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1 Executive summary  
This report presents the findings from a literature review that was commissioned by the Office of 
the Chief Public Health Officer (CPHO) at the Public Health Agency of Canada to inform the 2021 
annual CPHO report. The overall objective of this review was to identify options for strengthening 
public health governance, and to inform a bold vision for a renewed public health system in 
Canada. 

The National Collaborating Centres for Public Health, in partnership with the authors and the Office 
of the CPHO are publishing this report to allow broader dissemination of these findings.  

To read the 2021 CPHO report, click here. 

To read the 3 other reports that were commissioned to inform the 2021 CPHO report, click here.  

Health has unquestionably become one of the most densely populated areas of governance globally, 
with a wide array of institutions seeking to contribute to the development or attainment of population 
health. The coronavirus disease (COVID-19) pandemic has challenged the governance of health, 
social and economic systems, and further exposed pre-existing social, racial and health inequities. 
While there is no single definition, public health governance can be broadly understood as the ways 
in which different public, non-governmental, or private actors work together to support communities 
in preventing disease and achieving health, wellbeing, and health equity. Functions of public health 
governance include developing policies and strategies, legislating, stewarding resources, engaging 
partners and communities, and facilitating continuous improvement. These governance functions 
may be formally embedded in institutions or involve informal mutual arrangements. In this report, we 
promote a broad vision of governance of public health that incorporates both institutional and non-
institutional structures (beyond formal public health organizations) in contemporary societies. 

To build forward more resilient and equitable public health systems, governance approaches in 
Canada need to be strengthened at multiple levels (federal, provincial, territorial, and local), both 
within public health systems and across other sectors, by actively engaging communities to redress 
systemic inequities. This literature review sought to identify options for strengthening public health 
governance, and to inform a bold vision for a renewed public health system in Canada. Our review 
was guided by the following overarching research question: What are the realistic opportunities for 
strengthening, improving, or transforming existing public health governance in Canada?  

Findings were synthesized from multiple sources, including searches of scholarly literature; input 
from public health governance experts, who supplemented the literature searches with additional 
scholarly and grey literature sources; case studies on specific governance models from select 
jurisdictions (United Kingdom [UK], Australia, and Québec); and consultation sessions on public 
health governance. 

We found that the type of nation-state and the relationship between nation-states and other societal 
actors clearly matter to the governance of public health. Such relationships are dynamic, political, 
and are influenced by ideological shifts and changes in government. Governance of public health in 
Canada is complex, and includes a mix of provincial/territorial and federal constitutional 
responsibilities. Federal and P/T governance for the health of Indigenous Peoples has been heavily 
criticized for its jurisdictional ambiguity and patchwork design of health policies, prompting the need 
for models of health governance that emphasize decolonizing approaches and Indigenous-self-
governance. 

https://www.canada.ca/en/public-health/corporate/publications/chief-public-health-officer-reports-state-public-health-canada/state-public-health-canada-2021.html
https://nccph.ca/projects/reports-to-accompany-the-chief-public-health-officer-of-canadas-report-2021
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In Canada, there is insufficient foresight and surge capacity to govern and function as a strategic, 
cohesive and equitable public health system (or system of systems) - a system that is responsive to 
the changing sociopolitical context. This is despite several calls for public health reform before and 
during the COVID-19 pandemic; furthermore, reforms need to be driven by a clear vision for public 
health and a coherent “system of systems” approach to governing public health. Governance is 
inextricably linked to how public health is defined and framed. To maximize the legitimacy of the 
public health response, clearly defining essential public health functions and their relationship to 
governance is crucial. Public health agencies need to be enabled to fulfill these essential functions 
with independence, a formal mandate, and sustainable resources. As the public health reforms in the 
UK suggest, the framing of public health functions, the role of public health leaders in promoting an 
upstream orientation to improve population health and health equity, as well as formal and 
institutionalized mechanisms that manage and promote these functions and values are all important 
considerations for public health governance. 

Based on our review, good public health governance fundamentally contends with issues of power 
and privilege, and strives towards equity, anti-colonialism, diverse and inclusive membership, and 
transparent and accountable deliberation and decision-making mechanisms. Features of effective 
public health governance also include resilience, defined as governance that is adaptive to systemic 
shocks; capable leadership; and well-resourced and mandated capacities. 

Our review also points to an emerging consensus that a combination of governance approaches and 
models is needed due to the complexity of public health and the diversity of stakeholders to be 
engaged in its pursuit. Several governance functions need to be put in place and effectively 
deployed. Public health legislation and other legal instruments are key governance functions. When 
undertaking governance reform, the structural role of the law must be considered and analyzed for its 
implications for governance, as illustrated by examples from the United States (US) and Québec. 
Indeed, as illustrated by our case study on the Québec public health system, strong public health 
legislation, clearly defined priorities and public health system structures, while necessary, may not 
sufficiently address the breadth of public health functions. Public health system renewal and its 
governance can only be optimized by attending to system and governance vulnerabilities. 

If public health (as the sector within health) is to assume the role of champion for population health 
and health equity, it needs to have better access to the levers, authorities, and resources required to 
“govern” or co-govern. It must also collaborate with other sectors; however, as a sector, we conclude 
that public health faces a number of complex governance challenges related to institutional 
mandates, limited infrastructure and workforce capacity, and resources for engaging in this cross-
sectoral policy work. Our review highlights exemplar models from jurisdictions such as Australia, 
where intersectoral governance mechanisms have effectively facilitated Health in All Policies (HiAP) 
through dedicated resources and legislation for public health. Specifically, the implementation of 
HiAP in Australia was supported by three main factors: a strong central mandate; dedicated 
resources (especially skilled staff); and practices to engage other sectors. These factors particularly 
relate to three of the six public health governance functions; namely policy leadership (there is a clear 
strategy, endorsed at the highest level of government), resource stewardship (skilled staff are the 
main resource) and partner engagement (collaborating with other sectors is the core business of the 
HiAP unit).  

Our review also points to lessons drawn from implementing intersectoral governance approaches to 
health. According to section 54 of Québec’s Public Health Act, the Minister of Health and Social 
Services has the mandate to advise other sectors on matters of health; however, we observe that 
benefits to population health often came second to economic objectives or to the other sector’s core 
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business when trying to formulate solutions to perceived negative health impacts of a proposed bill 
or regulation. 

Considering that much of the literature on promising public health governance models and 
approaches is conceptual, our review identifies a need to establish a public health systems and 
services research agenda that supports ongoing monitoring and evaluation of the effectiveness of 
public health governance models in Canada. Relatedly, there is a need to resource a learning system 
to strengthen the continuous improvement function of public health governance, which involves 
creating incentives to embed academics within public health policy/practice settings; strengthening 
evaluation capacity within public health; and monitoring and evaluating the performance of public 
health systems using standard indicators. 

To conclude, we propose several national level actions related to each of the six functions of effective 
public health governance. These actions include: developing a pan-Canadian public health equity-
driven strategy with clear priorities; leveraging federal spending power to promote greater 
collaboration and to strengthen public health infrastructures; strengthening mechanisms for 
intersectoral collaboration to support whole of government action towards HiAP; modernizing public 
health legislation (e.g., separate Public Health Act); and establishing a national public health systems 
and services research agenda (with an explicit focus on evaluating public health governance models). 
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2 Introduction and rationale 
This report presents the findings from a literature review that was commissioned by the Office of 
the Chief Public Health Officer (CPHO) at the Public Health Agency of Canada to inform the 2021 
annual CPHO report. The overall objective of this review was to identify options for strengthening 
public health governance, and to inform a bold vision for a renewed public health system in 
Canada.  

The National Collaborating Centres for Public Health, in partnership with the authors and the Office 
of the CPHO are publishing this report to allow broader dissemination of these findings.  

To read the 2021 CPHO report, click here. 
 
To read the 3 other reports that were commissioned to inform the 2021 CPHO report, click here. 

The coronavirus disease (COVID-19) pandemic has challenged the governance of health, social and 
economic systems, and exposed pre-existing social, racial and health inequities globally and in 
Canada. The pandemic has also further highlighted jurisdictional ambiguities, data sharing issues, 
power asymmetries, and other challenges potentially impacting the effectiveness, scalability, and 
sustainability of public health policy and practice in Canada. While there is no single unified definition 
(Box 1), public health governance may be understood as the ways in which public, non-
governmental, or private actors work together to support communities in preventing disease and 
achieving health, wellbeing, and health equity. Functions of governance include developing policies 
and strategies, legislating, stewarding resources, engaging partners and communities, and facilitating 
continuous improvement; these may be formally embedded in institutions (hard power) or involve 
informal mutual arrangements (soft power). Successful governance results from having recognized 
authority, clear roles and mandates, identified rules for decision-making, established relationships, as 
well as accountability and transparency mechanisms. In this review, we promote a broad vision of 
governance of public health that incorporates both institutional and non-institutional structures 
(beyond formal public health organizations) in contemporary societies. 

In order to build forward more resilient public health systems in Canada that promote health equity, 
we need to strengthen governance approaches at multiple levels (federal, provincial, territorial, and 
local), within public health systems, and across sectors (social, economic, academic), and by actively 
engaging communities to redress systemic inequities. 

Box 1. Definitions of governance and public health governance  

 “[Governance is] the sum of the many ways individuals and institutions, public and private, 
manage their common affairs. It is a continuing process through which conflicting or diverse 
interests may be accommodated and cooperative action may be taken. It includes formal 
institutions and regimes empowered to enforce compliance, as well as informal arrangements that 
people and institutions either have agreed to or perceive to be in their interest” (Commission on 
Global Governance, 1995). 

 “[…G]overnance for public health and well-being [is defined as] the attempts of governments 
and other actors to steer communities, whole countries or even groups of countries in the pursuit 
of health as integral to well-being through both whole-of-government and whole-of-society 

https://www.canada.ca/en/public-health/corporate/publications/chief-public-health-officer-reports-state-public-health-canada/state-public-health-canada-2021.html
https://nccph.ca/projects/reports-to-accompany-the-chief-public-health-officer-of-canadas-report-2021
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approaches. The entire society must be understood as being responsible for its health” (Kickbusch 
& Gleicher, 2012). 

 “Intersectoral action [involves] working with more than more than one sector of society to take 
action on an area of shared interest. Sectors may include government departments such as health, 
education, environment and justice; […] citizens; not-for-profit societies or organizations; and 
business” (Health Canada, 2000). “[Intersectoral governance structures] exist to facilitate the 
collaboration between different ministries, departments or sectors. Intersectoral structures are 
“tangible” or “visible” in terms of leaving a trace in the organigram or prescribing distinct entities or 
procedures inside government and administration. Intersectoral governance structures are in this 
respect different from collaboration based merely on personal relations. Intersectoral structures 
can be owned or co-owned by the ministry responsible for health or by the whole government. 
Also included are other ministries’ intersectoral governance structures to the extent they are 
accessible to the ministry of health” (McQueen et al., 2013). 

 “[…S]ix functions of public health governance include [...]: policy development; resource 
stewardship; continuous improvement; partner engagement; legal authority; and oversight of a 
health department. These functions provided context for the role of governing entities in public 
health practice and aligned well with existing public health accreditation standards” (Carlson et al., 
2015). 
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3 Objective and research questions 
The overall objective of this literature review was to identify options for strengthening public health 
governance, and to inform a bold vision for a renewed public health system in Canada. This review 
was commissioned by the Office of the Chief Public Health Officer at the Public Health Agency of 
Canada to inform the 2021 annual report. 

We were guided by the following overarching research question: What are the realistic opportunities 
for strengthening, improving, or transforming existing public health governance in Canada?  

In addressing this question, we considered the following sub-questions:  

1. What elements and attributes are needed to support the intersection of key areas of public 
health governance, considering aspects such as policy and practice infrastructure, the social, 
cultural, political and economic context, and variations across jurisdictions?  

2. What are examples of successful public health governance initiatives, models, or systems (i) 
within or outside of Canada and (ii) within or outside of the health system?  

3. Given the overarching goal of achieving equity in health and wellbeing for populations, how can 
public health governance explicitly integrate equity? 

Our synthesis and recommendations are guided by the following considerations tied to the Canadian 
context: 

 How has the past shaped the current gaps in and challenges for public health governance in 
Canada, specifically, key sociopolitical drivers and the COVID-19 pandemic? This includes 
examining the extent to which governance options recommended in the past (including examples 
from other countries) have been considered and achieved in Canada and the impact these actions 
have had. 

 What immediate and long-term actions are needed to advance and strengthen public health 
governance in Canada? This includes considering the optimal sociopolitical context to support 
system-wide renewal, but with the focus on the process and outcomes needed for sustainability. 
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4 Methods 
Findings were synthesized using information from multiple sources, including a search for scholarly 
literature (Appendix A) and input from public health governance experts, who supplemented the 
literature search with additional scholarly and grey sources (published and unpublished), and 
reviewed and validated findings. Public health governance experts also drafted case studies on 
specific governance models within select jurisdictions (United Kingdom [UK], Australia, and Québec). 
Consultation sessions organized by the Public Health Agency of Canada (PHAC), the Canadian 
Institutes of Health Research-Institute of Population and Public Health (CIHR-IPPH), and the 
Canadian Public Health Association (CPHA), in which the lead author participated, also informed the 
report findings. 
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5 Findings 
This report is organized as follows: we begin by providing a general overview of public health 
governance, including the role of government in population and public health and the current public 
health governance context in Canada. We then discuss general considerations for strengthening 
public health governance in Canada, incorporating a review of governance functions for public health, 
features of effective governance, and promising governance models and approaches, including 
selected case study examples. Next, we build on these considerations by discussing specific options 
for strengthening public health governance in Canada through collaboration with other sectors. 
Finally, we discuss considerations for continuous improvement aimed at strengthening public health 
governance and building a learning public health system. We conclude the report with a set of 
recommended actions aligned with the six functions of public health governance. 

5.1 Context for Governance 

5.1.1 GOVERNANCE, THE NATION-STATE, AND HEALTH 

Health has unquestionably become one of the most “densely populated areas” of governance 
globally, with a wide array of institutions seeking to contribute to the development or attainment of 
population health (Di Ruggiero, 2021; Holzscheiter et al., 2016). Modern governance theories examine 
“modes of social coordination for collective action by the state and society” and how these have 
been institutionalized through governance arrangements (Bekker et al., 2018). In response to 
geopolitical and institutional conditions, nation-states (including Canada) have developed a variety of 
relationships between the state and society (as represented by a plurality of public, not-for-profit, 
community, civil society and private sector stakeholders) and consequently, different governance 
arrangements. These relationships between the state and society and the resulting governance 
arrangements have implications for public health and its political and bureaucratic scope (Greer & 
Jarman, 2021).  

5.1.1.1 Examples of international country contexts and the role of the social welfare state in 
population health 

In mainland Europe, unique governance arrangements can result from the devolution of “public tasks 
to semi-public or publicly licensed private not-for-profit organizations” (Bekker et al., 2018). For 
example, the Netherlands refers to this type of arrangement as the “poldermodel,” defined as “a 
system of consensus-based democracy that allows for longer-term relationships between state and 
society, and the gradual uptake and modification of new ideas over time” (Bekker et al., 2018). The 
strength of the social welfare state (a governance approach whereby the state plays a major role in 
the promotion and protection of the citizens’ wellbeing) also significantly influences the government’s 
role in and responsibility for population and public health (Lynch, 2019; Raphael & Bryant, 2006). For 
instance, in the United States (US), despite a historical and legal understanding that the government 
has broad authorities to protect and improve public health (Wiley et al., 2013), scholars have argued 
that the lack of universal health coverage has resulted in a longstanding and myopic national focus 
on access to healthcare services, and a limited recognition of population health aims outside of the 
healthcare system (Raphael & Bryant, 2006). As such, initiatives related to the upstream determinants 
of health are fragmented in the US and primarily occur at the state- and local-levels (Raphael & 
Bryant, 2006).  

Conversely, in Sweden, the longstanding focus of public policy on social welfare has made public 
officials more receptive to initiatives for advancing health promotion, addressing the upstream 
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determinants of health, and improving population health (Raphael & Bryant, 2006). This is exemplified 
in the 2001 Ministry of Health and Social Affairs strategy documents, which explicitly recognized that 
the determinants of population health are “factors that in part relate to the structure of society and in 
part to people’s lifestyles and habits” and that “the government’s work in the public health field 
extends to both these types of factors” (Raphael & Bryant, 2006; Swedish Ministry of Health and 
Social Affairs, 2001). Similarly, the objectives of the Swedish National Institute of Public Health focus 
on structural factors and the social and economic environment that shape population health (Raphael 
& Bryant, 2006). This explicit acknowledgment and political framing of social problems as public 
health problems may also be more conducive to intersectoral and collaborative “Health in All 
Policies” approaches to public policy, though this has yet to be established empirically (Greer & 
Jarman, 2021; Lynch, 2019) 

The UK is a majoritarian democracy with a hierarchical and relatively centralized government, where 
short-term relationships between the state and society can be disrupted, particularly by changes in 
government and the corresponding ideological shifts that shape public policy and governance 
(Bekker et al., 2018). Austerity policies of the early 2010s significantly diminished the role of the state 
in population health in the UK, as reflected in diminished budgets, a weakened public health 
infrastructure, reduced staff capacity, and consequently, widened health and economic disparities 
(Williams et al., 2021). In recent years (especially since the 2020 Brexit) the UK’s centralized 
government has triggered much instability and suffered from capacity issues.  

The relevance of the social welfare state to public health governance has been particularly salient in 
country responses to the COVID-19 pandemic. As identified by Jarman (2021), the role of the nation-
state during a pandemic response broadly encompasses the following functions: governance, 
surveillance, coercion of the public, and social policy (i.e., policies designed to improve the overall 
welfare of a society by meeting social goals) (Jarman, 2021). For example, the UK central government 
has been criticized for its pandemic response, which has been arguably less consistent and effective 
relative to the three devolved parts of the UK and the local governments. In particular, the central 
government has been criticized for mishandling public funds, which may have been better allocated 
to public health teams within local government that have functioned well, albeit with limited resources 
(Calvert & Arbuthnott, 2021).  

Recent international evidence has further suggested that there was greater public adherence to 
governmental control measures in the first wave of the COVID-19 pandemic among countries with 
stronger welfare states (though it should be noted that the control measures themselves varied 
greatly among countries) (Plümper & Neumayer, 2020). Nonetheless, it is possible that a historically 
stronger social safety net (pre-pandemic) may have provided the necessary access to healthcare, 
sanitation, financial, and housing supports to lessen the pandemic impacts on populations facing 
systemic and structural forms of vulnerability (Jarman, 2021). In addition, the nation-states’ social 
policies implemented during the pandemic, including income support and removal of cost barriers 
related to testing and treatment, may have also led to higher adherence to public health control 
measures (Jarman, 2021). 

Key messages 

The type of nation-state and the relationship between nation-states and other societal actors matter 
to the governance of public health. Furthermore, such relationships are dynamic, political, and are 
influenced by ideological shifts and changes in government. While it is well beyond the scope of this 
paper to provide an exhaustive review of all country-level governance arrangements, longstanding 
evidence and ongoing experience with the COVID-19 pandemic highlight how sociopolitical factors 
influence public health governance.  
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5.1.2 CANADIAN GOVERNANCE CONTEXT 

5.1.2.1 Federal context 

 The 1867 Constitution Act outlines the division of responsibilities between federal and provincial/ 
territorial (P/T) governments. While there is an ongoing perception that P/T governments are 
mainly responsible for public health, neither “health” nor “public health” is specifically assigned to 
one level of government in the Constitution. In 1982, the Supreme Court actually referred to health 
as an “amorphous topic” within the purview of both federal and P/T legislation (Brideau & 
Brosseau, 2019). This ambiguity in the constitutional division of powers for health and public 
health translates into both levels of government being able to legislate in these areas (Eggleton et 
al., 2010; Public Health Agency of Canada, 2010).  

 Enhanced coordination and collaboration are needed when responding to complex public health 
issues especially, but not only, during a pandemic. The Public Health Agency of Canada (PHAC) 
was created in 2004 to provide national leadership and action on the breadth of public health 
issues (including but not limited to infectious diseases), and to improve collaboration across F/P/T 
levels of government (Fierlbeck, 2010; Naylor, 2003). While a bold vision was suggested for the 
PHAC, including the positioning of the Chief Public Health Officer (CPHO) as an “advocate” for 
public health, the actual recommendation in the Naylor report was not as prescriptive (Naylor, 
2003).  

 The CPHO is an officer of the PHAC and their responsibilities include “[p]roviding advice to the 
Minister of Health and President of the Public Health Agency of Canada on health issues; working 
with other governments, jurisdictions, agencies, organizations, and countries on health matters; 
providing an annual report to the Minister on the state of public health in Canada for tabling in 
Parliament; and speaking to Canadians, health professionals, stakeholders, and the public about 
issues affecting the population's health” (Government of Canada, 2006, 2016). Between 2004 and 
2014, the CPHO was the leader of public health in Canada and also the leader of the PHAC and, 
as such, the CPHO role was viewed as somewhat of an anomaly compared to other senior 
government roles in Ottawa. While the role of CPHO has existed since the PHAC’s creation, the 
role of president was instituted in 2014 (Government of Canada, 2006). The president is the 
deputy head of a department and acts in the capacity of chief executive officer of the PHAC 
(Government of Canada, 2006). Their responsibilities align with those of other “deputy ministers” 
and relate to the provision of sound public policy advice; departmental management; and 
fulfilment of authorities assigned to the Deputy or other officials (Government of Canada, 2017b).  

 There is currently no consensus among public health experts on whether the role of the CPHO 
provides sufficient autonomy and whether the current PHAC structure (which divides 
responsibilities between the president and the CPHO) is optimal. For instance, it remains unclear 
what was “lost” when the CPHO and PHAC president roles were delineated (Fafard & Forest, 
2016): Was it resources? Was it influence? While the CPHO needs independence to be seen as 
credible, they also need to remain closely connected to the federal bureaucracy. These inherent 
tensions in this role extend to other medical officers of health roles in jurisdictions across Canada. 
Given this context, a greater understanding is still needed of how different institutional 
arrangements for these roles can affect the public health officer’s mandate and scope of work 
(MacAulay et al., 2021), particularly during public health emergencies, such as the COVID-19 
pandemic, when the visibility of public health officials is elevated.  
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 Canada’s dispersed approach to governance has resulted in P/T governments establishing 
decision-making structures to tackle similar responsibilities, despite some attempts by the 
federal government to coordinate and develop consistent approaches. The result is that 
decision-making differs among jurisdictions and challenges Canada’s ability to take a unified 
and “national” approach to public health in line with a set of commonly shared priorities 
(Canadian Public Health Association, 2021). Within P/Ts, public health service delivery may 
be further decentralized through local and regional health authorities.1 This heterogeneity 
further challenges the governance of public health as a coherent and coordinated national 
system of systems.  

5.1.2.2 Governance and Indigenous Peoples 

 The ambiguity of jurisdictional division of powers among federal and P/T governments is 
especially highlighted when assessing the health governance of Indigenous Peoples in Canada. 
Currently, the federal government’s responsibility for healthcare delivery and funding for some 
services for Indigenous Peoples is divided among departments such as Indigenous Services 
Canada (ISC), Crown-Indigenous Relations and Northern Affairs Canada (CIRNAC), and the PHAC 
(Halseth & Murdock, 2020). ISC also administratively supports the First Nations and Inuit Health 
Branch (FNIHB), which funds public health and health promotion service delivery to Inuit 
communities and First Nations that live on reserve (Halseth & Murdock, 2020). The PHAC also 
supports public health services and disease surveillance, and provides funding for certain 
programs for First Nations, Inuit, and Métis populations living off-reserve (Halseth & Murdock, 
2020). Additionally, the Non-Insured Health Benefits program provides national coverage for 
prescription drugs and other services not covered by P/T insurance plans to Status First Nations 
and Inuit people only (Palmer et al., 2017). All other health care services for First Nations, Inuit, 

and Métis peoples are accessed through P/T health services plans (Health Canada, 2006). 

 There has been considerable criticism of the lack of federal and P/T cohesion needed to delineate 
which entity is responsible for health service provision, especially for many non-insured health 
benefits for Indigenous Peoples. The impacts of ongoing systemic trauma caused by European 
settler colonization and the Canadian government, combined with the patchwork design of 
policies for Indigenous health governance has contributed to sustained health disparities among 
Indigenous Peoples by “negatively affecting access to care, promoting inequities, and further 
entrenching racism within the system” (Richardson & Murphy, 2018). This fragmented design of 
health policies has prompted the emergence of new models for extending health promotion 
services for Indigenous Peoples not initially provided P/T ministries of health, as well as greater 
recognition of Indigenous self-governance: 

                                                      
1  The most common model is the Regional Health Authority/District, where locally elected or appointed boards are 

responsible for the provision of services, including public health and other health services, within a defined geographical 
area. This model is most evident in the western and Atlantic provinces and population catchment areas vary widely across 
and within provinces (e.g., approximately 30,000-300,000 in Newfoundland and 300,000 to 2,000,000 in British Columbia). 
In recent years, health authorities have become increasingly centralized, with amalgamation of geographically-bound 
authorities into single province-wide agencies (e.g., Alberta Health Services, Saskatchewan Health Authority, Nova Scotia 
Health Authority) (Marchildon et al., 2020). In Prince Edward Island, services are delivered at the provincial level (Eggleton 
et al., 2010). In contrast to other provinces, in Ontario, public health services are delivered separate of other health 
services through 34 local public health units, which are headed by Medical Officers of Health and Boards of Health and are 
integrated into municipal governments, regional boards of health (e.g., Peel region), or autonomous boards (Bana et al., 
2018). Population catchment sizes vary significantly. For instance, while Toronto Public Health covers a small geographical 
region, it serves nearly 3 million residents; on the other hand, the Thunder Bay District Health Unit serves a larger 
geographical area with nearly 150,000 residents. Finally, the three most populous provinces in Canada also have separate 
province-wide agencies that perform public health surveillance and advisory functions: these agencies are the BC Centre 
for Disease Control (BCCDC), Public Health Ontario (PHO), and l’Institut national de santé publique du Québec (INSPQ) 
(Bana et al., 2018). 
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Since the 1990’s, a series of health funding transfer agreements between First 
Nations and Inuit organizations has permitted greater Indigenous control, 
particularly in areas of primary health care. Such initiatives have spurred an 
Indigenous health movement advocating for a more uniquely holistic philosophy to 
health and health care. There have been other reforms including an Indigenous-
governed and managed health authority in northern Saskatchewan and a province-
wide First Nations Health Authority in British Columbia. These new governance 
arrangements are further supported by the Truth and Reconciliation Commission 
(TRC) of Canada’s calls for action (Marchildon et al., 2020). 

5.1.2.3 Public health governance at the local level 

 More recent calls have also outlined the important role of municipalities (M) in public health, 
pointing to the local nature of public health. At a recent consultation, public health experts noted 
that the restructuring and increasing centralization of regional health authorities in some 
jurisdictions often results in the sidelining of public health due to a movement away from localized 
governance (Public Health Agency of Canada & Canadian Institutes of Health Research, 2021). 
Consulted experts suggested that public health be maintained as a local enterprise directly 
engaging municipalities and communities, while strategically positioning public health within P/T, 
national and global mechanisms (Public Health Agency of Canada & Canadian Institutes of Health 
Research, 2021). 

 Consequently, there is an inevitable balance to be struck between maintaining a decentralized 
public health system with sufficient flexibility to adapt to the local, regional and P/T needs of 
diverse populations and because municipal and P/T governments are in control of critical policy 
levers to act on the social determinants of health, while at the same time striving for a national 
coherent system of public health systems across the country. This balancing act also relates to 
the tension between the governance of public health as a specific area of public administration 
(organizational governance) and the governance of public health as a modality for intervening at all 
F/P/T governmental levels. Focusing on the strength of organizational governance can run the risk 
of sidelining intersectoral governance efforts.  

In summary, jurisdiction for public health is mixed in Canada – a mix of P/T and federal constitutional 
responsibilities, and increasingly weakened mechanisms related to different roles, authorities and 
responsibilities, and accountability (Eggleton et al., 2010; Naylor, 2003; Public Health Agency of 
Canada, 2010). Similarly, federal and P/T governance for the health of Indigenous Peoples has been 
heavily criticized for its jurisdictional ambiguity and patchwork design of health policies, prompting 
the need for models of health governance that emphasize Indigenous-self-governance (Richardson & 
Murphy, 2018; Marchildon et al., 2020).  

5.1.2.4 Revisiting and reforming public health governance in Canada 

There have been numerous past calls for transforming the public health system pre/post-SARS 
(Frank et al., 2003, 2004; Naylor, 2003), following H1N1 (Eggleton et al., 2010; Public Health Agency 
of Canada, 2010) and more recently due to the Canada’s public health systems’ response to the 
COVID-19 pandemic. Key elements that relate directly or indirectly to governance include: clearly 
defined goals, priorities and essential public health functions; defined roles and responsibilities at all 
system levels (e.g., F/P/T, local, and Indigenous); modernized legislation at the national level and 
within each jurisdiction; adequate funding and equitable availability of public health services to all 
Canadians and Indigenous Peoples; adequate and competent staff; modern information systems for 
population health assessment and surveillance; and accountability mechanisms at all system levels 
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(Frank et al., 2003). Calls for reform need to be driven by a clear vision of public health and a 
coherent system of systems approach to governing public health.  

5.2 Governing Public Health 

5.2.1 WHAT IS BEING GOVERNED? 

 Governance is inextricably linked to how public health is defined and framed, including its focus
on the “whole of populations.” Public health has been broadly defined as “the science and art of
preventing disease, prolonging life and promoting health through the organized efforts of society”
(Acheson, 1988). In contrast, population health “includes the distribution of health outcomes,
patterns of health determinants, and policies and interventions that link these two” (Kindig &
Stoddart, 2003). The historical roots of public health are similar to population health, as it too
focuses on the primary determinants of health in human populations and “whole of populations,”
while also explicitly attending to inequities between population sub-groups. However, a more
biomedical paradigm has permeated the practice of public health, which influences which
interventions are implemented by public health systems. While complementary concepts, these
distinctions between population health and public health can further complicate what is governed
and affect who is involved in the governance of public health.

5.2.1.1 Governance and public health functions 

 Another way to frame public health is grounded in essential public health functions (Jarvis et al.,
2020; World Health Organization, 2018). In Canada, essential public health functions were
advanced by the Working Group on Population Health and endorsed by the F/P/T Deputy
Ministers of Health. These functions include health protection, health surveillance, disease and
injury prevention, population health assessment, health promotion, and emergency preparedness
and response. While helpful, this list of essential functions is a mix of “what” and “how” and fails
to adequately convey the vision, goals, and priorities for public health.

 In the UK, the now former Public Health England (PHE) had identified four public health functions:
protecting the population’s health from infectious diseases and other hazards (i.e., health
protection, as in Canada), improving population health and wellbeing and reducing health
inequalities (i.e., health improvement – similar to health promotion in Canada), improving
population health by supporting sustainable public health and care services, and building the
capability and capacity of the public health system (not addressed as a public health function in
Canada) (Rechel et al., 2018). In this context, there was better integration of population health and
public health and explicit attention to health inequities, as well as less conflation between the
“what” and the “how.” Nonetheless, the impact of past PHE reforms and the impact of the
abolition of PHE (which has been replaced by two new bodies) on the institutional governance of
public health functions remains to be evaluated (see case study on UK public health system
reforms in Appendix B).

 The World Health Organization (WHO) has developed 10 essential public health operations
(EPHOs) for use by countries. EPHOs call for an integrated approach across functions, rather than
relying on one function to reinforce vertical programming. The EPHOs are organized around three
main service delivery areas – health protection, disease prevention, and health promotion –
enhanced by robust public health intelligence and enablers (World Health Organization, 2021).
Specifically, governance, financing, workforce, and organizational capacity (including surge
capacity) are considered enabling functions. Inherent tensions exist between these functions, with
some receiving more attention and resources (e.g., health protection) than others (e.g., health
promotion), posing challenges for governing the public’s health.
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 Based on the evidence reviewed, it is important to clearly define and maintain essential functions 
under public health’s control to maximize the legitimacy of public health actions. Canada should 
reaffirm essential public health functions, as well as include health equity as an explicit public 
health function to ensure its prioritization. Increased attention to the social and ecological 
determinants of health and related inequities has led to an evolution in the roles public health 
authorities can play (Jarvis et al., 2020). Some scholars have suggested that advocating for and 
contributing to healthy public policy is another distinct role of public health, in addition to essential 
functions (Raphael & Bryant, 2006; Turnock, 2004). Yet public health actors at multiple system 
levels have often lacked sufficient independence and resources to fulfill these additional roles with 
a clear mandate to do so, in part because they require community and partnership engagement, 
collaboration with multiple sectors (with high transaction costs), and access to policy levers as 
these levers reside in sectors outside of health. This can create disconnects between public health 
roles and capacities, which can threaten the ability to govern public health effectively and 
efficiently, and with legitimacy, authority and accountability. 

 While we may observe an initial increase in public health investments after public health crises, 
such as the ongoing pandemic, investments may be reduced over time. We may also see an 
increase in competition for scientific capacity (for example from universities who get donations 
and other sources of revenue), which will bid up the costs of retaining capacity. This may result in 
another capacity crunch for public health, and perhaps right at the time that we need to contend 
with the next pandemic.  

Key messages  

It is important to define essential functions for public health (including an explicit focus on health 
equity). Additionally, there should be consensus on the most important functions for public health 
agencies to fulfill and these should be maintained under public health’s control to maximize the 
legitimacy of public health actions. The public health sector needs to have the independence, 
mandate and sustained resources to fulfill these essential functions.  

5.3 Principles and Features of Effective Public Health Governance 

As next discussed, our review identified several principles and features of effective public health 
governance. While different terms are used to define what constitutes governance, there is general 
agreement that good governance for public health is achieved when multiple actors come together to 
achieve an agreed upon goal – health and health equity as integral to wellbeing – through whole of 
government, and whole of society approaches (Kickbusch & Gleicher, 2012; Lee & Kamradt-Scott, 
2014). 

5.3.1 PRINCIPLES AND DEFINING ELEMENTS FOR GOOD PUBLIC HEALTH GOVERNANCE 

If not explicitly attended to, governance structures can perpetuate epistemic injustices and 
oppression. Consequently, governance structures need to maintain trust and explicitly contend with 
issues of power and privilege, including whose voices are represented and/or excluded. Specifically, 
the following principles and defining elements must underpin public health governance: equity-driven, 
intersectional and anti-colonial approaches; diverse and inclusive membership; transparent and 
accountable deliberative decision-making mechanisms.  
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 Equity driven: Equity-driven governance requires an explicit focus on dismantling the societal 
structures, systems and processes that exclude people by creating inequitable access to 
resources, generating differential quality of membership in society and producing inequitable 
health and social outcomes (Galabuzi, 2004). Equity-driven governance approaches must 
emphasize intersectionality at their core, a theory coined by Kimberlé Crenshaw in 1989 to 
highlight the exclusion of Black women from feminist theory (Crenshaw, 1989). The tenets of 
intersectionality unpack how individuals’ social identities (i.e., gender, race/ethnicity, sexual 
orientation, etc.) intersect and reflect oppression and privilege at the macro socio-cultural level 
(Bowleg, 2012). Calls for public health system transformation need to integrate intersectional 
approaches to governance in an effort to promote greater trust in public health institutions that 
continue to perpetuate structural marginalization for racialized, LGBTQ2S+ and other historically 
excluded communities. 

 Anti-colonial approach: Colonialism is an economic, social, and political system that relies on and 
institutionalizes the ideas of racial and cultural differences to exploit and dominate an identified 
“other” (Daffé et al., 2021). This involves infantilizing colonized peoples and situating them as 
incapable of self-governance (Daffé et al., 2021). In the context of public health, colonized peoples 
were deemed incapable of improving their own health, while public health infrastructures were 
designed to protect the health of European settlers that supported the colonial economy (Daffé et 
al., 2021). Consequently, governance structures in colonial societies have and continue to 
perpetuate colonialism, including the hegemony of European colonists in policy-making and 
society. An anti-colonial approach to public health governance must be urgently acted upon. In 
Canada and elsewhere, Indigenous populations are advocating for greater participation in their 
governance and self-determination by challenging “public institutions that reproduce and 
perpetuate colonial values and practices... [w]hile governments and politicians have responded 
symbolically to the challenge, thorough decolonization suggests an inward questioning of the 
Western approach to public administration" (Paquette, 2012). According to the National 
Collaborating Centre for Indigenous Health (NCCIH), “[t]o achieve equitable outcomes, Indigenous 
Peoples must be given full access to high-quality, responsive, comprehensive, culturally-relevant, 
and coordinated health and social services that target the diverse determinants of health, 
including individual and community self-determination” (Halseth & Murdock, 2020). As suggested 
in an Australian document outlining the country’s vision for public health and health promotion, 
moving towards this goal may start with embedding formal governance mechanisms that ensure 
that legislative and policy decisions are not implemented without considering their impacts on 
Indigenous Peoples (Baum et al., 2021). 

 Diverse and inclusive membership: Diverse membership, with explicit consideration given to 
equity, anti-racism, and anti-colonialism, and to different sectoral and/or jurisdictional roles (e.g., 
F/ P/T, local, and Indigenous) in the composition of governance structures is needed. By ensuring 
this, the composition and functioning of governance structures will be better able to equitably 
respond to the changing context, including current and future crises. 

 Transparent and accountable deliberation and decision-making: Governance structures need to 
ensure participatory and transparent decision-making mechanisms. This ideally requires clearly 
delineated roles and different responsibilities and decision-making and approval processes 
among partners. 

5.3.2 FEATURES OF EFFECTIVE PUBLIC HEALTH GOVERNANCE 

 Resilience can be understood as “the capacity of a system to absorb, adapt, or transform in order 
to maintain essential functions when faced with shocks and stresses (Sagan et al., 2021; Saulnier 
et al., 2021). Governance is a “principal lever” for resilience because it informs how leadership, 
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power, and collaboration are leveraged to respond to different systemic shocks (Sagan et al., 
2021; Saulnier et al., 2021). Societies and systems need to be governed for resilience in order to 
deliver equitable, efficient, responsive, and sustainable public health services and outcomes, as 
well as to prevent, respond to, and recover from systemic crises such as COVID-19 (Saulnier et 
al., 2021). Failure to integrate health, social, economic, environmental, and institutional systems to 
govern public health for resilience may trigger a “destabilising cascade of events with far more 
destructive power than the impact of a crisis such as the current pandemic on population health 
and health equity” (Wernli et al., 2021). Consequently, two broad manifestations of leadership for 
the public’s health need to be considered to improve resilience: (i) leadership in the context of a 
pandemic, and (ii) leadership that produces societal health, which has broader goals, programs 
and actions than those needed to respond to a pandemic. 

 Governance structures should be developed and assessed through the lens of organizational 
learning, with organizations defined as communities of meaning, rather than static entities 
(Edmonstone, 2018). Good leadership in governance structures “is not a science but an art - 
the art of engaging a community in facing up to complex problems” (Grint, 2010). Within public 
health governance, rife with uncertainty and complex problems, agile and adaptive leadership is 
necessary for effectiveness. Edmonstone (2011) also draws the distinction between capability and 
competence in effective leadership. Unlike competence, which centres around technical and skill-
based knowledge, capability emphasizes practical knowledge, which is more adaptive and thus, 
ideal for continuously changing policy and research environments (Edmonstone, 2011).  

 Governance structures for public health need to be nimble, responsive, and flexible (ensuring 
sufficient surge capacity). They need to outline clear principles and procedures to ensure 
stability and sustainability (Eggleton et al., 2010; Naylor, 2003; Public Health Agency of Canada, 
2010). The following capacities have been identified as necessary for governments to govern 
effectively (Sheikh et al., 2020): 

- Structural capacity (e.g., decision-making and accountability mechanisms among public health 
organizations); 

- Mandated capacity (e.g., authority of decision-making responsibilities for public health 
agencies); 

- Personal capacity (e.g., competent and skilled public health staff responsible for governance); 

- Workload capacity (e.g., clear public health staff roles and sufficient staff with requisite mix of 
skills); 

- Performance capacity (e.g., resources to assume governance roles for public health); and 

- Supervisory capacity (e.g., reporting, monitoring and accountability mechanisms for the 
public’s health; incentives to support governance functions). 

 These public health capacities should be considered as interrelated and mutually influential, rather 
than as separate entities (Aluttis et al., 2014). Strengthening public health capacities first requires 
assessing existing structures already in place and how they interact with other capacities (Aluttis 
et al., 2014). Improved supervisory capacity in terms of data collaboration is vital to strengthening 
public health systems. Van der Graaf et al., (2021) emphasizes the importance of the “co-
production of knowledge,” defined as “a contextual process of shifting roles and power balances 
that codify different types of knowledge at various stages in iterative and highly interactive 
structures governed by various actors, networks and institutions.” In terms of governance, the 
authors argue for national and local policies to be aligned with the co-production of data sharing 
and collection, so as to allow actors to collaborate effectively across departments and without 
statutory limitations (van der Graaf et al., 2021). In the Canadian context, this may involve outlining 
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a “process framework” that favours establishing clear mechanisms for interoperable systems to 
optimize data flow between jurisdictions, while respecting P/T authorities, rather than creating 
novel national data repositories (Public Health Agency of Canada & Canadian Institutes of Health 
Research, 2021).  

 Other recommendations for transforming public health capacity building include addressing the 
need for dedicated resources, restructuring the workforce (including standardized training for 
public health professionals), and introducing improved and objective performance measurements 
(Salinsky & Gursky, 2006). In contrast to standardized training approaches, the authors also 
emphasize the importance of a regional approach to capacity building, which can aid in effective 
resource management and mitigating weak governance when national approaches are not as 
effective (Salinsky & Gursky, 2006). One of the major challenges has to do with the nature of 
public health. When it is working well (or when there are no threats), it can be easily sidelined or 
neglected, which can result in capacity gradually draining out of public health organizations. 

 Public health governance is more effective when it facilitates the “integration of objectives and 
processes and the sharing of resources, responsibilities and actions” and in so doing helps to 
collapse ‘‘closed fiefdoms’’ (Shankardass et al., 2012). When it is not, one should question 
whether the governance mechanism as currently designed should remain in place.  

Key messages 

Good public health governance fundamentally contends with the issues of power and privilege, and 
strives towards the principles of equity, anti-colonialism, diverse membership, and transparent and 
accountable deliberation and decision-making. Features of effective public health governance 
include: 

 Resilience, defined as governance that is adaptive to systemic shocks; 

 Capable leadership, which involves practical knowledge required to navigate policy and societal 
change in order to both address acute public health crises and to achieve societal health; and 

 Well-resourced structural, mandated, personal, workload, performance, and supervisory 
capacities, which should be understood in the context of an interrelated system. 

5.4 Governance Models, Approaches and Functions  

In our review, we also sought to identify governance models, approaches and functions; 
however, there is no one preferred model of governance for public health but the emerging 
consensus is that a combination of governance approaches is warranted due to the complexity of 
public health and diversity of stakeholders to be engaged.  

Governance models can be broadly classified into hierarchical or collaborative (also termed 
“networked” models of governance). Hierarchical governance is a “top-down” bureaucratic approach 
to governance, where a limited number of centralized authorities is involved in decision-making and 
exerting downward influence across levels of government (Hill & Lynn Jr., 2004; Hooghe & Marks, 
2003). Collaborative governance can be defined as a governance arrangement where one or more 
public agencies engage non-state actors in collective decision-making processes that are formal, 
consensus-oriented, and deliberative, in order to implement public policy or manage public resources 
(Ansell & Gash, 2007; Emerson et al., 2012). Collaborative governance therefore encompasses six 
criteria: (i) the forum is initiated by the public agencies or institutions; (ii) forum participants include 
non-state actors; (iii) participants are engaged in decision-making directly, rather than being merely 
consulted by the public agencies; (iv) the forum is formally organized and meets collectively; (v) the 
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forum decisions are consensus-based; (vi) the focus of the collaboration is on public policy or 
management of public resources (Ansell & Gash, 2007). 

 It is also important to shine the light on the different roles that are achieved through governance. 
An important distinction is made in the literature between de jure (explicit, formal or stated 
governance roles) and other “soft” or “tacit” aspects of governance, which include relationship 
management and values management (Sheikh et al., 2020; Sriram et al., 2020). 

 De jure governance roles: formal and sanctioned responsibilities over public health (such as, in the 
Canadian context, the Quarantine Act under section 91(11) of the 1867 Constitution Act (Brideau 
& Brosseau, 2019)).  

 Tacit or soft governance roles: 

- In response to changing political, economic, ecological and/or epidemiological contexts, public 
health authorities need to prepare and address health and environmental crises and adapt to 
economic and social change. 

- Managing relationships within and outside government with varying power dynamics. 

- Convening effective management of these relationships also ensures greater participation in 
policy-making, which in turn facilitates more ownership, diversity and effectiveness in the 
policy process.  

De jure and soft governance roles are not opposed to each other. But one difficulty to navigate is 
ensuring that they effectively connect with one and another (i.e., that de jure governance roles 
support soft governance roles). 

 Values management: Governance structures need to also attend to what scholars have termed 
“values management.” This perspective impacts how public health is valued by society, whether it 
is seen as a common public good. To ensure this, public health leaders need to uphold their 
governance roles and put processes in place that “advance values and broader (public) health and 
societal goals” (Sheikh et al., 2020; Sriram et al., 2020). Values are often viewed as “latent, 
amorphous and shaped by political, social and organizational contexts” (Sheikh et al., 2020; 
Sriram et al., 2020), and therefore not always amenable to change. However, public health 
authorities still need to put in place mechanisms that manage and promote these values (Sheikh 
et al., 2020; Sriram et al., 2020). 

 Relationships management: Studies that have characterized the governance of relationships 
between government sectors have identified four approaches (Solar & Irwin, 2007):  

- Information sharing (passive one-way relationships between sectors within and outside public 
health); 

- Cooperation (interaction between sectors for improved efficiency; some loss of autonomy for 
each sector);  

- Coordination (results in adjustments to enhance efficiency and effectiveness; shared financing; 
greater co-dependence and loss of autonomy); and,  

- Integration (multi-sectoral political process that is shaped with other sectors).  

 Six functions for effective governance have been identified (Carlson et al., 2015; Kickbusch & 
Gleicher, 2012; Sriram et al., 2020): 

- Policy development (strategic and adaptive public health policies); 

- Legal authority (legislation focused on public health; regulation); 
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- Oversight (e.g., leadership and stewardship; independent agencies and expert bodies; 
attention to system design and accountability); 

- Resource stewardship (e.g., resilient public health structures); 

- Partnership engagement (e.g., coalition building; collaboration within and outside of health 
sector of government, community, and private and civil society actors); and 

- Continuous improvement (e.g., foresight and intelligence management; research on effective 
governance models). 

5.5 The Role of Legal Authority in Public Health Governance  

Public health law has historically been positioned as a sub-field of health law. However, scholars 
have rightly argued for public health law to emerge from health law’s shadow to ensure its focus is 
maintained upstream on population health and health equity – a distinct field with its own normative 
goals (Berman, 2011). As previously discussed, to uphold their governance roles, public health leaders 
need to engage in values management to advance values that align with this upstream orientation to 
public health. This section focuses on lessons from other jurisdictions that have used different legal 
instruments, coupled with an analysis of potential implications for public health in Canada. 

5.5.1 KEY ROLES OF LAW IN PUBLIC HEALTH GOVERNANCE IN CANADA AND EXAMPLES FROM OTHER 

JURISDICTIONS 

 The law can play a structural role in shaping the organization, powers, duties, and limitations of 
public health agencies and therefore impacting the governance and related “infrastructure” for 
public health (Burris et al., 2012). Infrastructural law deals with the establishment of duties, 
powers, and features of public health agencies (Moulton et al., 2009). Indeed, emerging findings 
from Canada suggest that while the existing informal relationships between ministries of health 
and other actors may suffice for collaborative action on specific aims, this reliance on the “soft” 
power of individual actors may also contribute to inconsistencies across P/Ts and undermine a 
“systems” approach to public health. Legislation may provide the scaffolding and mechanisms 
required to optimize coordination and management between existing F/P/T public health 
authorities by outlining roles and responsibilities and delineating decision-making and 
accountability processes. 

 Relatedly and in keeping with the principles of nimble governance, Bernstein (2013) argues that 
public health legal preparedness capacity also needs to be developed within and outside of the 
area of public health emergency preparedness (Bernstein, 2013). Such capacity is needed to 
guide the day-to-day work of legal counsel and public health practitioners at the local level. 
Bernstein notes four core elements: “(1) laws and legal authorities; (2) competency in using laws 
effectively and wisely; (3) coordination of legally based interventions across jurisdictions and 
sectors; and (4) information on public health laws and best practices." It is important in an 
emergency context for public health officials to recognize the sharing of judicial power between 
federal and subnational (e.g., P/T in Canada or states in the US) systems and to be prepared to 
efficiently and effectively address legal issues that could be raised in either system. As one 
strategy, public health law "bench books" were prepared in some states in consultation with 
health officials on epidemic disease transmission, the public health response to disease 
outbreaks, and the role of the courts in disease outbreaks (Stier et al., 2007). 

 What is funded to build capacity through enabling legislation also needs to be clearly outlined. 
Hughes & Mann (2020) highlighted four key questions when funding public health initiatives 
through legislation in the US. In the context of Accountable Communities for Health (multi-sectoral 
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partnerships amongst various public sectors to address the social determinants of health), the 
authors ask: “Who is involved and what are the core activities? Could infrastructure functions be 
reimbursed as direct or administrative costs? Will funds be braided or blended? What is the 
timeframe for needing infrastructure support?” (Hughes & Mann, 2020). DeSalvo et al. (2019) go 
as far to suggest the creation of a Public Health Infrastructure Fund to directly fund public health 
capacities throughout state, local, regional, and tribal governments in the US (DeSalvo et al., 
2019). 

 Finally, the associated costs of establishing or revising public health law also merit careful 
consideration. Wilson et al. (2012) undertook a cost-effectiveness analysis of public health 
legislation in New Zealand (defined as an act of parliament or a statutory regulation enacted by a 
central government) (Wilson et al., 2012). Economic evaluations can help to assess the use of new 
laws as public health interventions and compare them to alternatives. Although such methods 
have known limitations and are context-dependent (e.g., law-making costs will differ depending 
on how many levels of government are engaged and depending on assumptions about amount of 
time spent on legislation), such assessments can be instructive in documenting the costs 
associated with the development of a new law or piece of legislation. 

5.5.2 LESSONS LEARNED FROM THE US AND IMPLICATIONS FOR CANADA 

 As analyses of the US Affordable Care Act suggest, proponents of this long overdue health care 
reform bill likely had “little appetite (or political incentive) to engage in a separate debate over the 
direction of public health policy” which was underdeveloped in this Act (Berman, 2011). In 
contrast, while the Canada Health Act (the federal legislation for health insurance) has been in 
place since 1984, there have been calls to revisit it to address national pharmacare, public health, 
and other types of health programs and services that were not previously included. However, the 
US experience and recommendations from Canadian stakeholders (Canadian Public Health 
Association, 2019, 2021) call for a distinct public health oriented act in Canada that is not placed 
in competition with other health care oriented interests, and this is worthy of serious consideration 
going forward.  

 While the current pandemic may provide opportunities for revitalizing public health systems in 
Canada, an upstream public health paradigm must frame our orientations, including any future 
legislative effort. For instance, in the US, proposed public health legislation has encountered 
political opposition due to the perceived tensions in regulating individual behaviours versus 
promoting population health (Wiley et al., 2013). To mitigate this, some scholars have suggested 
that there is a need to frame public health problems through the lens of collective vision and 
community action (Wiley et al., 2013), underpinned by the principles of equity and social justice. 

 Such a legislative framework (de jure) could be supported by a national funding accord and 
leverage the potential federal role in resource oversight (Naylor, 2003). It should incorporate 
performance measures, for the delivery of public health services according to national standards 
(Canadian Public Health Association, 2021). If achieved, such an approach would translate into a 
“standard of care” for public health irrespective of where one lives in the country.  

 Incurring legislative changes at the federal level in the wake of a public health emergency is not 
unprecedented in Canada. Indeed, following the SARS crisis, the Quarantine Act (previously 
unchanged since 1972) was modernized in 2006 to bring the Act in line with the International 
Health Regulations. The broader need to harmonize P/T legislative frameworks was also revisited 
after both SARS and H1N1 to clarify F/P/T roles during pandemics and improve collaboration; 
however, the Senate Report on H1N1 ultimately favoured accomplishing these goals by way of 
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F/P/T mechanisms and memoranda of understanding, rather than through legislation (Eggleton et 
al., 2010; Fierlbeck & Hardcastle, 2020). 

 Evidence from the literature points to features of model public health laws. A US study identified 
107 model public health laws advanced by 42 separate organizations, suggesting that the law can 
be a useful tool for advancing public health goals; however, authors suggest that a more 
systematic approach needs to be taken to design model public health laws and proponents need 
to be more transparent about the development, adoption, and effectiveness of these models 
(Hartsfield et al., 2007). Ongoing legal analyses are also needed of how these laws are actually 
working to protect and promote public health goals, including how they align with views on 
constitutional principles, and doctrine pertaining to the role of government. Such analyses would 
provide useful guidance to the plurality of public health policymakers, practitioners, and lawyers 
who are actively assessing law as a public health tool.  

- For example, the Turning Point Act has been touted as a historic model public health law in the 
US. First introduced in 2003, “its provisions include constitutionally and ethically sound bases 
for state and local public health agency infrastructure, power, practice, and safeguards.” 
Rather than presenting strict mandates, the Act is a “model” that offers a menu of provisions 
for state and local officials to use voluntarily to assess their existing statutory and regulatory 
public health laws. (Hodge et al., 2006). From 2003-2007, 33 states introduced 133 bills (48 of 
which passed) based on this Act (Khaldun, 2010). However, to our knowledge, as no published 
evidence is available about the Act after 2010, it is unclear whether states are currently using 
the Act for legislation, especially after the Patient Protection and Affordable Care Act was 
enacted by the federal government in 2010. Regardless, the Turning Point Act’s development 
and implementation could provide useful lessons should Canada embark on developing a 
national Public Health Act or new national public health standards that could inform standards 
and/or legislation at other levels in the public health system.  

 As the previous example suggests, clear jurisdictional authorities are key to effective governance. 
Different levels of government (federal, state and local in the US context) intersect in the 
governance of public health. Pre-emption or when one level of government supersedes another, 
while at times warranted, can also stifle policy innovation. Co-enforcement—when state and 
federal agencies jointly enforce health and safety regulations — is an avenue for further 
exploration although the evidence on effectiveness to date remains inconclusive. Further research 
examining the hierarchical relationships between different levels of government that includes in-
depth legal analyses can help to improve understanding of the enabling legal factors that 
contribute to effective public health governance (Burris et al. 2012). For instance, lessons learned 
from H1N1 in the US context found that no single US jurisdiction — state, local, tribal, or federal 
— was legally prepared to tackle a major public health threat. The authors recommend that 
attention be given to state and local public health preparedness policies, education of the health 
workforce, and resources to train state and local health departments on legal issues, or through 
broadening local health department access to attorneys with relevant public health experience. 
They further suggested that the public health community build on CDC-funded efforts by the 
Association of State and Territorial Health Officials (ASTHO) and the National Association of 
County and City Health Officials (NACCHO) to facilitate the ongoing assessment of policies to 
inform the development of preparedness policies that better enable nimble responses to future 
emergencies (O’Connor et al. 2011). The PHAC could consider this approach in collaboration with 
P/T, local, and Indigenous governments, and other public health actors. 
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Key messages 

Public health legislation and other legal instruments are key governance functions. When undertaking 
governance reform, the structural role of the law must be considered and analyzed for its implications 
on governance. Specific to public health governance, legal preparedness capacity must be 
developed within and outside the particular field, and ensure cognizance of shared jurisdictional 
powers. Attention must also be paid to associated costs of developing public health laws and other 
governance funding initiatives. Lessons learned from the US on legal aspects of public health 
governance include those drawn from analyses of the Patient Protection and Affordable Care Act, 
model public health laws, and jurisdictional authorities for increased governance effectiveness. The 
relevance of an upstream public health orientation to law, attention to the associated costs, as well 
as the capacity for analysis and funding are all material to ensuring effectiveness in governing the 
public’s health. 

5.6 Governance (for Public Health) 

Building on the conceptual and empirical governance literature reviewed above, we next discuss how 
governance is operationalized within the context of public health reforms. We first analyze existing 
F/P/T governance mechanisms for public health in Canada. We next present insights from two 
purposefully selected case studies of public health governance in the UK and in the Canadian 
province of Québec. 

5.6.1 EXISTING GOVERNANCE MECHANISMS FOR PUBLIC HEALTH IN CANADA 

 Following SARS 2003, a number of formal governance mechanisms were established to 
strengthen public health collaboration in Canada. Reporting to the Conference of F/P/T Deputy 
Ministers for Health, the Pan-Canadian Public Health Network (PHN) was created in 2005 to bring 
together different sectors and levels of government to facilitate intergovernmental collaboration 
and coordination on public health issues while respecting jurisdictional responsibilities in public 
health (Fierlbeck, 2010; Pan-Canadian Public Health Network, 2020). Co-chaired by a federal (i.e., 
CPHO) and a P/T co-chair (a Chief Medical Health Officer from a P/T), the PHN Council serves as 
the central governance forum providing strategic direction to Canada’s public health leaders for 
the development and alignment of public health policy and effective coordination and delivery of 
related activities, and including the negotiation and implementation of formal F/P/T agreements on 
public health (Pan-Canadian Public Health Network, 2016, 2020). Three Steering Committees 
(Communicable and Infectious Disease, Healthy People and Communities and Public Health 
Infrastructure) report to the PHN Council.  

 The Special Advisory Committee (SAC) is a mechanism that is activated to support the public 
health response to emergencies (e.g., opioid crisis, COVID-19) under the PHN umbrella. Time-
limited task groups have also been formed at the request of Steering Committees to provide 
advice and advance technical and policy work. The Council of Chief Medical Officers of Health 
(CCMOH) offers technical and scientific guidance to the PHN Council, Steering Committees and 
Task Groups. In summary, there is no shortage of structures governing F/P/T public health 
relations in Canada.  

5.6.1.1 Review of public health governance mechanisms 

 Operational reviews of the PHN were conducted in 2008, 2011 and most recently in 2017. The 
2017 review resulted in 22 recommendations addressing four areas: mandate and structure; 
communication and process; engagement and relationships; and planning, monitoring and 
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evaluation. While strengths were identified (e.g., enhanced networking between members; 
Network’s unique role and structure within the health system), several areas for improvement were 
noted. These include to: identify a smaller number of specific priorities; clarify the Network’s role 
in the implementation of public health deliverables; and develop a robust measurement framework 
to guide the evaluation of the Network’s initiatives. There were also concerns raised about the 
“blurred lines between the CCMOH and the PHN Council” (an issue that was also raised in the 
2011 operational review). That said, the SAC was identified as an effective structure for 
contending with public health emergencies and crises (Dyke, 2017). Considering the proliferation 
of federal public health advisory structures2 during the COVID-19 pandemic (e.g., expert advisory 
committees and task forces established by the Health Portfolio and the Office of the Chief Science 
Advisor), further evaluation of the role of the SAC is needed following the pandemic.  

 Notable progress has been made with implementing the 22 recommendations, except in a few 
areas. The latter have been integrated in plans for PHN renewal and include: to strengthen 
engagement with other stakeholders (e.g., National Collaborating Centres for Public Health, CIHR, 
and non-governmental organizations). Progress has been made with respect to Indigenous 
engagement. For example, a Public Health Working Group on Remote and Isolated Indigenous 
Communities was established under the SAC to prepare reports and make recommendations in 
areas that address the broader impacts of COVID-19 on wellness, substance use supports, land-
based healing and vaccination. The working group includes over 30 Indigenous partners at 
national and regional levels, along with the P/Ts, the PHAC, Indigenous Services Canada, and 
Indigenous non-governmental organizations. 

 The PHN Council also adopted a performance measurement strategy in 2019, which sets out to 
measure the “impact and influence of the PHN over 5 years” by: assessing ongoing collaborative 
processes and tools (e.g., evidence-based guidance and reports); public health priorities and 
initiatives; quality of responses to public health events and emergencies; improved access to 
relevant and timely public health information from across jurisdictions; and advancing shared 
and/or coordinated initiatives on emerging public health issues through effective cooperation 
(Pan-Canadian Public Health Network, 2019). While this strategy holds promise and responds to a 
notable gap in the evaluation of governance structures for public health, it has yet to be 
implemented due to COVID-19. 

 In their current forms, these structures do rely on tacit or soft governance roles, responding to the 
changing context, and managing relationships within and outside government with varying power 
dynamics (Sheikh et al., 2020). If effectively managed, these relationships can ensure greater 
participation and sense of ownership in the policy-making process. That said they do involve 
considerable transactional costs (e.g., meetings, collaboration on joint initiatives) for members 
involved (an issue raised in previous reviews). A cost-benefit analysis would help confirm the value 
of these interactions. While these structures use soft governance approaches, they do include 
formal processes for P/T consultation and for informing decision-making for F/P/T deputy 
ministers and ministers.  

5.6.1.2 Implications for the future governance of public health 

It is well beyond the scope of this paper to fully assess these existing governance structures; 
however, keeping in line with Carlson et al.’s (2015) governance functions for public health, it would 
be prudent to ensure that: the mandate, roles and responsibilities (strategic and resource oversight) 
and clear public health priorities (policy development) for the PHN be well-aligned with public health 
                                                      
2  Examples of COVID-19 advisory structures include the Canadian Immunity Task Force and the Vaccine Task Force, with a 

mandate to provide advice for COVID-19 vaccine bio-manufacturing investment and purchases. These structures engage 
F/P/T governments as well as experts and sectors beyond public health. 
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renewal efforts; and that strategic linkages with key stakeholders (partner engagement) continue to 
move beyond information sharing to facilitate improved cooperation and coordination, to enhance 
efficiency and effectiveness, to create opportunities for shared financing, and to facilitate the 
integration of approaches where processes are shaped with other sectors outside of public health. 
Representation on these structures needs to continually reflect multiple sectors, disciplines and roles 
(technical and non-technical), as well as take into account decolonizing approaches and explicit 
consideration of diversity, equity and inclusion. Of note, the current structure does not include 
interactions with other sectors to advance health equity. Finally, as is already proposed and planned 
for the PHN, these structures also need to be regularly monitored and evaluated to assess their 
effectiveness (continuous improvement). 

While these structures are in place to facilitate F/P/T collaboration, they should not be seen as a 
substitute for articulating a clear federal role for public health, which could include standard setting 
and exercising its fiscal power tied to clearly defined and jointly determined priorities. The 
fundamental governance challenge for public health in Canada is to develop a more unified structure 
that provides a national approach to public health, with clear roles and accountabilities, while 
respecting different jurisdictional responsibilities (Canadian Public Health Association, 2021; Public 
Health Agency of Canada & Canadian Institutes of Health Research, 2021). This goal could in part be 
achieved through the development of distinct national legislation for public health (de jure 
governance), initially supported by the development of a legislative framework for consultation. The 
role of the law in public health and its governance is explored in greater detail in the previous section. 

5.6.2 PUBLIC HEALTH GOVERNANCE: LESSONS FROM THE UK AND QUÉBEC 

5.6.2.1 UK public health reforms (See Appendix B: Case Study: UK Public Health Reforms 2012-
2021) 

 In 2012, the public health function underwent major reform as part of broader health system 
reforms in the UK. Public Health England (PHE) was established and responsibility for public 
health was transferred to local governments, followed by major spending cuts to public health.  
As Hunter outlines, moving public health to the local level “made inherent sense” given that local 
governments are perceived of as the natural home for public health. Some links remained to the 
National Health Service (NHS) to ensure the ongoing flow of public health advice to the local level. 
The NHS also retained some public health functions (i.e., vaccinations and immunization). 
Budgets were protected for the first few years but were not exempt from subsequent cuts 
following government imposed austerity measures. 

 Although there were some early signs of positive impact, evidence of effectiveness to date has 
been mixed. The position of public health within local authorities highly varies according to the 
local context, and so there is no “one right” model. Constant reorganization and budget cuts 
suggest that local public health is still in “a state of flux”; in other words, the lack of a clear and 
stable mandate and adequate resourcing (key governance functions) have likely hampered its 
effectiveness. Health and Wellbeing Boards were also introduced in each local authority but 
without executive powers. These Boards have relied on “soft governance” approaches (i.e., 
persuasion and influence) to carry out their strategies with varying success. 

 PHE has also been criticized for having a perceived lack of independence. Due to the impact of 
COVID-19, evidence of the government’s pandemic unpreparedness, and perceived failures in 
PHE’s performance, PHE has recently been replaced with two new organizations: one focused on 
infectious disease control, health security and pandemics; and the other focused on health 
promotion and improvement. It remains to be seen whether this split in the governance of public 
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health functions will lead to greater fragmentation and further dilute the overall impact of public 
health in the UK.  

 Despite commitments made to adopt a whole of government approach to health, tensions also 
remain between individual lifestyle approaches and tackling upstream causes such as the 
commercial and the social determinants of health. Meanwhile, health inequalities continue to 
widen (2020 Marmot review), in part due to decade-long austerity measures, pointing to a failure 
at local and especially national levels to address the determinants of health.  

 In summary, in part as a result of the government of England’s austerity measures, there have 
been several reforms over the past decade at both the local and national level that resulted in a 
devolvement of public health functions. Budget cuts, the lack of executive power, and a perceived 
lack of independence have likely undermined the effectiveness of these new structures, 
particularly during the COVID-19 pandemic, while health inequities have persisted. Lessons from 
the UK case study point not only to the importance of how public health functions are framed, but 
also to the role of values management; the need for public health leaders to continually promote 
an upstream orientation to public health, including an explicit focus on redressing social, racial 
and health inequities; and the need to institute mechanisms that manage and promote these 
values (Sheikh et al., 2020; Sriram et al., 2020). 

5.6.2.2 Illustrative case study: Québec’s public health framework 

The case study on Québec’s public health framework (Champagne, Denis & Arpin) provides an 
example of how public health legislation can steer the governance of public health in that province, in 
concert with other governance-related functions, including resource oversight and policy 
development (Appendix C). The legislative orientation in Québec is in keeping with a “health in all” 
approach. The 2001 Public Health Act provides the legislative framework for public health functions. 
Section 7 of the Act outlines obligations for developing the National Public Health Program, through 
regional and local public health programs (sections 11 and 14), and also describes public health 
services based on WHO-defined essential public health functions (i.e., population health assessment, 
health surveillance, health promotion, disease and injury prevention, and health protection). Several 
other laws, programs, policies and other tools were developed with a “health in all” approach. These 
include: a mandate for the sustainable development of public administrative actions (the Sustainable 
Development Act), a mandate for monitoring and reporting health system performance (the Act 
Respecting the Health and Welfare Commissioner), an action plan for all Québec departments to 
contribute to health promotion and prevention (the Politique gouvernementale de prévention en santé 
(PGPS) and its Plan d’action interministériel (PAI) 2017-2021), and the development of a health 
impact assessment framework for all proposed initiatives (l’Évaluation d’impact sur la santé). A 
number of administrative structures and actors play a role in public health service planning and 
delivery (see Appendix C). Clear priorities for the PNSP have been identified and include: early 
childhood and youth development; lifestyles and healthy and safe environment; infectious diseases 
prevention; risk management and emergency preparedness, with population level surveillance as a 
cross-cutting function (2015-2025).  

Despite a bold vision and legislative mandate, supported by a comprehensive mix of policy 
instruments, these measures have not resulted in adequately resourcing public health services in 
Québec. Between 2004 and 2018, public health funding in Québec was considerably eroded, just 
prior to the onset of the COVID-19 pandemic. Five system-level vulnerabilities were identified by 
the case study authors: 
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 Low and inadequate levels of public health financing (compared to other health programming); 

 Concern that public health will be primarily focused on health protection (in light of COVID-19); 

 Further medicalization of primary care services mainly led by physicians, which de-emphasizes 
health promotion and prevention services; 

 Lack of connection between provincial decision-makers and regional/local levels, facilitated in part 
by the centralized approach to public health governance in Québec; and, 

 Greater risk of political interference due to a centralized decision-making model (e.g., the public 
health director is also the Assistant Deputy Minister of Health and Social Services and therefore 
contends with both political and managerial roles, highlighting the potential for political 
interference in public health decision-making). 

In light of these vulnerabilities, seven avenues are proposed for public health renewal in the context 
of the Québec case study, which could have potential applicability for other jurisdictions.  

 Acknowledge the full breadth of public health functions. 

 Renew public health governance at central and regional levels: create a central structure that is 
independent of health care and crosses departmental boundaries (to ensure a health in all 
approach), and includes provisions for protecting dedicated resources. At the regional level, 
public health authorities must partner with different public, community and academic 
organizations to address the spectrum of factors influencing population health. 

 Reinforce the links between public health and primary care. 

 Improve real-time collection and analysis of data to support more effective monitoring of 
population health and health inequities, and potential threats. 

 Transform public health into an innovative and learning system by strengthening the linkages 
between training, research, and practice.  

 Rethink systems leadership as shared and collective leadership by fully integrating a range of 
disciplines in addressing complex public health problems. 

 Reaffirm the centrality of the “health in all” and intersectoral approaches to health and wellbeing. 

As this case illustrates, robust public health legislation, clear priorities and sound public health 
system structures, while necessary, remain insufficient to ensure that the breadth of public health 
functions are addressed, that these are well-resourced, and that governance of public health is 
sufficiently optimized. By addressing system and governance vulnerabilities and implementing the 
proposed path for renewal, the Québec public health system holds the potential to become again an 
exemplary model for improving the health of the population and health equity. 

5.7 Governance (Public Health Working With Other Sectors)  

In this section, we analyze governance issues related to public health’s work with other sectors. 
Given this broad ambit, public health agencies at all levels in the system need to work closely with 
stakeholders within and outside of the health sector to achieve population health and health equity 
goals. The 17 United Nations Sustainable Development Goals (SDGs) articulate a bold global 
framework for action directed at all countries (including Canada) to promote the health of people and 
our planet, while leaving no one behind (United Nations Department of Economic and Social Affairs, 
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2016). However, as scholars have argued, a paradigm shift will be required to make significant 
progress to achieve this bold agenda (Buse & Hawkes, 2015).  

To get there, five challenges will need to be tackled, including enhanced intersectoral and 
coordinated leadership efforts that intervene on the socioeconomic, political, and legal drivers of 
health, and a greater shift in emphasis from treatment to prevention. A renewed focus on 
intersectoral action for health has therefore arisen in part due to its salience in the SDGs. However, 
this global set of policy directions has also expanded health’s (including public health’s) “remit in 
stewardship, regulation, resource management, intelligence management, citizen empowerment and 
the promotion of innovations” (Sheikh et al., 2020). This section particularly focuses on the policy 
development and partnership engagement functions of governance but also touches on legal 
authority and resource stewardship (Carlson et al., 2015). 

Intersectoral approaches are rooted in the “population health approach,” which recognizes that 
population health is a shared responsibility among multiple actors (Cohen et al., 2014). Intersectoral 
approaches that feature a central role for governments ideally encourage governments to design and 
assess the effectiveness of policies with health outcomes in mind. While some of these intersectoral 
approaches may be systematic in their approach to tackling health equity, others have been 
implemented in an ad hoc manner, with action only initiated and implemented as new health equity 
problems are identified. The former is exemplified by the ‘‘Health in All Policies’’ approach (Castell-
Florit Serrate, 2007; Harris et al., 1995; Public Health Agency of Canada et al., 2007; World Health 
Organization & Public Health Agency of Canada, 2008). Intersectoral action appears to have been 
used most often to address downstream and midstream determinants of health, with action on 
upstream determinants less often tackled. Prior to the 2008 WHO Commission on Social 
Determinants of Health, there had been little concerted action from supranational bodies on 
addressing the structural determinants of inequities (Commission on Social Determinants of Health, 
2008; Muntaner et al., 2009; O’Campo et al., 2009; Shankardass et al., 2012) 

If public health (as the sector within health) is to assume the role of champion for population health 
and health equity, it needs to have access to the levers, authorities and resources to “govern” or co-
govern. Population health is influenced by global, political, economic and social factors outside of the 
public health system. “The idea of public health as the steward of population health requires serious 
consideration, especially if public health continues to be excluded from the decision-making process 
and its role in protecting and promoting health is relegated to the background" (Jarvis et al., 2020). 
The design of intersectoral approaches involve a variety of actors, including multiple levels of 
government and civil society working to address complex health equity problems (Shankardass et al., 
2012). Shankardass et al. (2018) posit that a Health in All Policies approach requires “an ongoing 
adaptive process” to contend with the complexities and uncertainties associated with collaboration 
between government actors. 

Efforts to study the role of institutions and policy actors engaged in intersectoral action have been 
guided overall by two lines of inquiry: the study of horizontal mechanisms of coordination and 
governance, including changes to institutional structures to support Health in All Policies (HiAP) 
(Kickbusch & Buckett, 2010), and the role of different social actors engaged in intersectoral action. 
Through the use of two case studies, Clavier and Gagnon have demonstrated that these complex 
interactions are affected by different features of the public policy sector that actors represent. These 
include: institutions, ideas, and actors (Clavier & Gagnon, 2013). To promote effective intersectoral 
innovation, there is a need to better identify the institutions, actors and ideas of relevance to the 
particular intersectoral action under consideration, and to select instruments that are more sensitive 
to the diversity of actors engaged so that they can more collectively engage and find common 
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ground for intersectoral action. With respect to institutions, the governance of public health 
influences intersectoral coordination as do general governance arrangements, meaning how 
intersectoral collaboration is recognized in accountability procedures and how these are practised. 
For instance, an intersectoral committee will be far less effective if civil servants who participate do 
not have the ability to make decisions (Greer & Lillvis, 2014). The creation of an adaptive culture of 
learning that promotes trust and shared values can also help contend with the uncertainties 
associated with working across sectors. 

An analysis of HiAP initiatives in selected US jurisdictions echoes other evidence about enablers for 
HiAP action. These include obtaining high-level political support, ensuring that HiAP is championed 
at the highest levels, which in turn can promote legitimacy and more sustained action. These 
initiatives help facilitate governmental and non-governmental collaboration across sectors with clearly 
established priorities, adequate resourcing, realistic outcomes and mechanisms for regular feedback 
from participating actors to make mid-course adjustments. They also meaningfully engage members 
of affected populations. They lead to the sharing of data and professional development opportunities, 
thereby reducing silos, and also use intersectoral mechanisms to address tensions between 
agencies’ mandates as they pertain to health. They deploy a combination of small-scale projects with 
observable results, with longer term outcomes. Given this context, the law can also play an enabling 
role in creating durable HiAP structures and supporting HiAP processes for cross-sectoral 
collaboration. Taken together, these sustained and cross-sectoral efforts can shift norms and lead to 
shared success (Polsky et al., 2015). 

5.7.1 ILLUSTRATIVE CASE STUDY: BUILDING HEALTH IN ALL POLICIES: THE EXPERIENCE OF SOUTH 

AUSTRALIA’S POLICY PROCESS 

The case study of South Australia’s HiAP approach (Appendix D) prepared by Clavier is an example 
of intersectoral action that was enabled by dedicated resources and legislation for public health. The 
HiAP model has a centralized government mandate and, from 2008-2013, included a staffed HiAP 
unit located within the Health Department that was responsible for engagement with other sectors 
that had impacts on health. The unit used the Health-Lens Analysis (HLA) as a means to build 
relationships with other sectors, typically achieved through five steps: engaging with departments, 
evidence gathering, outputs generation for creating health agendas, utilizing the outputs through 
bureaucratic and policymaking process to induce change, and evaluation. From 2009-2016, the HiAP 
approach was responsible for creating 20 initiatives involving one to six different sectors, with topics 
ranging from water supply, health promoting transit-oriented developments, and digital technology to 
name a few. Clavier’s analysis suggests that successful implementation of HiAP in South Australia 
was supported by a strong central mandate, dedicated resources (emphasizing skilled staff), and 
practices to engage other sectors. Partner engagement (a key governance function) was also critical. 
Engagement is founded on mutual benefits shared between sectoral partners, which can help to 
build awareness of the potential health and equity impacts of other sectors’ core business, and 
increase trust and cooperation between sectoral actors. Although HiAP and intersectoral governance 
lost momentum in the political agenda due to budget constraints after 2013, the HiAP approach has 
had lasting outcomes in South Australia. HiAP particularly altered the policy environment for other 
sectors, enabling them to realize their impacts on health equity and health outcomes, and 
emphasized intersectoral action. However, due to economic and institutional constraints, the HiAP 
approach was not able to address the underlying root causes of health inequities.  

As this case study illustrates, the emergence of HiAP on the South Australian government agenda 
built upon a history of cross-departmental initiatives, resulted from a focusing event (i.e., the health 
care budget crisis in the 2000s), and the efforts of several policy entrepreneurs (e.g., leading 
academics and local advocates), and was supported by a favourable government committed to 
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reducing sectoral silos. This governmental commitment “reinforced the function of public health 
governance concerned with partner engagement as it aims to facilitate cross-sectoral work among all 
government agencies.” However, in the face of economic constraints and a rising neoliberal 
approach to governance, several public health governance functions were challenged: namely, policy 
development and legal authority (i.e., the previous high-level position on the agenda was diminished); 
and resource stewardship (i.e., budget reductions); and thus, the nature of partner engagement was 
affected.  

As Clavier suggests, there are also important parallels to draw between South Australia’s HiAP 
initiative and Québec’s section 54 of the Public Health Act (2001). Section 54 stipulates that 
government departments and agencies ensure that they adopt legislative provisions that do not 
negatively impact the health of the population, and also gives the Minister of Health and Social 
Services the ability to advise other government agencies or departments on health matters. Both 
benefited from a formal legal mandate and dedicated resources and policy instruments but both also 
faced challenges following changes to governments who were less committed to HiAP. In the 
Québec context, the Government Health Prevention Policy specifically supports the conduct of health 
impact assessments at regional and local levels, highlighting its potential as a tool for municipalities 
to better integrate health criteria into urban planning processes. These cases highlight the complexity 
of “governing” for the public’s health within and across sectors.  

Notably, recent literature on HiAP recommends not viewing these cases as implementation failures 
but rather as instances of complexity where tensions between governance functions inevitably arise 
and should be further interrogated. HiAP making should: 1) adapt to implementation gaps, rather than 
try and close them; and 2) “engage with governance dilemmas,” especially with the dilemmas arising 
at the intersection between hierarchical and collaborative governance (Cairney et al., 2021, 24-25). 
More fundamentally, scholars such as Holt also question the HiAP “assumption that health should be 
an overarching aim across government” (Holt, 2018, 1163). Holt suggests shifting the focus from 
health to equity and from the public health sector to other sectors. 

In summary, public health must collaborate with other sectors to tackle the social and ecological 
determinants of health and health equity; however, as a sector, it faces a number of complex 
governance challenges that relate to institutional mandates, and the limited capacity and resources 
for engaging in this cross-sectoral work.  

5.8 Priorities for Evaluation and Continuous Improvement 

Continuous improvement is a key function of public health governance that includes research, 
evaluation, monitoring, and setting measurable outcomes to improve population health and health 
equity, coupled with public health institutions’ ability to meet their responsibilities (Carlson et al., 
2015). These features closely align with the concept of a learning health system, in which research, 
data, expertise, and performance management are leveraged to use the best and most up-to-date 
evidence to drive ongoing improvement (Feng et al., 2021). While the concept of a learning health 
system initially emerged from the literature on quality improvement in the US healthcare setting, there 
is growing recognition of the need to translate this concept to the field of population and public 
health and to commit to implementing such systems in the Canadian context (Feng et al., 2021). 
Governing under conditions of uncertainty and evolving evidence during the COVID-19 pandemic has 
further emphasized this need. 

Public health is well-positioned to adopt a learning health system approach, since data collection, 
evidence synthesis, and program evaluation are routinely used to perform public health functions, 
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including surveillance, health promotion, and population health assessment (Feng et al., 2021). 
Furthermore, some components of a learning public health system are within the domain of federal 
powers in Canada, including the development of national strategies and agendas, coordination of 
partnerships and collaborations, provision of technical capacity and expertise, and establishment of 
national standards and guidelines (Fierlbeck, 2010). In this section, we discuss the considerations 
related to resourcing a learning system in Canada to strengthen public health governance nationally. 

5.8.1 PUBLIC HEALTH SYSTEMS AND SERVICES RESEARCH AGENDA 

First, it is necessary to establish a public health systems and services research (PHSSR) agenda that 
clearly considers public health governance. A PHSSR agenda is distinct from a healthcare research 
agenda in that it focuses on “[examining] the organization, financing, and delivery of public health 
services within communities and the impact of these services on [population] health” (Graham & 
Sibbald, 2021; Lenaway et al., 2006). Considering that much of the literature on promising public 
health governance models and approaches is conceptual or theoretical, rather than empirical, the 
ultimate goal of the PHSSR agenda is to achieve evidence-informed public health, whereby public 
health decisions are rooted in sound evaluation, evidence-based interventions, linked data and 
information systems, program planning and evaluation frameworks, and community needs (Brownson 
et al., 2018). The Canadian PHSSR priorities initially proposed by a 2011 CIHR/ PHAC think tank still 
bear relevance to the present context, as these priorities included governance structures and 
collaboration between public health and other sectors (Strosher et al., 2011). In addition, there is 
much to be learned from other jurisdictions to help elucidate which governance structures are 
effective and resilient in which policy contexts (Saulnier et al., 2021). Comparative research 
methodologies (including comparisons at the international, P/T, and regional levels) are well-suited to 
addressing these aims, with particular attention given to the impact of public health leadership and 
governance models (e.g., HiAP and intersectoral approaches) on the immediate, intermediate, and 
long-term population health and equity outcomes (Saulnier et al., 2021; Strosher et al., 2011). 
Learning from other systems of federated governance may be of particular interest in Canada, 
especially those with well-functioning national and subnational collaborative structures, given the 
heterogeneity in public health systems across Canada and the varied experiences with public health 
emergencies like the COVID-19 pandemic. 

5.8.2 LINKAGES BETWEEN PUBLIC HEALTH SCHOLARSHIP AND PRACTICE 

As noted by several studies, there is a need to strengthen the linkages between academia and 
policy/practice in public health in order to (i) advance a culture of evidence-based learning within 
applied public health organizations and (ii) provide public health scholars with opportunities to 
engage in public health practice (Brownson et al., 2018; Di Ruggiero et al., 2020; Frank et al., 2004; 
McKee, 2019). Embedding academics within applied public health settings is one approach to 
bridging the gap between public health scholarship, policy, and practice (Frank et al., 2004; McAteer 
et al., 2018). Exposure to practice settings may also incentivize public health academics to engage 
with disciplines traditionally considered to be outside of public health (e.g., public administration, 
political science, and management) (Frank et al., 2004) and facilitate integrated knowledge translation 
through co-production of knowledge (Kothari & Wathen, 2013; Sim et al., 2018). Internationally, there 
has been a growing interest in developing embedded models to support continued improvement in 
public health (Ghaffar et al., 2017; McAteer et al., 2018; McKee, 2019; Vindrola-Padros et al., 2017). 
In Canada, a recent promising example is the CIHR Health System Impact Fellowship, which places 
doctoral and postdoctoral public health trainees within non-academic organizations with co-
supervision from academic faculty and health system leaders (McKee, 2019; McMahon & Tamblyn, 
2019; Sim et al., 2018). The program was launched in 2017 and its evaluation framework specifies the 
following expected outcomes: developing leadership and managerial skills and providing 
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opportunities to contribute to decision-making and build a professional network among trainees; 
facilitating knowledge translation and generating practice-informed evidence within the supervising 
academic institutions; and enabling culture change, quality improvement, and evidence-informed 
practice within the host organizations (Sim et al., 2018).  

Building capacity for evidence-based public health across different levels of government is another 
key strategy for effective and collaborative governance. The US Public Health Service (USPHS) is an 
example of a professional training program offered by the federal government to graduates of public 
health and healthcare programs. Through USPHS, public health professionals assume front-line roles 
to support public health programs and locally-driven public health research (Office of the Surgeon 
General, 2019). Adapting this model to the Canadian context may help to increase cooperation and 
collaboration between the national government and the periphery, as well as build public health surge 
capacity, and in this way strengthen public health governance. For instance, expanding the PHAC 
Canadian Field Epidemiology Program, which trains public health professionals and graduates in 
applied epidemiology (Government of Canada, 2017a), is one avenue for improving collaboration at 
different levels in Canada’s public health system.  

Research centres, institutes, or networks that are co-governed by public health organizations and 
academic institutions; provision of funding and incentives for professional exchanges and faculty 
cross-appointments; and on-the-job training in applied public health may also effectively reduce silos 
separating public health research, policy, and practice (Frank et al., 2004; Jansen et al., 2015; Jansen 
et al., 2008; McAteer et al., 2018). The National Collaborating Centres for Public Health (NCCPH) are 
a notable Canadian example of co-governed institutions focused on generating evidence to support 
public health policy and practice. In addition, the NCCPHs are well-positioned to create and 
disseminate repositories of research findings and innovative models to institutionalize and build a 
legacy for continued learning about governance (Public Health Agency of Canada & Canadian 
Institutes of Health Research, 2021).  

5.8.3 INDEPENDENCE, CAPACITY, AND EXPERTISE OF SCIENCE ADVICE IN PUBLIC HEALTH 

Protecting the independence, capacity, and expertise of science advisory actors within government 
is essential to maintaining evidence-based public health policy decision-making (Gluckman et al., 
2021; OECD, 2015). Since scientific evidence and expertise are seldom the only considerations in 
policy decision-making, science advisory actors are equipped to navigate the government and 
science interface to synthesize and broker evidence into policy (Gluckman et al., 2021), including 
during periods of uncertainty and nebulous information. As noted in the UK case study, political 
pressures can compromise the institutional independence of public health advisory actors, and acute 
public health crises, such as the COVID-19 pandemic, may further exacerbate these pressures. 
Furthermore, the expertise of advisory actors and their capacity to generate and use evidence may 
become weakened with reduced government attention and erosion of resources after the acute 
crises subside (Frank et al., 2004; Graham & Sibbald, 2021). For instance, the 2021 independent 
panel review of the federal Global Public Health Intelligence Network (GPHIN) concluded that GPHIN 
did not always have a sufficiently high ratio of public health expertise in its management roles 
(Bloodworth et al., 2021). Other public health organizations in Canada had limited modelling capacity, 
which may have introduced additional challenges to their COVID-19 response. Identifying appropriate 
skills and competencies for staff working at different levels within agencies that provide technical 
advice and ensuring that their work is supported, well-resourced, and independent is necessary to 
maintaining public health capacity and expertise (Bloodworth et al., 2021). Performing regular 
independent audits of capacity within public health agencies may also help maintain the public health 
system’s ability to effectively respond to threats.  
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5.8.4 PERFORMANCE MANAGEMENT IN PUBLIC HEALTH 

Instituting regular monitoring and evaluation of public health systems will provide an accountability 
mechanism for the systems’ performance, including their governance (Frank et al., 2004). 
Performance management is defined as “the practice of actively using performance data to improve 
the public’s health” and involves the following components: performance standards, targets, and 
goals; performance measures or indicators; reporting of progress on the performance measures in 
relation to standards to improve accountability; and quality improvement efforts implemented in 
response to the reported metrics (Landrum & Baker, 2004). A performance management system 
involves continuous use of these steps as part of a system’s or organization’s core operations; in 
addition, performance can be linked to other policy levers, such as funding, to optimize resource 
allocation (Feng et al., 2021; Landrum & Baker, 2004). The recommendations set forth by the 2003 
national Think Tank on the Future of Public Health in Canada recommended creating annual reports, 
similar to hospital “report cards,” to report on the status of public health performance indicators 
(Frank et al., 2004).  

A monitoring and evaluation framework that outlines performance standards and indicators should be 
developed to support evaluation efforts. Some public health organizations in Canada already use 
performance indicators, as noted in the earlier discussion of PHN operational reviews; however, there 
is also a need to establish evaluation frameworks delineating metrics for how well departments, 
organizations, and sectors are working together. Bauman et al. (2014) have proposed an evaluation 
framework for intersectoral approaches, such as HiAP. The framework is rooted in the logic model of 
HiAP initiatives and the health lens analysis (described in the South Australia case study), which 
involves five stages: (i) policy development (inputs), (ii) policy analysis and planning for action, (iii) 
policy implementation, (iv) intermediate impacts, and (v) population health outcomes. Evaluations of 
the first stage may consider political support for the policy of interest across agencies, as well as 
availability of funding and resources. The second and third stages involve evaluations of the policy 
process (e.g., stakeholder engagement and perspectives) and of implementation (e.g., fidelity, 
equitable end-user reach). The last two stages involve evaluations of near-term (e.g., policy adoption, 
changes in environments and practice) and long-term impacts (e.g., changes in health, wellbeing, and 
health equity). Having clear policy objectives is essential for a robust evaluation plan and can lead to 
insights into effective governance with other sectors (Bauman et al., 2014; Guglielmin et al., 2018).  

As the second and third stages (evaluations of the policy process) involve measurement of 
collaboration between various policy actors, others have proposed that collaborative partnerships in 
public health can be assessed by considering the following domains: shared measurement systems 
(i.e., shared data collection practices across multiple sectors); mutually reinforcing activities (i.e., 
shared action plans to guide activity); continuing and regular communications across partners; and 
backbone support (i.e., availability of a well-resourced oversight body that can coordinate partners) 
(Salihu et al., 2018). Impact evaluation (in the last two stages) should be robust and linked with 
outcomes research related to population health and health equity (Graham & Sibbald, 2021; Naylor, 
2003). Scholars have noted that while there is an abundance of impact evaluations of specific public 
health interventions, such as primary and secondary prevention services, or of upstream 
determinants of health, there is a paucity of such evaluations of public health systems (Graham & 
Sibbald, 2021).  

Availability and quality of data may also facilitate or hinder evaluation efforts. For instance, the lack of 
baseline data presented a challenge in evaluations of HiAP initiatives in Denmark and California, while 
the lack of longitudinal data resulted in de-prioritization of health equity impact indicators in 
evaluations of local HiAP initiatives in the UK (Guglielmin et al., 2018). Finally, to support performance 
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management, additional multipronged strategies could be resourced to strengthen evaluation 
capacity in public health organizations, including establishing common evaluation guidelines; building 
communities of practice to guide evaluation activities across the public sector; developing “practice 
guides” to commissioning and carrying out evaluations (e.g., setting research priorities, developing 
program logic models, commissioning economic evaluations, appraising evaluation reports, and 
publishing findings); and training staff on the use of these practice guides (Edwards et al., 2016). 

Key messages 

Resourcing a learning system to promote evidence-based public health is essential to strengthening 
the continuous improvement function of public health governance in Canada. Key actions to consider 
in accomplishing this goal are:  

 Establishing a national public health services and systems research agenda; 

 Strengthening the linkages between public health academia and policy/practice through training 
initiatives, co-governed organizations, and co-production of knowledge; 

 Protecting the independence, capacity, and expertise of science advisory actors within the 
government through adequate funding, staffing, and regular auditing; and 

 Integrating performance management (both within public health and between public health and 
other sectors) to improve accountability through ongoing monitoring and evaluation.  

The Canadian federal government is well-positioned to resource a learning public health system since 
development of national agendas, coordination of partnerships, provision of technical expertise, and 
establishment of national standards are within the domain of federal powers. 

5.9 Summary of Key Findings  

In summary, architects of public health governance structures are confronted with many challenges 
and opportunities. Our findings suggest that there is no one preferred approach to or model for 
public health governance. This stems from the complexity of public health, which addresses many 
issues ranging from early child development, to communicable and non-communicable disease 
prevention, to tackling racial, social and health inequities, to name a few. As discussed in the section 
on intersectoral action, public health’s upstream work must engage many actors (within and outside 
of health) with different mandates, values, and resources, many of whom may be seen as 
“responsible” and/or accountable for implementing public health initiatives. Secondly, a systems 
approach to public health is notably absent. In Canada, there is insufficient foresight and surge 
capacity to govern and function as a strategic, cohesive and equitable public health system (or 
system of systems) that is responsive to the changing sociopolitical context. We have discussed the 
need to strengthen F/P/T public health collaboration (possibly through legislation and other modes of 
“soft” governance approaches such as joint structures) while giving special consideration to 
Indigenous governance, and also balancing municipal and local level considerations and needs. 
Thirdly, as indicated in the section on features of effective public health governance, it is clearly 
evident that the current insufficient infrastructure and resource base (financing and workforce) in 
Canada challenges the ability of the public health system(s) to support evidence-informed governing, 
implementation, and continuous learning as an integrated system. Finally, there is a limited and 
mixed evidence base available on the effectiveness of governance models for public health especially 
in Canada (but also more generally). As discussed in the section on continuous improvement, in order 
to govern effectively, we need to establish and resource a national public health systems and 
services research agenda (including a focus on governance models), continue to create incentives for 
embedding academics within public health policy/practice settings, strengthen evaluation capacity in 
public health, and monitor and evaluate the performance of public health systems. 
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5.10 Recommended Actions in Canada  

In line with the public health governance functions outlined by Carlson et al. (2015) and other 
principles of effective governance for public health discussed earlier, the following actions are 
recommended for consideration in Canada. We further acknowledge that Indigenous public health 
matters require separate self-governance structures and functions determined by and for Indigenous 
communities. For more information, we encourage you to review this report by the National 
Collaborating Centre for Indigenous Health (2021), Visioning the Future: First Nations, Inuit & Métis 
Population and Public Health. 

Governance function Actions 

Oversight of public health requires clear leadership 
and stewardship, clear goals and priorities, 
independent agencies and expert bodies, attention to 
system design, evidence of readiness for change, 
and an organizational context where receptiveness 
can be nurtured, for accountability to be effective.  

Develop and implement a pan-Canadian public 
health equity-driven strategy, including clear goals 
and priorities, data, capacity building and research 
needs delineated, with guidance from a credible 
public health advisory board (in line with principles for 
good governance). The board will advise the Chief 
Public Health Officer of Canada who is dually 
accountable to both the Minister of Health and to 
Canadians (Canadian Public Health Association, 
2019, 2021; Naylor, 2003). The strategy needs to add 
value and engage P/T/local and Indigenous groups, 
and be well-resourced. 

The Public Health Agency of Canada needs to uphold 
its independence and expertise while building and 
leveraging relationships with key stakeholders. 

Establish an independent and interdisciplinary 
panel to provide pan-Canadian and strategic 
guidance on public health goals and priorities. Every 
effort should be made to maintain this panel as an 
evidence-informed forum that guards against often 
internalized bias and group think that can set into 
such structures. This can be mitigated by ensuring an 
inclusive, innovative and diverse membership, 
including individuals with less conventional views of 
public health and its institutions. 

The National Academy of Medicine is a possible 
model that could be adapted to the Canadian context 
(John Frank, personal communication, May 2021). It 
aims to “improve health for all by advancing science, 
accelerating health equity, and providing 
independent, authoritative, and trusted advice 
nationally and globally.” Other existing mechanisms 
could also be leveraged, including the Canadian 
Academy of Health Sciences, which “provide[s] 
assessments of and advice on key issues relevant to 
the health of Canadians” and the Royal Society of 
Canada.  

The mandate, roles and responsibilities (strategic and 
resource oversight) and priority linkages with key 

https://nccph.ca/projects/reports-to-accompany-the-chief-public-health-officer-of-canadas-report-2021
https://nccph.ca/projects/reports-to-accompany-the-chief-public-health-officer-of-canadas-report-2021
https://nam.edu/about-the-nam/
https://cahs-acss.ca/mission-vision-values-our-promise/
https://cahs-acss.ca/mission-vision-values-our-promise/
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stakeholders (partner engagement) for the Public 
Health Network (PHN) need be re-examined, ensuring 
clear public health priorities (policy development) are 
established that are well-aligned with plans to 
revitalize the public health systems in Canada. The 
PHN and the PHAC also require the authorities and 
capacities, including sufficient financial and human 
resources, to deliver on shared priorities.  

Resource stewardship is needed to sustain resilient 
public health infrastructures. 

 

Leverage federal spending power to promote greater 
support for and collaboration across public health 
infrastructures (e.g., provide conditional funding for 
public health programs or enter into legal contracts to 
develop public health initiatives) (Naylor, 2003). 

For example, establish a pan-Canadian innovation 
fund for collaborative public health systems research 
(including research on governance models), in 
partnership with other funders (e.g., CIHR-IPPH). The 
Public Health Network Council could advise on joint 
F/P/T priorities for investment.  

Legal authority pertains to legislation and 
regulations focused on public health at different 
system levels. 

 

Modernize public health legislation at the national 
level. 

Develop a separate Act for Health and Wellbeing (or 
Public Health Act) that provides national standards 
for P/T public health legislation, that defines a clear 
scope (see earlier section describing essential public 
health functions) that emphasizes population-level 
policy and program interventions, and that facilitates 
a Health in All Policy approach for improved 
population health and health equity (Canadian Public 
Health Association, 2019). Programming that 
supports the Act needs to be well-resourced over the 
long term to help maintain trust of P/T in the 
continuity of federal engagement.  

A systematic and transparent approach must be 
taken to design model public health legislation. To 
ensure buy-in, standard setting will also need to be 
co-produced and engage relevant F/P/T public health 
actors. At the outset, an assessment of the 
associated costs of developing legislation should be 
conducted (Wilson et al. 2012). Resource an 
implementation plan and build in a monitoring system 
to measure effectiveness. 

Existing Acts such as Québec’s Public Health Act 
(see case study) provide opportunities for learning as 
do examples from lessons learned from other 
countries (see earlier sections on the UK and US). 

Policy Development is supported by clearly 
established goals and priorities, leading to strategic 
and adaptive public health policies, with an explicit 
focus on equity. 

Reaffirm the PHAC’s mandate to cover the breadth of 
public health with appropriate linkages to other 
government departments and agencies engaged in 
and impacting public health. 
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 Strengthen mechanisms for intersectoral action: e.g., 
social policies which target poverty, gender and racial 
inequities and reinforce intergenerational solidarity 
through a whole of government Health in All Policies 
approach and are in line with the Sustainable 
Development Goals agenda. To be successful, this 
effort will need to be enabled by a governance 
structure to enable resource allocation in favour of 
Health in All Policies.  

Partner engagement involves system facilitative 
leadership, coalition building and effective 
collaborative structures within and outside of the 
health sector including the government, 
communities, and private and civil society actors3. 

Engage in formal or informal engagement processes 
or bodies that regularly report on and assess different 
societal threats and engage sectors within and 
outside of health (see earlier section on intersectoral 
action). 

Continuous improvement includes foresight and 
intelligence management, and research on effective 
governance models as key elements of a learning 
public health system, guided by a national public 
health systems and services research agenda.  

 

Establish and implement a learning public health 
system in Canada that fosters academia-practitioner 
collaboration and the promotion of evidence in public 
health decision-making. 

Establish and resource a national public health 
systems and services research agenda (with CIHR 
and other relevant funders), which includes a focus 
on governance of public health. The CIHR Institutes 
of Population and Public Health and Health Services 
and Policy Research could invest in such a joint 
research program. 

Invest in and facilitate ongoing research on different 
governance structures at all levels in the system, 
including between P/T and within jurisdictions, 
considering related public health infrastructure. 
Assess the effectiveness of different governance 
structures for public health on health and/or health 
equity outcomes. Work with organizations whose 
mandate is to mobilize, share, exchange and 
translate knowledge about public health governance 
study findings (see continuous improvement section). 

Governance structures for public health need to be 
informed by ongoing evidence, foresight and 
intelligence management at the local, 
provincial/territorial, and federal levels. While public 
health expertise is critical at all levels, it does not 
always reside at some levels of government. Local 
expertise needs to be valued and leveraged for 
impactful public health interventions to occur.  

Governance structures (e.g., Public Health Network 
Council and related structures) need to be regularly 
monitored and evaluated to assess their 
effectiveness. The PHN performance measurement 
strategy provides a useful starting point. 

                                                      
3  For more information, we encourage you to review this report by Mulligan (2022), Strengthening community connections: 

the future of public health is at the neighbourhood scale. 
 

https://nccph.ca/projects/reports-to-accompany-the-chief-public-health-officer-of-canadas-report-2021/strengthening-community-connections-the-future-of-public-health/
https://nccph.ca/projects/reports-to-accompany-the-chief-public-health-officer-of-canadas-report-2021/strengthening-community-connections-the-future-of-public-health/
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Findings were synthesized using information from multiple sources. As described below, a literature 
search was performed to identify key published scholarly literature. Experts in public health 
governance, identified by the research team, were also contacted to (i) identify additional scholarly 
and grey sources (published and unpublished); (ii) review and validate findings; and (iii) draft case 
studies focusing on specific governance models. Consultation sessions organized by the Canadian 
Institutes of Health Research, the Public Health Agency of Canada, and the Canadian Public Health 
Association in spring 2021, in which the lead author participated, also informed the emerging findings 
in this report. 

Scholarly literature search 

Information sources and search strategy 

Peer-reviewed academic literature was searched in MEDLINE (Ovid), a key health sciences database, 
and specialized databases for public policy, political science, international relations, and social 
sciences literature (Table A1).  

Table A1.  Specialized academic bibliographic databases and search engines 

Database Brief description 

PAIS Index (ProQuest) International research in public affairs, public and social policies, and 
international relations. 

Worldwide Political Science 
Abstracts (ProQuest) 

Citation information and abstracts for international research, including journals, 
books, book chapters, reviews, and dissertations. 

The search strategy for the academic literature was developed in consultation with an information 
specialist with expertise in literature searching in public health (Gerstein Science Information Centre, 
University of Toronto). The search was initiated in MEDLINE (Ovid) and translated to the other 
databases. The following limits were applied to the database searches: (i) published after January 1, 
2000 (to capture the changes in public health systems that resulted from health events of 
international concern, such as SARS in 2003, H1N1 in 2009); (ii) written in English or French, to 
capture information in both official Canadian languages. 

We used database-specific syntax and free keywords to search the identified databases using the 
terms listed in Table A2 (full search strategy available in Supplemental file A1). To feasibly cover the 
evidence base, the systematic search in MEDLINE was restricted to literature reviews using adapted 
and pre-tested SIGN search filters for literature reviews (developed by Healthcare Improvement 
Scotland), though this restriction was not applied in non-medical databases. Relevant primary studies 
were identified in supplemental and grey searching. The search terms were combined using the 
following logic: public health AND governance. A sample of potentially relevant academic articles was 
used to validate the search strategy (Carlson et al., 2015; Jarvis et al., 2020; Kneale et al., 2017; 
Smits & Champagne, 2020; Thomson et al., 2018).  

Table A2.  Search concepts and sample search terms 

Search concept Search terms 

Public health Public health; population health; disease prevention and control; health promotion 
Governance Governance; organization; administration; system; management; decision-making; 

policy; legislation; regulation; strategy; accountability; transparency; resource 
allocation; intersectoral; multisectoral; partnerships; collaboration; coordination; 
integration; institution; inter-institutional; reform; resource; funding; authority; 
leadership; stewardship; oversight; whole-of-government; whole-of-society 
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Study selection process 

Search results for academic literature were exported from each electronic database into the web-
based review management software, Covidence (www.covidence.org) to remove duplicate citations 
and perform citation screening. Citations were screened according to the criteria listed in Table A3. 
Citation screening was performed in two phases: (i) title/abstract screening, and (ii) full-text 
screening. Two independent reviewers first screened a sample of citations together to establish 
agreement. The remaining citations were divided for screening between the two reviewers and the 
included/excluded citations were cross-checked by one of the reviewers for validation. Citations 
whose eligibility is uncertain were discussed with the lead author. The selection process for scholarly 
peer-reviewed literature is illustrated in Supplemental file A2. 

Table A3.  Eligibility criteria for screening of academic literature 

Criterion Include Exclude 

Publication date Studies published after January 1, 2000 Studies published before January 1, 2000 
Language Studies written in English or French Studies written in languages other than 

English or French 
Publication type Study is original, academic, peer-

reviewed, and published 
Study is a preprint, commentary, letter to 
the editor, conference abstract, technical 
report, or book chapter. 

Study design Study involves a literature and/or 
document review, conceptual 
framework, policy case study (single or 
multiple), or other type of multinational 
study. Mixed-methods studies with one 
or more of the above-listed components 
are eligible. 

Studies not meeting the identified criteria 

Setting Study discusses OECD member 
countries, which are peer-countries to 
Canada. Multinational studies that 
include OECD members among others 
will also be considered. 

Study does not include high-income 
countries/peer countries (OECD members). 

Key concept 1: 
public health 

Study focuses on or discusses public 
health (including communicable and 
non-communicable disease prevention 
or control, and promotion of health and 
wellbeing in the population). 
The health sector is involved in any 
collaborative governance models and 
structures. 

Study discusses only general health 
systems, health policies, or health services 
non-specific to public or population health. 
Study discusses collaborations between 
non-health partners only (without the 
involvement of the health sector) to 
achieve the goals of population health and 
wellbeing. 

Key concept 2: 
governance 

Study focuses on governance roles, 
functions, and components (policy 
development; resource stewardship; 
continuous improvement; partner 
engagement; legal authority; and 
oversight of a health department); could 
be hierarchical or collaborative.  

Study only focuses on the delivery of 
specific public health/ preventive 
programs, interventions, or services, 
without discussion of governance.  

Supplementary academic and grey literature search 

Supplemental academic and grey literature was primarily identified by consulting relevant individuals 
with expertise in public health systems and governance within and outside Canada. Additional key 
grey and academic sources were identified by scanning the reference lists of the identified articles 
and performing targeted searches on Google, Canadian government websites (e.g., federal, 
provincial, territorial, and municipal governments), and document repositories (ProQuest PolicyFile 
Index, Harvard Kennedy School search for Think Tank materials). 

http://www.covidence.org/
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Data extraction and synthesis 

A library of scholarly sources meeting the initial criteria listed in Table A3 was developed (166 
articles). These studies were grouped thematically according to the following categories: conceptual 
or theoretical focus, intersectoral or health-in-all policies focus, local public health focus, public 
health legislation focus, public health system case study, and health protection focus (including 
COVID-19). Priority scholarly articles (28 sources, see Supplemental file A2), such as those 
providing novel insights (relative to expert input and case studies, which were drafted in parallel), 
having the most recent evidence, and containing the most comprehensive information on each 
theme, were extracted by two reviewers using a standardized data extraction form (developed in 
Microsoft Excel and first piloted on a random sample of 5 articles). Supplementary and grey literature 
was added to the synthesis until saturation was reached. The findings and recommendations were 
mapped to a conceptual framework outlining the functions of governance (Carlson et al., 2015). 

The data extraction form contained the following fields: publication information; setting; definition of 
public health governance; details of the public health governance initiative (or model, or system); 
evidence of initiative success (including any indicators of good governance, intersectoral metrics, 
and, other measures of effectiveness, as identified by the authors); predisposing/enabling factors and 
challenges to governance; definition of equity and equity considerations; any identified 
recommendations (e.g., for strengthening governance, transferring successful models to other 
settings; and evaluation through future research). 

Limitations 

While we relied on diverse sources and sought to capture the key publications, it should be noted 
that the literature review and the case studies used to support the findings of this report were expert-
driven, rather than systematic. Consequently, this report does not provide an exhaustive account of 
public health governance literature. We also focused on national-level and, to a more limited extent, 
subnational-level governance in high-income settings that may be considered more comparable to 
Canada. However, we acknowledge that useful governance lessons may also be derived from non-
peer countries and from supranational governance models. 
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Supplemental file A1.  Electronic database search strategies (last updated April 3, 2021) 

Ovid MEDLINE: Epub Ahead of Print, In-Process & Other Non-Indexed Citations, Ovid MEDLINE® Daily 
and Ovid MEDLINE® 1946-Present 
# Search query Results 

1 Public Health/  84,608 
2 Population Health/ 1,075 
3 Decision Making/ 98,009 
4 Government Regulation/ 21,481 
5 Legislation as Topic/ 15,958 
6 Financing, Government/ 21,056 
7 Resource Allocation/ 8,858 
8 exp Policy Making/ 26,574 
9 Public Policy/ 32,049 
10 Health Policy/ 68,180 
11 Health Resources/ 14,109 
12 Health Planning/ 21,780 
13 Interinstitutional Relations/ 10,751 
14 Learning Health System/ 83 
15 Public Health Practice/ 5,514 
16 Public Health Administration/ 15,603 
17 ((public health OR population health OR disease control OR disease prevention) adj4 

(system* OR organiz* OR organis* OR administ* OR govern* OR manag* OR decision* OR 
policy OR policies OR legislat* OR law OR laws OR legal* OR regulat* OR strateg* OR 
accountab* OR resourc* OR intersectoral* OR inter-sectoral* OR multisectoral* OR multi-
sectoral* OR partnership* OR collaborat* OR coordinat* OR co-ordinat* OR integrat* OR 
fund* OR infrastructur* OR infra-structur* OR institution* OR interinstitution* or inter-
institution* OR authorit* OR authoris* OR authoriz* OR oversight OR steward* OR whole-
of-government OR whole-of-society OR reform*)).tw,kf 

50,279 

18 Meta-Analysis as Topic/ 19,271 
19 meta analy$.tw. 196,342 
20 metaanaly$.tw. 2,240 
21 Meta-Analysis/ 128,995 
22 ((systematic or scoping or integrat* or realist or literature or rapid or narrative or umbrella 

or qualitative or concept* or theoret*) adj2 (review$1 or overview$1 or framework$1)).tw,kf 
353,520 

23 exp Review Literature as Topic/ 15,665 
24 or/28-33 486,443 
25 cochrane.ab. 95,758 
26 embase.ab. 106,423 
27 (psychlit or psyclit).ab. 915 
28 (psychinfo or psycinfo).ab. 41,016 
29 (cinahl or cinhal).ab. 32,348 
30 science citation index.ab. 3,256 
31 bids.ab. 561 
32 cancerlit.ab. 633 
33 or/35-42 172,653 
34 reference list$.ab. 19,098 
35 bibliograph$.ab. 19,246 
36 hand-search$.ab. 7,346 
37 relevant journals.ab. 1,228 
38 manual search$.ab. 4,819 
39 or/44-48 46,396 
40 selection criteria.ab. 31,785 
41 data extraction.ab. 23,844 
42 or/50-51 53,235 
43 Review/ 2,777,609 
44 and/52-53 29,948 
45 Comment/ 902,249 
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46 Letter/ 1,129,421 
47 Editorial/ 562,769 
48 animal/ 6,789,212 
49 human/ 19,137,556 
50 48 not (48 and 49) 4,775,107 
51 or/45-47,50 6,652,641 
52 24 or 33 or 39 or 44 541,357 
53 52 not 51 516,582 
54 1 or 2 [public health terms] 85,518 
55 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 [governance terms] 302,346 
56 15 or 16 [public health administration terms] 20,764 
57 54 and 55 [public health + governance] 12,341 
58 17 or 56 or 57 [all alternatives of public health governance terms] 75,560 
59 53 and 58 [reviews + public health governance]  3,660 
60 limit 59 to (yr="2000 -Current" and (english or french)) 3,388 

 

ProQuest – Selected databases 
Database Search query Results 
PAIS 
INDEX  
 

ti,ab(("public health" OR "population health" OR “disease control” OR “disease 
prevention”) NEAR/4 (system* OR organiz* OR organis* OR administ* OR govern* 
OR manag* OR decision* OR policy OR policies OR legislat* OR law OR laws OR 
legal* OR regulat* OR strateg* OR accountab* OR resourc* OR intersectoral* OR 
inter-sectoral* OR multisectoral* OR multi-sectoral* OR partnership* OR collaborat* 
OR coordinat* OR co-ordinat* OR integrat* OR fund* OR infrastructur* OR infra-
structur* OR institution* OR interinstitution* or inter-institution* OR authorit* OR 
authoris* OR authoriz* OR oversight OR steward* OR whole-of-government OR 
whole-of-society OR reform*)) 

limit to English or French, pub date: Jan 1, 2000 – Apr 3, 2021, scholarly journals, 
peer-reviewed 

NOT commentary, editorial, news, interview, biography, speech/lecture, 
credit//acknowledgment, undefined, conference proceedings, letter to the editor, 
market research, general information, correspondence, correction/retraction 

4,077 

Worldwide 
Political 
Science 
Abstracts 
 

ti,ab(("public health" OR "population health" OR “disease control” OR “disease 
prevention”) NEAR/4 (system* OR organiz* OR organis* OR administ* OR govern* 
OR manag* OR decision* OR policy OR policies OR legislat* OR law OR laws OR 
legal* OR regulat* OR strateg* OR accountab* OR resourc* OR intersectoral* OR 
inter-sectoral* OR multisectoral* OR multi-sectoral* OR partnership* OR collaborat* 
OR coordinat* OR co-ordinat* OR integrat* OR fund* OR infrastructur* OR infra-
structur* OR institution* OR interinstitution* or inter-institution* OR authorit* OR 
authoris* OR authoriz* OR oversight OR steward* OR whole-of-government OR 
whole-of-society OR reform*)) 

limit to English or French, pub date: Jan 1, 2000 – Apr 3, 2021, scholarly journals, 
peer-reviewed, exclude duplicates 
NOT commentary, editorial, news, general information 

754 
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Supplemental file A2.  Selection flow diagram for scholarly and grey sources 

 

 

Duplicates removed  
(n = 413) 

Records identified through database searching 
(n = 8,129) 

MEDLINE (Ovid): n = 3,388 
PAIS INDEX (ProQuest): n = 4,077 

Worldwide Political Science Abstracts 
(ProQuest): n = 754 

Titles/abstracts not relevant to public health 
governance 
(n = 7,387) 

Titles/abstracts screened 
(n = 7,806) 

Full-text articles not included in synthesis 
(n = 391) 

Does not focus on governance: n = 142 
Does not focus on public health: n = 48 
Does not focus on peer countries: n = 30 
Wrong publication type: n = 22 
Wrong study design: n = 10 
Study not found: n = 1 
Does not add novel insights based on priority 
considerations: n = 138 

Full-text articles reviewed 
(n = 419) 

Sources suggested by expert contacts and 
identified through supplementary searching 

(n = 95) 
Scholarly and grey sources: n = 92 
Internal/unpublished documents: n = 3 

 

Sources included in 
literature review  

(n = 123) 

Source: Adapted from Moher, D., Liberati, A., Tetzlaff, J., & Altman, D.G., The PRISMA Group (2009). Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses: The PRISMA Statement. PLoS Medicine 6(7): e1000097. doi:10.1371/journal. pmed1000097 
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Summary abstract 

As part of the 2012 reorganization of the health system in England, the public health function 
underwent major reform. Locally, leadership for public health was transferred back from the National 
Health Service to local government. Nationally, a new agency – Public Health England (PHE) – was 
established. While the impact of the changes remains uncertain and variable due chiefly to major 
public spending cuts imposed between 2010 and 2020 and affecting local government and public 
health in particular, the reforms were generally welcomed. As a consequence of the impact of 
COVID-19, evidence of the government’s pandemic unpreparedness, and perceived failures in PHE’s 
performance, proposals for the reform of public health nationally were announced in early 2021. PHE 
is being replaced by two new organizations although the details remain to be finalized. 

Background 

Since 2012, public health in the UK has undergone major reform at national and local levels. While all 
four countries making up the UK have witnessed reform in the organization of the public health 
function, England has experienced the most significant upheaval with a further set of changes 
underway. This case study focuses on the reforms in England.4  

Up until the passage of the Health and Social Care Act (HSCA) 2012, responsibility for public health 
in England lay with the National Health Service (NHS) and, at local level, with Primary Care Trusts 
(PCTs). Under the auspices of the World Class Commissioning (WCC) initiative, introduced in 2007 to 
develop commissioning, PCTs’ principal tasks included assessing the health needs of their 
communities and providing for them through preventive and health care services. Despite the 
laudable aims of WCC, public health remained a largely neglected and poorly funded sector within 
the NHS which was preoccupied with sickness services and hospital care. Spending on public health 
accounted for no more than 4% of the total health care budget. Even then, agreed budgets for public 
health were often raided to maintain funding on acute care services (Department of Health, 2006). In 
addition to insufficient resources being made available for public health, a further problem was the 
narrowness of the approach adopted. The focus on downstream individual lifestyle factors was seen 
to arise from the NHS’s overriding preoccupation with disease and ill-health at an individual level. 
Consequently, insufficient attention was paid to the upstream social determinants of health. 

For some time, the important role of local government in promoting health and wellbeing together 
with tackling health inequalities had been recognized by practitioners and commentators. Prior to the 
reforms set out in the HSCA 2012, the then Labour government introduced Director of Public Health 
(DPH) posts that were jointly appointed by PCTs and local authorities. These posts had limited 
success given the organizational and cultural barriers evident in the NHS and local government 
(Redgrave, 2007). In order to make joint posts work effectively, DPH required a different skill set 
including political astuteness and communication skills as well as a deep understanding of local 
context and in particular the way in which local authorities operated as political organizations. 

Local level reforms 

The UK Coalition government elected in 2010 was committed to major reform of the NHS despite the 
Prime Minister having stated publicly that no further “big bang” reorganization was planned. 
Unavoidably, the future of the public health function had to be addressed and was the subject of 
separate proposals for reform (Secretary of State for Health et al., 2010). Although the NHS reforms 
were widely criticized and dismissed as unnecessary, a generally warmer welcome greeted the public 
                                                      
4 For a summary of the changes introduced in 2012, visit: https://www.commonwealthfund.org/international-health-policy-

center/countries/england. For an account of the reforms being introduced in England in 2021, visit: 
https://www.kingsfund.org.uk/health-care-explained 

https://www.commonwealthfund.org/international-health-policy-center/countries/england.
https://www.commonwealthfund.org/international-health-policy-center/countries/england.
https://www.kingsfund.org.uk/health-care-explained


Governing for the Public’s Health: 
Governance Options for a Strengthened and Renewed Public Health System in Canada 

64 

health changes especially among those who had long maintained that public health suffered from 
lurking in the shadows of the NHS (Elson, 1999). In what was an unexpected and unforeseen move, 
the government announced its intention to return public health to local government control by placing 
responsibility with upper tier or unitary local authorities. The move became inevitable given that the 
NHS reforms involved the abolition of PCTs. A new home had therefore to be found for public health. 

The move to local government made sense given the government’s commitment to tackle the wider 
determinants of health and reduce health inequalities with localism being at the heart of the system. 
The move was timely as the Marmot review, published in 2010 and having been set up by the 
previous Labour government, emphasized the importance of adopting a life course approach to 
improving health (Marmot et al., 2010). Local government therefore seemed to be a more logical 
home for the wider public health function than the NHS. At the same time, and somewhat 
unfortunately in terms of timing, local government was suffering from having been hollowed out in 
regard to many of its functions. Its control of education was removed by the advent of academy 
schools run by private sector interests, and many other services, notably social care, were 
increasingly being outsourced to the private and third sectors. As a result, “place-based” approaches 
across the life course were becoming increasingly complex and fragmented. In addition, the policy of 
austerity introduced by the Coalition government in 2010 which would run for a decade at least was 
hitting all public services hard and local government, together with its new public health function, 
suffered the worst of the cuts to public spending.  

The changes entailed Directors of Public Health (DsPH) and their public health teams moving to local 
government. Many had already physically established themselves there following the move to create 
joint posts noted above. Links to the NHS were to be maintained so that public health advice could 
continue to be given as required. Some public health functions (i.e., vaccinations and immunization) 
remained with the NHS. Budgets were transferred based on previous spending and were ring-fenced 
(i.e., protected) for the first few years although this did not prevent cuts to overall funding as a result 
of the government’s austerity policy, itself motivated by a desire to shrink the state and cut public 
spending in an effort to tackle the UK’s deficit following the global 2008-10 financial crash. 

Health and Wellbeing Boards (HWBs) were introduced in each local authority bringing together all the 
interests in a local area including the NHS and third sector. HWBs’ principal, and possibly only, 
power is to undertake a needs assessment and to produce Health and Wellbeing Strategies to which 
other bodies sign up. But Boards possess no executive powers to require implementation of their 
Strategies and can only make progress through persuasion and influence. Unsurprisingly, HWBs 
have struggled to make an impact and have been uneven when it comes to partnership working 
(Perkins et al., 2020). NHS bodies have tended to dominate meetings with representatives of the 
public and third sector bodies feeling overlooked. Boards have also been criticized for being largely 
“talking shops” and “rubber stamps” in the absence of having real power to effect change or drive 
strategy and its implementation. As hoped for “system leaders,” they have proved largely 
underwhelming to date although several local authorities are keen to strengthen them. 

The position of public health within local authorities tends to vary according to their particular 
circumstances and preferences. There is no one right model or accepted approach since diversity is 
an inbuilt feature of local government. Some local authorities chose to retain the DPH position, 
according the postholder senior status within the officer team. Others adopted a different title (e.g., 
director of health improvement) or merged the DPH post with the Director for Adult Social Services. 
In yet other places, the DPH position was perceived to have been downgraded in terms of its 
repositioning under another directorate. 
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National level reforms 

Changes in the organization of public health were also introduced at national level. A new arm’s 
length executive agency was created called Public Health England (PHE) to provide leadership for 
public health. Although separate from the Department of Health (now called the Department of Health 
and Social Care [DHSC]), and organized into regional outposts and local teams, PHE lacked the 
independence accorded to some other national bodies such as the National Institute for Health and 
Care Excellence (NICE). It was a civil service agency and part of the central DHSC.  

Modelled largely on the Health Protection Agency which it replaced in 2012, PHE was given 
responsibility for two of the three domains of public health: health protection, including emergency 
preparedness, and health improvement. The third domain – health service quality improvement – 
remained with NHS England, which leads the NHS (but only in England), and related bodies 
concerned with care quality and improvement. Despite the formation of PHE, a sizeable public health 
group of civil servants remained located in the DHSC to service the public health minister and Chief 
Medical Officer (CMO) for England. 

PHE’s activities are focused on addressing public health challenges through influencing agendas by 
producing data, analysis and research; shaping policy and practice through evidence-informed 
solutions; delivering services through responding to health emergencies and public health 
campaigns; and building system capability through training, guidance and standards to deliver 
effective interventions. For instance, PHE has led a work programme on Health in All Policies (HiAP) 
comprising a resource to support local authorities in their efforts to develop a collaborative approach 
to improving health (Connolly & Public Health England, 2016). Among PHE’s strategic priorities for 
the period 2020-25, foremost are a smoke-free society, healthier diets and weights, cleaner air, better 
mental health, and the best start in life (Public Health England, 2019).  

Other developments at national level included the launch of a Public Health Outcomes Framework 
(PHOF). First published in 2012 and reviewed every three years following consultation, it comprises 
five domains and a total of 159 indicators and sub-indicators covering the full spectrum of public 
health across the life course, locally and nationally, and what can realistically be measured. To 
strengthen and drive whole of government approaches to tackling the wider determinants of health, a 
Cabinet Sub-Committee on Public Health under the Secretary of State for Health’s leadership, similar 
to one that existed until 2012, was established to coordinate work across central departments. A new 
voluntary “responsibility deal” was introduced, reflecting that private businesses and corporations 
should take more responsibility for the impact of their products and practices on health and 
wellbeing. Finally, the Chief Medical Officer for England was to remain as the chief advocate for 
public health across government. 

Impact of reforms: what is working well and not so well? 

There has not been a great deal of completed research evaluating the public health changes since 
2012, either nationally or locally, but the work that has been done provides some useful insights. In 
regard to the return of public health to local government, the general consensus is that the move 
“made inherent sense” and was “long overdue” given that local government is “often perceived as 
the natural home for public health” (Peckham et al., 2020; Boswell et al., 2019; Hunter, 2016; Marks 
et al., 2015; Gorsky et al., 2014). A survey of Directors of Public Health (DsPH) conducted in 2014 
found that the relocation of public health to local government was “achieving some of the outcomes 
and the direction of travel envisaged by policy makers” (Jenkins et al., 2016). These gains were 
especially evident in those local authorities where good relationships had been established between 
elected members, local government officers and DsPH and their teams. Reinforcing these findings, a 
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study of prioritization in public health investment and disinvestment reported that the way in which 
evidence was conceived and used demonstrated the pivotal influence of context and political and 
social values in public health priority-setting (Marks et al., 2015). 

However, while the move of public health back to local government has been welcomed by many and 
seen as the right place for tackling the wider determinants of health, it took place at precisely the 
same time as significant spending cuts were imposed (Hunter, 2016; Buck, 2020). While public health 
ring-fenced budgets were seen as offering some protection from reductions in spending, ring-fencing 
is viewed by many in local government as running counter to the notion that public health becomes 
fully integrated into the work of the local authority and is viewed as the legitimate business of all its 
functions. Singling out one function or activity for protection via ring-fencing is regarded as divisive 
and indefensible. 

Given the fiscal problem, and despite some encouraging evidence to demonstrate that the changes 
are having a positive impact (Buck, 2020; Buck, 2021), early research findings reported by Peckham 
et al (2020) are more mixed when it comes to success in achieving the five key intended changes. 
These are: enhancing local decision-making and accountability for local population health 
improvement; bringing opportunities to effectively tackle wider determinants of health; emphasizing 
outcomes-driven activity; ensuring decisions and activities are driven by what works; and improving 
efficiency by creating a system that is more streamlined and joined up. The researchers conclude 
that, “as a result of the considerable upheaval initiated by the transfer of public health into local 
authorities, and continued by the almost constant reorganizations necessitated by budget cuts,...the 
responsibilities, balance of action and approaches to local public health are still very much in a state 
of flux” (Peckham et al., 2020). Also, as was pointed out earlier, Health and Wellbeing Boards, 
established in 2012, have been largely underwhelming in their role as system leaders locally. Little 
wonder, then, that initiatives such as HiAP have not so far yielded the improvements in preventive 
health that have been hoped for and have demonstrated an “implementation gap” (Cairney et al., 
2021). 

There also remains friction at the interface between local government and the NHS and a fear that as 
public health becomes more integrated into local authorities the NHS’s public health role risks being 
further diluted or neglected. Offsetting this risk has been an acknowledgement on NHS England’s 
part that the NHS needs to strengthen its population health focus and invest more in keeping people 
out of hospital and encouraging healthier lifestyles to avoid admission to care. The NHS Long Term 
Plan, published in early 2019, devotes a whole chapter to the NHS’s role in improving population 
health and tackling health determinants, and an appendix on the NHS’s support for wider social 
goals, including employment and the environment (NHS England, 2019). But for any of this to 
succeed requires the NHS working closely with local government, which remains a challenge 
although it should be made easier by having public health located in local government. Reforms now 
underway in the NHS in England centre on establishing Integrated Care Systems (ICSs) across the 
country. These are intended to be place-based organizations explicitly designed to strengthen 
collaboration among all key stakeholders. 

While the changes at local level have been generally well-received, apart from the squeeze on 
funding over 10 years which has hindered progress and contributed to the uncertainty around the 
priority accorded to public health, at national level PHE has come in for mixed reviews. In particular, 
various Parliamentary Committee inquiries have expressed concern that PHE has lacked strong 
enough ways to influence local authorities to ensure progress against all its top priorities as 
measured against the PHOF, and overall has been too timid, failing to speak truth to power (House of 
Commons Committee of Public Accounts, 2015; House of Commons Health Committee, 2014). A 
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common view was also expressed that PHE needed to do more to work across central government 
to ensure that all departments were on board with its priorities (House of Commons Health 
Committee, 2016). 

PHE’s lack of independence from government was also viewed as problematic especially in the light 
of evidence that there has been political interference to suppress or delay the publication of reports, 
most recently in respect of some of its advice/guidance relating to COVID-19 but also in regard to 
some of its earlier preventive health work. For instance, the House of Commons Health Committee 
considered that the relationship between the Department of Health and PHE remained problematic. 
In support of this claim, there is evidence to suggest that there has been political interference to 
suppress or delay the publication of PHE reports such as its review of the evidence concerning sugar 
consumption and the effects on obesity which proved to be critical of government policy, or rather 
the lack of one (Tedstone et al., 2015). In regard to the Cabinet sub-committee for public health, the 
House of Commons Health Committee was not persuaded that “[it] had been a key driver for change 
or that it should be re-established” (House of Commons Health Committee, 2016, p. 39). Its preferred 
solution to secure more effective joined-up policy and cross-departmental working to improve health 
and wellbeing was to vest responsibility for providing political leadership in a Minister located in the 
department responsible for coordinating cross-departmental work – the Cabinet Office. 

However, not all observers have been as critical of PHE and its overall performance. A study of 
institutionalizing preventive health in three countries - Australia, New Zealand and England - 
commended the agency on its “wily engagement with salient issues” (Boswell et al., 2019, p. 207). 
Rather than attempt to “speak truth to power,” the researchers concluded that PHE “has been careful 
to walk a fine line: upholding independence from government, but being careful not to lapse into 
preventive health ‘lobbying’” (Boswell et al., 2019, p. 208). The approach is described as one of 
“muted advocacy,” with PHE pursuing its agenda “by stealth, building and leveraging good will with 
other powerful actors” (Boswell et al., 2019, p. 208). PHE's reputation has been built by being viewed 
as independent “knowledge brokers” thereby avoiding overt advocacy and a strong policy agenda. It 
is therefore claimed that PHE has achieved widespread legitimacy through such means. But while its 
success as an institution may have been achieved, this does not necessarily equate with having 
achieved policy gains for the prevention agenda. It is on this issue that many in the wider public 
health community have been most critical of PHE's low key approach and tendency to adopt 
controversial positions, notably in respect of its review of e-cigarettes in which it claimed that they 
were 95% safer than traditional tobacco (Public Health England, 2015). Such a conclusion was met 
with considerable hostility and widespread opposition from many, though not all, in the public health 
community. It also pitted it against bodies such as the WHO which had concluded that e-cigarettes 
were far from safe. PHE has also come in for criticism in regard to perceived proximity to the drinks 
industry and for failing to be more critical of powerful commercial interests.  

If PHE thought its softly low profile approach, with an emphasis on making realistic demands for 
policy change, would ensure its survival, the arrival of the pandemic quickly put paid to that. Barely 
eight years after its creation, the UK government decided in 2020 in the light of PHE's involvement in 
managing the spread of COVID-19 that it was no longer fit for purpose in its current form and that its 
infectious disease control function should be separated from its wider preventive health function. 

Future changes to public health 

Directly informed by developments already underway arising from the NHS Long Term Plan noted 
above, and by the impact of COVID-19 on the health system across the UK, the government 
published proposed changes in the NHS and public health in February 2021 (Department of Health 
and Social Care, 2021a). Legislation to enact the NHS changes is promised in a Health and Care Bill 
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to follow later in 2021. Meantime, two new organizations in public health to replace PHE are already 
in hand (Department of Health and Social Care, 2021b). The decision to replace PHE was taken 
unexpectedly in August 2020 following criticisms of PHE’s performance during the early stages of 
COVID-19, especially its failure to test, track and trace and its general unpreparedness for a 
pandemic. The creation of the UK Health Security Agency was announced in March 2021. It will take 
over responsibility for pandemic preparedness and external threats across the UK despite health 
being a devolved function. But it will also have a wider remit to drive economic growth, “acting as the 
engine” for the life science and diagnostic industry. 

PHE’s remaining functions in respect of the wider public health, including health improvement and 
population health, will be transferred to a new Office for Health Promotion (subsequently renamed the 
Office for Health Improvement and Disparities) established in October 2021. It will be located within 
the DHSC and be jointly accountable to the Secretary of State for Health and the Chief Medical 
Officer (CMO). Its remit will be confined to England since the devolved nations each have their own 
public health agency at national level. Three policy directors are being recruited - one to cover diet, 
obesity and healthy behaviours; another to cover addiction and inclusion; and a third with a wide-
ranging and potentially powerful remit covering public health policy, innovation and systems including 
cross-cutting and enabling functions. These directors will report to the Office for Health Improvement 
and Disparities (OHID) joint leads – its director general (DG), a civil servant and former DG for public 
health at DHSC, and a new deputy CMO appointed in September 2021 whose post will cover non-
communicable diseases, health improvement and wider public health. Building on the work of PHE, 
the OHID’s priorities will include tackling obesity, improving mental health, promoting physical activity 
and other population health issues, including inequalities. It will track delivery policy across 
government and ensure local government, where public health is located, is fully engaged. The 
history of cross-government working in England is not encouraging, especially when driven from a 
department. OHID has a steep hill to climb if it wants to lead a transformational agenda across the 
wider determinants of health. To assist with this task, a new cross-government ministerial health 
promotion taskforce has been announced with the following terms of reference: to drive a cross-
government effort to improve the nation’s health, supporting economic recovery and levelling up 
although details of how it will operate remain vague. Despite numerous policy initiatives over the 
years in the areas listed above and proposed by successive governments, progress has been limited 
and, in some cases, notably child obesity, has stalled or gone into reverse (Exworthy & Hunter, 2011). 
Although the government is committed to tackling obesity, especially among children, where the UK 
is experiencing an epidemic, there remains a lack of clarity over its emphasis and the details of policy 
interventions remain vague. In particular, the policy focus thus far appears to be focused on 
individual behaviour change and lifestyle choices rather than tackling the influence of vested interests 
in industry on health upstream.  

What also remains to be worked through is how the different components of health protection and 
public health will be joined up. There is also a risk that separating health protection from the rest of 
public health may result in that function dominating other parts of public health. Given what is known 
about the contribution of health inequalities and poor health status in the aftermath of COVID-19, 
there are concerns that health protection and infection control will fail if they do not also embrace 
inequality, poverty and social stigma (Faculty of Public Health, 2021). 

Overall, there is concern that the changes are being rushed through with minimal consultation and at 
a time when the impact of Covid-19 is still being worked through as far as the health system and its 
workforce are concerned. In particular, the changes are viewed as an unnecessary distraction at this 
time when the pressures on those working in public health are so marked. The government’s motives 
for embarking on the changes at such a time have been questioned which does not inspire 
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confidence as to their legitimacy or true purpose. The jury is therefore out on their likely impact and 
success. 

Conclusion: Key messages 

 The English 2012 public health changes were widely welcomed, especially the move of public 
health locally back to local government. 

 Public health locally has struggled to make an impact in its new home chiefly because of 
significant spending reductions introduced in 2010 by the government as part of its austerity drive 
to reduce the size of the public sector following the financial crash of 2008-10. 

 At the national level, a new agency - Public Health England (PHE) - was established to a mixed 
reception although most of it has been critical and centres on its perceived lack of independence 
from government together with a failure to “speak truth to power” by confronting powerful vested 
interests. 

 Whether PHE would have survived will never be known because as a consequence of perceived 
failures in its management of the pandemic through 2020, to the surprise of everyone, the UK 
government decided to abolish it and to replace it in 2021 with two new bodies, one focused on 
infectious disease control, health security and pandemics, and the other on health promotion and 
improvement.  

 As the Marmot update review (2020) shows, health inequalities continue to widen in England, 
chiefly as a result of austerity, which suggests a failure both locally, and especially nationally, to 
tackle the determinants of health. 

 While the government remains committed to improving public health through the adoption of a 
whole of government approach, there remains a tension between achieving this largely through 
individual behaviour change on the one hand and through addressing the upstream causes of 
poor health which might require government intervention through taxation, regulation and 
confronting powerful commercial companies on the other hand. Driving such an agenda via the 
OHID from the DHSC where it is located will be a daunting task.  

 The details of policies to tackle obesity, where the government wishes to focus much of its effort, 
remain rather vague and seem to centre on banning the advertising of junk food on television. 

 Finally, in seeking to improve health and wellbeing, it remains to be seen whether the public health 
system as a whole is able to take on board and learn the lessons from previous reforms and their 
impact, or whether it ends up repeating many of them.
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Functions and definitions of public health 

The 2001 Public Health Act provides the leading legislative framework for the functions of public 
health, including health surveillance, disease prevention, and health protection, especially in health 
emergencies (Arpin et al., 2021). 

Section 7 of the Act notably creates the obligation to develop the Programme national de santé 
publique (PNSP, National Public Health Program), which must be implemented through regional and 
local public health programs (sections 11 and 14) (National Collaborating Centre for Healthy Public 
Policy, 2018). The PNSP describes in detail all the services provided by public health (Arpin et al., 
2021). It focuses on the five essential public health functions identified by the World Health 
Organization: population health assessment, health surveillance, health promotion, disease and injury 
prevention, and health protection (Arpin et al., 2021).  

Unlike in other provinces, public health in Québec is not responsible for health protection related to 
food and water safety. This responsibility lies with the Department of Agriculture, Fisheries and Food 
and the Department of the Environment and the Fight against Climate Change (Arpin et al., 2021). 

Québec adheres to a “health-in-all” approach for public health (Bernier, 2006). The report published 
by the Association pour la santé publique du Québec (ASPQ, Quebec Public Health Association) in 
February 2021 identifies a series of programs, laws, action plans, policies, and other tools that serve 
as levers for achieving this “health-in-all” approach (Bastien et al., 2021). Among these are the Public 
Health Act and the PNSP described above. There is also the Sustainable Development Act, which 
mandates that all public administrative actions must be coherent with a sustainable development 
vision, a central component of a “health-in-all” approach (Bastien et al., 2021). The Act Respecting 
the Health and Welfare Commissioner outlines the role of the Health and Welfare Commissioner, 
whose mandate is to monitor and report on the performance of the health system (Bastien et al., 
2021). The Politique gouvernementale de prévention en santé (PGPS, Government policy on 
prevention in health) and its Plan d’action interministériel (PAI) 2017-2021 provide a detailed action 
plan for all Québec departments on how to contribute to improved health promotion and prevention 
(Bastien et al., 2021). Finally, health impact assessment, a provision included under section 54 of the 
Public Health Act, sets forth a framework and set of procedures for assessing the impact of all 
proposed programs and policies on health (Bastien et al., 2021).  

Formal administrative structure and main actors of public health services 

In Québec, public health is the responsibility of the Ministère de la Santé et des Services Sociaux 
(MSSS, Department of Health and Social Services) carried out through the Direction générale de la 
santé publique (DGSP, General Directorate of Public Health). According to Arpin et al., MSSS public 
health responsibilities include “agenda setting, policy development and implementation, the 
development of a provincial public health plan, resource allocation and stewardship, service 
coordination between different regions and sectors, the appointment of provincial [national] and 
regional directors of public health, and province-wide evaluations of health outcomes” (Arpin et al., 
2021; Collège des médecins du Québec, 2020).  

The DGSP, the branch of the MSSS responsible for public health, was created in 1992; it oversees 
the coordination of public health actions across the province (Arpin et al., 2021). At the head of the 
DGSP is the National Public Health Director who reports to the Deputy Minister and Minister of 
Health and Social Services. This position was created in 2001, the year the Public Health Act was 
passed. The National Public Health Director also holds the title of Assistant Deputy Minister at the 
Ministry of Health and Social Services. This person therefore has “the advisory and managerial 
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responsibilities of a senior public service person” (Arpin et al., 2021; Fafard et al., 2018). Their role is 
to “support the Minister in all matters related to public health, including public health emergencies” 
and to “coordinate, with regional public health directors, the Québec Public Health Program” (Arpin 
et al., 2021, citing Canadian Public Health Association, 2019; National Collaborating Centre for 
Healthy Public Policy, 2018). Moreover, under section 5.1 of the Act Respecting the Ministry of Health 
and Social Services (1985), “the Minister may delegate to the national public health director functions 
or powers granted to the Minister under the Public Health Act” (National Collaborating Centre for 
Healthy Public Policy, 2018). According to the typology developed by Fafard et al (2018), the National 
Public Health Director plays a role akin to that of the “Loyal Executive,” as in Nova Scotia and Alberta 
(Fafard et al., 2018). Fafard et al (2018) further note that this role “most closely resembles the typical 
senior public servant and is focused on supporting and advising the Minister of Health and the 
government more broadly in designing and delivering the government’s public health functions […] 
[They] have significant managerial roles but lack legislative authority to communicate publicly” (Fafard 
et al., 2018). 

The Institut national de santé publique du Québec (INSPQ, National Institute of Public Health of 
Québec) and the Institut national d’excellence en santé et en services sociaux (INESSS, National 
Institute of Health and Social Services Excellence) are two expertise centres that report directly to the 
Minister of Health and Social Services. The INSPQ’s mission is to lead activities that aim to improve 
the health and well-being of Québecers (Arpin et al., 2021). It does so by, contributing to the 
“development, consolidation, dissemination and application of knowledge in the field of public 
health” and by “offering [their] expertise and specialized laboratory and screening services” (Arpin et 
al., 2021; Institut national de santé publique du Quebéc, n.d.). The INESSS, meanwhile, aims to 
“promote clinical excellence and the efficient use of resources in the health and social services 
sector” (Arpin et al., 2021; Institut National d’excellence en Santé et en Services Sociaux, n.d.). The 
INESSS also implements clinical excellence committees (Arpin et al., 2021; Institut National 
d’excellence en Santé et en Services Sociaux, n.d.). 

At the regional level, there are Directions régionales de santé publique (DRSPs, Regional Public 
Health Departments) which coordinate public health services and resources within 18 health regions 
(Arpin et al., 2021). The DRSPs are administratively integrated within the Centres intégrés de santé et 
de services sociaux (CISSS, or Integrated Health and Social Services Centres) and the Centres 
intégrés universitaires de santé et de services sociaux (CIUSSS, or Integrated University Health and 
Social Services Centres). In regions where there is more than 1 CISSS/CIUSSS, such as in Montreal 
and in Montérégie, the DRSP is housed in one of the CISSSs/CIUSSSs but retains responsibilities for 
public health for the entire region. 

The DRSPs are headed by a Directeur régional de santé publique (Regional Public Health Director) 
who, according to the Loi sur les services de santé et les services sociaux (LSSS or Act Respecting 
Health Services and Social Services), is appointed by the Minister of Health and Social Services, on 
the recommendation of the National Director, for a term of up to four years, but it can be renewed 
(Arpin et al., 2021). The Regional Director must be a physician trained in community health, or who 
possesses five years of experience in this area (Arpin et al., 2021). Under article 375 of the LSSS, the 
Regional Directors inform the National Director of any public health emergency in their region (Arpin 
et al., 2021). 

The Regional Director is a full-fledged director within the CISSS/CIUSSS where the DRSP is housed. 
Thus, the Regional Director is under “dual accountability,” reporting both to the MSSS/National 
Director, and to the CEO of their CISSS/CIUSSS. As for public health physicians, they are 
accountable to the public health clinical departments within the CISSS/CIUSSS (Arpin et al., 2021). 
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This integration of regional public health into the facilities of the health care network is a particular 
feature of the Québec health system. 

The Québec health care system is highly centralized. The central government (that is, the MSSS) 
directly intervenes in the governance of the health system. The situation in public health also displays 
features of high centralization. The central government’s bureaucracy plays a direct management role 
in public health activities. For example, as mentioned above, regional public health directors are 
appointed by the Minister of Health. They are accountable to the Department for budgets, 
management, and interventions. Despite this high degree of centralization, DRSPs are 
administratively located in territorial health authorities and have both advisory and management roles 
that are legally enshrined and distinct from provincial legal mandates. They can develop autonomous 
programs and make autonomous decisions regarding public health in their region. More specifically, 
while they are required to follow the provincial public health plan, they are expected to adapt it to 
their local realities. 

At the local level, section 80 of the LSSS provides that the Local Community Service Centres provide 
public health services (Arpin et al., 2021). Frontline workers, integrated within the CLSCs which are 
now integrated within the CISSSs/CIUSSSs, offer public health services directly to the population 
(such as vaccination services, screening services, etc.). 

Vision and priorities for public health 

The 2003-2014 PNSP was renewed in 2015 and the 2015-2025 PNSP has five axes: early childhood 
and youth development; lifestyles and healthy and safe environment; infectious diseases prevention; 
risk management and emergency preparedness; and a cross-cutting axis of ongoing surveillance of 
the health of the population (Arpin et al., 2021). In addition, each regional public health department 
must develop a Plan d’action régional, informed both by the objectives of the PNSP and by specific 
regional priorities. 

Public health resources 

For the 2018-2019 fiscal year the proportion of the MSSS’s budget devoted to public health was 
0.8% ($349 million out of $43.2 billion) (Arpin et al., 2021). This corresponds to a budget of $41 per 
capita, the smallest per capita budget among Canadian provinces. Data from the National Health 
Expenditures Database (NHEX) of the Canadian Institute for Health Information (CIHI) report higher 
total public health spending corresponding to $100 per capita. In any case, this is still the lowest per 
capita figure of all Canadian provinces. The proportion used to be greater (0.92% in 2012-2013 
according to MSSS data), but the public health sector suffered major budgetary cuts in 2015-2016 
(9%) (Arpin et al., 2021). If the growth in public health spending since 2012-2013 had been equal to 
that of the MSSS’s total budget, the public health budget in 2018-2019 would have been 16% higher 
($55 million). It should also be noted that the 9% cut in 2015-2016 mainly affected regional public 
health services, whose budgets were cut by more than 30%. In fact, according to an analysis by 
Fiset-Laniel et al. (2020), public health funding in Québec suffered from gradual and severe erosion 
between 2004 and 2018. Public health’s budget increase during this same period corresponded to 
only half of that of the acute care sector (Fiset-Laniel et al., 2020).  

In terms of personnel, it is very difficult to pinpoint the number and precise distribution of public 
health professionals since the definition of “public health professional” is neither clear nor 
standardized in Canada. The only type of personnel whose evolution is easy to track is medical 
doctors, since the data is provided by the Canadian Institute for Health Information (CIHI). According 
to CIHI, since 2010, the number of public health and preventative medicine specialists working in 
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Québec has increased approximately 6% from 189 to 201 in the year 2018. This number of public 
health and preventative medicine specialists represents a rate of 2.4 public health doctors per 
100,000 people – a much higher rate than, for example, British Columbia, Alberta, Ontario, and Nova 
Scotia. This high rate of medical doctors is most probably due to budgetary considerations. Indeed, 
like all other Québec physicians, public health doctors are directly remunerated by the Régie de 
l’assurance maladie du Québec (RAMQ). It is thus advantageous for public health departments to hire 
physicians as opposed to other types of personnel, since they are not on the payrolls of these 
departments. Although the Québec public health workforce includes various public health 
professionals with diverse backgrounds, this budgetary factor may result in less diversely trained 
public health personnel compared to other jurisdictions. 

Vulnerabilities and pathways to renewal 

As described earlier, the organization of public health in Québec is based on a suite of policy 
instruments that support population health interventions and improvement. These various 
instruments are considered potentially impactful and relevant (Bastien et al., 2021; Diallo & Freeman, 
2020). The challenges reside in their implementation and full activation by an elected government. As 
in any jurisdiction, politics have a major impact on how public health will be supported, developed 
and considered in policy-making. This case description reveals that the recent history of public health 
in Québec is characterized by numerous and growing vulnerabilities.  

The level of financing, compared to other programs in health, is considered low and insufficient; it has 
not progressed through time favorably, even in comparison with other Canadian provinces. Québec’s 
public health budget per capita corresponds to roughly half of Ontario’s, a third of British Columbia’s, 
and a quarter of Alberta’s (Smith et al., 2021a; Smith et al., 2021b; Smith et al., 2021c). A historical 
analysis over a 14-year period by Fiset-Laniel et al. shows that since 2004, public health capacities in 
Québec have been gradually and severely eroded (Fiset-Laniel et al., 2020). Moreover, a report 
published in 2021 by the Association pour la santé publique du Québec (ASPQ) revealed that the 
Department of Health was very aware of this deterioration of public health before the COVID-19 
pandemic (Bastien et al., 2021). In 2019, Minister of Health Danielle McCann declared that the 2015-
2016 reform cut a third of regional public health budgets: “It hurt a lot. Public health has struggled 
and still struggles to overcome this cut and has difficulty implementing the services set out in the 
National Public Health Program.”5 This persisting vulnerability limits the capacity of the government to 
fully implement and capitalize on available policy instruments. We can safely presume that this 
extreme lack of resources has an impact on Québec’s capacity to respond to crises. In the case of 
COVID-19, more resources might have translated into better epidemiological surveillance and 
emergency preparedness. Moreover, as soon as the first COVID-19 cases were identified, Québec 
should have put in place better rapid testing and isolation as well as more robust and intensive 
contact-tracing, all of which proved to be nearly impossible with current resources.  

A second, related vulnerability is the concern that public health may refocus its efforts only on health 
protection services, given lessons from the COVID-19 crisis and the weakened state of public health 
at the start of the crisis. A decision to focus on protection is surely warranted, but should clearly not 
be made to the detriment of other public health functions. 

Moreover, recent primary care reforms in Québec have led to the medicalization of primary care 
through the strengthening of physician-led primary care practices and the weakening of community 

5 Our translation : “Il faut quand même que je rappelle qu’en 2015-2016, malheureusement, la Santé publique a été marquée 
par des coupures importantes, qui ont généré une diminution de 30% de ses budgets régionaux. Ça a fait beaucoup mal. 
Et la Santé publique a peiné et peine encore à se relever de cet exercice et a de la difficulté à mettre en œuvre les services 
qui sont inscrits au Programme national de santé publique” (Bastien, Morel, & Parenteau, 2021, p. 10). 
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health centres, which were more focused on prevention, health promotion, and community action. As 
an example, CLSCs in urban areas no longer offer physician care.  

A fourth vulnerability is a lack of connection between decision-makers at the Department of Health 
and the realities at the local level. Despite the existence of DRSPs, public health decision-making in 
Québec is highly centralized. Denis et al. (2020) write that:  

The pandemic highlighted the bulkiness of a centralized governance and the 
weakening of public health ensuing from the 2015 reforms in Québec, which 
resulted in significant budget cuts […] and left public health within administrative 
structures that were ill suited to prioritizing action on major determinants of health. 
[…] Allocation of sufficient resources towards public health and reintegration of 
these resources on a regional basis are imperative because the governance of 
public health teeters between actions of a central government and regional actions 
which are necessarily closer to citizens (Denis et al., 2020). 

The question of centralization is related to a fifth vulnerability, which is the high potential for political 
interference in public health decision-making. In Québec, the Department of Health plays a direct role 
in the management of health (including public health) services. In some other provinces, including 
Alberta and Nova Scotia, there is a semi-autonomous entity to which the Department of Health 
delegates some of its responsibilities. In these provinces, the Department promotes standards and 
plays a surveillance role, but is not directly involved in the provision and management of health 
services. The management of health is thus partly or at least potentially depoliticized by this 
distancing of management from technocratic and political machinations. In Québec, there is no such 
formal distancing. In fact, not only is the Minister of Health involved in the day-to-day management of 
the system, but the Directeur national de santé publique is an Assistant Deputy Minister of Health. He 
juggles both managerial and political responsibilities, which highlights the potential for political 
interference in public health decisions, an important concern in Québec. 

A recent assessment of the situation of public health in Québec (Denis et al., 2020) suggests that 
public health in Québec needs a major reorganization. The authors put forth seven avenues for the 
renewal of public health in Québec. The first is the re-acknowledgment of the full breadth of public 
health functions. Indeed, it is essential that public health actions be conceptualized as requiring 
concerted efforts in terms of four related systems: surveillance, prevention, health promotion, and 
prevention-oriented primary care.  

The second avenue is the renewal of public health governance: “At the central level, public health 
requires a governance structure which is independent of the one devoted to healthcare, and which 
transcends the boundaries of ministries to increase its capacity and to better protect its dedicated 
resources” (Denis et al., 2020). In addition, at the regional level, public health authorities should work 
to create links between “the domains of politics, public administration, community organizations, and 
university institutions who are indispensable partners for the development, implementation, and 
evaluation of actions across the entire spectrum of factors that influence the health of a population” 
(Denis et al., 2020). 

The third proposed avenue involves the reinforcement of links between public health and primary 
care. The CLSCs used to be a pillar of prevention and community health actions at the local levels 
but, as previously discussed, recent primary care reforms in Québec have reduced their role in the 
delivery of health care to the population, particularly in urban areas. 
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The fourth proposed avenue is the development of a better system of collection, curation, and 
analysis of data in real-time. This is essential for the monitoring of population health and potential 
threats and for the analysis of potential health and social inequities. Access to data is a persistent 
and worrying problem in Québec. The ASPQ writes that: “although data related to health exist and 
are reputed to be among the most complete in the world, their compartmentalization in the various 
silos of governmental agencies complicates their use, analysis and cross-referencing.”6 Denis et al. 
(2020) similarly write that: 

In recent decades, Québec has adopted a position of extreme caution with respect 
to the management of data regarding its population, which has resulted in 
substantial delays in the development and implementation of data-based tools to 
support public health decision-making and action. Whether in periods of crisis or 
not, these delays are counterproductive as action scenarios are difficult to craft, 
discuss and confront. Many researchers have deplored the near impossibility of 
accessing quality data to develop models of the progression of the epidemic or 
solutions other than those promoted by public authorities (Denis et al., 2020).  

Ensuring access to data in order to maximize their use in research and decision-making thus seems 
to be a crucial step toward improving public health in Québec.  

The fifth proposed avenue is the transformation of public health into an innovative and learning 
system. This refers to reinforcing the linkages between training, research, and practice so that public 
health becomes even more evidence-based and more capable of learning as a system from 
experience.  

The sixth proposed avenue is closely linked: it consists of rethinking systems leadership to fully 
integrate a range of disciplines in order to enlist a shared and collective leadership in addressing 
complex public health problems. We must “nurture close-knit collaborations among public health 
professionals, government policy-makers, and the scientific community” (Denis et al., 2020). 

The seventh and last proposed avenue is to reaffirm the centrality of a “health in all” approach to 
public health. The need for an intersectoral approach to public health has long been emphasized and, 
as discussed above, Québec already adheres to a health in all approach. Section 54 of the Québec 
Public Health Act stipulates that “the Minister shall give the other ministers any advice he or she 
considers advisable for health promotion and the adoption of policies capable of fostering the 
enhancement of the health and welfare of the population.” Moreover, this section states that “the 
Minister shall be consulted in relation to the development of the measures provided for in an Act or 
regulation that could have a significant impact on the health of the population.”  

A limited number of studies have assessed the implementation and impact of this health in all 
approach. Addy & colleagues (Addy et al., 2014) write that the Public Health Program adopted in 
2002 by the government of Québec was a major impetus to support intersectoral policies and 
actions. The authors underline that, because of difficulties in getting sufficient resources to support 
the achievement of ambitious public health goals, the government looked for formal partnerships with 
the private sector or civil society. The well-funded program on lifestyle and obesity supported by the 
Fondation Chagnon is an illustration of this shift in public health policies and in the approach to 
funding in Québec. The government in this case had to match the funding provided by the private 

6 Our translation : “Bien que des données liées à la santé existent et sont réputées parmi les plus complètes au monde, leur 
cloisonnement dans les différents silos d’organismes gouvernementaux complique leur utilisation, leur analyse et leur 
croisement” (Bastien, Morel and Parenteau, 2021, p. 19). 
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foundation. The authors also noted the impact of the broader political and economic context and 
electoral cycle on the implementation of a health in all approach to health issues.  

Health Impact Assessment (HIA) (Public Health Act, section 54) is considered a core strategy for 
attaining the full potential of the health in all approach. A study by Nour & colleagues (Nour, 2019) 
looked at the implementation of HIA in municipalities and in the context of the regional governance of 
public health. These authors conclude that a set of factors influence the ability to fully implement HIA 
and its potential impact on health policies and health. For example, they determined that the 
involvement of relevant decision-makers within municipalities, a workable knowledge of HIA by 
involved stakeholders or decision-makers, the application of HIA to well-targeted initiatives, proper 
follow-up on HIA results and sufficient or available resources to support HIA and the ability to act 
upon assessment results are crucial to getting maximum health impacts. In addition, the type of 
leadership and the sustained involvement of regional public health units, including in terms of funding 
support, appear crucial to increasing the successful implementation and the impact of HIA. Another 
study by Jabot et al. (2020) of HIA implementation in Montérégie showed that, at the regional level, 
public health organizations do have a strong commitment to and well-established culture of engaging 
in intersectoral action with municipal actors (Jabot et al., 2020).  

The Politique gouvernementale de prévention en santé (PGPS) and its Plan d’action interministériel 
(PAI) 2017-2021 mentioned previously have also provided strong incentives for the implementation of 
intersectoral activities involving municipal governments in the development of environments favorable 
to health promotion. 

Overall, section 54 and other associated policy instruments such as HIA and the PGPS are 
emblematic of the commitment to incorporating health in all policies. They are considered policy 
innovations that can have a favourable impact on the health of the population. There seems to be a 
true commitment on the part of many actors to adhere to a health in all approach, but further 
research is required to further assess its impact. 

Conclusion 

We have provided an overview of how public health governance and delivery of services in Québec 
are structured, from the provincial Department of Health to local community health centres. We have 
also underscored some interesting features of public health in Québec, such as the “official” and 
documented priorities for public health and the evolution of its budget. The second part of this case 
study identified some analytical themes that merit further investigation: the lack of resources, the 
focus on health protective systems, the medicalization of primary care, high centralization and its 
impact on the lack of connection between decision-makers and local realities, and the intertwining of 
politics and public health. We have also summarized the avenues for the renewal of public health in 
Québec proposed by Denis et al. (2020). In theory, the structures that constitute the Québec public 
health system are sound and could provide robust foundations for the expansion of public health in 
years to come. In practice, however, the system presents many vulnerabilities which must be 
addressed to ensure that public health achieves its maximal impact. As noted by Denis et al. (2020), 
Québec’s public health system used to be a beacon, “a flagship of the health system” (Denis et al., 
2020). The system was weakened over the course of past years and the COVID-19 crisis has shed 
light on these vulnerabilities. The post-COVID-19 recovery period represents an opportunity for public 
health renewal in Québec that could lead to it once again becoming a model for protecting and 
promoting the health of the population and reducing inequities. 
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South Australia’s approach to building Health in All Policies 

South Australia’s Health in All Policies (HiAP) model is centralized: it is supported by a central 
government mandate and, from 2008 to 2013, a staffed HiAP unit located in the Health 
Department (responsible for health care and public health) was in charge of conducting health lens 
analyses along with partner agencies (Baum et al., 2013). The HiAP unit was the core of South 
Australia’s HiAP model. It was responsible for engaging other sectors whose actions and legislation 
could have impacts on health, finding common ground between health and the core mission of these 
other sectors, gathering evidence about other sector policies’ impact on health and, importantly, 
building trust with other sector actors. The unit was disbanded towards the end of 2013 in the midst 
of budget restrictions, and its staff was transferred to the new Public Health Partner Authorities 
administration, within the Health Department. The concept of Public Health Partner Authorities was 
established to formalize voluntary partnerships with outside organizations that act as stakeholders for 
public health, such as other sector departments, universities or non-governmental organizations 
(NGOs)7. Although this slowed down HiAP work, actors from other sectors built on previous 
experiences with the HiAP unit to continue to take health into account in the preparation of new 
policy documents (Baum et al., 2017). 

Health Lens Analysis (HLA) is the main methodology used to engage in dialogue with staff from 
other policy sectors and find common ground “between health and the core business of other 
sectors” (Baum et al., 2017, p. 4). “It involves five stages: HiAP staff engage other departments in 
crss sectoral work to promote health, gathering evidence, generating outputs that will be useful in 
progressing a health agenda (reports, recommendations, policy), navigating those outputs through 
bureaucratic and political processes and structures to evoke change, and evaluation of the 
effectiveness of the process” (Baum et al., 2017, p. 4). Faster methods are also used as alternatives 
to HLAs (Desktop analysis, 90 day projects8). Figure 1 below represents South Australia’s HiAP 
model (Delany et al., 2016, p. 890). 

7
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/health+i
n+all+policies/public+health+partner+authorities/public+health+partner+authorities 

8 https://www.sahealth.sa.gov.au/wps/wcm/connect/0c5bde78-8d27-4db7-8bca-
274df4a20bcf/FINAL_HiAP_Model_and_Methods_2017.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-
0c5bde78-8d27-4db7-8bca-274df4a20bcf-nwLgM-o  

https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/health+in+all+policies/public+health+partner+authorities/public+health+partner+authorities
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/health+in+all+policies/public+health+partner+authorities/public+health+partner+authorities
https://www.sahealth.sa.gov.au/wps/wcm/connect/0c5bde78-8d27-4db7-8bca-274df4a20bcf/FINAL_HiAP_Model_and_Methods_2017.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-0c5bde78-8d27-4db7-8bca-274df4a20bcf-nwLgM-o
https://www.sahealth.sa.gov.au/wps/wcm/connect/0c5bde78-8d27-4db7-8bca-274df4a20bcf/FINAL_HiAP_Model_and_Methods_2017.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-0c5bde78-8d27-4db7-8bca-274df4a20bcf-nwLgM-o
https://www.sahealth.sa.gov.au/wps/wcm/connect/0c5bde78-8d27-4db7-8bca-274df4a20bcf/FINAL_HiAP_Model_and_Methods_2017.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-0c5bde78-8d27-4db7-8bca-274df4a20bcf-nwLgM-o
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Figure 1.  South Australia’s HiAP Model 2007-2013 (Government of South Australia, 2011) 

 

The HiAP approach was applied to about 20 initiatives from 2009 to 2016, involving between one and 
6 other sectors and generating several documents recording the impacts and health outcomes 
(Baum et al., 2017). The selection of initiatives required the agreement of the public health sector and 
of the other policy sectors, based on the identification of mutual benefits (Baum et al., 2019, 12). 
Some of the initiatives consisted in full HLAs, others in so-called desktop analyses and others in the 
production of evidence and advice to support policy priorities. The initiatives were concerned with 
parental engagement with literacy, water supply, health promoting transit-oriented developments, 
digital technology, the environment and natural resources, and so on (for a full list, see Baum et al., 
2017, pp. 5-6). 

The policy process: how South Australia’s HiAP model emerged  

Using Kingdon’s Multiple Streams Framework, researchers and staff involved in South Australia’s 
HiAP approach identified contextual factors that were key in setting HiAP on the regional 
government’s agenda (Baum et al., 2013). According to Kingdon’s framework, problems have a 
chance to get on the policy agenda when the three independent streams of problems, policies and 
politics converge. This convergence can happen in three different ways: 1) under the influence of a 
focusing event; 2) because of a change in government or in public opinion; or 3) because of the work 
of policy entrepreneurs to link policy solutions to the problems and politics streams. The emergence 
of HiAP on the South Australian government agenda was the result of a focusing event and of 
the work of several policy entrepreneurs, supported by a favourable government. In addition, 
the authors note that there was a historical context of cross-department initiatives and social 
innovation in South Australia.  
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The main focusing event was the health budget crisis narrative, which warned that, carrying on the 
spending trend of the 2000s, “health care spending will account for the whole of the state’s budget 
by 2030” (Baum et al., 2013, 197). Investing in HiAP was presented – and accepted – as a way to 
curb health care expenditure. Another narrative linking health and the economy was that of a 
healthier population supporting increased economic productivity.  

Several policy entrepreneurs worked to disseminate the idea of HiAP and to raise the profile of policy 
action on the social determinants of health. One of the leading researchers involved in the HiAP 
study, Fran Baum, from Flinders University, was appointed as a member of the WHO’s prestigious 
Commission on the Social Determinants of Health. The South Australian government had also set up 
the Adelaide Thinker in Residence programme, to raise new ideas and policy solutions. In 2007, 
Professor Ilona Kickbusch, renowned for her work on global health promotion at the WHO, was 
invited as an Adelaide Thinker in Residence. Working together with local advocates for intersectoral 
action for health, she contributed to the emergence of the South Australian HiAP model (Baum et al., 
2013).  

The combination of the focusing events and the careful work of policy entrepreneurs allowed the 
HiAP proposal to be linked to the policy priorities of the government (the politics stream, in Kingdon’s 
framework), which was stable and in its third mandate (Baum et al., 2013). At the time, the Premier of 
South Australia was committed to the idea of breaking down silos between government departments 
and was using the Thinker in Residence programme to this end (Baum et al., 2017). This commitment 
reinforced the function of public health governance concerned with partner engagement as it aims to 
facilitate cross-sectoral work among all government agencies. 

The policy process: The factors that influenced the implementation of HiAP and its effects on 
equity and health 

The South Australian HiAP approach has been extensively studied by a team of researchers and 
practitioners. These studies have highlighted the centrality of several factors to the successful 
implementation of HiAP, as well as their sensitivity to contextual changes (Baum et al., 2017; Baum et 
al., 2013; Delany et al., 2016; Lawless et al., 2018). They have also researched what effects, if any, 
the HiAP approach had on population health and health equity (Baum et al., 2019; van Eyk et al., 
2017). Figure 2 below represents how institutions, actors, ideas and context influenced the 
implementation of HiAP in South Australia. 
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Figure 2.  Intersection of institutions, ideas and actors in HiAP in South Australia (Baum et 
al., 2017, p. 7) 

 

Based on these studies, the implementation of HiAP was supported by three main factors: a 
strong central mandate; dedicated resources (especially skilled staff); and practices to engage 
other sectors. These factors are related to four of the six governance functions for public health, 
namely policy leadership (there is a clear strategy, endorsed at the highest level of government), 
resource stewardship (the skilled staff are the main resource as the budget is limited) and partner 
engagement (collaborating with other sectors is the core business of the HiAP unit).  

The implementation of HiAP in South Australia was supported by a strong central mandate. HiAP 
was endorsed by the State Cabinet in 2008, included in the 2010 South Australia Strategic Plan and 
in the 2011 Seven Strategic Priorities of Cabinet, and its implementation was under the responsibility 
of the Department of the Premier and Cabinet, in collaboration with the Health Department (Delany et 
al., 2016). “In 2016, the government committed to making South Australia a State of Wellbeing and 
HiAP was central to the development of an intersectoral wellbeing statement which incorporated 
some SDH elements” (Baum et al., 2019, 7). The new Public Health Act allowed for ongoing 
implementation of the HiAP approach, and also created the Public Health Partner Authorities and 
Regional health plans (Baum et al., 2019). 

The existence of a dedicated HiAP unit between 2007 and 2013 was also key to the implementation 
of the HiAP approach. Although the unit was formally located within the Health Department, its 
connection to the Department of the Premier and Cabinet added legitimacy when staff engaged 
actors from other sectors. The staff from the HiAP unit developed a set of skills characteristic of 
intermediary actors, working at the junction between organizations or sectors (Clavier et al., 2012). 
These skills are strategic (e.g., “managing up in health sector and across to Department of the 
Premier and Cabinet to ensure support for HiAP work, and building other external alliances”), 
knowledge-related (e.g., “ability to interpret evidence and translate it in a way that is relevant to the 
core business of other sectors”) and relational (e.g., “being proactive and making cold calls to public 
servants in other sectors”)(Baum et al., 2017, p. 11). In addition, the HiAP approach was supported 
by a network of policy entrepreneurs and champions. It also benefited from financial resources, even 
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though these were limited: “the SA Health budget for 2015–16 was $5.8 billion. HiAP totalled 
0.00948% of that budget.” (Baum et al., 2019, p. 13) 

The other key factor supporting the implementation of HiAP was the set of strategies used to 
engage with other sectors. Delany et al. (2016) insisted on trust, including spending the time to 
build trust with other sector actors, and on efforts to align HiAP priorities with the core business of 
other departments, including paying attention to the terminology used to avoid using the health 
jargon. Despite its advantages in building trust and mutual knowledge, the process was sometimes 
regarded as too lengthy. Delany et al. concluded that “collaborators require clearly defined timelines 
and achievement milestones to support HiAP feasibility” (Delany et al., 2016). The strategy was thus 
pragmatic and project-based, designed to gradually gain the trust of other sector actors and to 
gradually change their practices and habits, so that they consider health and equity when designing 
new legislation or initiatives.  

However, factors that supported the implementation of HiAP have also been sensitive to the 
sociopolitical context. Changes in the economy, changes in political priorities and the rules of 
departmental accountability have affected several functions of public health governance, 
namely policy development and legal authority (HiAP and intersectoral governance lost their high 
level priority to the economy), resource stewardship (budgets were reduced) and partner engagement 
(tension between the primacy of other sectors’ core business and the existing awareness of the 
impact of other sectors’ core business on public health). 

Faced with economic difficulties in 2013, the government of South Australia refocused its 
priorities around the economy and job creation. In this context, the health sector reduced funding 
for prevention and health promotion and, in 2014, the dedicated HiAP unit was disbanded (Baum et 
al., 2017). Despite these changes, “the support for HiAP from powerful public servants in other 
sectors was able to keep the policy space open for HiAP” (Baum et al., 2017, p. 9), but HiAP 
initiatives were slowed down for a few years.  

The evaluation of the HiAP approach has shown the overbearing influence of the governments’ 
neoliberal paradigm: governments considered health useful instrumentally, to support the economy. 
While this helped set HiAP on the government’s agenda, it also limited the scope of HiAP to healthy 
lifestyle, urban planning and environmental policy areas (Baum et al., 2017, 14). The subordination of 
public health to the economy was also apparent when the government shifted its priorities in 2013. 

Institutional context has also influenced HiAP implementation. Even when the HiAP unit still existed, 
cooperation with other sectors was difficult when the senior managers from other departments 
offered limited support to HiAP. Entrenched sectoral ideas and departmental accountability rules 
appeared as an important obstacle to collaboration. Even though the South Australian government 
was initially committed to promoting joint working and breaking down silos in public administration, 
managers remained accountable for the core business of their respective administration (Delany et 
al., 2016). 

  



Governing for the Public’s Health: 
Governance Options for a Strengthened and Renewed Public Health System in Canada 

94 

Impacts and outcomes of the South Australian HiAP initiative 

The research team, along with actors involved in HiAP, built a program theory to evaluate how HiAP 
worked in South Australia, its impacts on the policy environment and its outcomes for equity and 
population health. This program theory is based on the practical experiences of HiAP actors and on 
political science theories emphasizing the role of institutions, ideas, actors (policy entrepreneurs) and 
context (Baum et al., 2019; Lawless et al., 2018) – see Figure 3 below. It emphasizes the contribution 
of most functions of public health governance (policy development, legal authority, resource 
stewardship, partner engagement and continuous improvement) to the implementation of the 
strategies and activities of intersectoral governance. 

Figure 3.  South Australian Health in All Policies initiative program logic (Baum et al., 2019)  

 

The HiAP initiative brought changes to the policy environment that could be conducive to better 
health and equity outcomes: other sectors became more aware of the impact of their core mission on 
health and equity and intersectoral work was better supported and more effective. However, the HiAP 
initiative brought more limited changes to population health and equity outcomes: “institutional 
and political constraints [i.e. economic crisis and ensuing changes in political priorities] meant SA 
HiAP focused on improving daily living conditions and was not able to address the underlying drivers 
of health inequities” (Baum et al., 2019, 13). Dominant ideas also contributed to these results as 
policy actors understood equity as “working with vulnerable groups …, limiting the potential for 
policy action to take a different approach such as levelling the gradient through universal strategies” 
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(van Eyk et al., 2017, pp. 19-20). Policy actors were already familiar with the concept of intersectoral 
work, but equity was a novel idea for most of them. 

Conclusion 

Parallels with Québec’s section 54 of the Public Health Act 

Similarly to South Australia’s HiAP initiative, Québec’s section 54 of the Public Health Act (2001) 
benefits from a formal legal mandate and dedicated resources and instruments (inter-departmental 
committee, health impact assessment). Section 54 makes the Minister for Health and Social services 
an “adviser of the government on any public health issue” (R.S.Q. chapter S-2.2, cited in Gagnon et 
al., 2008, 79). As such, he may advise other ministers of the consequences for public health of their 
proposed bills and regulations. Section 54 also stipulates that every department should evaluate the 
health impact of their actions and, if this impact is deemed significant, consult with the Department of 
Health and Social Services. Despite this mandate, population health benefits are not always central 
to the other sector’s policy efforts. A unit of the Department of Health and Social Services was 
previously responsible for the implementation of Section 54 (Gagnon et al., 2008). This unit relies on a 
network of civil servants whose role is to contribute to gathering evidence and to identifying the 
health impacts of their department’s actions. This network has facilitated the circulation of knowledge 
about healthy public policies (Gagnon et al., 2007; Smits et al., 2016). The production and 
dissemination of knowledge related to healthy public policy is the second strategy for the 
implementation of section 54. 

In addition to section 54, “the Government Policy of Prevention in Health (Politique gouvernementale 
de prévention en santé) (2016) explicitly supports HIA [health impact assessment] at regional and 
local levels referring to it as a tool that allows municipalities to better integrate health criteria into 
urban planning processes (Québec Ministère de la Santé et des Services sociaux, 2016)” (Diallo & 
Freeman, 2020, p. 9). The regions Montérégie (to the South of Montréal) and Capitale Nationale 
(Québec City and surrounding municipalities) have engaged in pilot projects to implement health 
impact assessments locally (Diallo & Freeman, 2020).  

The implementation of section 54 also faced obstacles similar to those that affected the South 
Australian HiAP initiative. Despite the legal mandate, successive governments were not strongly 
committed to the implementation of section 54. Benefits to population health often came second to 
economic objectives or to the other sector’s core business when trying to formulate solutions to 
perceived negative health impacts of a proposed bill or regulation. The departments of Finance, 
Revenue and International relations had initially opted out of the network of civil servants that 
supported the implementation of section 54 (Gagnon et al., 2008). As in the case of the South 
Australian HiAP initiative these barriers hinder the ability of those involved to evaluate the health 
impacts of policies that influence the underlying causes of inequality. 

HiAP and the functions of public health governance 

Partner engagement is at the core of building HiAP but its successful implementation is contingent on 
other functions of public health governance, on functions of governance in other policy sectors and 
on the political, institutional, economic and social context. In South Australia, as in Québec, partner 
engagement relies on voluntary participation and seeks to identify mutual benefits for all sectors 
involved. This has proved successful in building awareness about the health and equity impacts of 
other sectors’ core business, in building trust and cooperation between actors from different sectors 
and in sustaining HiAP development. A strong central mandate and dedicated staff skilled at working 
at the nexus between different policy sectors were central to the support of partner engagement 
practices. In South Australia, the shift in government priorities and the disbanding of the dedicated 
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unit weakened the status of HiAP after 2013. Besides, voluntary partner engagement strategies have 
met with constraints that did not allow for the development of partnerships with departments whose 
policies strongly influence inequalities in health, in particular hierarchical approaches to governance 
and entrenched sectoral policy ideas.  

Recent literature on HiAP argues that barriers to implementation and tensions between functions of 
governance such as those described in this case study are not failures of implementation (Cairney et 
al., 2021). Rather, they should be regarded as characteristic of the policy process, i.e., “ever-present 
forces to which to adapt” (Cairney et al., 2021). In their review of the literature, the complex and 
political nature of HiAP making necessarily limits policy change and the ability of policymakers to 
process and act on evidence and to control policy implementation. Cairney, St Denny and Mitchell 
(2021) conclude that the very structured and linear “HiAP playbook” should be modified to take into 
account this complexity. HiAP making should: 1) adapt to implementation gaps, rather than try and 
close them; and 2) “engage with governance dilemmas,” especially with the dilemmas arising at the 
intersection between hierarchical and collaborative governance (Cairney et al., 2021, 24-25). Similarly 
taking stock of the political conflicts that arise in relation to the making of collective choices, Holt 
questions the HiAP “assumption that health should be an overarching aim across government” (Holt, 
2018, p. 1163). The author suggests shifting the focus from health to equity and from the public 
health sector to other sectors: “the [social determinants of health] might be more efficiently 
addressed by means of sectoral action in various non-health sectors, emphasizing equity rather than 
health” (Holt, 2018, p. 1163).  
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