although the contribution would probably be
/ termed inoirect. Its main contribution would be to present
an argument in favour of drawing the bouridaries of health o
. regions and districts to coincide withilocel government ‘ e

boundaries. Traditionally public health planning’and‘ ’ -

coordination areas have respected local government Boundaries.!-




L4
N .

Coterninouc b6und§riea would avoid any necessity of

;a:uggigg the present public health patterns which are more

stable than the intormal boundariee of hospitals.

\q In reality, in each of the al@e{natives to the’fhrée
peripheral issues the relative cént{i@epions to 'government

_ Power are teguoue at best.: The'haq of éite}nativee wh%qh

' may apﬁear;to contribute to government power are more

-di inporgant‘in sétting the sfage-for a truly meaningful

increase in government.pover fhr@ugh the key issues.

s ‘ S
7 -~ H Alternative Approaches,to thg Key .
. . Components of a Regional Deeigg : e
o To reiterate, the key compbnents are: (1) council

composition; (2) ngthod of selecting members;  and (3)
focus of power according to the ailoéation of an;houfy.
COuncil Composition——- There are three baaic methods of
conpoaing the regional, and where they .exist dtstrict,
© . councila. Mret, councils may be entirply.ponpoqu o;
government officiale (either elected representatives or civil
. servantsl In Sveden, the‘local‘goternment councils and their.
‘health cggﬁittees are responsible for plénning'gnd coordingting
services under their juriediction., The reéi;nal éouncile-af;
v | colposed of répresehtatives from local governhenta encompassed
’ . by the region. There are similar- arrangenenta in the Sovist '
Union and for puplic health in Saakaxbhewan485 Clearly :

T . the fécf ihat,ﬁﬁ&er_theee.tpree systems, fqgiona are subdivided

A\
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into‘Eﬁaiietiéistricts“which Eorresbond to ;ocai gdvernment
units facilitates -the use" “6F local government councils in

. T planning and cobrdinating al} health services jointly. “ : . oy

As an alternativé, district and70r reglona} councils |

could be structured so as to balance the representation (

of government officxals and health profe5310nais. This .

.

is essentially the arrangement found in Bnltazn.

R

Finaliy. such counc1ls mlght be structured so thatif

majorlty of their seats are held by health preéessionals as
in the case of- the regional programmes in the Unlted States. v
. ¥ the Hearnrt Dlsease, Cancer and Stroke programme and the

-* _

Partnership for Health one“9 . : .

0 4 . X

Frledson argyes that increased representatlon for

-

hehlth pro£e851onals on such organlzlng bodies enhances their.

'power over the - operatlon o}exhe ‘delivery system50 It_1§ A . o
clear, that if health profess;pnals hold "the maJcr1ty of o
seats on Histrict and/or reglonal health counclls. thex can . -
potentlally dominate decision mak1ng by sheer force 6? membersa.
‘this assumes block votlng based. either on a truly homogen1ous ,:'

perspective or trade-offs for,spec}flcfissues.' Similarly.

if government officials hefd allaor the majoritﬁ\of seats, g -
"~they could domlnate. Government officials on such oouncils '
' would probadbly take health professional advice intoio‘
conside?ation. but final decisions would be ¢EZZ§§. Gﬂlyy‘4 .
when government officials were. highly dependent on- the, advich

of health profeasionals might the1r voting’power be more-

apparenx than real.’ v . r.j‘ -
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te Where government officials are about equally balanced
with health professionals on such ouncils, power would '
.probéfly shift according to specific issues .and the type of
»bargaining Which disputed ones made'possible.;
Selectioh,o%'MemberSa-- Vethods of selecting council members
tend to‘vary according to the composition of the‘councils.
‘In a country whereqa ma;orlty or all of the seats on health
goun01ls are held bytsovernment offic1als, the off1c1als
. tend to be app01nted by the approprlate level of government
" and’ without ¢onsulting the health‘profess1ons. Thls is the
-procedure followed'ln %neden.and the 'Soviet Union. .
In pract1ce. where zovernment offlclals and Health )
profe331onals are balanced on such«counclls, government
‘appoints its own rep%esentatlves and consults with health B e
-profe331onais in ch0031ng their repregentatives. Consultation ' .

.7' ‘frequently takes the férm of asklng for'h 11st of nominees

%gom which government‘mlght choose ThlS is essentially the .

b

- [ . o -~ §
."British approach. . . Where health profe531onals hold a maaorlty N

of seats on such councils, 1t is, not uncommon for the;groups
"represented to gelect their oon‘representatives as onhbn h
the malor programmes “4n’ the Unlted States. \

When a government body app01nt8 representatlves to -
the distrlct and/or regional health oounciIs without consulta-'
t Lon, government controls both initial appointment and .
‘tenure. Under the arrangement whereby government -apfoints
rheaith profesaional representatives fromalists submit ed oy

thefgroups in.question. a potent1a1 stalemate may be reated

.
N
“’. - ,
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. between éovernmemt and health professional power over. these‘

° ’_}%\ (representatives. Government controls tenure and can

| \\ Arefuee to reappoint members who repeated}y take a s%and.

aéainst government policies. while the professions can

fcontinue_to nominate representatives whom they know will

oppose government policies to which their gro;ps are

uns pathetic. Under the final altefnative. of coucse. the -

heal¥h professions could control both initial appointment and

tenure\to their own satisfaction. Nn) ‘
= 'Fogus of Power--- ‘The World Health Onganizanon (WHO) has

c1a851f1ed regional systems according to the focus of power. AU L
i' and has labeled systems as decentrallzed, partially .

.aecentralxzed and centrahzed51 . ° o -

in a decentral1zed system, authority is decentralized ooy -

‘ A ‘to the dist 1ct 1eve1. The central govermment sets broad

T e oo

policy guid llnes and the regional councils tfy to encourage

G).

cooperative \planning and- coordination. District councils are
either ‘allowed to collect taxes or are. provided with a lump-
sum unconditional grant by the central go?ernment to carry ) Cd
~ out their declsions. so that f1nancial arrangements support
‘the decentraiization of author;ty. The systems of Sweden and |
. ‘ ' the So¥iet Union are so decentralized. 'In both. cases. :‘ ;}y
i _ decentgallzation is to district (and reglonal) tiers composed ‘
L | entirely of government officials. ‘
D' At the otHer end of the spectrum lies a, centralizéa

system. Final decisions rest with a central government

s
¢ }
.
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authority. Regional and district councils may eityar be
balanced between health profeaaionale and gorernaent .o
officials or dominated by either. Final decisions on
planning and coordination may rest with the central authority,
but it is not uncommon for that authority to become highly
dependent on advice from the lower tiers’2, If these are
domihated by health professionals, then in effect, the
professiona bxorciso-conaiderabie influence over the decisions
which are taken.};Purther, if heazlth profeasionéis*oa the

councils are more concerned about protecting the professions'

interests.than abdut implementing practices which might improve

. health care delivery in their areas, their advice to tﬁe,
cemtral authority might be “biaeed.
Alternatively, the central authority may be disinclined

‘to follow a’ regional or district council's advige and prefer
. %o make decisions on its own initiative. As the members of

the centrgi authority tend to have a limited mowledge of -

local needs 1a apooific areas, their»dec;aions may be as

1nappropriate as 1f taey had been acting on biased advice

from the lower tiera. Thia aituation oan develop rcgardleaa

b . L-of the conpoaition ‘of the lower tiera and evidently haa

exiuted in Baskatchewan's public health aysten. Beaideo )
affecting government's ability to- plan and coordingte f
services effectively, it tends to undermine its credibility
and to strengthen argument that more power should be
piacoq in the ha#da of health professionals. - )



4
oo
J a

J'

Saskatchewan's regional and district publlc ﬁealth

K/\councils which are composed of local government representatives

o

have been -criticized in certain quarters for giving the
Province poor advice and the suggestion has been made that

health professionals be included on new councils., The

' Research &nd Planning Branch of the Health Department,

however, blames the Province fer ignoring advice from the
regional and district councils. Thls practice has discouraged
regional and district counc¢il members and they tend to spend
“less energy or'devisiﬁk‘caré%ul recommendations, thereby
leaving themselves open to even more criticism from those
who'claim that health professionals couid do a better job53.,

In. the\partlally decentralized systém. authority is

- shared between the central authority and the regional body

The central authority may make final decisions on large
capital expenditures, while the regiondal councils are given

lump-sum unconditional grants to cover the minor capital

- and operating costs of services under their jurisdiection,

thus wielding considerable influence over the prograﬁmes

arid fgci}itiee which: are developed. 'Brithiﬁ'é’is é:pértiaily4
dece;tralized syetem. The Britisﬁ system has apparently

not been studied for:the effeEts:of—sgch an arrangement on -

government power. In light of. the developments:which tendito

occur.under decentralization and.cehtralization respectively,

it may be reasonable; to assume that partial decentralization
woyld enhance goverﬁment‘bbwer“over coordiﬁatioﬁ. but threater

~ - /
v
.
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t0 diminish 1ts-power‘over planningJ\ICouncil composition
and method of selection would no doudbt have some bearing on
the outcome of such an arrangement.
4' : ?
Combining Alternative Approaches into : -

Three System Types

While the alternatives to each component can be combined
to form a number of composite systoma, in practice there
are three basic variations of regionalization. In attempting
to suggest a formal regional pattern for Ontario recently,
the Ontario Council of Health identified the Soviet, the
British and the American aystems as representative of the "\x~
' basic patterns of regionalization54 These three specific
systema appear to allow varying degrees of government power

relative to the health professione. . .

The Soviet eyetem ‘allows health profeeeionals the least
power relative to government and, for purposes of comparison
with the other types, might be broadly re-labeled a strong
government system, Regions are subdivided into districts
which correspond to local government unita( Both public
health and hospital services sre planned and coordinated
by a oommittee of the local government council in each
.diatrict. Because of the pouncil conpoeitipn, it followa

'that nenbera are essegtially appointad by government.
" Authority s decentralized to the district level and local

government councils ate given lump-sum grants to cover the
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;memﬁérship is balanced betwgen government and health -

the centrél government ié_reshonsibie for‘major capital

"expenditures and the regional coqggiis for the minor ’ . ’

government types. Their regions are large and not gubdivided;

¢

cost of services under their jurisdiction.

"The original British system might 'be referred to as
one providing for moderate gowvernment ihvolvment. Public
ﬁeglth and hospital servi;es are separately plannen‘a;d
coordinated. Tﬁé hospital regions serve several million .
people generally, are not subdivided and do not respect

local. government boundaries. 'Non-teaching'hOSpitéls are

the responsibility of the regional boards of health. Their

professional representation, representatives of the“iattéf
being appointed by the Minister from lists‘of nominees.

Authority is partially decentralized to the regioﬁal'tiérl

capital and operating expenditures of services under tgeir
jurisdiction. To carry'oﬁt %heir decisions, the regional .
councils are awarded unconditional lump-sum grants.

The fwo maéor American programmes allow considerable
power to health profesgionals‘and might be labeled weak

[ 4

neither.do thej.respect local government boundaries. Public

health and hospltals are ‘separately" planned and coordxnated;‘
Health professxonals appointed by their own groups tend to
dominate the regional councils. Authority is centralized

under the Heart Disease, Cancer and ?troke plaﬁ-and dec;ntralizeq

B

under the Partnership for Health®one.’ quina?iné the regional

/ .
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counqils, professionsls have conéideraole power over. the
health oare‘deiivery‘system's operation in either case.

It might bs noted  that their degree of involvment
in health regionalization parallels theé general role

3

.assumed by each of these governments in solving social problems.

N

— g
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New Directions for Health Regionalizaxion

in Ontario - . L. : -

.,

Q’f’:’“GFiginally the prov1ncial goyernment asked the Ontario -‘fo

.-

“Council oszealth to recommgnd‘a fbrmal rbgional heaith
,system for Ontario. Having published the Council s . *4:~'h%'

-
o ‘

recommendations, the Ministry departed from\them in an RUgust o

y -

1972 policy-statement. Presentlyr-the Province seecms tb% =

have imposed 2 moratorlum on the isgue whlln reoonc51der1ng

L]

carefully the whole concept is we\ll as thé’gctual system

- 4,

type which it should implement. - ) )

- . - S

The Ontario Council of Health's Plan55 - . B

The Council of Health has suggeséed that health region
nd district boundaries. should respect local government o
'boundaries. .Regions would be approximately one to two
million psOple in size depending upon‘the ma jor urban
concentrationsf districts would serve ‘about 250,Q00 people

s

and be approximately the size of a standard tegional

" The Council has also suggested that an unspecifled

’”-number or local government representatives should be included

1
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on regional and districx health councils. - Essentially

the reccmmended compositien'W6uId°allow for a ﬁredominance

;cf~represen§atives for the health professions at both leve}s.

. however. One-fhird'of the regional council membership'%duld
be representatives of the district councils.‘ All appoxntments
‘Tregardless of  tier) would be made by the Minister from lists D e

;.of nominees presented by the groups 1nvolved. ' '

Authority over planning and coerdination would have been

- ‘partially decentralized to the regional level under the : ’ NN

' Council of  Health's plan.. District councils -would pas _

¢ . judgmen%' on any prOposalhfor new pfcgrammes;orJfacilit es.,

or modifications to existing ones_whicﬁ required proving¢ial

. o
aid. The district councils would review proposals from
agencétes-and institutions and refer them with’'recommendations

Padd

to the regionai council. The regional council wculd'tﬁen.\‘
either approve or reject the proposals and Jnform “the’ Rrovince‘
_of their decigions. According to the Council's plan. the
: provinoial.gcvernmenx s role should be to-set broad policy
- gpidelineslfor'the regional and district councils; The - . .
Council suggested some comﬁlementary decenﬁralization of

fimancial responsibility to ensure the regional councils’

authority, but did not suggesgfaby sﬁecific arrangements.

Under the Council's scheme, all nealth services
(preventive and curative) would have been planned and: f_. ey
coordinated by the health hierarchy, since the Council felt .

.that it would not be apprOpriate to organize hOSpita%—~—
" services. separately from those. of public health.
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The Minietry of Hoalth's Plan®® - - ,
The Ministry of Health's plan’for. nasiondlization difreps S
significantly from the Council's plan. Health régfon and @

district boundariea vwould ndot uniformly respect loc;i é;gprnnent‘
,beundariee, but would be based on consuner util zatisn
patterna. The reconmended Bige of regiona and districte,
“however, is similar to the Council of Health's. ae
Health interest groups vould be substantially repreeented
< 7 om district councils, probably holding a majority of. the '
— _pocitione. The inoluaion of locdi government representativee ‘

is euggestod but optional. The Minister would appoint all ~

“members from lists of nominees presented by groups teo - bo

»

. e
representeda .
There would be no regional councila, but instead an - 47
Area (or Regional) Planning Coordinator who would be a o
provincial civil servant. His reaponeibilitiea would 1nclude

helping the district councils to develop master plans for .

-
-, .
»

the deyelopment of services under their jurisdiction and
helping the councils to design methgds of coordinating»the
efforts of those servicoa. Baaentially the district councila'

plans for new serviceu and the coordination of exiatant ones

< would take the form of reconmendatione to the Province,

o these counoils would function in an advisory capacity only. .-

Présumadly, since there would Joe no, decontra;ization ot et
authority, there would.bo none for financial reeponeibility.,

- District councils will be reuponaible for oﬁrative

—

,ae:yicos only,dvbile local anthoritiee retain théi L =
rooponoibility for public health. . ~

*

-




. Implications of the Two Flans for .

£

.~ Government Invoivement

The Council of Health's plan generally inciudes more

‘ ;of thoge alternatives to individnql components which enhance

government power than does the Ministry'sq
. Tho Council of Health has suggested that regions be

divided fnto nealth diatricta which would corronpond to..

iooal government unita. tne Ministry's plan does not

" epecify this approach, but suggests the use of consumer

" tier councils should be responsible’ for planning and

———

utiligzation patterns as the criterion on which health region
and distrigt boundaries will be drawn. .' T
Both have suggested smaller districts within the larger
regions. The Council of Health appears to believe that 16weny
p
ooordinating hoagital and pubiic health services with a
proper adninistrativo bodv to carry dut their decisions.- The
Ministry's plan, on the other hand, implies at most ad i:o& '
Joint planning and cOordination of these services with the
‘local government councils maintaining prine reaponsibility
for “the public—ﬁealth field.

Hhile both plana suggest the inclusion of some regionil

«

.(or local) government ropresentativoa on lower tier

ndopendent boards, the Council's stipulates their inclusion,
‘eroao the Hinisty only suggeata that they might be inoluded.'

1t would be poosible undor both for. mediocal peOple to control |

the majority. Both plans have recommended appointment of
reﬁ:eeentatives by the Minister from 1lists of nominees
submitted by the groups in qnostion.

»

N



The Council of Health's design has ¢a1;ed‘for some
' decentraligation of finaneial responsibility to complement
. partial decentralisgation of planﬁing and coordination-
authority to a regional tier. The Ministry's plan 1mp1iee an
important advisory role for the district couqcils, with
' little actual power. '

Clearly ne{ﬁher of these plans éugers much power for
government relattge to the health professions; the Council
3 ¢ Healtn'q.hoyevé;, implies more than does the Hihiﬁ&ry'e.
By virtue of the recommended focus of powef and ;he éonpoeition
of regional councils, the Council of Health's design also

oifers more decentralization.

-

. Implications of Regionaligzation tof

the Medical Profession -

Medicine and the State

-As_Priedson indicates, the foundation of analysia of
a profession is based on its relationship to the eta:o, the
ultimate source “of paver and authority in modern society.
The medical profession enjoys a virtual monopoly over practice.
This monopoly Opérafes-throggh a system of licenseing which
allows the physician to nospitalizé patients and to preécribe‘¢
drugs and order 1aooratory tests which are otherwise all. ’
_'but 1naccesaib1e. It ia the state, however, which granta '%{

this -nnopoly to the protessian, the exact form of vhicn may

L]




vary among countries. .
Through their profe381onalcasseclatlons Americza:}'r

doctors essentially. have the power to control almost all
conditions of the profession 8 work.. In countries 11ke
Britain where a national health system has been establxshed._
representatives of the medical profes51on sit on both policy-
makingQQAd administrative councils, negotlatlng w1th the
state various proposals which could affect practice. 1In the
Soviet_Unton 8 national health system, there are no truly
private and independent representatives of the profession
who can negotiate with the state, aIthugh4advisonx and e
‘administrativ‘ councils do include d®¥ors. | |

' A sufvey of such countries illustrates that the autonomy °
of,tﬁe‘medical brofess}on difrers from country to country,
depending on the bent of the state. While the profession %

“in all countries may be able to control the content of its

work, the extent to which the profession can control its

-

terms of work varie357

Phys;cians in Ontarlo occupy a positlon between their
»

American and Britlsh counterparts. As in- Brltain, the

prov1ncfg1 and local governments have 1nc1uded physxc1ans

’

on policy-making boards and administratlve counclls whose

duties- may affeet the practice of medicine. The scope

of the Ontario government s involvment in health care is )
not as broad as the British government’g: its scope ;s ‘wider ”
than the American's, however, as the Province operates a

-physicians® seryices insurance scheme which to some extent




%

limita the professlon 8 qunomic freedom. More than any other -
heglth profeeaional, physiqians have the most to lose in terms
9f both professional and individual autonomy in the- face of

“a programme -1like regionalization. . . *

.yt

The Ideology of Medicgl Care 1n Canada

-~

. Blishen deacribee how statements nelpased by the Canadian
MedicaL.Aasociation prior 0 the implementation of government
;‘health insurafice clearly indicate that their centralﬂ!oncern
is the,control oyer the profession's eonditiona of York by
-third parties, particularly goternment. This, concern is
¢logely followed by two others, and in order of 1mportance,
they are freedom of the physician. and the patient and the
quality of medical care. These three themea‘have receiVed
d1ffering emphasks over the period from World’, War II58,

&
L]

The Protesg;on 8 Primagx Goncern' Self—gOVernment st
Selr-governmeﬁ has traditionally been one of the rewards

' which Canadian”society offers for the achievement .of
professional Btatus.: It is frequgntly granted in recognition

. that members have access to a highly technical body of know-

ledge whereby only the ﬁ?ofeasion can judge the competenge

of 1te members. It is important to the professlon that government
“continue to accept full¥ the claim. that a doctor's apility can

be determdpeq“only by nie peers. The 1ndividu§i physician

may chafe at the cgntrols imposed on his.protesﬁﬁonal behaviour
“by peers. owever, the benefits of belongi‘r{g to the medicsl

: renders any atrain. resulting from the possibility




. i
i&h Y
3 ‘ -

¢

:Q
£

‘physicien to reapect the profeaeional body as his protector
as well as his overceer. ‘This sidé of eelf—government o »
etrengthene group loyalties, puilde profeesiénal eolidanity,
and encourages reepect for, the organigation's right to overseeo
practice. Ihne Yt reinforcee the prpfessional body's
influence in naintaining etanderds or practice. The negicel
‘ profeesion guarde ite eelt-governing status jealouely.- '
'vlo move by.governnentevhich might undermine professional
.autonomy is welcome. ' | . ' ’ j 0
The profee&ion ia well aware, ror example, that difrerent:
methods of, renuneration provide for more or leas government
interference in the preptice of medicine... Under ealary to
govern-ent, 8 phyeician would‘be eublect to much more
_interfprence than ev&n under the preeent Hedicareiacheme.
This is one of the reaeone why the poaeihility of‘change 1& |
the organisation of medical care, which might lead to some

method of peying the phyeician other than by the fee-for—eervice

( method, arouooe ahxietysg o - r - ‘
‘1 Secondggz Concern: Preedom o )

. A8 well aa-being protective of the‘%rofeasion 8 antonony,
phyeiciane tend to be protecttve of their own individual
froedon and the freedom of their patient&. By etreosing'A .
.frccdon as- a value, the profeesion again legitimizes i%e.ﬂ

' sutonomy,, . e T \W,A
. The profeuion claine that a  patient shOu,ld be frea - -

-

to chooee hie ouT phyeioian. There io some &oudt, HbWever,ﬁ




as %o Liow solidly physiciens are behind this assertion.

- doctors racé.toda&rin'ieetihg the increasing,deﬁand_for,

Patiente who are known to "shop arougd®, and therby invitd".
comparisona as well as competition among doctors, nay find
thenselves generally sanctioned .by the profesgion.

Of their own freedon, practitionera emphasize freedom
to. choose the number and epecific patients they wish, and

type and location of their practice. The emphasis on freedom °

. to-choose his patients is related to difficulties many -

medical'eervices under conditions of. private practice. If ,g
the phyaicidh is unable to meet the increaaing demand on
hie prectice, he ehould be able to curtail 1t -by selecting
his patients, tquing avay those who eeemlto make excessive
or unreasonable demands on his time, skill or resources.

® " Any threat to ﬁﬁ% freedom of choioce of practice
(pri;at§ or publi¢) arouses the conpern'og_docths. .Public
practice-haé usually baeg);egarded as less presiigiogé and

is generallj less lycrative. For the phybiciaﬁ who wants |

to practice privetely, any arrangement which might threaten

his right or opportunity to do so is umveléﬁﬁgs;
Becanae a variety of hoapital and other. medical

—

services are available fn urban centres: vhile.zhoee located
in rural areas.are linited, many phyeiciana would prefer.
city practice. Another advantage of '¢ity practice may be
the greator demand rdr services which vill keep a. phyeician

fully occupiad and tqvour hia income. PFven overdoptored

|
+
l
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centres attract sOme‘physlcians by the amenities and lifestyle
which they offer. Members of the profession who would' |

prefer to practice in an urban centre fear any act which

might aimed at nelieving the current_maldietribntion of
. »

physicians by reetricting their freedom to locate where they

s wish ahd possibly directing some to underdoctored rural

areaaeo .

4 ®

The Final Major Concern: Quality of Medical Care

_  The quality of medical care depends on a variety of factors

| ¢ including: the avellability, accessebility and competence of |
physicians; the medical facilities at their dispoBal; and,
'the effectiveness o{fQSZrdination among health services.

- ‘The medical profession recognizes that some areas of the ’ o .
province, particulailysthe rﬁral, are underserviced. Phyeici:;s
may recognize that even in adequately serviced areas, liie the
cities, medical care programmes and facilities are often not
wéIl coordinated, that much duplication may occurfér that
e patient's access to the maze end his progress through it

.may be difficulat. 8ti111, they argue that any government

proposal tor egolving such problems mnpt be based an acceptance

. of the principles of medical pract;ga, that ise, profqpaional
— & autonony and the freedgm of both 1nn1v1dna1 ph?sician and
' patient. v . y 6 i
- The professian attempted, for exgnple; tq Justxfy

ite resistance to Medicare by claiming that both the -
. profession and the insured would suffer restrictions in the |

LY
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terms of service provided undor a publicly financed
insurance scheme and therefore, the quality of care would
be reduced61.

Regionaligation as a Threat to Ideological Principles

The nature and extent of impact on medicallpractice
that regionalization would have in Ontario would depend
at least partially on the specific functions to be oerformed
.by the organiging hierarchy (that ia, the provincial,
regional and district oodieé). The functiona aanumed‘by

' such organizing hierarchies in regional eystems throughout

Ftne world vary rrom country to country. In Britain, for.
~exénp1e, the regional hospital boards (responeible specifically
for non-t’eaching_/llo_s_;fi'ga{s) have oaeically a tw@fo&d :
purpose: the planning and coordination o: treatment
"facilities and the organization of ‘speciafist services. As
part of the latter reaponaibilityf regional councils decide

' how many specialists of each kind are to be employed within
the regions and how their number are to be deployed among

the regions' facilities, as well as arranging for thoir
paymentaz : . oY

’ Their counterpart, the Exocutire Councils, are similarly .
responsible for organizing general practitioners. Among ‘
other dutiea, these Councils admdnis%ar'paynant _eontrvl

Ardh

and promote Q:onmnity health centres as aourcea of primary

car063 e
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(::ere hae been no suggestion that the regional, or district,
eounc

s proposed for Ontario would either organige specialist -
gervices as the Britisn regiogzl hospital boards have or )
| general pracéitioners along the lines of the British :
Executive Councile. It m&ght'be well to rememper that such

responsibilities could pe added iater.

‘Eor now, onlLy thg former purpose of British regional
councils has been suggested for the orgaqizing,ﬁierarchy of
a regionai health system in Ontario, planning and coordinatioﬁa
Both the Council of Heelth and the Ministry have suggested

~ these functions in the broédeat terms. Thg impact of eucﬁ
functions on medicalipractice must depend on their specifics.
By examining regional systems in other countries, oﬁe can
determine what type of specific duties Ontario's organizing
hierérchy might perform under the general heading of '
planning and coordination. Deacriptionsgaf the concept
and its purposeg generally include some apecific;eiamples~
of how regionalization can achieve its goals of improyed
availafjility and accessability as well as controlled costs.
In conceptual terms, th; planning and coordinating fugctibns
-imply adminiatréfive decisione.infr;nging ubon'the freedqp'
of the phyeician‘as well as #anqing diaruptionﬂqf’the |

" medical commuhity'a‘ﬁowét struétﬁre and upsetting customary
patterms of practice. _ ' '

As part of its plannihg function, the organiging
hiériréhy ef aﬁ Ontario‘eystem could stipulate the lave1 
of services which a particular hospital would be allowed




. ‘ a
" to offer®®. For eiample, itwnight~eet'up a hie;arcﬂy with
smaller hospita®s allowed to offer only the eiﬁpleet“
procedures. Doctors in the smaller hospitals might then
‘find'themselves prohibited from performdngfse}vioee they
had 4n°the ‘past. The profession .might argue that the
patient'e welfare and his freedom would suffer. 'For éxample,
the patient commonly depending upon a doctor in a small .
- community to perform.soﬁe procedure under hospitalization
‘might find his doctor prohibited from continuing were the
services of the local hospital restricted. Then the patient
~ would‘have to seek a new doctor, perhaps travelling miles and
suffering the upset of developing a relatiorship with some
Other practitioner. Partidularly if his former doctor
were competent, such a change might be not only inconvenient
but traumatic for the patient. .
In a variation of this type of planning decision, the
organizing hierarchy could choosge to provide funde to support:
a pediatrie ward, for example, in only one of the general

hospitals in a large city, where previously several hospitals
65

had had such wards . Certain dielocatione,in the professional

commnnity are inherent in thie type of- merger. .At an informal
level, the medical community is a complex sbructure of
inferaction, eponeorahip and cooperation among doctors.

Ai a more formalized lével, it ie‘a structure of atetue,

power and influence that'ie-articulated‘through not only
eediéel associations but also throuéh profeeeional_networke

3
’
1

! | . | ’ /\45
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in work organizations like the ho?pital. Merger has

the potential to dierupt both the informal and formal |
structure of physicians involved. The centraiizaxion of ('
‘ elinical ser;ices, like pediatrics, in one hospital and
the relocation. of personnel vould mean the breakdown ot
existing patterns and require the establishment of new
‘onee. Whife undermining the existing power structure and
possibly affecting ebmé'physiciane‘_opportunitiée,~this'
type of ahiff'éouid cause a gréat deal or.reférral inconvenience’
for doctors not involved in the merger but trying to follow

the changes. The formal structure is further threaténed

by the opening of new adliniatrative positions and the .

elimination of others with a possible coneequant loss of i -

power and status for their former holders®®. e
As parf of its coordinating funoction, the organizing

hierérohy could stipulate referral pattern§67. Besides

limiting a physicians' choice of specialists to whon*he;

nay refer, this could mean a change in patterns of referral.

The profgasion might argud that with boundaries and restricted

referral patterms the patient will ‘also lose some of the L

leevay he has enjoyed; boundaries might interfere with ) |

. his choice of a primary physician and referral restrictions -

might diminish his opportunities to be referred to the -

epecialist ‘or facilities his gemeral pr;éti'uoner might

have chosen hadthe choice been unlimited.

Finally, since the system would be initiated by the

provincial~gove}nﬁhnt tb ac?ﬁc purposes o(-its own,




regionglization.wag;d undoubtedly invelve an"increﬁse in
government power, either at'the'provincial or local level,
over peélth care delivery and pose a thfeat to profeaaionall
aelf-governnentss. New forms of’deoi;ion affeoting-nedieal
_ practice would come under government éEFHt&n:L\
‘ As has been poimted out, however, the dogree 6f power
goyernncnt officials would have relative to heglth
professionals, 1nc1ud1ng\physiciana,-undgr a regional system .
would depend‘on.the a&sten'a actgai design. ;n }ight of | ﬂ
thé impact which regionalization uighf have oﬂithe>practice
of nedicine, the degree'ot gofernnent‘power inpiied by any
plan éuggeafed for Ontario may have some. bearing on the
accegtance it receives f;Bm the'pfofeasion.

.
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I 'ortance of the Hedical Pro'esaion 8 Acce tance ]
 to the Succeas of eg;onalization

L

When the Ontario provineial" govarnment moves to -
implement & regional héalth system, it wfii' widoubtedly
"wiah tooinﬁgement an effective one. It is difficult to
decide which of the alternative approaches to regionalization
would be most effective 1n Ontarip, since many variables

K

had a bearing on theAaffecttvhqpsa‘of regionalization elaewhere

<£1suxn in qffecxivenése. ng variable which seens to have

is the dagrao of . acceptance which the system has received

‘from the medical proreasiansg, both in terme of the actual

- doaij: 1-plel¢nted and the profession (] general aaaeasnent
of ¢

P

‘ncg;t aof the.concept-.




"ihe Saskatchewan doctors"gtrike iilustrafed how

resistance to a new government programme 1ntroduced—can.
eeriously retard the programme's 1mp1éhgntation and create
bitter feelings . Although strikes have never been 8
popular weapon for demanatrating the profession's opposition,
| more gubtle tactics can t eaten 1mp1ementation and '
viabu;t'y“., Negotiations prior to the 1mplementation
. . can be drawn out, or there may be attempts to organize
-§\\g\5ﬁb}icﬂgppositiqn. Sinilar tactics can interfere with
£ts-ability to. athieve the goals of the programme once it
Pas.been implemented. {Ir contrary to théip preference, for
gxample, physicians were given a very minér role on the
lower tier councils of & Tegional health system, those
o few membere of the profession on eouncils could impede
council déliberations through filibustering, engineering
antagonism among.otpgr different grpupp represented or
pitting;nembera of a single group against,ope.another.
. With or without encou}agement'from their representatives
on the lower tier ﬁéalth'cbuncils;‘phyeiciane practiaing
under a regional ayetem might take any opportunity presenting
itself to quietly aidestep regulations. Both leaders of
&_fhe prateouion thqough publicity and 'rani and file" members

%a peraonal basis with patienta‘nignt try,to convince
tHe

consumer that thia systen iq nomehow detrimantal to
,hin and urge, protest. S Y o .
!hc evidcnce suggests, according to Grove, that tha

Ontario governnunt.haa not always been open and éooperative
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. with deetore in developing ‘new programmea72. In t%e
past there appears to have been a curious relucfanée on
the part of the provincial government to have anythhng
more than the essential minimum of consultatione wi&h the
profeeaion prior to inplementing any new prcgrammee; and -
then only when forced to do 5073 In fact, eays Gere, ’
there 1s 11ttle doubt the Sagkatchewan doctors' stri,ke
coulﬂ have been averted, if that Provinece had had a %etter

underetandiné of the nature and depth of its proressional

body's atand on Hedicare. Similarly, he warns that.unleas
the Ontario govéfnment gakes an effort to build more‘ '
intimate wor&iné‘relationships between iteelf and itd
physiciane,,the f;;iit could bde another Yiolent confnontation

over a prog h as regionalization74 '

L)

Restatement of‘the‘Ob ectives :
It appeare that until now the Province has, rather
than coneulting doctore, more or less attempted to 'guees
at® what their reactions would be to any new programmq
like regionalization. The findings of thie reaqprch ahould
pinpoint how ‘accurate the provincial government has been in
estimating a regional health aystem that will be acceptao .
to Ontario's medical profeeeion. As previouely indicated,
”tﬁevii:;ery purpose of the reaearch 18 to determine Ontario
fphyeici’,anet opiniona‘abaux aIfernative%modelg fpr'healtgf
‘ regionalizetion vhich indicate varying degreee of governnent
© power and the ilplicatione of these opinione for poeeible
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ecceptepee of that Provipce'e plans for regionaligation.

Seeondary{purpoeee>are to determine: the reaeoﬁe for,
doctere'.preferencee as to type of regional eyatem; their
“general opinion -of the concept's merit; and whether
objective beckgtOund characteristics, epecifically orficiei';
. leadership etetue, work eetting, type and location of
practice and place of basic training, ere related to the X
~ type of regional health system which any doctor preferred or

" to his view of the concept.
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CHAPTER III: PREDICTING DOCTORS® OPINIONS  « = .
REGARDING HEALTH REGIONALIZATION

.

Other Studies

A

Desplte the wideSpread 1mplementatlon of regional health
systems. only one ‘ma’jor atte&t to quantltanvely measure
' physicians' preferences as to-system type and their oplnlon
~ of the concept has been made. The medical profession’'s
stand on reglonallzatlon has not recelved the attention of ‘.

its stand on, gove ent health 1nsurance and it may be

© difficult to predict which type of regional system phy31cians'

will prefer, their reasoning, opinion of the reéional concept's

merit, or gny_re;ationships between background charactepiétics

R and'opinions'bn”regionalization from the findings 'of studies

»

which focus on other issues. - ‘ ]

The dne-study of phy81cians' op;nions on health
regional1zat1on whose flndings might be appllcable here wag
conducted in’ Britain. Shortly after the Brltish government
presented its White Paper of 19## ‘describing a total scheme
for socialized medicine, the executive of ‘the British Medicdal
Association (BMA) drew up a questionnaire which was’
dlstributed to the»%ntire doctor popuiatlon asking 1ta views
of, among other issues, the government 8 proposed plan for
health regionallzatiqnz. '.: - .. L
’ ‘ Beoauee Britaln is a country whose basic social, cultural
and political values closely reeemble_cpoSzgof Canada and of-
pncario\in{partiouiar. a etudy'of the-Brifiéh prdfessioﬁ's

y 56 _

S,

Q

LY
W ot




-

opinione’would be a‘ logical start were'one 1ookiog for a clue
as to how On%erio doctors might react to health regionalization.

It must be acknowledged, however, that Canadians are »
also strongly 1nf1uénced by the opinions of their American
neighgours. A review 'of American medical journals reveals
that statements periodically made by leaders of the American -~ .-
medical profession on health regionalization have roughly
paralleled the con51stent ‘stand taken in the past _and.

3.
currently by the ma jority of the Brltxg\ﬁgedlcal profession .

-

It is probably reasonable to assume that, if Ontario- doctors
have taken their cue from opinions expreseed recently by
members of the Brltish medlcal profession towards .

N

regionallzatlon. any Amerlcan influence brought to bear would

only" haVe relnforced an already implanted notlon.

Because of the scarc1ty of studies in thlS speclflco Ca

—

area, predictlons based on the Brltlsh study alone, or on

the, results of 51m11ar studles centerlng on other 1seues of

4
i »

medlcal care organization, mpst be very tentative.

- \ - . ) . : R

P . . . .
The Preferred System Type -
Predlctlons as to the Ontario profession’'s response will ‘

3

‘be based mainly on Brltlsh physioians' reactions to the first

formal prOposals for regxonallzatlon 1n.that country. R
Before WOrld'War II Brltlsh hospitals were not
regionally organized. In fact. 1ndividual hoepitals

infrequently set up formal relationa to, for example, share ' \\

resources. Rural areae were then badly undereervieod. and




‘ - . !
might really have benefited from ties between their services

and more adequately staffed and equipped ones in heavily
populated areas nearby. Heavy cesualties in the countr}gide

around London during the war necessitated some arrangement

-9 .
through which the lack of services could be alleviated.

London was divided into ten parts, each part linked with a
rural section on the perlphery, and these ten areas became
the tirst hospital regions. )
Under emergency conditions, rural doctors came to see
how really deprived their areas were. City doctors, asked
by the government to temporarily and in shifts transfer to
rural areas, also became aware of the problem. The sharing

of personnel and formal referral channels :built up through

this experiment with regronal1zatlon appeared one way to

.increase the range of services easily accessible to rural

residents which“might work in peacetime as well., .Systematic

planning within regions mlght also ensure that services in

rural areas were expanded. rather tﬂan the constant
1mprovement to more populated areae .
The Britlsh government suggested permanent formal

organlzatlon 1mmed1ately after, world War II, as part of a

‘general plan £grcits National Health Service (NHS).

In response;to the British government's proposai for
socialized pedicihe. the BMA conducted a survey of its
membership to ascertain their opinions on various aspects

of the: proposed national ‘health service, inclﬂding the type

"of regional health system. T . , '

» »
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The Pegipheral Isgues -

- The British government s proposals. both in respect to
the  peripheral and key issues, were made in a 1944 White
Paper. The -boundaries of hospital regions were to }eSpect
local government boundaries, a;thougn specifically whieh .
local government unitsvwoula be included in any region‘woyld
depend on¥now coneumer utilization patterns‘suggested they be

grouped. Regions were to be large, serving ong to four

million people. The laqcal authoritie
blic

thin these regions

would be responsible for both - 1th and hospital

gservices.

. The British Medical Association's questionnaire did
not ask the profession for its opinions of the suggested -
boundafy criterion, of suggested everage size for the regions
or specifically of the proposal that public health and -
hospital servicee be jointly planned and—coopdinated. ;ﬁhe‘
executive itself argued tne%'cOhsqmer utilization patterns
did not exactly correspcnd to local government &;Ets and

-

should not be unnaturally forced. Size was apparently not

’ an. issue, which may suggest that the government recommendation

wag essentially acceptable. The auggestion that local

29

-authorities assume responsibility for hospitals was not }
f

welcomed-and, although the executive may have favoured joint

planning and coordination of public health and ﬁéapital
-
serv1ces by one set of councils, -it would not favour this at

the expense of. allow}ng-thg\igﬂal authorities to assume

5. . : .
responsibility for both . ‘ o o L

. - . -
. B . -
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It might be noted here that there was also some
controversy over whether the bod1es responsible for hospitale
should be responaig;e for both teaching and nonrteaching
facilities with some sp11t on this 1Bsue within the profession.
‘The 'issue was eventually resolved to create a separate system
for teaching hospitalsé. Since there has beeén no suggestion
‘of such a ceparation in Ontario, the.controversy will not be
discussed. v

. The British government hasgrecently proposed a re-
organiiation of the HcSpital‘system; Hocpital region
bouhdhriec will be redrawn to respect local government ones.
Regions will be subdivided into areas or districts. Public
health will be transferred from- the Iocal authorities to new

comprehensive health councils also responsible for hospital

| faciiitfcs o

Current BMA leaders are not particularly pleased that
the consumer utilization criterion for boundaries is being

abqnﬂoned; They‘are apparently not, however, opposed to the -

‘subdivigion of regions into districts. Many actually favour

the coming change which will mean joint’planning and '

’

w;meeordinaiionmoﬂgpnblic health and hospitals under one,set of -

councils, as long as this means the tgansfer of public health '
from local authorities/;ot vice versa . o '
In analyzing the Britiah atudy. Eckstein concluded that

.official leaders of the- profesnion essentially reflected its
membership on the issues-covered by the queationnaire. One

'.might suppcse that a majority of British doctors would also -
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' have agreed with their leaders on the above.issues and do

80 now. Une might further predict that a majority of Ontario

doctors would support these same stands.

-

The Key Issues - ‘ ‘ -
~  0f the xey issues, dnly the matter, of council composition

e ¢ -

received much attention on the BMA questiouneire. The

British Ministry of Health had recommended that the national”
body, a council under the Health Ministiy, be composed of —
central level government officials (elected representatives

and civil servants). Asked their opinion of the government'

proposal, only a slight majority, 51 0 per cent,. of British

doctors were opposed. Thoee who were opposed suggeeted a

variety -of alternatiVes which stressed_an official role for
doctors. The most popular alperpatiVe was a counci;.of
medical leadérs elegted by the‘profession..

"~ The Hinistry had suggested that councils composed of
health professionale be established to advise local authoritmea.
Approximately 78.0 per cent of doctors responding.to the BMA
quégtionnaire.tOQRMthe stand that lower tier councils ‘should
be esta?lished separate from the local authorities to pian
and éo;fdinate hospital services. .A substantial majority,

80.0 per eenf, felt that health professionals should be
oéricially represented on'euch;councils. This latter iesue;'_
wae apparently a contentious one* and 1ncidents aurrounding its
final reaolution probably deserve some noteg. s e oo

Ax the time that regionali;ation was first'proposed,

P
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‘& Conservative government was in power. It accopted the _
medical profession's resistance to regionallcouncils composed .
solely of local éovernment ropresontativee and ab:ndoned its
position invfavour of boards on which health pcofcssionals ‘ 4

. would be repr&sented. * Shortly after the negotiated

settlement was achieved. the Conservative government was
defeated and a Labour government took office. Under Labour
leadership, the Health Ministry reverted to tha;original
plan of manning regional health councils solely with local
'governnent officials.” Although its stand‘was evidently
quite firm, only'a few weeks later the Laoour.government~
reversed its policy abruptlj’and suggested that héalth - “‘L
profeosionalo should inocod be represented on the hospital
boards. S o ; -]
Fron the time of the British governmoﬁt's first moves to
implenent ‘a national health service, the specialists were
more reSLptive than the ganerSl practitioners and had oxpressod
- their support openly. The general practitioners were "

dissatisfied with sovoral‘proposals originally related to them

specifically. especially the hint that a "fixed element® in
; B the form of a nominal salary would bo introduced into the
'capitatio;hsysten with wﬁich‘thoy were roniliar. As
negotiations drew on, their opposition intoﬁsifiod. Fearing ‘
S a’'split in the professien, the gpecialist body bocame more
hesttant about openly supporting *socialized nedicine .

With the gerffergl practitioners opposed and the specialiats

toning do-n their~support. ‘it appeared that plans for a

”»
. o .
. . . ‘ ' - s
'y - 4
,
. ’ i
.
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" in $he BMA survey about the method of sgleéting.représentatives

national heélth service’would;falter. About the same. time,
the Labour government reversed its stand on the cbmposition
of the regioﬁal'bo&rds and the specialists decided to renew
tgeir support for the Plﬁ? in ggneral.- POf?yth believe‘this
suggested a possible trade-off . If the issue of regional
councillcomposition were used as a*plum to draw the spec¢ialists
back jnto the fold of support, thére can bé lftfle doubt of
how important health professional reppesentation on hospital
boards was to them, With the specialists®' renewed support for .
a national health service and a few coﬁcessions'directed
e§pecially at family doctors, the general practitioners were
reluctanély drawn in. '
The method of selecti;n. on the other hand, was
appgrently not a ma jor issue. Therekwefe no direct queetione

-

for the boaprds. The government haq,suggested appointment by .

* . the Ministry afteyp consult?tion ‘ithﬂthe appropriate groups.

The most popular alfernative to a government dominated

national body was a council of health- professionals elected
o

by their peers. This may suggest a strong element of the

medical profession, although not a majority would have favoured

group seléction of representatives.

The British government‘s White Paper did not detail
specifically where real povef would be chuéed, at the cent}al

or_;egional.level. Possibly 43 a coneequéake.,thé BMA
questionnaire did not ask doctorg to comment on any.

preference. The executive has not, however, pg;ticularly.

& .
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dpposed the approaéh which graduaily developed, . that is,
sharedauthority. The basic approach fo.each of these
Kthree components‘will not be changed in 1974, for which
leaders of the profession are generally tpgnkfull;.

At the time of the BMA study British doctors preferred
that health professionals Se we;} represented on health
councils: Their lea&ers.-at least, have continued this stand
into the ﬁresent. Likewise, their leaders continue to prefet
a method of selection which gives the profession some eontrol
over exactly who sits.l One might then predict that a majorify
of Ontario doctors would want at leasi édequafe representation*
of‘the health professions on such councils in their province
as well as some control ove: the exact members who sit on
the councils. _JQst exactly how well represented they will
-want the préfessions.to be isidiffiéult to predict. The ~ -
British leaddrs originally deuanded‘thatodoctgrs alone
constitute one-third of the members on regiqpal councils and

that” to this representatives of t§9rqjher health professions
be added. Finally, the medical profession settled fér one-

‘quarter of the cohncils'.membership to be doctors, but with

-

the addition of rqpresentztives of the other health
professions. present composition of thqse councils usually

: . L
tends to be a see-saw balance between government and the ..

L _J

‘ protessiona. .

‘ Focus of power has n-ver been much of an issue in
Brifain and the profession seems té see merit in any one’
" of the three possible alternativgs. deéentralization;_

‘ o LI
. \* g
P - T— -
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partial decentralizatiop or centralization. Generally, the
current approach is aeceptabie. One mdght therefore
predict that, while Ontgrio doctors may also be somewhat
split over this issue, a majority vill find 1t acceptable
to leave some final decisions in the hands of a clearly

government dominated level, probably the central one.

‘Phe Overview: Moderate Government Power System
Type Preferred

Coneidering the peripheral and key issues toéether, one -
ght predict that a majority of Ontario doctors would not
" accept a system which maximally 1nvolves go;ernment but
would opt for one which provides for moderate govemment
.power. A joint stand taken by the Ontario Medical’ ' -
'Asaociation (OMA) and the Ontario Hospital Association (OHA)
1n Hay, 3973 tended to support predictions made in the etudy 8
\ planning stage about what system type a majority of doctors
QQ would prefer12 |
The specific type of regiogal health eystem ehggeeted‘
.“i - as a basis for experimfnt cloeely resembles in epirit the
one originelly implemented by the Britiah. Although the
- policy . statement submitted to Ontario 8 Minister of Health
did not suggest an appropriate average size, 1t d@id express
, the opinion that health region boundaries ehould be based on
consumer utilization patterne rather than regional governmant
boundaries.’ The brief suggeated the inclusion of a public

health oxficial on each district council, implying at least

L

‘o

-~
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13

ad hoc coordination of their.services and other health
s;rv}ces. ' ' ’ R
,Thg brief sﬁggested that counciis should be composed
of approximately 15 membérs: . two from each of the ranks of
district hospitals and doctors; four members from the .
- general publics oRe each from local government, gll&ed
health.professioné;:voluntary health ggencies. sogial-A
welfare agencies, quicai.officers of Hégltﬁ. extgnded care -
and domiciligry institutions. éharIes éoyd, Prpsfdept of
the OHA, has frankly .admitted that this structure would make E
b 2 possible to load the council with hoebital and nedica; |
people. The brief proposed the app01ntment of council : <
members by the health minister frdm persons nominated by '.
the groups which’ they would represgnt. . The system proposed -
by the OMA and OHA yould allow tgg prime résponsibility for
planning and coordinating healgh services to remain with ..

the Province. Dintrict*cd\mcilé would be esaenti,any

) advisory. However, Louis Harnick. then Presxdent of the OMA,

&has called it essent1a1 that the province take no decisxon

regardlng any district unii!Zits health council has been

consulted and had an Opportuaity tq cqmnent. Harnick has
. éugéested that the ?rovinc5 a?d digiriet councils will have ,]

. to work together to make sure'the qouncils do not become

“rubber stamps® for what the Ministry of Health wants to

impose upon them.




A~recent study in  the United States by Engel'’ also
tends éo support the prediCtion that a majority of Ontario

;doctors may opt for a regional 'system which implies moderate,

‘rather than either. strong or weak, government powenu Engel

D conpared the perceived autonomy of. physiciana in three types
* of bureaucéotic setting: so0lo prac£\\¥ privately organized

group practice;k and government medical organizatione.

She }abeled these respectively ase non-bureaucratid, moderately -

bureaucratic and highly bureaucratic settings. Her™data
revealed that thoee‘physipipns associated with tﬁe
moederhtely bureaucratic setting were most likely, and

"thoee(in the highly»bureaucnatic eefting were least likely,

to perceive themselves as autonomoue within the client-
ﬁrofééeional relationship.. Epgél concluded that there is
an optihal‘level of\bﬁreaucrgfzo organization with respect
to profeesional .autot\:omy. ' , * &

A4

Engel recognizes that bureqpcracy placee certain !

K restrictiona on profeeaional aotivitiea. In attempting to

explain her fin ngs, however, she argues that it ie not

. bureaucracy per se but the degree of bureaucracy that’ can

limit professional aufohomy. Engol*‘akes.the position that

bureaucracies need not be deﬁrofeesionalizing and are, ‘in

fact, becoming important vehiglgg~ffr'profeaeional(activitieé.

Alterations taking place within the profession itself
have mede it more conpatible, in cértain ways, with .
bureaucratic enployment. The rapid and>expanajve increases

in medical knowledge have made it 1ncreaaingly difficult

67°
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- that regionalization by itself helps to equalize the - '~ - f
distribution of services, facilitates referral from primary |
care units to- more sophisticated services, or ultimately ~ .
improve the health level. Even.tn Britain, doctors who
favoured regionalization mLy haVe been those 1nvolved 1n

some wax with the Londonrregions and their commitment based

on pure personal intuition' Leaders of the American profession

and recently those of the Qntario medical- profession19 ' ——.

-

'have expreésed some doubt as to whether regional organization
actually produces the rewards which the\goncepj promisese '
The seoond reason why doctors might be skeptical of . .
Aregion ization is ‘that it may imply to them ah unnecengry ST ‘f‘

encroa: ment by government with all the attendant 'evils"

. of bureaucracy 1ncluding regimentation and red tape. Some,

>-may feel that such a system wil] interfere both with the
profession's trgditional autonomy‘and with their patients!

freedom, without prodncing any of the benefits-frequently

PRSI

.:promdsed“%f it.

3

Observing that reasons for preferring approaches which

-~

:imply moderate government involvement are likely to be

*

nbacked with erguments given in terms of patient freédom and .

.quality of care, one mig 80 predict that doubts'

or- objections to regione zation will be given. in these'
/ -

; terms. S = C o : - ' R

« . .
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R - 1 ﬁngel divided types of ;ractice into non-bureaucratic,
moderétely\hnreaucratic and highly bureaucratic¢, typee of
(regionalization can be claesified as implying seak, moderate
gnd strong government powert oﬂliehen has pointed out that ‘

o the quality of care is an 1mportant ideological concern of .

:physiciane and that they are interested in methodgfof or-:
ganization to improve‘uelivery.’ it faced with & choice.of ,
regional systeme which imply. various degrees of government
power, physiciane,may see moderate government involvement

7’/" ‘\as contributory to the eystem 8 bility to improve delivery

just .as doctors\in Engel’s etudy perceived a‘poderately ‘
bureaucratic setting as contributory to their erfectiveness.
For example. Ontario physicians may regard politicians
-\*.' and civil eervante as having had more managerial experience
\ Or understanding the Province 8 financiel tblerance
N 7 petter and this uight be tneir distincti've congri bution

PRy

to a regional health syatem. On the*:}ner hand the - ."_';;

N profeeeion may feel that government ofyfcials lack a” "
- sufficient knowledge ofﬁedical aspecte which"would “ alao, }'

'be important in aeveloping ‘a more” effﬁctive dclivery’eystem TUA
under reglonalization. *this vould aqeounv for their preierring
T Z"eome balance of government and profeeeional power. Some ‘,,~;"
J /~ power for tne professional would 9130 protect botn
- zie own and his organizationis autonom¥;£>6m more 1nterference

li an necessary 0y governmentv. . e “ -

.o -
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Possible ReaeePb for»Rejecting a Strong . X

. ;GBvernment Power, System Type |

Reasons why the Ontario medical profession might ‘prefer
a moderate government pover system, but not be willing to
accept a design for health regionaligation implying strong
governmmt power,. ha.ve been eesentially discuesed. They

will not be reiterated in detail here, Briefly, the medical

e,

*

profession might coneider that a aystem implying strong

govemment power would. , ‘ P k

* 3

. (1) threaten tl( profeseion 8. traditional self-governing \
Pt status more ‘than neceesaryefor successful regionalazation,

(2) restrict the individual physician's freedom and the
patient's more than neéeseary for a puccessful Tegional
programme, and oy et

- [y ~.,' n~,
.

(3) be less likely than a more ’moderate‘approach to improve,

or at. least maintain, the quality of care preeen 1y
being deliVered 1n Ontario.

’ - (g.

N
N . 4
. - . . - . e ;/
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Pred oti the Pore Reas na" ° . . ‘ ’
; } During 53965, thg% ast, "t‘lme period examined by Bliahen, A

the latter two toncerns, had’?‘éfen pre-emina.nce over- the '

tormer in ideologicai' statbments from the medical profeasion

on- health msurance“'.f An indication. that this trend may be .

continuing 18 the profeesion 8 recent attempt at 'examining,

1taelf through the Pickering Cammj:tteewr‘ One atated e e
purpOBe of the Cqmi‘i:ttee"s atudy vae to suggest wé.ys vo£ X

L YR .‘_ B
avoiding a-confrontation wit;m govemment over such ieaués. \}f‘_ <

: *

The profébaion might be ‘expected then to e attempting IR

» Lo~

more cooyerat&ve approac”h to conaidenng proposale such as'thoae
. _for. re’gionalization uhich could reeult 1n a umting of the’ e T e

e‘qlt-gow,mnqit s.uuﬁ sn 1ts nenbero’ bvn nian. CIn; the ? ' )

»
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“past the leadership has tended to regard cooperation with

the Province in initially devising new programmes a fcothold

in the door of _the profession's autonom,y16 , -

.

- H . <

é -

Qginions of the Regional Concept <] Merit
T,he British government suggested permanent formal regional

,organization immediately after World War II when the climate -
among British "doctors should have been most favourable.

The War hed demonstrated deficiencies in the hospital system-
which regionaligation might coorect . Yet, when asked on the
BMA questionnaire whther such a system should be implemented

-

at a11, only 63. 0 per cent voted in its favour’*‘
U Based on-the British experiment, one might then predict
that Ontario dootors would not be'reggy to wholeheartedly

suppqrt the 1mp1ementat10n of such a system.. In May, when ‘
the OMA and the OHA presented their policy statement to tbé

’
A

Minister of Health, these associations asked that regionaliza—
tion not -be implemented across—the—board throughout Ontario, ’

but that experiments be set up in a :rew areas and be I

QA

- evaluat'ed 8. Ineir policy statement tended- to indicate ¥hat -
the prediction which had been made in the study 8 planning '
¥

_ . w
. d

stage would ‘be borned out. '

4 a' ’ I- ¢ r ’ {q' ) 'b" . .
osggble Reasons for any Skepticism i“ S .

a rThere are at least two possiblefmnnnnnrwnqrﬂdnrmeulcai
professipn mayehe hesitent to back wides ead, implementation
LN P . - ¢

h -of afregional health eygtem- R : ‘ﬂ 4 _
“f -#f;' i}irnt, as previously noted! there is no re evidenée.
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that regionalization by itseif helps to equalize ‘the

distribution of services, facilitates referral from primary

care units to- more sophisticated services, or ultimately

o_ »

«

improve the health level. Even.tn Britain, doctors who
favoured regionalization mLy haVe been those 1nv01Ved in

some wax with the London regions and their cdmmitment based _
on pure personal intuition. Leaders of the American profession

and rscently those of. the Qntario medical. profession19 e

-

'have expreSSed some doubt as to. whether regional organization

actually produces the rewarﬁs which the\concept promises.
The Second reason why doctors might be skeptical of . .
region ization is ‘that it may imply to them ah unnecengry

encroa: mEnt by government with all the attendant 'evils"

-

. of bureaucracy including regimentation and red tape. Some

may feel that such a’ system will interfere both with the .
proféssion's tr9ditional autonomy and with their patients'
freedcm, without produoing any'of the benefits-frsquently

' 'Pmmised"%f 1t. B e

L4
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Observing that reasons for preferring approaches which

-

imply moderate government involvement are- likely to be

*

—backed with arguments given in terms of patient freédom and ; ;

quality of care, one mig 80 predict that doubts'

or- objections to regiona zation will be given in these'
iy .
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Subgroup Characteristics as Related to Opinions

'Thewtype'of regional health system preferred by the OMA
| and OHA hae ‘been documented as one/balaneing government .
c with health profeesional power. The hesitdncy of these
’ ':aeeoeiatione to eupnort immediate’ widespread implementation
uhae also been noted. However, as has already been pointed 'f
_ . out, it is unlikely that their policies are eupported
'unanimouely by the province 8 more than 10 OOO doctors. ' To
- " assume such a unanimity of opinion would be to disregard ‘the .

: highfdegree ‘of diversity ampng doctors.

. 7‘? A eecondary objective /0f this research wae to examine
‘ ,‘differencee in the type of regional eystem preferred by S .
Ontario doctore. The differences were examdned nqt only 1n -
terme of leaderehip roles, but also in terms of eeveral other -
-objective charecterietice including. type °£%§§99t1°g
(general'o; specialty); work eettingé(public or private .
preetiee); lpcation of practiee'(urian or rural); and .
" place o; basic training (;n Canada or another countr}):‘

L]

Leaders va. the "Rank and File' I 4

R | - In qnalyzing the resulte of the BMA queet;anneire, . .
,:‘.,Ecketein noted that the leaders of the British medical-

n‘profoesion eaeentially fbflected Ahe opinions of the, ‘r a;d—}ﬁwN
£11e* towardp‘regionaliéati .. Thie mdght eeem‘@urprising in- 4?1'§§j’
~,‘light of varying baekgroundonLaracterietics—which/ﬁdght lead e
4 one to expect mo ooneervatiam tron leadera; tﬁet 18; they': o
,{“ yould be lesa“defdng to aee rofeeeional inf%yénee over the‘.: .;'{;‘

£ -
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P government control

-
7.

system's«gggfﬁtion restricted. - The agreement between leader-
ship and "rank and file* may have been related to the issue
itself, since leaders were generally less satisfied w1th the

Suggested paymentﬂscﬁeme N

~

Eckstein felt that the differences.inm politlcal attltude
within the profession on the payment acheme were due to’ three

.factors:h income; security of establishment; and familiarity

74

with the impact of non-medical organization on gedical L

practice. Unestablished doctefs did nst usually,attend’BMA
representative meetings nor ,sit on the BMA council. L
- Practitioners strﬁggliﬁg-iith long.lists of public~patients
‘from the workxng-class or medlcal officers of health loaded
with commlttee work and routine adminlstratlon were too busy ’
" to become involved in the Aesoclation. To exert 1nf1uence
in medloal polxtlcs ‘a doctor must, have a certain.amount of .
time and money, The income ‘and vorkioad of aemedlcal class _

2

‘Representatlve medical bodies were therefore

)

' practice w e‘well-suited to participatlon in medical
'polltics.

e

»

weighted in&favour of affluenpe andqprlvate practlce. thoge

':doctors whd?had the moet to lose from any payment scheme
-which moved ‘the health care delavery system closer to virtual
20 . ! ” F/

¥
’potentially influential positions reflect the Opinions of the
“rank end file® on iesuea more eiuilar to regiennlization.‘.
Bothnan et al studied doctors' reactione <o a‘}hree-hospital

*-merger; letger is often euggetted as. one mefhod ‘of cutting

u‘ .. 3

It has not alvay% been found, however. that doctors in -

B
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. & good deal of:reshnffling of personnel in local medical

" other channe}s, their ability to, 1nf1uence was probably

'.through fornal professional leaders, since their opinions ‘ . y
ditfsred 'Conceivably'in other dommunities, such as. Ontario, )

-

-

duplication,of facilities and optimiging the use and coordina-

-tion of specialiged personnel under a regional system.

Rothman and his assqciates found tnss, while doctorsfwho
actuali{ h’eld’ office in lucal medical organizations did ndt
differ in their opinions from the "rank and file", those who
had achiemed a moderate degree of 'backstage' political .
success within the profession were less iﬂgltned to favour
the merger. The researchers.sttributed this to their

anticipq}ing the development of new power bases, at the cost

| of existing structures, with the merger. As it turned out, i

these docforspwere right in anticipafing such changes. An
examination of office holders in the community showed that

.
=

. e ' ' .
‘organtzations (and hence, no doubt, to some extent representa-

-tives at higher levels) aid occur,‘with.different éootors "

occupying medical society positions aftdr the merger than

betore. Ir offioial positions shifted, one mdght assume

that sny informal power -structure was also altered. Whether -
‘backstsge' leaders exercised their 1nf1uence specifically

?hrough fornal 1eaders of the mediosl profession or through | -

T . °s
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In this particular community, the 'baokstage” leaders
eVidsntly did not for whatever reason, exercise. 1nt1uence

'baokstage' leaders might exercise 1nfluence tnrough these

M.




' w111 essentlally reflect rank and file 0p1n10ns on

‘g;eglonalizat;on. ;

channels and if they were more'conserﬁa%ive. the formal

leadership might reflect fhis. On balance, however, the

evidence tends to suggest that OffIClal leaders in Ontario

- . - ¥
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Eckstein noted that Brltlsh doctors in publlc practlce.

(armed services doctors. those in educatlonal institutions.
/

nedlcal officers ﬁfqhealth and so on) were more wllllng to
accept a stronger role for governnent in planning‘pnd
" coordinating hospital services than .private practitioners.

»

They had no vested interest in keeping the health care. °

delivery system.as clear 6f‘governmen;,1nvolyement as

possible and one caQBasepne these doctors had relatively
little distrust of public organization. In some cages, .

"doctore whe entered public practlce freely: may naturally have

" been less resistant to governnent involvement than those who )

entered private practlce. working in a’ public practice
probably also ‘had its effects." At that time many of the

.service doctors had been drafted to‘serve durlng the war.

The;r vote'on theae zesuee snowed that they had not been
dielllueioned by corpprate prectice. Such ‘d