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Établir des relations intergouvernementales efficaces constitue un défi majeur pour le développement d’une
politique de santé publique qui donne des résultats satisfaisants. Pour constituer une documentation sur le
sujet, il faut commencer par créer une structure de base afin de caractériser les différentes formes de relations
intergouvernementales qui existent en matière de santé publique. Notre article fournit une structure qui
permet de faire la synthèse de la documentation pertinente existant actuellement, d’identifier les lacunes
dans le domaine de la connaissance et, en fin de compte, de développer des politiques nationales plus favorables
à la santé publique. Nous appliquons ce modèle au cas de la sécurité concernant le sang, nous faisons des
comparaisons avec la surveillance dans le domaine de la santé et nous en tirons une série de propositions dans le
dessein d’optimiser l’impact qu’ont les relations intergouvernementales sur la santé publique.

Establishing effective intergovernmental relations is a key challenge to the development of successful public
health policy. The first step in establishing a literature on this subject is to create a framework for
characterizing the different forms of intergovernmental relations that exist in public health. This article
provides a framework for synthesizing existing relevant literature, identifying gaps in knowledge, and
ultimately developing national policies more favourable to public health. We apply this model to the case of
blood safety, draw comparisons with health surveillance and derive a set of proposals to optimize the impact
of intergovernmental relations on public health.
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INTRODUCTION

After years of examining the structure and na-
ture of intergovernmental relations in a vari-

ety of social policy sectors, the attention of the
Canadian public and decisionmakers has now turned
to the mechanisms by which governments interact
to develop public health policy. This focus on gov-
ernance in public health has largely been
precipitated by the emergence of several new infec-
tious threats including West Nile virus, Bovine
Spongiform Encephalopathy (BSE) and Severe
Acute Respiratory Syndrome (SARS). The nature
and effectiveness of the multi-governmental re-
sponse to the SARS outbreak, in particular, has
accelerated discussions on the need for either ma-
jor legislative or structural reform of the public
health system (Health Canada 2003; Wharry 2003).
Recently, the National Advisory Committee on
SARS provided several recommendations on pub-
lic health reform, including the development of a
Canadian agency for public health (Health Canada.
National Advisory Committee on SARS 2003). This
report focused attention on the dysfunctional nature
of intergovernmental relations in public health and
the serious negative consequences to which these
relationships could lead. However, in considering
the various alternatives to addressing this situation,
the committee and policymakers in general have lit-
tle literature to draw upon as the majority of
governance research in health has focused on our
health-care system, specifically that part of the sys-
tem that deals with medical and hospital insurance
(Romanow 2002). The absence of research on fed-
eralism in public health is somewhat surprising
given that the nature of many public health activi-
ties has a substantial intergovernmental component.

In this article we hope to partially remedy the
lack of literature on this important emerging area
of study. We begin by proposing a framework for
understanding the various combinations of intergov-
ernmental relations that could exist in public health.
We then apply this framework to describe intergov-
ernmental relations in the blood system after it

underwent reform in response to the Krever Inquiry
(Krever 1997a). We next compare the effectiveness
of the new set of relationships in the blood system
to the set of governmental relationships in the field
of health surveillance. With this information we pro-
vide recommendations for policymakers on the
benefits of different governance structures for pub-
lic health reform. Furthermore, based on our analysis
we also examine the potential impact of the govern-
ance recommendations put forth by the National
Advisory Committee on SARS.

A FRAMEWORK FOR DESCRIBING

INTERGOVERNMENTAL RELATIONS IN PUBLIC

HEALTH

In the past decade public health decision-making has
come under increased scrutiny as a consequence of
the Krever Inquiry, the Walkerton Inquiry, and most
recently the examination of the public health re-
sponse to the SARS outbreak. While each of these
represent serious problems in and of themselves,
they are also symptoms of a larger problem, that of
public health governance. The origins of this prob-
lem can be traced to the Canadian constitution,
specifically its lack of clear allocation of roles and
responsibilities for public health (Braen 2002;
Jackman 1996). The allocation of these responsi-
bili t ies across orders of government have,
consequently, been pieced together in a post hoc
manner producing a variety of systems of intergov-
ernmental relationships. Confusion, however,
remains in many public health sectors as to which
order of government is ultimately responsible for
doing what, producing a situation in which coordi-
nation of activities is challenging and gaps and
overlaps in activities can arise. The consequences
of these problems are magnified in public health
because of the ability of public health threats to cross
local/regional, provincial/territorial, and national
borders. Decisions made by one government, there-
fore, have a direct impact upon the public health
activities of adjacent governments. Therefore, fed-
eral,  provincial, regional/local, and at times
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supranational governments must coordinate their
approaches to public health challenges to ensure they
are effectively managed.

The importance of intergovernmental relations in
public health clearly emerged during the interna-
tional response to the SARS outbreak. In
commenting on this response Dr. David Heymann,
the World Health Organization’s chief infectious
disease expert, stated; “SARS has shown us that re-
lationships between federal,  or central,  and
provincial or state governments are very important
in public health, and very difficult to establish.” He
added: “We understand that this has been a problem
in China. It certainly has been a problem in Canada,
where there have been difficulties between Health
Canada and the provincial government” (Alphonso
and York 2003). By gaining a better understanding
of the various combinations of intergovernmental
relations that can exist in public health and their
potential impact on the development of policy,
decisionmakers will be able to construct more ef-
fective approaches to managing threats, such as
SARS, in the future.

The Descriptive Framework
The first step to understanding the impact of inter-
governmental relations on public health is to
describe the set of intergovernmental relations that
exists in specific public health sectors. To do so we
adapt a descriptive model developed by Harvey La-
zar and Tom McIntosh, which has been used in a
series of analyses of public sector policy areas in-
cluding health care (Lazar and McIntosh 1998, 4).
The original model focuses on the relationship be-
tween the federal government and the provinces/
territories. This methodology first determines the
level of interdependence that exists between the two
orders of government. Interdependence refers to the
requirement of one order of government for actions
by another order to ensure that policy is successfully
developed and implemented. If interdependence is
present, its nature is then characterized based on
whether the relationship between the two orders of
government is hierarchical. Hierarchy refers to the

ability of one order of government to effectively
coerce another into taking a specific policy action.
Hierarchy can result from legislative authority or
financial mechanisms.1  For example, in blood
safety, the federal government can enforce safety
standards through legislation (Food and Drugs Act,
R.S., c. F-27, s.1.). In health care, the federal gov-
ernment uses its spending power to enforce the
standards of the Canada Health Act (Canada 1984).

Based on the existence and the nature of the inter-
dependence, three forms of intergovernmental
relationships can be described. If no interdepend-
ence exists,  the relationship is described as
disentangled (classical). In this form of federalism,
one of two conditions prevails: one order of gov-
ernment is active in the field while the other is
inactive. Alternatively, both orders of government
carry out functions in the same policy area inde-
pendently of each other. The key point here is that
the governments involved act largely independently
of each other.2  If interdependence exists and the
relationship is hierarchical, the form of federalism
is referred to as federal-unilateralism. The federal-
provincial relationship in health care could largely
be characterized as unilateral. By attaching condi-
tions (i.e., the Canada Health Act) to its funding of
hospital and medical insurance, the federal govern-
ment is able to coerce provinces into delivering a
specific type of service. If interdependence exists
and there is no hierarchy, the relationship is de-
scribed as collaborative. Collaborative relationships
involve constant interactions between orders of gov-
ernment as they attempt to develop consensus on
the policy that needs to be developed. They do not
necessarily imply harmonious relationships. Inter-
governmental agreements can serve as the policy
instrument that establishes collaborative, non-
hierarchical relationships between orders of
government.

To accurately characterize the nature of federal-
ism in public health, the importance of a third order
of government, local governments, and the various
kinds of bodies that operate under it must be
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included in the model. While public health policy
development mainly occurs at federal and provin-
cial/territorial levels, actual policy implementation
is largely a local responsibility. The inclusion of a
third order of government in the federalism model
increases the number of potential intergovernmen-
tal combinations threefold. While the previously
described federal-provincial/territorial relationships
may exist, there may also be similar forms of rela-
tionships between provincial/territorial and local
governments. For example, a disentangled provin-
cial-local relationship describes a situation where
provincial and local governments act largely inde-
pendently of one another. A provincial-local
hierarchical relationship describes a situation where
a province coerces the local governments into act-
ing in a specific manner. This is likely to be the most
common form of relationship that exists between
provincial and local jurisdictions since the provinces
have complete legislative control over them. A pro-
vincial-local collaborative relationship may also
exist where the province works in a non-coercive
manner with the local governments to develop or to
implement policy. The nature of provincial-local
relationships has come under increased scrutiny
largely as a consequence of the provinces
downloading responsibilities to the local level and
reducing funding as the federal and provincial gov-
ernments seek to address their deficit and debt
concerns.

A variety of federal-local relationships may also
exist in public health. The relationships can again
be disentangled, federal-local unilateral or collabo-
rative. Interest in federal-local relationships is
increasing as the local governments begin looking
to the federal government for revenue to compen-
sate for their own limited revenue-generating power
and recent reductions in provincial funding (Sgro
2002). However, these relationships have to be care-
fully designed so as not to violate provincial
jurisdiction. They are most likely to develop on a
collaborative or contract basis in which all orders
of government see the need for direct federal in-
volvement at a local level.

In addition to the vertical intergovernmental re-
lationships we have described, hor izontal
relationships between members within an order of
government may also exist .  A confederal
relationship between provinces, referred to as inter-
provincial collaboration, has been proposed as an
alternative to federal involvement in provincial pub-
lic policy arenas. In this form of relationship
provinces and/or territories would work together,
either in regions or nationally, to establish agree-
ments to govern the management of policy areas
(Courchene 1997). Similarly, a confederal relation-
ship may exist between local governments that could
cross provincial/territorial borders. In this form of
relationship, local governments work together to
establish policy, sometimes under the guidance of a
national organization. Table 1 summarizes the vari-
ous types of intergovernmental relations that may
occur in public health.

Limitations of the Framework
The understanding of any complex system has to
begin with a basic breakdown of its properties,
which this framework provides. By doing so it al-
lows for an evaluation of the different sets of
intergovernmental arrangements to determine where
trade-offs in policy outcomes are occurring. There
are, however, limitations to forcing complex policy-
making systems into a specific model. In particular
it should be recognized that within a specific policy
area the nature of the intergovernmental relation-
ships could be variable at a given point in time or
across time. For example, at a given point in time,
the relationship of the federal government with some
provinces may be viewed as hierarchical, if the prov-
inces need to be coerced into following federal
policy, while the relationship with other provinces
may be viewed as collaborative, if they are in agree-
ment with the federal policy direction. Similarly, the
form of federalism could change as the policy pro-
cess evolves. A collaborative approach may be
employed at the early stages to establish widespread
agreement while the actual implementation may uti-
lize a hierarchical approach. It is also important to draw
a distinction between theoretical intergovernmental
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arrangements and the practicalities of the imple-
mentation of these arrangements. As an example,
potential hierarchical arrangements may exist in which
the federal government has the ability to coerce pro-
vincial cooperation. However, the reality of the policy
environment would be such that actual utilization of
such powers could be so damaging to other policy ini-
tiatives that they would never be employed.

APPLICATION OF THE FRAMEWORK TO THE

CANADIAN BLOOD SYSTEM

Public health policy-making previously leaped into
the national spotlight when the health system dis-
covered that both HIV and hepatitis C had been
transmitted to patients through blood transfusions.
The “tainted blood tragedy,” as it came to be called,

TABLE 1
Descriptive Analysis Framework: Characterization of Intergovernmental Relationships

Federal-Provincial/Territorial Relationships

Interdependence Hierarchical Form of Relationship

Federal-provincial Yes Yes Federal-provincial unilateral
Federal-provincial Yes No Federal-provincial collaborative
Federal-provincial No No Federal-provincial disentangled

Federal-Local Relationships

Interdependence Hierarchical Form of Relationship

Federal-local Yes Yes Federal-local unilateral
Federal-local Yes No Federal-local collaborative
Federal-local No No Federal-local disentangled

Provincial-Local Relationships

Interdependence Hierarchical Form of Relationship

Provincial-local Yes No Provincial-local collaborative
Provincial-local No No Provincial-local disentangled

Confederal Relationships

Interdependence Hierarchical Form of Relationship

Provincial-provincial No No Interprovincial collaborative
Local-local No No Interregional collaborative

Note: This table shows that the relationship between the two orders of government could be characterized as collabora-
tive if it is interdependent and non-hierarchical. It would be considered unilateral if the relationship were interdependent
and hierarchical. It would be considered an independent, non-hierarchical relationship (i.e., disentangled) if each
government acted solely in its own jurisdiction.
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was the largest public health crisis this country had
faced. Thousands of individuals became infected
with HIV and tens of thousands were infected with
hepatitis C (Krever 1997b). The blood system was
heavily criticized for the decision-making process
that led to the transfusion transmission of infections.
The criticisms led to a large-scale inquiry into the
blood system led by Justice Horace Krever as well
as criminal charges against some of the blood-
system actors (Krever 1997a; Picard 2002). The
Krever Inquiry provided several recommendations on
how a new blood system should function to protect
against such a tragedy happening again. In response
to the interim report of the Krever Inquiry, federal/
provincial/territorial ministers met to design a new
blood system based on the report’s recommendations.

The Krever Inquiry had repercussions not only
in the blood system but also throughout all of pub-
lic health. Justice Krever clearly illustrated the
problems of unclear roles and responsibilities in
public health by stating:

responsibility for the blood system is frag-
mented … the various functions integral to the
supply of blood, such as regulation, funding and
planning,  are undertaken by different
stakeholders. The respective functions, authority
and accountability of each party are not well de-
fined … This lack of definition may affect
accountability within the system, and ultimately
its safety (Krever 1997c, 1023).

This observation highlighted the interrelated nature
between public health governance and the effective-
ness of public health policies.

Six years have now passed since blood-system
reform measures were implemented and many im-
portant observations can be made about the success
of these initiatives. These observations present an
excellent learning opportunity for policymakers who
are considering major public health reform in
Canada that would alter the intergovernmental na-
ture of public health policy-making. Previously

conducted studies provided insights into decision-
making in the blood system in the pre- and
post-Krever era with respect to management of in-
fectious risks as well as the impact of changing
financial structure on delivery of blood services
(Wilson et al. 2001; Wilson et al. 2003). These
analyses involved over 70 taped-transcribed inter-
views with key stakeholders in the blood system as
well as a full review of key related documents. Both
of these studies have provided important insights
into the relevance of intergovernmental relations in
public health and an opportunity to provide lessons
for public health policymakers considering public
health reform. Based on the information obtained
from these studies we are able to characterize the
sets of intergovernmental relationships that exist in
the Canadian blood system and determine their
effectiveness.

Structure and Allocation of Responsibilities
in the Blood System
The federal, provincial/territorial, and local orders
of government have distinct but interrelated roles
in the current blood system.3  The federal government
is responsible for regulating the safety of the blood
supply and the provincial/territorial governments for
funding and ensuring the effective delivery of blood
services. While the existence, roles, and responsi-
bilities of these two orders of government are fairly
clear, it is more difficult to identify whether local
government exists in the blood system and, if so,
what form it takes. Ostensibly, the local governments
are the regional blood operators. These, however, are
linked in a cross-provincial collaborative manner
under the governance of a national not-for-profit
organization, the Canadian Blood Services. Cana-
dian Blood Services is the national operator of the
blood system and was created through a memoran-
dum of understanding between the federal/
provincial/territorial governments. The agency is
responsible for collecting, testing, manufacturing,
distributing, purchasing, and supplying blood
products to all provinces except Quebec. Héma-
Québec is the operator of the blood system in
Quebec and performs much of the same functions
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as the Canadian Blood Services, but solely for that
province. It is at the regional level that much of the
operational function of the blood system occurs, in-
cluding the delivery of blood products to hospitals.
The regional blood agencies, however, have limited
decision-making power in the area of blood safety.
For the purposes of this analysis we will refer to the
operators as representatives of local governance in
the blood system.

The federal government’s primary responsibility
in the blood system is to protect the safety of the
blood supply. The responsibility for regulating the
blood system occurs at Health Canada in the
Biologics and Genetics Directorate. Both Canadian
Blood Services and Héma-Québec are bound by fed-
eral regulations. The federal government derives
formal legislative authority over the area of blood
safety through the Food and Drugs Act. The act gives
the federal government legislative authority over a
wide range of areas concerning drugs, primarily
concerned with protection of individuals from harm.
Under the act a drug is considered to be “any sub-
stance or mixture of substances manufactured, sold
or represented for use in the diagnosis, treatment,
mitigation or prevention of a disease, disorder or
abnormal physical state, or its symptoms, in human
beings or animals.” Under Schedule D of the act,
blood and blood derivatives are specifically identi-
fied as being drugs. The federal government has
obtained the authority to pass this legislation from
section 91(27) of the Constitution Act which pro-
vides the government with power over criminal law.
This allows Parliament to pass legislation to pre-
vent the transmission of a “public evil” which is a
danger to public health.

The funding of the blood system is a purely
provincial/territorial responsibility. Provinces/
territories provide block funds directly to the op-
erators (Quebec to Héma-Québec, the rest of the
provinces/territories to Canadian Blood Services).
In exchange, provinces/territories receive blood
products free of charge from the operators. Funding
is divided among the provinces/territories depend-

ing on the share of blood products they have been
using. Both Héma-Québec and Canadian Blood
Services use the funds provided by the provinces/
territories to carry out all of their services. This in-
cludes the purchase of fractionated products from
the country’s primary manufacturer of fractionated
blood products, Bayer Inc. (Wilson et al. 2003). The
ministers of health of the provinces/territories are
the members of Canadian Blood Services. They are
responsible for supervising the overall expenditure
of public funds by Canadian Blood Services in de-
livering the blood program, ensuring the
effectiveness of the blood supply system and mak-
ing recommendations to the federal minister of
health regarding any proposed changes to Canadian
Blood Services legislation. The provincial/territo-
rial ministers of health are also responsible for
appointing the board of directors which consists of
four regional representatives as well as representa-
tives of groups with various interests and content
expertise. The ministers of health specifically do not
have the power to direct operational decisions of the
board of directors or Canadian Blood Services staff
(Canadian Blood Services Web site). However, on
at least an annual basis Canadian Blood Services
approaches the provinces/territories directly to seek
approval for new funding. Importantly, Canadian
Blood Services has the authority to introduce safety
measures without approval of the provinces for this
necessary funding. It can do so by drawing on a
contingency fund. However, the organization often
approaches the ministers of health to obtain support
prior to introducing a new program, recognizing the
importance of working collaboratively with the
provinces/territories.

While there are no supranational bodies that have
a direct impact upon blood policy in Canada, blood
officials are influenced by decisions made by other
countries. Decisions in the United States, in particu-
lar, are influential given that Canada imports a
portion of its fractionated products from that coun-
try. For this reason, it is important, although not
essential, that the Canadian and US blood systems
have consistent policies for accepting and screening
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donations.4  Other nations’ blood safety practices
also indirectly influence Canadian blood policy by
setting international standards that Canada may be
expected to meet.5

The Form of Federalism in the Blood System
The federal, provincial/territorial governments, and
operators must work together to provide a coordi-
nated, comprehensive approach to blood safety. The
relationship between the three orders of government
is, as a consequence, interdependent. Agenda-set-
ting in the area of blood safety occurs at both the
level of the federal government and the operators.
While the federal government is primarily respon-
sible for introducing legislation to protect the blood
supply, the operators may exceed these safety stand-
ards or introduce safety measures that have not been
mandated by legislation. The provinces/territories,
per design, are largely removed from the agenda-
setting process.

Based on the framework we have described, both
the relationship between the federal government and
the provinces/territories and the federal government
and the operators are highly hierarchical and best
described as federal-unilateral. The operators must
implement safety measures legislated by the federal
government and the provinces/territories must pay
the cost of these safety measures. The relationship
between the provinces/territories and the operators
is generally non-hierarchical and best described as
collaborative. However, at times, either the prov-

inces/territories or the operator can indirectly im-
pose some level of hierarchy on the other. Canadian
Blood Services can dictate provincial/territorial ex-
penditures through the introduction of safety
measures. Provinces/territories, through their regu-
lation of hospital transfusion practices, can influence
the amount of blood that needs to be collected and
provided by the operators. Table 2 summarizes the
forms of federalism that exist in the blood system,
specifically with respect to ensuring blood safety.

However, there are many nuances to the system
of intergovernmental relations that need to be rec-
ognized. Fundamentally the question arises as to
what is the functional, as opposed to theoretical re-
lationship, between the provinces and the operator.
Although envisioned as an arm’s length relationship
the provinces ultimately have the potential to im-
pact the operators’ activity through their control of
funding. In addition, while we have categorized the
relationship between the federal government and the
provinces/territories as hierarchical, some uncer-
tainty also exists about the exact extent of the federal
government’s ability to enforce its legislative man-
dates. In theory, if provinces/territories are not in
agreement with new federal safety regulations they
have the option to refrain from approving a budget from
Canadian Blood Services that would include costs as-
sociated with these new safety measures. This would
then require the federal government to enforce their
legislative mandate by penalizing those in violation of
these mandates, in this case the provinces and the

TABLE 2
Allocation of Roles and Responsibilities in Blood Safety

Federal Provincial/Territorial Operator

Agenda-setting X X
Legislative authorities X
Funding responsibilities X
Delivery of Service X
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operator. If the federal government fails to enforce
these regulations concerned individuals could bring
an action to attempt to force the federal government
to carry out its mandates and enforce the regula-
tions. The provinces might also be held liable for
knowingly violating federal safety standards, if such
actions are viewed as negligent and result in harm
to individuals. It would be more challenging for the
operator to be able to insist provinces/territories pay
the cost of non-federally mandated safety measures.
However, the moral and political pressure on the
provinces/territories to fund these measures would
be substantial in a high profile area such as blood
safety, which has previously suffered through a pub-
lic health tragedy. Ultimately, responsibility would
lie with the board of directors to draw public atten-
tion to the failure of the provinces/territories to fund a
safety measure that they believe would be necessary.

Impact of Form of Federalism on
Development of Blood Policy
To determine the impact of the form of federalism
on development of blood safety policy we again
modify evaluation criteria previously developed by
Lazar and McIntosh (1998, 4). These criteria exam-
ine the impact of a form of intergovernmental
relationship on the domains of policy effectiveness
(health outcomes and efficiency), democracy, and
federalism.

Policy Effectiveness. The current governance regime
has produced a blood system that has improved the
protection of the health of Canadians by enhancing
the safety of the blood supply, which was the primary
objective of structural reform. The coordination of
activities of regional blood systems by a central
operator and the clear allocation of regulatory au-
thority to the federal government has reduced the
likelihood of gaps occurring in the execution of
blood safety activities. The blood system is also able
to respond rapidly to new infectious challenges be-
cause the operators are empowered to introduce
safety measures without the approval of the prov-
inces/territories or the federal government. However,
perhaps the most important quality of governance

in the current blood system that improves safety is
the separation of funding responsibilities from de-
cisions to improve the safety of the blood supply.
This system has allowed Canada to introduce safety
measures, such as universal leukoreduction of the
blood supply and nucleic acid amplification testing
for hepatitis C, in advance of other nations.

While the current organizational structure pro-
tects the safety of the blood supply it does so
partially at the expense of efficiency, defined as the
amount of outcome produced for a given input of
resources. The current system does have some
economies-of-scale advantages with activity central-
ized in two operators. However, this benefit is offset
by the negative impact on efficiency of separation
of funding responsibility from the authority to in-
troduce safety regulations. This separation of
functions has led to the introduction of safety meas-
ures that have been considered highly cost-
ineffective (van Hulst et al. 2002).6  There is no fi-
nancial disincentive for the federal government to
introduce safety measures with comparatively poor
cost-effectiveness ratios. However, there are sub-
stantial political and legal disincentives for not doing
so (Weinberg et al. 2002). Another consequence of
such an incentive structure is the potential for money
to be diverted to protect the blood supply from in-
fectious risks from other initiatives to improve
safety; for example, reducing transfusion reactions,
which do not have as high a public profile.

Respect for Principles of Democracy. The current
organization of the blood system has had a positive
impact upon principles of democracy, although chal-
lenges still exist in this area. While the technical
nature of many blood safety initiatives makes them
somewhat inaccessible to the general public, high
volume blood users actively participate in decision-
making due to their vested interest in the safety of
the blood supply. The participation of these groups,
and the absence of the general public in decision-
making, creates pressure for the blood system to
introduce measures that protect the blood supply and
its safety, regardless of cost. Hence, resources may
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be diverted from other policy sectors in order to
maintain the blood system. As a consequence, the
blood system would be viewed as being more fa-
vourable to the rights of minorities rather than the
rights of majorities.

Lines of accountability are clear in the current
organization of the blood system, particularly when
compared to the previous system. The provinces/
territories, federal government, and the operators
have well-defined roles and responsibilities. How-
ever,  the primary limitation to the current
accountability structure is that the federal govern-
ment does not have to pay the costs of the regulations
it introduces. Improved accountability and well-de-
fined roles and responsibilities have also contributed
to an improvement in the transparency of the deci-
sion-making process. Nevertheless, transparency
still remains a problem, a consequence of both the
nature of the issues being discussed and the impact
of organizational factors. Many blood safety
decisions involve complex risk-management assess-
ments which can be difficult for the general public
to understand. As a consequence, blood system
decision-making is susceptible to developing into
discussions between experts and policy officials that
exclude the public. However, both the operators and
the regulators have made substantial efforts to pro-
tect against this by involving stakeholders
throughout the decision-making process (IBM
2002).

Respect for Principles of Federalism. While the cur-
rent set of intergovernmental arrangements has
improved policy effectiveness and respect for demo-
cratic principles, it has had a negative impact upon
principles of federalism. This is again due to the
purposeful separation of funding and regulatory re-
sponsibility. This set of arrangements has allowed
for the emergence of unfunded mandates, the abil-
ity of one order of government to pass legislation
that will incur costs for a second order of govern-
ment and not provide supportive funding.
Specifically, the federal government has introduced

a series of directives to protect the blood supply and
has not contributed to the potential costs of the ini-
tiatives, which have been borne by the provinces/
territories. In addition, Canadian Blood Services has
also independently introduced safety measures to
increase the safety of the blood supply, which also
produces costs for the provinces/territories. These
safety measures have been partly responsible for the
50 percent increase in blood system costs since the
creation of the new blood system (Wilson and Hébert
2003).7  Again, as per design, there are few oppor-
tunities for the provinces/territories to provide input
on the necessity and the appropriateness of the cost-
benefit profile of these safety interventions. There
are also few dispute-resolution mechanisms avail-
able to the provinces/territories to address their
concerns over the appropriateness of the introduc-
tion of certain blood safety measures. As well, there
is limited direct communication between the prov-
inces/territories and Canadian Blood Services. This
has led to an environment in which the provinces/
territories believe they are not provided with ad-
equate information to make budget decisions, and
Canadian Blood Services, at times, perceives it is
not provided with guidance on the development of
policies (IBM 2002).

Summary
To summarize, the Canadian blood system intro-
duced substantial organizational reform in an
attempt to improve its safety. In the current blood
system there is interdependence between all orders
of government. Hierarchy exists between the fed-
eral government and the provinces/territories and
regions. The regions, represented by the operators,
and the provinces/territories work together collabo-
ratively to achieve policy goals. This system of
governance promotes the safety of the blood sup-
ply. It removes cost and political considerations from
influencing blood policy. However, it encourages the
implementation of safety measures with compara-
tively poor cost-effectiveness ratios. The current
system of governance has improved accountability,
although it  is  susceptible to problems with
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transparency. It also creates the potential for long-
term conflict to exist between the provinces/territories
and the federal government due to the fact that the prov-
inces/territories have to pay the increasing costs of
transfusion services that result from federal regulations.
Tables 3 and 4 summarize the allocation of roles and
responsibilities across orders of government in the
Canadian blood system and the effectiveness of the
set of intergovernmental arrangements.

FEDERALISM IN HEALTH SURVEILLANCE

REFORM

The analysis of governance in the blood system dem-
onstrates some of the advantages and disadvantages
of a hierarchical approach to federalism. Alterna-
tive forms of intergovernmental relationships have
been tried in other public health sectors, and each
bring with them different sets of advantages and

TABLE 3
Nature of the Intergovernmental Relationship in the Blood System

Interdependent Hierarchical Form of Relationship

Federal-provincial Yes Yes Federal-unilateral
Provincial-operator Yes No Collaborative
Federal-operator Yes Yes Federal-unilateral

TABLE 4
Effectiveness of Intergovernmental Arrangements in Blood Safety

Policy Effectiveness

Health • Improved coordination of activities
• Clear roles and responsibilities
• Cost considerations have limited impact upon introduction of safety measures

Economic • Economies-of-scale advantages
• Separation of funding and regulatory functions increase the likelihood of introducing cost-

ineffective safety measures

Democracy • Improved accountability
• Minorities better represented than majorities
• Improved but not optimal transparency

Federalism • Potential for conflict due to unfunded mandates
• Lack of intergovernmental interfaces
• No clear dispute-resolution mechanism
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disadvantages. Health surveillance has been under-
going reform in an attempt to address a series of
concerns, including unclear roles and responsibili-
ties, the presence of important gaps in health
surveillance and the lack of a coordinated national
approach to health surveillance. We have previously
described the nature and impact of federalism on
these reform initiatives (Wilson 2001). This analy-
sis specifically focused on the relationship between
the federal and provincial governments in their ef-
forts to develop the National Health Surveillance
Infostructure (NHSI), a component of the Network
for Health Surveillance in Canada. All orders of
government recognized the dangers of a fragmented
approach to health surveillance and the need to rec-
tify this problem. The NHSI was intended to be an
Internet-based network/infrastructure designed to
build capacity to help coordinate health surveillance
activities across the country. In developing the
NHSI, governments moved from a previous disen-
tangled approach toward health surveillance toward
a more collaborative approach. The collaborative
approach to surveillance reform was initially suc-
cessful and, in a comparatively brief period of time,
Ottawa and the provinces were able to work together
to develop a design and proceed with implementa-
tion of pilots. While the NHSI was federally
conceived, Ottawa’s choice of embarking upon a col-
laborative approach to the negotiations was
instrumental in ensuring provincial cooperation, par-
ticularly at a time when there was intergovernmental
acrimony surrounding the interpretation of the
Canada Health Act and the reductions in health-care
funding associated with the Canadian Health and
Social Transfer. The initial success of the collabo-
rative approach was attributed to the relatively
low-profile nature of health surveillance, which was
at the time one of the least contentious federal/
provincial areas.

At the conclusion of our study we identified poten-
tial obstacles to the eventual full implementation of
the health surveillance system. These included devel-
oping agreements on data-sharing, standardization of
data, and distribution of funding responsibilities. In

particular, for a coordinated surveillance system to
succeed local public health agencies must collect
similar surveillance data of a standard quality to
allow for the sharing of this data. This would pro-
duce substantial costs at the local level. Difficulties
in agreeing on how these costs would be distributed
across orders of government were viewed as an im-
portant obstacle in the establishment of a successful
surveillance system. Since the completion of our
analysis, full implementation of the plan for health
surveillance reform has not occurred. The lack of a
national approach to health surveillance was identi-
fied on two separate occasions by the auditor general
as a point of serious concern. In 1999, the auditor
general stated that federal, provincial/territorial, and
local governments needed to establish partnerships,
develop agreements on data-sharing and clearly out-
line roles and responsibilities for governing health
surveillance activities. The report identified serious
gaps in health surveillance and stated that the fed-
eral government needed to take a leadership role in
ensuring that health surveillance reform takes place
(Office of the Auditor General of Canada 1999). In
2002, the auditor general’s report indicated that only
limited progress had been made on addressing many
of these concerns. It specifically stated that few data-
sharing agreements existed between governments
and there were no agreements to ensure common
standards on data-collection activities (Office of the
Auditor General of Canada 2002). Ongoing problems
in health surveillance governance have also been high-
lighted by the response to the SARS outbreak. During
the outbreak there was concern about the inability of
different organizations to share information due to in-
consistencies in the standards for data-collection
(Abraham and Priest 2003).

LESSONS FOR PUBLIC HEALTH GOVERNANCE

REFORM DERIVED FROM THE EXPERIENCES OF

THE BLOOD SYSTEM AND HEALTH

SURVEILLANCE

Health surveillance and blood safety share many
features in common. Both domains are highly
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technical and of little public interest until the emer-
gence of a problem in the system. The emergence
of problems in either field has the potential to have
a large-scale adverse impact on the health of the
population. Because of these similarities, the two
public health areas lend themselves well to com-
parison. Based on such a comparison, the following
preliminary observations can be made regarding the
effectiveness of different intergovernmental regimes
in public health. Collaborative approaches appear
to be successful in designing and rapidly develop-
ing widespread consensus on reform. The plan for a
reorganization of the Canadian blood system largely
occurred collaboratively and the collaborative ap-
proach to health surveillance resulted in the design
of a comprehensive approach to national health sur-
veillance. However, once collaboration produces a
plan for reform, hierarchical approaches, in which
the federal government takes the lead, may more
effectively ensure timely implementation of the sys-
tem. This is primarily a result of the susceptibility
of collaborative approaches to providing slow, in-
cremental change due to the necessity of achieving
consensus across all orders of government. The re-
sultant delay in implementation of a new program
could have serious consequences in public health
areas in which rapid reform is needed to deal with
existing and emerging challenges. In contrast, a hi-
erarchical approach has the advantage of clearly
allocating roles and responsibilities across orders
of government, producing better defined account-
ability and allowing for the introduction of reform
in a faster manner. A primary concern with this ap-
proach is that provinces/territories may view the use
of hierarchy as a violation of their jurisdictional
sovereignty. However, in many instances the prov-
inces/territories may actually desire stronger federal
leadership, as has been the case in health surveil-
lance reform.

The federal government has two options avail-
able if it chooses to pursue a hierarchical approach
in public health sectors: introduction of conditional
funding programs or legislation. Provinces/territo-
ries may not welcome conditional funding programs

because of past experiences with such programs in
hospital and medical insurance. Their specific con-
cerns would be that the federal government might
initially agree to a generous cost-sharing agreement
(e.g., 50:50 cost-sharing) and then slowly reduce
funding while insisting that provinces/territories
maintain certain standards. However, while the prov-
inces/territories may be reluctant to agree to such a
funding system, they likely will find it difficult to
refuse federal dollars. If conditional funding agree-
ments cannot be reached the federal government may
be forced to rely upon legislation to achieve hierar-
chy. If the federal government does introduce
legislation, efforts must be taken to protect against
some of the adverse effects of this approach. Again,
learning from the blood system’s experience with
reform, measures specifically need to be taken to
protect the provinces/territories from the financial
consequences resulting from unfunded mandates. In
this area lessons could be derived from the US ex-
perience. Regulatory federalism has become
prominent in the United States since the 1960s, with
the federal government introducing a number of
regulatory relationships with state and local gov-
ernments. One analysis stated that between 1983 and
1992 federal mandates produced costs amongst state
and local governments of an estimated $10.85 bil-
lion (Conlan, Riggle and Schwartz 1995). The
impact of these additional costs precipitated a move-
ment to restrict further federal legislation that would
produce additional financial burdens for states and
local government, eventually resulting in the Un-
funded Mandates Reform Act of 1995. While the act
permits conditional funding programs, it forces cost-
benefit analysis of regulations and explanations of
intergovernmental mandates that would exceed $50
million. Amongst other components of the act is a
stipulation that federal agencies must consult with
state and local governments and make efforts to in-
troduce rules and regulations that impose the least
amount of burden (ibid.; Kelly 2003).

The Canadian federal government, if it chooses
to pursue a legislative approach to reform, should
consider the introduction of similar measures to
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protect against unfunded mandates in the Canadian
context. While in the short term such measures may
be perceived as impeding reform, in the long term
they may protect against intergovernmental conflict,
thus allowing for the long-term viability of the pub-
lic health programs. In addition to such measures,
other structural changes may need to be introduced
to address intergovernmental conflict in a timely
manner. These include the creation of independent
dispute-resolution mechanisms as well as the devel-
opment of interfaces that allow for effective
communication between the different orders of gov-
ernment. These bodies are best established prior to
the introduction of a public health program rather
than waiting until after the need for them arises.

Governments must also take measures to improve
transparency in the public health policy-making
process. The content of public health issues and the
nature of intergovernmental decision-making tend
to create the perception amongst the public that
important decisions concerning the public health of
Canadians are occurring behind closed doors. While
this concern may not exist at the time decision-
making is taking place, it could arise if problems
emerge in the system, as was the case with the Ca-
nadian blood system. Some steps governments could
take to improve transparency include publishing the

transcripts of intergovernmental discussions on the
Internet or allowing discussions to be open to the
public. In addition to improving transparency, these
steps may also facilitate decision-making by creat-
ing clearer accountability for decisions. This would
allow the public to retrospectively identify why a
decision was or was not made; who was primarily
responsible; and to reduce scenarios in which one
order of government blames the other for perceived
failures in the policy-making process. Table 5 sum-
marizes suggestions for public health governance
reform that emerge out of a comparison of blood
system reform to health surveillance reform.

In preparing its report on public health reform in
the wake of the SARS outbreak the National Advi-
sory Committee on SARS addressed the challenges
of establishing effective intergovernmental relation-
ships. The committee recommended a collaborative
approach to developing a Canadian Agency for Pub-
lic Health based on the recognition of the mutual
interdependence of the different orders of govern-
ment when it comes to developing and implementing
public health policies. The proposed agency is to be
at arm’s length from government, although it would
be federally financed and the Chief Public Health
Office would report to the federal minister of health.
The agency would provide funding on a project-by-

TABLE 5
Suggestions for Public Health Governance Reform

1. Initially utilize a collaborative multigovernmental approach to establish a plan for reform.
2. Establish federal-hierarchical approach to policy implementation either legislatively or through conditional-

funding programs.
3. If a legislative approach is taken, ensure that a mechanism is introduced to protect against unfunded

mandates.
4. Introduce an independent dispute-resolution mechanism and effective intergovernmental interfaces.

Ensure such systems are transparent.
5. Consider establishing a national body, or several regional bodies, at arm’s length from government. This

body would coordinate local public health activities and would be independent from federal/provincial/
territorial governments, except for having to meet regulatory requirements.

6. Develop rules by which interactions will occur with supranational bodies.
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project basis through local and provincial/territo-
rial partnerships and would work with provincial/
territorial orders of government in a collaborative
manner. However, the agency would have several
options to coerce cooperation if collaboration fails.
These include the ability to attach standards to the
programs that it has co-funded, and the threat of
withdrawing funding if these standards are not met.
Furthermore, the committee also recommended that
the federal government implement back-up health
protection legislation if negotiations with the prov-
inces/territories to develop this legislation on a
collaborative basis fail. Such legislation could pro-
vide the federal government with additional power
to ensure cooperation from provincial/territorial
governments. This, of course, could lead to the problem
of unfunded mandates and further intergovernmen-
tal acrimony (Wilson 2004).

FURTHER QUESTIONS FOR PUBLIC HEALTH

GOVERNANCE

While examination of the blood system and health
surveillance reform initiatives generates some sug-
gestions for different governance approaches to
public health reform, it also raises several questions.
For example, if the federal government adopts a leg-
islative approach to achieve hierarchy, the question
arises as to whether the provinces/territories could
successfully challenge this approach as being un-
constitutional. While the criminal law provisions of
the Constitution Act, 1982 permits federal regula-
tions for the purposes of health protection, the
question remains as to whether this provision would
permit legislation that mandates such activities as
data transfer and the maintenance of common data
standards. The residual powers given to the federal
government under the Peace, Order, and Good Gov-
ernment clause may also provide the federal
government with authority in this area. These pow-
ers can potentially be applied to areas in which the
impact of policy both within and outside a province
are linked, provinces cannot effectively regulate a
policy area on their own and the failure of one prov-

ince to regulate would affect the health of residents
of other provinces (Jackman 1996). Arguably, in
light of recent developments, proposed public
health-related legislation governing issues such as
data transfer could be seen as meeting all three cri-
teria. However, in the past, the courts have been
hesitant to approve legislation based on these re-
sidual powers (Choudhry 2002). Additionally, the
use of these powers would certainly create substan-
tial intergovernmental acrimony, which could
threaten future collaborations when federal unilat-
eral approaches are not an option.

Another question that arises for public health
governance is the role of public health agencies
which are at arm’s length from federal and provin-
cial/territorial governments. The blood system has
demonstrated some of the advantages of implement-
ing a national coordinating body, Canadian Blood
Services, which is in this position. The utilization
of a similar approach in other public health sectors,
for example, health surveillance, would involve the
creation of an agency that coordinates the activities
of local public health agencies. This agency would
have to follow federal regulations, but would also
have the ability to exceed these regulations when
necessary. The primary advantage of such a system
is that the political considerations of federal and
provincial/territorial governments would play a
lesser role in the execution of public health serv-
ices. It would create an environment in which
decision-making is more likely to be driven by the
need to address public health concerns. While one
coordinating body may be an initial goal, it is pos-
sible that some provinces/territories may opt out of
this arrangement. This may result in several regional
organizations with collaboration occurring across
these regional bodies. Such an approach may allow
for more targeted, region-specific approaches to
public health but would lose the advantage of econo-
mies of scale and national standards. This scenario
has also partially occurred in the blood system with
the presence of a second operator, as a consequence
of Quebec’s choice to exclude itself from the federal/
provincial/territorial discussions to develop a
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national blood service. The presence of a second op-
erator has caused concern amongst some individuals
in the blood system who believe that this results in
a fragmentation of the transfusion service and the
potential for two different standards of transfusion
care to exist in Canada. Others argue that the pres-
ence of a second operator introduces checks and
balances into the system and introduces a level of
healthy competition. The smaller operator, Héma-
Québec has also been viewed as having the ability
to respond more quickly to transfusion-related emer-
gencies which may arise, due to its smaller size
(Wilson et al. 2001). However, the presence of more
than one coordinating agency potentially results in
a loss of economies-of-scale advantages. It also re-
introduces the problem of developing agreements
across agencies for coordination of activities, a ne-
cessity for many public health activities.

While it did not directly arise in our examina-
tions of the blood system and health surveillance,
another question that public health officials will have
to address is how to develop agreements to govern
interactions with supranational governments.
Supranational governments will play an increasingly
important role in public health due to the challenges
created by public health threats crossing national
borders (Kickbusch 2000). These governments have
the potential to influence the development of policy
at the national level. The federal government’s de-
cision to enter into international agreements could
also have a direct impact upon the provinces/
territories not participating in the discussions sur-
rounding the agreement. In general, rules need to
be established to govern the role of supranational
governments in public health policy. Future appli-
cations of the model we have described need to
identify how a supranational government fits into
the public health intergovernmental spectrum.

CONCLUSION

Given the central importance of coordination in pub-
lic health, the rapid development of public health

technologies and the continued emergence of pub-
lic health threats a more thorough understanding of
the impact of intergovernmental relationships on
public health is essential. In this article we have
provided an initial step toward this goal, a frame-
work for describing intergovernmental relationships
in public health. We used this framework to describe
governance in the blood system and evaluated the
impact of the set of intergovernmental relationships
on the domains of policy effectiveness, democracy,
and federalism. We also demonstrated the value of
drawing comparisons with other public health sec-
tors, in this instance, health surveillance. The
material presented here, however, is only a first step.
More work needs to be done refining these analytic
techniques and additional study of governance regimes
in other public health sectors also needs to be con-
ducted. There are many opportunities for such analyses
as several national initiatives have been proposed or
are in the process of development, including the Na-
tional Immunization Strategy and the Centre for
Emergency Preparedness and Response (Naus and
Scheifele 2003; Health Canada 2002). By comprehen-
sively and systematically examining the governance
challenges of the past and the present, public health
officials should be better prepared to address public
health governance challenges in the future.

NOTES

Blood safety case study research was conducted in con-
junction with the University of Ottawa Centre for
Transfusion Research and was funded by grants from the
Canadian Institutes of Health Research.

Dr. Wilson is supported as a New Investigator by the
Canadian Institutes of Health Research.

1In the original, methodology hierarchy referred to the
ability of the federal government to exercise its influence
in an area of exclusive provincial legislative jurisdiction
through conditional funding programs. In the methodol-
ogy we present here we restate hierarchy to refer to the
ability of one order of government to coerce another or-
der of government into actions either through legislation
or attaching conditions to financial transfers.
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2While not originally described, in a later analysis
based on the original methodology, Lazar identified the
possibility of independence and hierarchy existing in the
case of health-care cost containment. The federal gov-
ernment and provincial government independently went
about introducing measures to control rising health-care
costs. The federal government’s measures, specifically the
reduction in funding associated with the Canadian Health
and Social Transfer, directly impacted upon provincial
policy-making. It may be important to consider this form
of federalism in analysis of public health policy.

3For this analysis we are considering blood safety in
the regulatory sense. This involves the introduction of
safety measures at a national level to protect the blood
supply from primarily infectious threats. Important com-
ponents of blood safety occur at the hospital level,
including ensuring appropriateness of transfusion and
preventing and managing transfusion reactions. This com-
ponent of blood safety is primarily the responsibility of
hospitals with some involvement of provincial govern-
ments. However, we are not considering this component
of blood safety in this analysis.

4In developing donor deferral criteria for individuals
who had travelled to the United Kingdom to protect the
blood supply from variant Creutzfeldt-Jakob disease,
Canadian and American blood officials made efforts to
coordinate their policies. Both blood systems chose to
defer individuals who had spent six months in the United
Kingdom between 1980 and 1996. However, Canadian
and American officials subsequently developed separate
policies for deferring individuals who had travelled to
France.

5In responding to a performance review conducted by
IBM consulting services which recommended a re-evalu-
ation of NAT testing for hepatitis C, Canadian Blood
Services stated that this would not be consistent with in-
ternational trends.

6As evidence, several recently introduced blood safety
measures have cost-effectiveness ratios in the millions of
dollars per quality adjusted life year (QALY) saved. For
example, the estimated cost-effectiveness ratios for NAT
testing for hepatitis C virus and p24 antigen testing for
HIV are $2,000,000/QALY.

7Between 1988/99 and 2001/02 blood system costs
have increased from an annualized total of $422 to $638.8
million. These increases are due to both the cost of safety

measures and the increased use of blood products such
as intravenous immunoglobulin. Further increases in costs
are expected due to the introduction of additional safety
measures such as NAT testing for West Nile virus.
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