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Foreword 
 
Canadians have been clamouring for more attention to the accountability of the health 
care system in many different ways.  It was identified as a priority issue in a national 
consultation on research priorities in 2001, it was highlighted in all the major health 
system reviews prepared for the provinces and the federal government from 2001 to 
2003, and citizens themselves issued a strong challenge in the Citizens’ Dialogue on the 
Future of Health Care prepared for the Romanow Commission in 2002.  Yet 
accountability for health care is not an established focus in the Canadian research 
community, and there are relatively few source documents to start the process rolling. 
 
CPRN decided to fill this gap with a series of seven papers designed to explore the 
concept of accountability and how it might apply to health care.  Papers will explore the 
concept of accountability, map the statutory accountabilities written into provincial and 
federal legislation, assess four principal approaches to accountability under discussion 
today: citizen engagement, legal approaches, performance reporting, and citizen 
governance.  The series will close with a synthesis paper to summarize our learnings 
and suggest next steps. 
 
This paper, by Susan Zimmerman, is the fifth in the series.  She takes on an important 
first step toward mapping the actual accountabilities established in Canadian health care 
legislation, asking the question “Who’s responsible for what?”  She does not, however, 
examine the regulations that flow from this legislation, a step necessary to see the full 
dimensions of these accountabilities.  She finds that the statutory accountabilities 
emphasize licensing and inspection, that is, how the government should hold the service 
provider or facility operator to account for quality.  On the other hand, she finds relatively 
little attention is paid to accountabilities to the public, the primary payers for and users of 
health care services. 
 
I wish to thank the author, who is a lawyer, for this first Canadian effort at mapping the 
accountabilities embodied in the key health legislation across Canada.  I also wish to 
thank the reviewers of this paper and the funders who have made the Accountability 
Series possible. 
 
 
Judith Maxwell 
February 2005 
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Executive Summary 
 

  
The primary purpose of this paper is to provide an overview of the types of 
accountabilities enshrined in provincial, territorial and federal legislation related to health.  
The paper focuses primarily on provincial and territorial legislation, given that the key 
responsibilities within the health care system rest with the provinces.  Due to time and 
resource constraints, it does not cover the myriad of regulations that accompany such 
legislation and which could provide a more nuanced picture of accountability.  The paper 
is designed to map how we frame accountability relationships within the health care 
system rather than to give detailed descriptions of how those relations may be 
operationalized.  In short, it looks at ‘who is responsible for what’ rather than detailing 
how they do it.  
 
Methodology 
 
The paper looks at legislation that pertains to the health care system generally – statutes 
governing regulated health professions, health departments, health facilities, public 
health, and regional health authorities.  With respect to health care providers. We have 
chosen physicians as a representative sample, on the basis that they would be as likely 
as, if not more likely than other health care professionals to be held accountable for the 
health and safety of the public.  Even with this narrowed focus, the paper covers a 
review of over one hundred statutes as reflected in the attached tables. 
 
It categorizes the key accountability activities of key players within the health care 
system (within the limits described above and represents them in a matrix form.1 The 
idea was to sketch a map of where accountabilities currently lie, and where clear gaps 
may be identified.  For the purposes of the paper the key players considered are: 

• government;  
• government agencies and commissions;  
• regional health authorities;  
• professional colleges (that is, the regulatory bodies for each health profession); 
• facilities (predominantly public and private hospitals, psychiatric facilities, nursing 

homes and long-tem care facilities); and  
• providers (that is, individual health care providers). 

 
With respect to each player, the paper considers the types of accountability activities for 
which they are responsible in legislative terms.  These legislative responsibilities are 
divided into four broad categories: 

• standards; 
• resources; 
• public engagement and responsiveness; and 
• quality and evaluation. 

 
 

                                                 
1 The matrix (Appendix A) will be published separately in the near future.   
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Findings 
 
Responsibility for establishing standards in the health care system lies primarily with 
provincial ministers and departments of health, in conjunction with specialized 
government agencies.  Regional health authorities have an important role to play in 
helping to develop and especially to implement their respective government’s priorities 
and objectives.  Professional colleges play a significant role in setting standards of 
practice and standards of ethical conduct for those health care providers in regulated 
professions.  Those who operate health care facilities also play a role in establishing and 
upholding the operational and professional standards in their institutions. 

 
Only health ministers and regional health authorities have significant authority over 
financial resources.  The specific appropriation of financial resources is one not 
ordinarily addressed in legislation.  As for human resources, there is little in the way of 
legislative accountability for any of the main actors identified.  This may mean that 
issues of human resource planning are dealt with at the level of policy, or administration. 
It may, however, signal a lack of focus on strategic planning in the area of health human 
resources.   
 
Public engagement and responsiveness is also an area which few legislative 
provisions address.  In this domain, professional colleges appear to rank highest in 
terms of providing for public representation in decision-making, transparency, and 
complaint mechanisms.  Regional health authorities also rate reasonably well in terms of 
statutory attention to public representation, public participation and transparency.   
 
Finally, in the area of quality and evaluation, the government takes the lead in all 
aspects: monitoring quality, providing information, and sponsoring research.  
Government agencies and professional colleges also have a significant monitoring 
function, while regional health authorities are a significant source of information for the 
public.   
 
A review of statutory provisions without reference to their accompanying regulations 
does not provide a complete picture of legislative accountability.  It can however provide 
a rough measure of the types of accountability on which governments are most focused, 
and it can provide a good indication of the parties primarily responsible for such 
accountability. 
 
The requirements for effective accountability were defined in an earlier paper in this 
series as: clarity of purpose, clarity of responsibilities, appropriate resources, and 
evaluation and feedback.  Accountability to the public for health care and for the proper 
functioning of the health care system is distributed, though unevenly, among all the main 
actors identified.   
 
What does this unevenness reveal?  In very broad terms, one can say that governments 
and their agencies are primarily concerned with setting standards and monitoring them. 
They seem to be less occupied with engaging the public and responding to the concerns 
of the public whether expressed individually or collectively. Professional colleges afford 
the individual opportunities to express dissatisfaction with services they have received 
from a health care provider.  The current system of accountability offers few parallel 
structures for members of the public to express, individually or collectively, their 
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dissatisfaction with access to or the quality of services provided by the health care 
system. 
 
The legislation surveyed relies heavily on a model of accountability that, in its emphasis 
on licensing and inspection, runs predominantly between the government (directly or 
indirectly) and the service provider or facility operator.  The power to enforce standards 
may be exercised in the public interest, but it does not provide much room for direct 
accountability to or direct engagement by members of the public.  

In the end, health care is a public trust, and the ultimate responsibility for assuring the 
quality of those who deliver it lies appropriately in the hands of public officials.  By the 
same token however, no one has a greater interest in or more direct knowledge of the 
quality of health care services than the members of the public who receive them.  
Providing more direct avenues for accountability to the public in legislation would send a 
strong message that government understands to whom it is answerable.  A more direct 
relationship between government and the public could also provide the feedback that 
government needs to clarify the appropriate purpose, responsibilities and resources for 
an effective health care system.   
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INTRODUCTION 

In a rough and ready way, accountability boils down to a few simple questions: who is 
responsible to whom, for what? How do we know if they have not fulfilled that 
responsibility?  What is the consequence for not fulfilling that responsibility?  This paper 
presents a review of Canadian health-related legislation with these questions in mind. 2   

Time constraints and the sheer volume of such legislation placed an important restriction 
on this project – it does not cover the regulations associated with the legislation 
reviewed.  This necessarily results in an incomplete picture, as regulations are frequently 
a source of much important detail with respect to the implementation of legislative goals.  
Also, it focuses on provincial and territorial legislation, given that the primary 
responsibility for the organization of health systems lies at the provincial/territorial level.  
For that same reason, it does not exhaustively cover the accountability relationships in 
health legislation at the federal level.   

Of the three key questions noted above – regarding relationships, monitoring, and 
consequences – legislation is best suited to answering the first question: who is 
responsible to whom?  With its focus on legislation, this paper is likely to reveal most 
about how we frame accountability relationships. 

Statutes alone do not necessarily provide a comprehensive picture of legal 
accountability in the health care system.  They do however contain the essence of the 
government’s goal, message or purpose.  It is therefore particularly noteworthy when 
legislators have inserted specific markers of accountability in a statute.  I have tried to 
demonstrate this point in the text by highlighting legislative provisions that contain fairly 
specific markers of accountability.  Consequently, while a review of statutes alone 
cannot paint the full picture, it can provide a useful outline of the landscape, identifying 
where accountability is concentrated, what types of accountability are most prevalent, 
and where there are weak spots or gaps.  That is the aim of this paper. 

Because health care statutes cover such a wide range of topics and players, it was 
necessary to break down areas of accountability into broad categories.  The question 
“who is responsible” was broken down into the following players3: 

•  government;  
• government agencies and commissions;  
• regional health authorities;  
• professional colleges (that is, the regulatory bodies for each health profession); 
• facilities (predominantly public and private hospitals, psychiatric facilities, nursing 

homes and long-tem care facilities); and  
• providers (that is, individual health care providers).4 

                                                 
2 A list of the acts reviewed is included as Appendix B.  The paper focuses primarily on provincial and territorial 
legislation.  For an analysis of accountability in federal health legislation specifically, see for example http://www.hc-
sc.gc.ca/english/pdf/romanow/pdfs/13_Flood_E.pdf (accessed 13 November 2004) which advocates accountability under 
the Canada Health Act by requiring that provinces establish processes to define and comply with the five criteria of the 
CHA; S. Choudhry, The Enforcement of the Canada Health Act (1996) 41 McGill L.J. 461 
(http://www.journal.law.mcgill.ca/abs/412choud.htm, accessed 13 November 2004); C. Flood, Accountability, Flexibility 
and Integration: How to Fix Medicare (2000) 21: 4 Policy Options 17-19. 
3 Other categories were considered, such as health care organizations and industry, but as they did not commonly appear 
to be charged with legislative responsibilities, in the end they were not included. 
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This list reflects the key players involved in the governance of the health care system.  
There are of course other bodies with a strong interest or involvement in health care, 
such as unions and educational institutions where research and training takes place.  To 
include these players as well would have moved the paper into accountability 
relationships that extend beyond the health care system. By broadening the scope too 
far, we would have lost the focus on health legislation by moving into legislative areas 
such as labour, research and training.  We chose therefore to limit the focus. 

The question “for what are they responsible” was broken down into the following 
categories: 

• standards; 
• resources; 
• public engagement and responsiveness; and 
• quality and evaluation. 

These categories were subdivided to reflect the types of accountabilities that emerged 
from the review.  Standards include those set for the health care system in general, 
institutional standards, and clinical and professional standards.  Resources were divided 
into financial resources and human resources.  Public engagement and responsiveness 
covered a broad range: citizen representation in decision-making; public participation 
(e.g. public meetings of a board); transparency (e.g. the issuance of public reports); 
complaint mechanisms; appeal mechanisms; and public education and information. 

These key accountability activities, and the key players responsible for them are 
represented in a matrix.  The idea was to categorize statutory provisions on this matrix, 
both to get a handle on where accountabilities currently lie, and where clear gaps may 
be identified.5     

 A note on methodology: given the large number of statutes that touch on health 
and health care in Canada, it was necessary to be selective about which ones to review.  
The focus of this paper is therefore on acts that pertain to the health care system 
generally - acts governing regulated health professions, health departments, health 
facilities, public health, and regional health authorities.  Similarly, the paper could not 
cover all legislation pertaining to health care providers.  I chose instead to focus on 
physicians as a representative sample, on the basis that they would be as likely as, if not 
more likely than other health care professionals to be held accountable for the health 
and safety of the public.  Even with this narrowed focus, the attached tables reflect over 
one hundred acts reviewed. 

                                                                                                                                               
4 For the purposes of this paper, “health care providers” is restricted to individuals. 
5 The matrix (Appendix A) will be published separately in the near future.   
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FINDINGS 

Accountability to the public for health care and for the proper functioning of the health 
care system is distributed, though unevenly, among all the main actors identified.  There 
is no doubt, however, that the main locus of accountability to the public lies with 
provincial governments – specifically, provincial health ministers and their departments 
and delegates.  The ministers exercise some of this responsibility directly, e.g. through 
the power to grant permits and licences, and some of it indirectly, e.g. through the 
oversight of authority delegated to commissions, agencies or regional health authorities.   

The following sections cover the four types of accountability identified in the matrix.  
Each section will begin with a table that attempts to capture which actors are most 
responsible for that type of accountability, which actors are less involved, and which are 
not involved at all, under the legislation reviewed.  The numbers in these tables refer to 
the number of jurisdictions where I found at least one legislative provision regarding that 
type of accountability.  The sections themselves offer specific examples of legislative 
provisions for accountability.  These provisions may be assessed in light of the four 
elements required for effective accountability, as determined in the literature review 
conducted by Fooks and Maslove: 

- clarity of purpose; 
- clarity of responsibilities; 
- appropriate resources; 
- evaluation and feedback. 

 

Standards 

 
 
Standards 

 
 
Government 

 
Government 
Agencies 

Regional 
Health 
Authorities 

 
Professional 
Colleges 

 
 
Facilities 

 
 
Providers 

 
Health Care 
system 
 

 
13 

 
6 

 
8 

 
1 

 
2 

 
0 

Institutional 10 1 1 1 7 1 
Clinical and 
Professional 

 
10 

 
9 

 
2 

 
10 

 
5 

 
7 

 

Health Care System 

The introductory provisions of an act often set out its purpose.  In health care legislation, 
this usually means setting out the objectives for the system and the powers accorded to 
the health minister or other relevant body to achieve them.  These tend to be expressed 
in general terms: to oversee and promote the health and physical and mental well-being 
of the population [Ont., 6 MHA]; to improve the state of health of individuals and the 
standard of health of the population [Que., 2,3 MSSS]; to pursue policies that promote 
and support the health of the population [N.B., 57 PHA].  Even at the broad level of the 
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health care system, however, it is possible to be more specific. In New Brunswick, for 
example, the Minister has a duty to establish, in consultation with regional health 
authorities (RHAs), an accountability framework that describes the roles of government 
ministries and RHAs, and specifies the responsibilities each has toward the other [N.B., 
7 RHAA].  In a similar vein, the minister in Quebec enters into management and 
accountability agreements with regional health authorities, which must contain, among 
other items, a definition of the board’s mission and strategic directions, an annual plan 
describing objectives for the board’s first year and how they will be achieved, and the 
main indicators to be used in measuring the results [Que., 385.2, 385.4 HS]. 

Institutional Standards 

At the level of institutions, again the responsibility lies primarily with each minister of 
health to establish and maintain adequate standards.  Ministers issue licences for health 
care facilities such as private hospitals and long-term care homes, and have the 
authority to suspend or revoke licences where operators do not satisfy those standards. 

The Yukon provides examples of more explicit provisions.  The Minister is accountable 
to the Legislature for any delegation of power to a health and social services board 
[Yukon, 11, 14 HA].  The preamble to Yukon’s Hospital Act (while not binding in itself) 
states that the Legislature has the responsibility to ensure compliance with the 
appropriate standard of facilities and appropriate standards of care.  Ontario’s Long 
Term Care Act establishes a Bill of Rights for those receiving a community service, and 
the Act and regulations must be interpreted so as to advance the objective of respect for 
those rights [Ont., 3 LTCA]. 

Clinical and Professional Standards 

Responsibility for establishing the practice standards for certain health care officials or 
health care providers lies with the provincial health minister, or with government 
agencies or boards.  So for example, public health officials must meet provincial 
standards; emergency medical assistants and ambulance operators must receive 
provincial permits or licences.   

Independent professional colleges set the standards and regulate the practice of health 
care professions through legislative authority delegated by the province or territory. 
Typically, legislation will speak of the duty of a professional college to establish, monitor 
and enforce standards of education and qualifications for registration; standards of 
practice to enhance the quality of practice; and the need to establish and maintain a 
continuing competency program to promote high practice standards [B.C., 16 HPA; N.S. 
4(3) MA; PEI, 3 MA]. 

Professional colleges or licensing boards are the primary focus of accountability for 
clinical and professional standards.  A college exercises exclusive authority to discipline 
its members.  Its accountability for professional standards, though a public trust, is not 
generally expressed in terms of a direct statutory accountability to the public.  So for 
example physicians who are aware that a colleague is unfit to practice, incompetent, or 
may constitute a danger to the public must report this knowledge to their professional 
college [PEI, 32.2 MA; Yukon, 30 MPA].  Any duty on the college to communicate such 
knowledge to the public would only come after an investigation or the completion of a 

_____________________________________________________________________________ 
4                                       February 2005                     Canadian Policy Research Networks Inc. 



 

complaint process.  An Alberta provision specifies that medical staff of a hospital is 
responsible to the hospital board for the quality of its professional services [Alberta, 14 
HA].  Presumably such provisions are founded on the notion that if boards and 
professional colleges fulfill their responsibilities diligently, the public is protected, even if 
it is not involved, other than through lay members on disciplinary boards.  The non-
publicity of disciplinary processes in the investigative stages also serves to protect the 
privacy of professionals until they have been found guilty of lack of competence or 
misconduct. 

An explicit requirement for performance measures is rare.  In Alberta, the Health Care 
Protection Act requires that the Minister ensure there are performance measures for 
insured surgical services to be provided at surgical facilities [Alta, 8(3) HCPA].  In New 
Brunswick, the Minister must establish a Professional Review Committee made up of 
physicians, to examine and make recommendations on matters referred to it in relation 
to the quality of medical service, whether the level of service exceeded what was 
medically required, and whether there has been misuse of the fee schedule [N.B., 5.7 
MSPA]. 

 

Resources 

 

Resources 

 

Government 

 
Government 

Agencies 

Regional 
Health 

Authorities

 
Professional 

Colleges 

 
 

Facilities 

 
 

Providers
Financial 12 5 9 1 3 1 

Human  5 3 4 1 0 0 

 

Financial Resources 

Accountability provisions for financial resources in the health care system relate mainly 
to financial management and to oversight, that is, to budgets and audits.  These 
provisions cover oversight of individual physicians’ practices, hospitals, and provincial 
health care insurance plans.  Such provisions also address the appropriate use of public 
money.  For example, in Ontario, the Minister may provide, reduce or terminate any 
financial assistance to a public hospital if it’s in the public interest to do so.  In deciding 
what is in the public interest, the Minister may consider the availability of financial 
resources for management of the health care system and for delivery of heath care 
services. [Ont., 5 and 9.1 PHA] 

New Brunswick provides an example of a more specific accountability provision.  It sets 
an objective in legislation that the growth rate of the Department of Health and 
Community Services equal or exceed the real growth rate of the New Brunswick 
economy [N.B., 2 HCFGA].  Yukon also has a specific provision requiring that the 
proportion of the health budget appropriated for health promotion increase, and that 
money appropriated under that section only be spent on preventive health and health 
promotion programs and services.  [Yukon, 7 HA].  (The non-binding preamble to 
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Yukon’s Hospital Act states that the Legislature is responsible for ensuring the 
responsible use of public funds). 

It should also be noted that the Canadian Institutes of Health Research Act states as an 
objective: “to excel in the creation of new knowledge … by … ensuring transparency and 
accountability to Canadians for the investment of the Government of Canada in health 
research.” [Federal, 4(1) CIHRA]. 

Human Resources 

Provisions dealing with human resources in the health care system focus mainly on the 
equitable distribution of physicians to serve the entire population.  For example, the New 
Brunswick Minister may establish maximum desirable levels of full-time equivalents for 
physicians with various types of practices, and the Minister’s determination of a 
physician’s area and type of practice is final [N.B., 2.2, 2.3 MSPA].  In Prince Edward 
Island, the Minister must develop and implement a physician resources management 
strategy, and shall determine, with the help of a Physician Resource Planning 
Committee, the complement of physicians for the province and the conditions for their 
participation [PEI, 2.1, 2.2 HSPA].  Quebec’s Medical Council (Conseil médical du 
Québec) plays an advisory role to the Minister on medical staffing needs, and may be 
consulted on policies relating to the medical work force, and on how to obtain the right 
distribution of medical staff in all regions of Quebec [Que., 17(2), 18(2,3) CMA]. 

There are also provisions requiring human resource planning for other health care 
providers.  Nova Scotia requires district health boards to participate in the development 
of provincial human resource plans for the health system [N.S., 20(e) HAA]. It also calls 
for its Health Research Foundation to allocate funds to support the province’s capacity 
development, including the retention of skilled personnel [N.S., 12(b) HRFA].  New 
Brunswick requires its RHAs to develop a regional health and business plan, including a 
statement of how financial and human resources will be allocated to meet the RHA’s 
objectives [N.B. 32(1)(j) RHAA]. 

 

Public Engagement and Responsibilities 

 
Public  
Engagement and 
Responsibilities 

 
 
 

Government 

 
 

Government 
Agencies 

 
Regional 

Health 
Authorities 

 
 

Professional 
Colleges 

 
 
 

Facilities

 
 
 

Providers 
Representation 
in decision-making 

 
6 

 
6 

 
5 

 
9 

 
2 

 
0 

Public Participation 5 3 7 0 2 0 
Transparency 6 4 7 10 4 1 
Complaint 
Mechanisms 

 
4 

 
4 

 
2 

 
8 

 
2 

 
1 

Appeal 
Mechanisms 

 
5 

 
3 

 
1 

 
5 

 
2 

 
1 

Public education 
and information 

 
6 

 
4 

 
2 

 
3 

 
3 

 
1 
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Representation in Decision-making 

This section highlights legislative provisions that require the appointment of members of 
the public to various boards and committees in the health care system, whether within 
government or within institutions.  These provisions often specify only the particular 
types of expertise required.  Members representing the broader public may be referred 
to simply by what they are not. For example, the Medical Review Committee and 
practitioner review committees established by Ontario’s Health Insurance Act require a 
certain number of medical practitioners, and a number of members whose only 
descriptor is that they must not be physicians [Ont., 5(2), 6 HIA].  Alberta has a similar 
stipulation for the council of its college of physicians and surgeons [Alta., 10 MPA]. 

There are, however, examples of provisions that do specify with greater precision that 
members of the public should or must be represented on various decision-making 
bodies, and even how they should be selected.  British Columbia’s Medical Services 
Commission requires that three of its nine members be appointed on the joint 
recommendation of the Minister and the B.C. Medical Association to represent 
beneficiaries [B.C., 3(1)(b) MPA].  Yukon requires that the board of trustees of the Yukon 
Hospital Corporation include three members from the public at large [Yukon, 5(1)(g) 
HoA].  In appointing members to Ontario’s district health councils, the Minister and 
Cabinet must consider the importance of ensuring that each council reflects the area’s 
diversity in terms of gender, age, disability, place of residence within the district and 
cultural, ethnic, linguistic and spiritual factors [Ont., 8.1(3) MHA].  To select nominees for 
the board of directors of a district health authority in Nova Scotia, nominating committees 
must use an open and transparent process, and must have regard to the need for broad 
representation of communities [N.S., 52 HAA].  The Northwest Territories requires  that, 
before appointing a Board of Management for health facilities or social services facilities 
in any community, the Minister must solicit suitable names from the councils of those 
communities, and must satisfy himself or herself that the Board’s membership 
adequately represents the community or communities served by that Board [NWT, 10(3-
5) HIHSAA]. 

The board of Quebec’s health insurance plan (Régie d’assurance maladie du Québec, or 
RAMQ) must include members appointed after consultation with the business community 
(two members), labour (one member) and organizations representing consumers (two 
members) [Que., 7 RAMQ].  At the regional level, each regional board in Quebec must 
have a people’s forum, whose members are chosen by the regional board’s board of 
directors, after consulting with various socio-economic organizations in the region.  
[Que., 343.1 HS]. 

Public Participation 

In addition to providing for public representation on decision-making bodies, health care 
acts also provide for public engagement and public consultation in various contexts.  For 
example, the provincial director of nursing homes in Ontario must not issue a licence for 
a home unless the public has been notified and given an opportunity to make written and 
oral submissions [Ont., 12 NHA].  A regional health authority must establish one or more 
community advisory networks for the health region to get advice respecting the provision 
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of health services in the region [Sask., 28 RHSA].  In Manitoba, a RHA must consult on a 
proposed regional health plan with such persons it considers appropriate, including 
Indian Bands [Man., 24(2) RHAA].  Quebec requires that the Minister of Health and 
Social Services promote the participation of individuals and groups in devising means to 
meet their needs in the field of health and social services [Que., 3(f,g) MSSS].  One of 
the objects of regional boards is to ensure public participation in the management of the 
public network of health services and social services and ensuring the protection of 
users’ right; the regional board must ensure that mechanisms for public participation 
provided for in this act, such as users’ committees, are implemented [Que., 340(1), 343 
HS].  The people’s forums that Quebec’s regional boards must establish are responsible 
for setting up different modes of consultation with the population on issues regarding 
health and well-being, and on making recommendations on how to improve popular 
satisfaction regarding available health and social services [Que., 343.2 HS].  The (non-
bindin) preamble to Yukon’s Hospital Act assigns responsibility to the Legislature to 
ensure community participation in the operation of hospitals. 

Transparency 

Transparency provisions cover a range of approaches to making information publicly 
accessible.  They include publishing disciplinary decisions, facilitating access to 
information, and holding public meetings of decision-making bodies.  Some examples 
follow. 

The health minister in British Columbia must maintain a list of hospitals, their 
classifications and grades, and this list must be available for public inspection from the 
Ministry of Health [B.C., 32.1 PHA].   RHAs in Alberta must publish the terms of an 
agreement designating a surgical facility to provide insured services [Alta, 12 HCPA].  
The board of trustees of the Yukon Hospital Corporation must hold at least one of its 
meetings in public each year to allow members of the public to obtain information and 
make recommendations about the Corporation’s programs and services, and its budget, 
facilities and operation [Yukon, 14 HoA].  Meetings of RHAs or community health 
councils in British Columbia, Alberta and Saskatchewan are open to the public, subject 
to considerations such as weighing the benefits of disclosure against any resulting 
breach of privacy [B.C., 8(3) HAA; Alta, 12 RHAA; Sask., 49 RHSA].  In Manitoba, Prince 
Edward Island and New Brunswick, regional health authorities hold annual public 
meetings [Man., 18(4) RHAA; PEI, 26 HCSA; N.B., 39 RHAA].  Similarly, in Quebec, the 
people’s forum must meet with the board of directors of its regional board at least twice a 
year, and those meetings must be open to the public [Que., 343.4 HS].  The 
management and accountability agreement between the Minister and the regional board 
is a public document [Que., 385.3 HS].  As well, discipline hearings and hearings of the 
Professions Tribunal are open to the public (although the discipline committee may 
restrict access to preserve professional secrecy or a person’s privacy or reputation) 
[Que., 142, 173 PC]. 

Complaint Mechanisms 

The complaint mechanisms set out in legislation deal almost exclusively with complaints 
by or on behalf of individuals about the acts of a specific health care provider.  Where 
the complaint concerns a member of a regulated health profession, it is directed to and 
investigated by the relevant professional college [e.g. B.C., 32 HPA; PEI 32.1 MA, Que., 
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126-128 PC].  Where it concerns workers who provide other types of health services, for 
example emergency medical assistants or ambulance workers, complaints may be 
directed to the appropriate licensing or certifying body.  As a rule, these complaints must 
be in writing [B.C., 32 HPA; Sask., 43.1 MPA; Man., 42, 43 MA; Yukon, 24 MPA].   

In some cases, bringing a complaint is not a matter of choice but a legal obligation.  For 
example, under Ontario legislation, a person other than a resident of a nursing home 
who has reasonable grounds to suspect that a resident may suffer harm must report the 
suspicion and reasons for it to the provincial Director of nursing homes, and the Director 
must have the report investigated.  Also, if the licensee of the nursing home receives a 
written complaint, he or she must forward any written complaint concerning the care of a 
resident or the operation of a nursing home to the Director [Ont., 25(1, 7), 26 NHA].  
Ontario also requires that an agency providing community services give notice to those 
receiving its services of the procedure to make complaints regarding the agency and any 
of its service providers – one way of rendering the complaint mechanism more effective 
for those who may have occasion to avail themselves of it [Ont., 25(2)(b) LTCA]. 

Quebec has a Health and Social Services Ombudsman whose role is to see to it that 
users of the health care system are respected and their rights are enforced.  The 
Ombudsman’s main function is to examine complaints made by users, including the 
heirs or representatives of deceased users.  The Ombudsman must establish a 
complaint examination procedure that, among other things, allows for rapid access to 
his/her services and provides assistance to users who wish to make a complaint [Que., 
7-10 HSOA].  In addition to these services, the Minister must, after consulting with the 
regional board, give a community organization the mandate to assist users who wish to 
address a complaint to an institution, to the regional board or to the Health Services 
Ombudsman.  It is then the duty of the organization to inform the user of the complaint 
process, help define the subject of the complaint, help draft the complaint and support 
the user at every stage of the proceeding and contribute to the enforcement of the user’s 
right and the improvement of the quality of services [Que., 76.6, 76.7 HS]. 

In general, complaint mechanisms relating to health care focus on complaints about the 
conduct of individual health care providers.  There are however examples of complaints 
concerning care received in institutions or concerning health and the health care system 
more broadly.  Every institution in Quebec must have a by-law establishing a procedure 
for examining complaints concerning the institution (as well as complaints concerning 
physicians, dentists and pharmacists) [Que., 29 HS].  In Alberta, the Health Facilities 
Review Committee must investigate the care, treatment and standards of 
accommodation following a complaint made by or on behalf of a patient [Alta, 8 and 13, 
HFRCA].  Ontario has a similar provision, referred to above, concerning complaints 
regarding residents of nursing homes [Ont., 25 NHA]. Another type of complaint that 
focuses on health, but not on individuals, is complaints concerning an occupational or 
environmental health hazard.  In Ontario, such complaints are to be directed to a medical 
officer of health, who then has a duty to notify the responsible ministry, investigate, and 
report back to the complainant [e.g. Ont., 11 HPPA].  

Appeal Mechanisms 

Most appeal mechanisms are simply an extension of complaint mechanisms – the next 
step after a decision which did not provide satisfaction to either the complainant, or the 
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health care provider.  Appeal mechanisms apply not only to claims concerning 
professional competence, but also to the review of a range of administrative decisions. 

For example, appeals exist for persons denied certain benefits such as being registered 
as an insured person [Ont., 20 HIA], or denied compensation from the provincial fund for 
compensating those injured in the course of vaccination [Que., 76 PHA].  Similarly, a 
person may appeal a departmental decision regarding their rehabilitation allowance [Nfld 
& Lab., 10-12 RA].  A person may apply to a review board where a service provider has 
denied them access to their personal record [Ont., 36(4) LTCA]. 

Quebec has incorporated a measure to ensure that complaints proceed without delay.  
Where a regional service quality commissioner does not provide a response to a 
complaint concerning any service or activity of a regional board within a fixed delay, the 
lack of response is equivalent to a dismissal of the complaint, giving rise to the 
complainant’s right to appeal to the Health Services Ombudsman [Que., 72 HS]. There is 
also a provision to protect complainants from reprisals or attempted reprisals – the only 
such provision I came across [Que., s.73]. 

Some appeal mechanisms relate to communal aspirations or grievances, and exist 
independently of complaints concerning individuals.  Manitoba provides for 10% of 
electors to petition the Minister for establishment of a hospital district where councils of a 
majority of municipalities in the proposed district have disapproved the plan [Man., 31 
HAS].  Also in Manitoba, 20% of electors resident in an area may appeal to the Municipal 
Board from the apportionment of any budget deficiency among included municipalities 
by the governing board of a hospital district [Man., 54(11) HSA]. 

Public Education and Information 

Most provinces have legislative provisions relating to public awareness campaigns that 
address specific aspects of health promotion and disease prevention.  So for example, in 
British Columbia the Minister must from time to time publicly distribute literature and 
practical information about the prevention and spread of contagious and infectious 
diseases [B.C., 14 HA].  Public health directors in Quebec may organize public 
information and public awareness campaigns for the purposes of public health promotion 
and disease prevention [Que., 53(1) PHA].    Regional boards in Quebec must ensure 
that information on the health of the region’s population is up to date and accessible 
[Que. 346 HS].  In New Brunswick, the Minister may sponsor, conduct and promote 
programs to communicate information about the recognition, prevention and treatment of 
mental disorders [N.B., 2(b)(iv, vi) MHSA].  The federal government defines one of the 
purposes of the Tobacco Act as enhancing public awareness of the health hazards of 
using tobacco products [Canada, 4(d) TA]. At a more general level, district health 
authorities in Nova Scotia have a duty to provide information to the public about health 
care and the health-care system and the operations and activities of the DHAs [N.S., 
20(f) HAA].  Parliament states that one of the purposes of providing the Canada Health 
and Social Transfer to provinces is to make information about the health system 
available to Canadians [Canada, 13(2) FPFA].  

The above examples relate to public information.  Public education provisions aim more 
at making the public aware of their rights.  For example, a long-term care agency in 
Ontario must give written notice to those receiving community services of their rights 
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under the Act’s Bill of Rights, and must set out procedures for exercising those rights 
[Ont., 25 LTCA].  Regional boards in Quebec must inform users of the health and social 
services available to them, their rights, recourses and obligations in relation to those 
services [Que., 344 HS].  One of the purposes of the Hospitals Foundation of British 
Columbia is to develop, foster and encourage public knowledge and awareness of 
hospitals and of the benefits to the people of B.C. in connection with the work of 
hospitals [B.C., 27, 29 HoA]. One of the objects of the Saskatchewan Health Research 
Foundation is to disseminate information to the public concerning the foundation, the 
research it supports, the results of that research and the conclusions drawn from it 
[Sask., 5(e) SHRFA].  The Health Research Foundation in Nova Scotia has a similar 
provision [N.S., 4(c) HRFA]. On an individual level, an institution in Quebec that provides 
a user with medical or social information in his or her record must, at the user’s request, 
provide the assistance of a qualified professional to help the user understand the 
information [Que., 25 HS]. 

Some professional colleges have also adopted public education functions.  For example, 
in Quebec the office responsible for all regulated professions must inform the public of 
the rights and recourses provided for in the Professional Code [Que., 12(8) PC].  The 
Council of PEI’s college of physicians and surgeons must have a continuing program to 
prevent and deal with sexual abuse, including public-awareness education and 
publication of procedures for making complaints regarding sexual abuse [PEI, 38.5(b, d) 
MA].   
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Monitoring Quality 

The legislative approach to monitoring quality in the health care system consists mainly 
of according powers of inspection that cover both the professional and the operational 
aspects of health care delivery. In order to measure compliance with professional 
standards of practice and conduct, or with legislative and regulatory requirements, these 
inspectors have broad investigative powers.  Health care providers and operators of 
health care facilities have similarly broad requirements to cooperate with those 
mandated to inspect their practices and operations.  Professional colleges are 
responsible for monitoring the competence and conduct of their members, for example 
through practice visits [e.g. Alta, 51, 51.1 HPA] and competency committees [e.g. Sask., 
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45 MPA].  The body responsible for the regulation of professions generally has an 
obligation to monitor the operation of such mechanisms within each professional order 
[Que., 12 PC]. 

The already broad powers set out in statutes are often extended by catch-all phrases 
that offer the Minister or other body wide discretion to act.  So for example the Minister 
may require a hospital to provide any patient health records to assess standards of care, 
or for any other purpose in the public interest [Alta, 24(2) HA]; or, the Minister may 
investigate any situation s/he believes may be a risk to the health of any persons, and 
take appropriate action [Ont., 86 HPPA]; the provincial Cabinet may appoint persons to 
investigate the quality of the management and administration of a hospital, quality of 
care and treatment of patients, and anything else it considers to be in the public interest 
[Ont., 8 PHA]. 

Such broad language is not uncommon or even undesirable in the context of ensuring 
compliance with legislation that affects the health and well-being of the public.  By 
according broad powers of inspection and allowing the Minister discretion to extend 
those powers, through his or her delegates, in the public interest, the legislation ensures 
that investigators will not be inappropriately stymied in their efforts to ensure the 
protection of the public. 

Here in particular it is worthwhile to underscore that the powers accorded in legislation 
tell us nothing about the effectiveness of those powers in practice.  The real story lies in 
the extent of the human and financial resources devoted to inspections and 
investigations, and the strength of the political will to take enforcement action when 
instances of non-compliance are uncovered.   

Beyond simply monitoring compliance with set standards of practice, there is the issue of 
evaluating the outcomes achieved through the application of those standards.  How is 
success measured?  Some legislative provisions do address evaluation.  For example, in 
New Brunswick, the Minister may protect the health and well-being of the population by 
monitoring and evaluating the efficiency of programs and services and their 
effectiveness in achieving established population health goals [N.B., 57(d) PHA].  In the 
Yukon the Minister may monitor and evaluate new systems and technologies, and the 
efficiency and effectiveness of health programs and how they are provided [Yukon, 
4(2)(k,l) HA].  No evaluation measures are referred to in the statutes however. 

Other provisions concerning evaluation are expressed in mandatory terms. Legislation in 
Nova Scotia requires that the Minister monitor, measure and evaluate the quality, 
accessibility and comprehensiveness of health services [N.S., 14 RHAA], and that 
provincial health-care centres continue to plan, manage, monitor and evaluate the 
delivery of the specialized health services they deliver [N.S., 66 HAA].  Saskatchewan 
requires that a RHA evaluate the health services that it provides [Sask., 27(2)(e) RHSA].  
Ontario requires that an agency that has been approved to provide community services 
ensure the development and implementation of a quality management system to 
monitor, evaluate and improve the quality of community services provided or arranged 
by the agency [Ont., 27 LTCA].  Quebec requires regional boards to assess the 
effectiveness of health and social services and the extent to which health and welfare 
objectives have been achieved and users are satisfied [Que., 346 (4, 5) HS].  This latter 
provision is a rare reference to user satisfaction as a necessary evaluation measure. 
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Recently, some provinces have created arm’s-length councils to monitor the quality of 
health care delivery, and to make recommendations on how it could be improved.  
Saskatchewan’s Health Quality Council is a successor to the Health Services Utilization 
and Research Commission.6  The HQC was established in late 2003 in response to 
recommendations made in the Fyke report, and describes itself as a “new, independent 
agency that will report on and recommend innovative ways to improve quality within 
Saskatchewan's health system”.7  Its mandate, powers and duties are set out in 
legislation [Sask., HQCA].  Alberta established its Health Quality Council in February 
2004, as a successor to the Health Services Utilization and Outcomes Commission.  The 
new Council was established by Ministerial Order, rather than by legislation.  Ontario’s 
Commitment to the Future of Medicare Act was introduced as Bill 8 by the new Liberal 
government in November 2003 and became law in June 2004.8  It is an omnibus bill that, 
among other things, establishes the Ontario Health Quality Council.  That Council has 
responsibility for measuring the effectiveness of the health care system and reporting on 
its performance with reference to priority areas.   

At the federal level, these initiatives are mirrored by the establishment of the Health 
Council of Canada, in response to recommendations made by the Commission on the 
Future of Health Care in Canada (the Romanow Commission).  This Council, like 
Alberta’s, is not a statutory body. 

This trend toward establishing bodies to monitor and report on the functioning of the 
health care system is encouraging.  The effectiveness of such bodies depends, not only 
on the resources allocated to them but on their level of independence.  It is therefore 
important to note the difference between enshrining a body in legislation, and creating a 
body by way of ministerial order.  Neither process is a guarantee of longevity or support.  
To the extent that it is a more complex and more public process to repeal legislation than 
it is simply evoke a ministerial order, a legislated council has a more solid base for 
independent work.  

Providing Information 

The bulk of the provisions in this category simply set out the requirements for various 
entities to produce annual reports for the Minister or to submit to independent audits.  I 
included in the tables only those provisions that specified that the Minister had a duty to 
table the annual report in the legislature, as this makes them more easily accessible to 
the public than would be the case if they were simply delivered to the Minister. 

Some of the provisions require that the report contain specific elements which may 
render them more useful as mechanisms of accountability.  British Columbia’s provincial 
health officer must include, “if appropriate”, information about the health of the people as 
measured against population health targets [B.C., 3(4) HA].  The Minister of Finance in 
New Brunswick must report on the objective of keeping expenditures of the Department 
of Health equal to or in excess of the real growth of the provincial economy, and Public 
Accounts must set out the economic information on such growth rates [N.B., 3 HCFGA].  
At least every three years, the Yukon Minister of Health must submit to the Legislature a 

                                                 
6 The research arm of the HSURC was transferred to the Saskatchewan Health Research Foundation. 
7 http://www.hqc.sk.ca/ (accessed 14 April 2004). 
8  S.O. 2004, c.5 Available online at http://www.canlii.org/on/laws/sta/2004c.5/20040802/whole.html (accessed 29 August, 
2004). 
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comprehensive report on the health status of Yukon residents, and must update that 
report annually [Yukon, 6 HA].  The annual report of the Mental Health Services Advisory 
Committee in New Brunswick must include recommendations for improvement of mental 
health services in the province [N.B., 9 MHSA].  There is a similar requirement for 
recommendations in the annual report of Yukon’s Health and Social Services Council 
[Yukon, 41 HA]. 

RHAs in Manitoba must submit annual reports covering not only their activities and their 
finances, but also the health status of the population in their respective regions and the 
effectiveness of the health services they provide or fund [Man., 38 RHAA].  RHAs in 
Quebec must set out a summary of all complaints received, the types of complaints, 
actions taken, time taken to deal with complaints, and any mandatory objectives relating 
to the enforcement of the rights of users who have brought complaints [Que., 76.12-
76.14 HS].  The Health Services Ombudsman in Quebec must include recommendations 
for the improvement of the complaints process and for the improvement of the 
satisfaction of users, and must also report on those institutions that have failed to act on 
recommendations made for corrective action [Que., 19, 27, 38 HSOA].  The provincial 
health insurance plan’s annual report must include what it has paid to physicians, the 
variance between expenditures and estimates, and the reasons for such variance [Que., 
24.1, 24.2 RAMQ]. 

Research re Health Care System 

Public funds cover both research on the health care system and research on population 
health.  Quebec requires periodic surveys on health and social issues to gather the 
information necessary for ongoing surveillance of the health status of the population, to 
be carried out by the Institut de la statistique du Québec in accordance with objectives 
determined by the Minister [Que., 39, 42 PHA].  The board of the provincial health 
insurance plan is responsible for the operational research and assessment needed for 
the proper administration and implementation of the health insurance plan programs 
[Que., 2(d, I) RAMQ].  In PEI, it is a function of the Minister to conduct surveys and 
research programs and to obtain statistics for the purposes of the Hospital and 
Diagnostic Services Act [PEI, 2(1)(e) HDSIA].  In the same province, the Director of 
Mental Health must initiate research designed to improve the provision of mental health 
services [PEI, 3(c) MHA].   

There are various provincial bodies focused on health research.  The Health Research 
Foundation in Nova Scotia has a mandate to assist and fund individuals and 
organizations conducting health research in the province, including in the fields of health 
policy, health promotion and health care (health-outcome research, health-services 
research, health public-policy research) [N.S. 3, 4 HRFA].  Its duties include a duty to 
identify health-research priorities through consultation, and to communicate research 
findings [12 HRFA].  The Saskatchewan Health Research Foundation has a mandate 
that includes encouraging and facilitating health-related social sciences research, and 
helping the Minister to develop a provincial strategy for such research [Sask., 5(a-d) 
SHRFA].  Yukon’s Health and Social Services Council must recommend to Cabinet any 
research it considers necessary and useful.  With Cabinet approval it undertakes studies 
of issues relating to the provision of health, social and justice programs and services 
[Yukon, 36 (g,h) HA].  On a more general professional level, the body that manages 
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Quebec’s professional colleges may establish and administer a fund to promote training, 
information, the quality of professional services and research [86.0.1(6) PC]. 
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Conclusion 

As stated at the outset, a review of statutory provisions without reference to their 
accompanying regulations does not provide a complete picture of legislative 
accountability.  It can however provide a rough measure of the types of accountability on 
which governments are most focused, and it can provide a good indication of the parties 
primarily responsible for such accountability. 

Responsibility for establishing standards in the health care system lies primarily with 
provincial ministers and departments of health, in conjunction with specialized 
government agencies.  Their functions include articulating principles, setting priorities 
and objectives, and controlling the issuance of permits and licences.    Regional health 
authorities have an important role to play in helping to develop and especially to 
implement their respective government’s priorities and objectives.  They are expected to 
reflect the particular needs and circumstances of their respective regions.  Professional 
colleges play a significant role in setting standards of practice and standards of ethical 
conduct for those health care providers in regulated professions.  Those who operate 
health care facilities also play a role in establishing and upholding the operational and 
professional standards in their institutions. 

Only health ministers and regional health authorities have significant authority over 
financial resources.  The specific appropriation of financial resources is one not 
ordinarily addressed in legislation.  We did however see at least one example of a 
statute specifying a specific budgetary target: that the growth rate of the Department of 
Health and Community Services is to equal or exceed the real growth rate of the New 
Brunswick economy [N.B. 2 HCFGA]. 

As for human resources, there is little in the way of legislative accountability for any of 
the main actors identified.9  This may mean nothing more than that issues of human 
resource planning are dealt with at another level – at the level of policy, for instance, or 
at an administrative level, which is more flexible than legislation.  It may, however, signal 
a lack of focus on strategic planning in the area of health human resources.   

Public engagement and responsiveness is also an area which few legislative 
provisions address.  In this domain, professional colleges appear to rank highest in 
terms of providing for public representation in decision-making, transparency, and 
complaint mechanisms.  Regional health authorities also rate reasonably well in terms of 
statutory attention to public representation, public participation and transparency.  While 
governments and government agencies do have a solid base of provisions relating to 
public engagement and responsiveness, the fact that fewer jurisdictions have provisions 
addressing these issues may reflect simply that, by the nature of their roles, RHAs and 
professional colleges are more actively involved than governments in dealing with the 
public directly.   

                                                 
9 It should be noted that attempts by provinces to directly influence the supply of physicians, particularly to allocate them 
more equitably among urban, rural and remote areas, do not always withstand Charter challenges by physicians based on 
mobility rights.  British Columbia was unsuccessful in applying a policy of restricting billing numbers to new physicians 
who had trained outside the province unless they practiced in an underserviced area – see Waldman .v British Columbia 
(Medical Services Commission) [1999] B.C.J. No. 2014 (B.C. C. A.).  New Brunswick however was successful in 
implementing a legislative physician resource plan to control the supply and distribution of doctors – see Rombaut v. New 
Brunswick (Minister of Health and Community Services) [2001] N.B.J. No. 243 (N.B.C.A.). 
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Finally, in the area of quality and evaluation, the government once again takes the lead 
in all aspects: monitoring quality, providing information, and sponsoring research.  
Government agencies and professional colleges also have a significant monitoring 
function, while regional health authorities are a significant source of information for the 
public.   

It is interesting to compare the distribution of accountability provisions among the actors 
involved, keeping in mind the requirements for effective accountability set out in the 
Fooks and Maslove paper: clarity of purpose, clarity of responsibilities, appropriate 
resources, and evaluation and feedback.  In particular, it seems that public engagement 
and responsiveness are best served where the actor involved has a clear sense of its 
direct responsibility to be answerable to the public.  Compare the provisions regarding 
professional colleges and those involving governments and government agencies.  
Professional colleges have a clear mandate to set and uphold professional standards, 
and a clear responsibility to respond to public complaints of misconduct.  This is 
reflected in the distribution of their responsibilities which, in the majority of jurisdictions 
across the country, cover clinical and professional standards, public representation in 
decision-making, transparency, complaint mechanisms, and provisions for monitoring 
quality.  While governments have the greatest range of accountability requirements, they 
are concentrated mainly in the areas of standards and quality and evaluation.   Fewer 
than half of the provinces and territories have provisions of any kind relating to public 
engagement and responsiveness.  This is true of government agencies and regional 
health authorities as well.   

This greater engagement with the public may be due to a clearer sense, on the part of 
professional colleges, of their specific responsibility in this regard – to ensure that 
professional standards are maintained and that the public is well-served.  Government 
responsibilities, on the other hand, are expressed so broadly as to make them difficult to 
translate into concrete responsibilities which may be measured and for which they may 
be held to account.  Statutory purposes are mostly set out in general terms, such as a 
commitment to promoting the health and physical and mental well-being of the 
population [Ont., 6 MHA], or to improving the state of health of individuals, and the 
standard of health of the population [Que., 3 MSSS].  The responsibilities for achieving 
these goals are often set out in permissive terms, simply a listing of broad powers – the 
Minister may do anything necessary to ensure the provision of health services in the 
province [Alta., 16 RHAA]. 

At the more localized level of RHAs, statutory responsibilities become somewhat more 
specific.  They include responsibility for the planning, organization, delivery and 
evaluation of health services in the region [Sask., 27 RHS]; assessing health needs, 
determining priorities in the provision of health services, ensuring reasonable access, 
and promoting the provision of health services that are responsive to the needs of 
individuals and communities [Alta., 5 RHAA]; allocating resources in accordance with a 
regional health and business plan which must set out principles, objectives and priorities 
of the RHA [N.B., 30, 32 RHAA].  Even so, however, the need to respond directly to the 
public which they serve is a stated legislative aim of RHAs in fewer than half the 
provinces and territories (keeping in mind that Ontario does not even have a 
regionalized system of health authorities). 
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What does this unevenness reveal?  In very broad terms, one can say that governments 
and their agencies are primarily concerned with setting standards and monitoring them. 
They seem to be less occupied with engaging the public and responding to the concerns 
of the public whether expressed individually or collectively. Professional colleges afford 
the individual opportunities to express dissatisfaction with services they have received 
from a health care provider.  The current system of accountability offers few parallel 
structures for members of the public to express, individually or collectively, their 
dissatisfaction with access to or the quality of services provided by the health care 
system.  Some mechanisms of complaint exist at the level of institutions, and at least 
one province (Quebec) offers an ombudsman specifically for the health system.  
Provisions relating to transparency of decision-making and to administrative appeal 
mechanisms in particular seem to offer the kinds of avenues that could enhance the 
active engagement of members of the public in the health system.  They afford a chance 
for collective, not just individual action.  Not many examples of such provisions emerged 
in this review. 

With the exception of Quebec, the complaint mechanisms that do exist seem to be 
piecemeal, tied to a particular type of service, such as a licensing board for emergency 
medical assistants [B.C., 6-8 HEA], or suspicions regarding harm to nursing home 
residents [Ont., 25, NHA]. Quebec has broader provisions supporting the rights of 
individuals to pursue remedies against, institutions, employees and professional, and 
provides assistance to community organizations that wish to support health care 
beneficiaries who wish to address any complaints to any body [Que., 76.6, 76.7 HS].   

In terms of jurisdictions, Quebec seems to accord the greatest legislative recognition to 
the needs of individuals to express themselves, participate in the elaboration of health 
services in their regions, and have a specific vehicle for expressing dissatisfaction with 
health services, via the Health Services Ombudsman. Atlantic Canada seems to be 
lagging furthest behind in providing legislative opportunities for the public to be engaged 
and to be heard in the health care system.  

We make the above statements aware that they are generalities, and may play out 
differently on the ground.  Mandating annual public meetings for regional health 
auithorities does not necessarily translate into RHAs that are responsive to local needs.  
Mandating a citizen member of hospital boards does not mean that hospitals will reflect 
the views of the community it serves. True public engagement and responsiveness is 
much more complex than that.  Nevertheless, statutory provisions can offer a rough 
indicator of government priorities or sensibilities, and we offer these observations as no 
more than that. 

The legislation surveyed relies heavily on a model of accountability that, in its emphasis 
on licensing and inspection, runs predominantly between the government (directly or 
indirectly) and the service provider or facility operator.  The power to enforce standards 
may be exercised in the public interest, but it does not provide much room for direct 
accountability to or direct engagement by members of the public.  

In the end, health care is a public trust, and the ultimate responsibility for assuring the 
quality of those who deliver it lies appropriately in the hands of public officials.  By the 
same token however, no one has a greater interest in or more direct knowledge of the 
quality of health care services than the members of the public who receive them.  
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Providing more direct avenues for accountability to the public in legislation would send a 
strong message that government understands to whom it is answerable.  A more direct 
relationship between government and the public could also provide the feedback that 
government needs to clarify the appropriate purpose, responsibilities and resources for 
an effective health care system.   

_____________________________________________________________________________ 
 Mapping Legislative Accountabilities                                                                                           19 



 

APPENDIX A 
 

The Matrix will be published separately in the near future. 
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APPENDIX B 
 

ACTS REVIEWED 
 

BRITISH COLUMBIA 
 
Continuing Care Act  (CCA) 
Community Care Facility Act (CCFA) 
Health Act (HA) 
Health Authorities Act (HAA) 
Health Emergency Act (HEA) 
Health Professions Act (HPA) 
Hospital Act (HosA) 
Hospital Insurance Act (HIA) 
Medical Practitioners Act (Drs) 
Medicare Protection Act (MPA) 
Mental Health Act (MHA) 
 
ALBERTA 

Alberta Health Care Insurance Act (AHCIA) 
Health Care Protection Act (HCPA) 
Health Facilities Review Committee Act (HFRCA) 
Health Foundations Act (HFA) 
Health Professions Act (HPA) 
Hospitals Act (HA) 
Medical Profession Act (MPA) 
Provincial Health Authorities of Alberta Act (PHAAA) 
Public Health Act (PHA) 
Regional Health Authorities Act (RHAA) 
 
SASKATCHEWAN 

Health Facilities Licensing Act (HFLA) 
Health Quality Council Act (HQCA) 
Home Care Act (HCA) 
Medical Profession Act (MPA) 
Personal Care Homes Act (PCHA) 
Prescription Drugs Act (PDA) 
Public Health Act (PHA) 
Regional Health Services Act (RHSA) 
Saskatchewan Health Research Foundation Act (SHRFA) 
Saskatchewan Medical Care Insurance Act (SMCIA) 
 
MANITOBA 

Department of Health Act (DHA) 
Manitoba Health Research Council Act (MHRCA) 
Health Services Act (HSA) 
Health Services Insurance Act (HSIA) 
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Hospitals Act (HA) 
Medical Act (MA) 
Private Hospitals Act (PHA) 
Regional Health Authorities Act (RHAA) 
 
ONTARIO 

Bill 8 
Health Facilities Special Orders Act (HFSOA) 
Health Insurance Act (HIA) 
Health Protection and Promotion Act (HPPA) 
Independent Health Facilities Act (IHFA) 
Laboratory and Specimen Collection Centre Licensing Act (LSCCL) 
Long-Term Care Act (LTCA) 
Medicine Act (MA) 
Ministry of Health Act (MHA) 
Nursing Homes Act (NHA) 
Ontario Drug Benefit Act (ODBA) 
Private Hospitals Act (PrHA) 
Public Hospitals Act (PHA) 
Regulated Health Professions Act (RHPA) 
 
QUEBEC 

Conseil médical du Québec (CMQ) 
Health and Social Services Ombudsman (HSOA) 
Health Services and Social Services (HS) 
Institut national de santé publique du Québec (INSP) 
Medical Act (MA) 
Ministere de santé et services sociaux (MSSS) 
Professional Code (PC) 
Public Health Act (PHA) 
Régie de l’assurance-maladie du Québec (RAMQ) 
 
NEW BRUNSWICK 

Health Act (HA) 
Health Care Funding Guarantee Act (HCFGA) 
Hospital Act (HoA) 
Hospital Services Act (HSA) 
Medical Services Payment Act (MSPA) 
Mental Health Act (MHA) 
Mental Health Services Act (MHSA) 
Nursing Homes Act (NHA) 
Public Health Act (PHA) 
Regional Health Authorities Act (RHAA) 
 
NOVA SCOTIA 

Health Authorities Act (HAA) 
Health Research Foundation Act (HRFA) 
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Health Services and Insurance Act (HSIA) 
Hospitals Act (HoA) 
Medical Act (MA)  
Medical Society Act (MSA) 
 
PRINCE EDWARD ISLAND 

Health and Community Services Act (HCSA) 
Health Services Payment Act (HSPA) 
Hospital and Diagnostic Services Insurance Act (HDSIA) 
Medical Act (MA) 
Mental Health Act (MHA) 
Public Health Act (PHA) 
 
NEWFOUNDLAND AND LABRADOR 

Hospitals Act (HA) 
Medical Act (MA) 
Medical Care Insurance Act (MCIA) 
Mental Health Act (MHA) 
Rehabilitation Act (RA) 
 
YUKON 

Health Act (HA) 
Health Care Insurance Plan Act (HCIPA) 
Hospital Act (HoA) 
Hospital Insurance Services Act (HISA) 
Medical Profession Act (MPA) 
Public Health and Safety Act (PHSA) 
 
NORTHWEST TERRITORIES 

Hospital Insurance and Health and Social Services Administration Act (HIHSSAA) 
Medical Care Act (MCA) 
Medical Profession Act (MPA) 
Public Health Act (PHA) 
 
NUNAVUT 

Same as for NWT; An Act to Amend Certain Acts Concerning Health Professions (S.Nu. 
2001, c.10) changes the professional licensing body for Nunavut physicians 
 
FEDERAL 

Canada Health Care, Early Childhood Development and Other Social Services Funding 
Act  (CHCA) 
Canadian Institutes of Health Research Act (CIHR) 
Federal-Provincial Fiscal Arrangements Act (Part V – CHST) (FPFA) 
Tobacco Act (TA) 
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Appendix C 
Papers in the CPRN Health Care Accountability Series 

 
 
Rhetoric, Fallacy or Dream? Examining the Accountability of Canadian Health 
Care to Citizens, by Cathy Fooks and Lisa Maslove 
 
A recent scan of research liteature indicates that general definitions of public 
accountability do exist – that is, being accountable publicly for actions.  However, notions 
of accountability to citizens within health care are not well developed.  Furthermore, the 
Canadian focus to date has been largely on the public release of comparative health 
indicators and the establishment of citizen governance structures at the regional level.  
Little attention has been given to other potential accountability mechanisms such as 
legal avenues or citizen engagement approaches for policy development.  This first 
project will review concepts summarizing research on current definitions of accountability 
to citizens. 
 
 
Mapping Legal Accountabilities, by Susan Zimmerman 
 
Responsibility for designing, delivering, funding and evaluating health care in Canada is 
confusing.  Before assessing potential improvements, mapping out current 
responsiblities and accountabilities is required and will be the focus of this second 
project.  We will pose a series of who does what questions for various aspects of 
Canadian health care examining where decisions are made within the current legislative, 
regulatory and health policy environments.  It will include an examination of the 
responsibility of governments, regional health authorities, the regulatory bodies, non-
profit and for-profit health care providers (individuals and organizations), professional 
associations, educational institutions, patient organizations, and corporations.  An 
accountability matrix will be created for the federal and provincial/territorial level health 
care responsibilities. 
 
 
Engaging Citizens: One Route to Health Care Accountability, by Julia Abelson and 
François-Pierre Gauvin 
 
An engagement approach focuses on new ways to engage citizens in decision making 
about policy and system issues, going beyond traditional public consultation and focus 
group methodologies.  This paper will assess the possibilities for increasing the use of 
engagement approaches in Canadian health care. 
 
 
Public Reporting of Performance Measures in Health Care, by Kathleen Morris and 
Jennifer Zelmer 
 
Canada has begun work in this area with a common federal/provincial/territorial reporting 
framework being established in 2001 and further refined in 2003.  Accreditation of 
institutions and individual providers is another approach that is closely tied to 
performance measurement.  This paper will review the evidence on the effectiveness of 
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these reporting processes for citizen accountability and will describe the scope and 
nature of current performance reporting exercises. 
 
 
Accountability in Health Care and Legal Approaches, by Nola Ries and Tim 
Caulfield 
 
Proposals such as a service guarantee outlining items such as minimum wait times for 
procedures, or a Patient Charter of Rights, are being proposed in the Canadian health 
policy community.  They are in the development stage at present with one province 
proposing specific language (New Brunswick), one province committed to a service 
guarantee 90 days after diagnosis (Alberta), and one province committed to a process to 
establish clinically appropriate wait times (Ontario).  As well, Canadians are heading to 
court to assert specific entitlements to specific health care services.  This paper will 
review the effectiveness of these proposals as citizen accountability mechanisms. 
 
 
The Effectiveness of Governance Approaches as a Citizen Accountability 
Mechanism, by Steven Lewis 
 
Regional health authorities with citizen governors are in operation in all provinces except 
Ontario and a number of provinces are establishing provincial-level organizations such 
as quality councils.  A national level health council has also been established as a citizen 
accountability mechanism.  This paper will review the evidence on the roles of citizens 
as governors in health care. 
 
 
Policy Synthesis and Action Plan 
 
Once the six papers are completed, CPRN will host a national solutions symposium to 
bring together researchers, policy makers, stakeholders and citizen representatives to 
review and comment on early findings.  As well, the round table will test specific 
proposals to strengthen accountability mechanisms.  From there, CPRN will develop a 
final report summarizing the information gathered throughout the project and make 
specific recommendations about next steps for Canada’s health care system. 
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Funding for this project was provided by: 
Health Canada 
 
Our Support 
For the Period Ending June 30, 2004 
 
Donations: 
BCE Inc. 
BMO Financial Group 
COGECO Inc. 
Maclab Enterprises 
Ontario Municipal Employees Retirement System 
Power Corporation of Canada 
Scotiabank 
 
Members of the Board of Directors, Campaign Committee and management team 
Many e-network subscribers and friends of CPRN 
 
Project Funding: 
Corporations: 
Bell Canada 
Business Development Bank of Canada  
CIBC 
DVA Navion 
Ekos Research Associates Inc.  
Holding O.C.B. Inc. 
Home Depot Canada 
Ketchum Canada Inc. 
RBC Financial Group 
SNC-Lavalin Group Inc.  
TD Bank Financial Group 
 
Federal Government Departments,  
Agencies and Commissions: 
Canada Mortgage and Housing Corporation 
Canadian Heritage 
Citizenship and Immigration Canada 
Health Canada 
Human Resources Development Canada 
Human Resources Skills Development Canada 
Indian and Northern Affairs Canada 
Industry Canada 
International Development Research Centre 
Law Commission of Canada  
Parks Canada 
Privy Council Office 
Social Development Canada 
Statistics Canada 
Treasury Board of Canada, Secretariat 
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Provincial Governments: 

Alberta 
- Human Resources and Employment 

British Columbia 
- Ministries of Health 
- Ministry of Children and Family Development 
- Office of the Deputy Minister to the Premier 

Manitoba 
- Department of Family Services and Housing 

Ontario 
- Association of Colleges of Applied Arts and Technology of Ontario (ACPATO) 
- Ministry of Community and Social Services 
- Ministry of Finance Pre-budget Consultation 
- Ministry of Health 
- Ministry of Training, College and Universities (MCTU) 

Saskatchewan 
- Department of Community Resources and Employment 
 
Municipal Governments: 
City of Toronto 
 
Foundations: 
The Atkinson Charitable Foundation 
The Bertelsmann Foundation 
Canada Millennium Scholarship Foundation 
Canadian Health Services Research Foundation 
The Change Foundation 
The Hospital for Sick Children Foundation 
R. Howard Webster Foundation  
J. W. McConnell Family Foundation 
The Muttart Foundation 
The Neptis Foundation 
RBC Foundation 
 
Associations and Other Organizations: 
AFP Foundation for Philanthropy – Canada 
AFP Calgary Chapter 
AFP International 
AFP Toronto Chapter 
Association of Fundraising Professionals (AFP) 
Canadian Institute of Planners 
Canadian Labour and Business Centre 
Canadian Labour Congress 
Canadian Medical Association 
Canadian Population Health Initiative 
Canadian Public Health Association 
Coalition of National Voluntary Organizations 
College of Physicians and Surgeons of Ontario 
Conference Board of Canada 
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The Learning Partnership  
National Voluntary Organizations 
Nuclear Waste Management Organization 
United Way of Canada 
Université de Montréal 
University of Toronto (Faculty of Law) 
 
Other: 
Liberal Caucus Research Bureau 
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