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level in the annual creation rate of Type Il bodies in Alberta, however, they are not

generalizable.
Figure 4.3: Per Capita Disposable Income and Provincial Debt by Province

Figure 4.3a Figure 4.3b

Figure 4.3¢c Figure 4.3d

While the decrease in provincial debt was unique to Alberta, the evaluation of disposable
income produced more consistent results. The results from both aggregate datasets
suggest that an increase in the level of disposable income produce a higher level in the
annual creation rate of Type Il bodies. Further support, while not as strong, for the
existence of a positive relationship between disposable income and annual creation rate is

evident at the province level, with the results for Nova Scotia and Ontario producing
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statistically significant results. The relationship between disposable income and annual
creation rate, however, is not in the expected direction. While the regression analysis
suggests an increase in disposable income results in a higher level in the annual creation
of Type II bodies, it was expected that an increased level of disposable income would
result in a lower level of Type II bodies. One possible explanation for the unexpected
result is that changes in personal disposable income, as the amount left over after
payment of personal direct taxes, is capturing both changes in provincial economic
conditions and changes in taxation strategies of government. What we may be observing
is reductions in taxation levels that contribute to an increase in disposable income and a

decrease in government capacity.

If change in personal disposable income is capturing both changes in provincial economic
conditions and changes in taxation strategies of government in which government is
reducing taxation, a negative relationship can be predicted between disposable income
and government revenue. What would be expected is an increase in disposable income
resulting in a decrease in government revenue. The effect of disposable income on
government revenue can be tested using ordinary least squares regression, with
disposable income per capita and government revenue as the independent and dependent
variables. With the exception of an eight-year gap in government revenue across all
provinces, data for disposable income and provincial government revenue are available
from Statistics Canada for the years 1946 to 2005. The results for the effect of personal
disposable income on government revenue per capita are presented in Table 4.9.
According to the results in Table 4.9, when looking at the relationship between
disposable income and government revenue across all four provinces, disposable income
is significant at the 99% level and indicates that a one-dollar increase in disposable
income per capita results in a 40-cent increase in government revenue per capital. When

province is controlled for, as shown in Model 2, the results remain consistent.
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Table 4.9: Disposable Income as a Predictor of Change in Government Revenue

(1946-2005)

Model 1 Model 2
Disposable Income 0.395(0.013)*+= 0.406(0.0128)***
AB 1079.517(233.935)***
BC 623.462(233.750)**
NC 1330.575(236.147)***
Adjusted R? 0.8006 0.8286
Number of Cases 208 208

Standard errors are reported in parentheses.
* k% k% indicates significance at the 90%, 95%, and 99% level, respectively (two-tailed test of significance).
Ontario is omitted from the regression model.

With an increase in disposable income resulting in a higher level in government revenue,
the scenario where an increase in disposable income is weakening the government’s
fiscal capacity is unfounded. Based on the findings above, an increase in disposable
income results in a higher level of annual creation rate of Type II bodies as well as a
higher level of government revenue. This would confirm that the relationship between
disposable income and the annual creation rate of Type II bodies is in the opposite
direction to that expected in Hs 3. An increase in the fiscal capacity of government, as
indicated by the correlation between disposable income and government revenue, results

in an increase in the annual rate of Type Il body creation.

A plausible explanation for government capacity being positively associated with the
annual rate of Type Il body creation is the role of government in funding both public and
private actors engaged in welfare provision and regulatory responsibility. Gregg Olseen
points out that while public and private forms of welfare provision can be distinguished,
states continue to play an important role in private provision. Private actors may be
funded through tax revenues by the state or be the beneficiaries of tax incentives and
disincentives aimed either at encouraging the contributions of others to the organization
or lessening the financial costs to the organization (Olseen, 2002: 25-26). Furthermore,
Olseen identifies a quasi-market form of welfare provision where governments provide
the funding and private actors deliver the service, which is evident in the Canadian health

insurance system where medical practitioners are private providers, but their services are
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paid for by the state (Olseen, 2002: 26). As governments contribute either partially or
fully to the financial operation of Type II bodies operating in the public realm it is
reasonable that decreases in fiscal capacity reduce the rate at which government creates
or enlists new actors in the act of public governance. During periods of economic
downturn it may be more efficient for government to add new responsibilities to the

portfolio of existing actors already operating in the governance field.

The regression results for neoliberalism support the idea that government, when faced
with fiscal challenges, is unlikely to create or enlist new actors in the act of public
governance. While the neoliberal approach to public management has been characterized
as the promotion of the private sector and the delegation of authority as a remedy for the
high taxes and deficits associated with the welfare state (Hoehn, 2011: 77), the results
suggest that neoliberalism is associated with a decrease in the legislative delegation of
decision-making authority to Type II bodies. When the overall number of new Type 11
bodies is considered, the results in Figure 4.1a through 4.1d show a flattening of the slope
and in the case of Alberta a decrease in the number of Type Il bodies beginning during
what Bradford describes as the period of interlude between Keynesianism and
neoliberalism that lasted through the 1970s (Bradford, 2000: 63). As shown in Table 4.1,
the results for the neoliberal time period are negative and significant when compared with

the Keynesian time period.

Taking into account the descriptive statistics and the regression analysis, the results
suggest that a reduction in the number of Type II bodies created began in the 1970s, with
reductions in the provinces of Ontario and British Columbia beginning earlier than in
Alberta or Nova Scotia. With the emergence of neoliberalism as the dominant policy
paradigm in the 1980s, a statistically significant decrease in the rate of authority
migration to Type II bodies is observed in comparison to 1946 to 1979 period of
Keynesianism. While the enlisting of the private sector may have been promoted as a
remedy of public debt, the results indicate that the neoliberal period was not one of
increased migration of decision-making authority by the state. Instead, what we may be

witnessing in the face of increasing governance demands is the entrenchment of state
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authority where the state feels it is most necessary, and the willingness of government to

leave to market mechanisms that which the state feels the market can best regulate.

4.10 Election Year and Type |l Body Creation

In addition to the variables used to test the specified hypotheses, the election year dummy
variable produced statistically significant results when all independent variables were
included in the regression model for four of the six datasets. The results at the aggregate
level produced statistically significant results in the negative direction when all Type II
bodies were included in the dataset. At the provincial level, the British Columbia and
Ontario cases also produced statistically significant results in the negative direction,

while Nova Scotia produced statistically significant results in the positive direction.

The results for election year in the case of Nova Scotia are not unexpected, as Francesco
Lagona and Fabio Padovano have argued that legislators attempt to maximize their
probability of being re-elected by concentrating the passing of laws directly before the
elections and engaging in other activities the remainder of the time (Lagona and
Padovano, 2008:202). It was unexpected, however, to find statistically significant results
in the negative direction. An explanation for these finding may be the existence of a
period of time both before and after an election when no legislation is passed. In this
scenario, even if there is a spike in the volume of passed legislation in the last months
before the closing of a legislature (Lagona and Padovano, 2008: 214), the ensuing
campaign period and time required to get the new legislature up and working results in an
extended period of time during which no legislation is passed. For example, during
British Columbia’s 37" general election in 2001 the legislature was dissolved in on the
18™ of April 2001 and the new legislature opened on the 19" of June 2001 — meaning that
no legislative work was done for the two-month period beginning April 18™ (Government
of British Columbia, 2002: 37). Furthermore, with the change in party in power from
NDP to the Liberal Party (British Columbia. Legislative Assembly, 2002: 21, 37) the

volume of legislation passed in the following six months would likely be low.
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4.11 Decreasing Creation Rates: Why the Disconnect
between Expectations and Results?

While an increase in the annual creation rate of Type II bodies was expected over the
period included in the study, the results have not born this out. It was expected that the
growth in government responsibilities had placed a level of demand upon government
that exceeded the structural capacity and could therefore not be fulfilled without
widespread delegation across a wide range of policy issues (Flinders, 2006: 223-224).
Instead, the results indicate a pattern of increasing and decreasing annual rates of Type 11
body creation that move in lock step with the post World War II rise of the Keynesian
welfare state and the subsequent supplanting of Keynesianism by the neoliberal
paradigm. This raises the question of how we account for the difference in expectations

and results.

Two possible reasons are offered. First, the use of Type II bodies may in fact be
increasing, however, the function of the majority of such bodies may not be decision-
making or regulatory responsibility per se, but instead augmenting the delivery of
government services. In this scenario, the government remains the dominant actor in the
governance structure, maintaining decision-making authority, but delegating delivery. As
argued by Bell and Hindmoor, the existence of governance relationships between the
state and society does not mean the relationships are equal (2009: 11). While still a
concern in terms of efficiency and accountability, the use of external actors as solely
service delivery mechanisms without decision-making authority sits outside the scope of
this project. Second, the disconnect between expectations and results may not be due to
numbers of Type II bodies but the policy areas in which Type Il bodies are being used.
New Type Il bodies are being created in policy areas that have high public profiles and
have a long history of being perceived as the responsibility of government. In this
scenario it is not an increase in the number of Type II bodies, but their emergence in key
policy areas that has led to an expectation of increased delegation of government

authority.

While the role of external actors in service delivery is of importance, it falls outside the

scope of this research project. However, the possibility that the disconnect between
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expectations and results is a function of the use of Type II bodies in higher profile policy
areas warrants consideration. Support for this hypothesis is found in the public opinion
literature which indicates an overall low level of political knowledge among citizens but
also that while citizens cannot focus on every issue, they do have a higher level of
knowledge about the issues that they care deeply about (Hayes and Bishin, 2012: 133;
Hutchings, 2001: 848). This suggests that citizens would be more informed of instances
of authority migration in areas of higher interest than instances of authority migration in

general.

In considering the possibility that the migration of authority in key policy areas has led to
the perception of increased involvement of new governance actors in the public realm the
creation of Type II bodies in the policy area of healthcare is be explored. Healthcare has
been chosen due to its level of importance to Canadians. As reported by Stuart Soroka in
a report to the Health Council of Canada in 2005, 85% of Canadians believed that
eliminating public healthcare represented a fundamental change to the nature of Canada.
Additionally, more respondents viewed eliminating healthcare as a fundamental change
than any of the other policies listed in the survey, including abandoning English and
French as Canada’s official languages, and ending peacekeeping missions (Soroka, 2007:
5). A 1994 Ekos Research Association Inc. poll found that Canadians rank health 3%ina
list of 22 values, behind freedom and a clean environment (Fortier, 1996: 21).
Furthermore, when asked what policy issues they are most concerned about, respondents
have overwhelmingly expressed concerned for healthcare since 1997 and have not shifted

from this position (Soroka, 2007: 5).

When we look at the number of Type II bodies created in the area of healthcareM,
including the regulation of healthcare professionals, as depicted in Table 4.7, we see that
in the case of each province the largest percentage of Type Il bodies created in the
healthcare field over the 60 year period being studied is during the 1991 to 2005 time
period. Furthermore, in the case of British Columbia and Ontario, 50% of the Type II

14 A list of all Type II bodies is provided in Appendix B.
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bodies created since 1946 in the healthcare policy area were created between 1991 and

2005.

Table 4.10: Number of Type II Bodies in the Healthcare Policy Area

British All
Alberta Columbia  Nova Scotia Ontario Provinces
1946-1960 5(17%) 3 (17%) 2 (15%) 6 (21%) 16(18%)
1961-1975 7 (24%) 4 (22%) 3 (23%) 7 (25%) 21(24%)
1976-1990 8 (27%) 2 (11%) 3 (23%) 1 (4%) 14(16%)
1991-2005 9 (31%) 9 (50%) 5 (38%) 14(50%) 37(42%)
Total 29 (100%) 18 (100%) 13 (100%) 28 (100%) 88 (100%)

When looking at the results for the creation of Type II bodies for healthcare, what
appears is a reversal of the overall trend. While the annual rate of Type Il body creation
overall has been decreasing since the late 1980s, what we can see when looking at Table
4.10 is that in the healthcare policy area the rate of creation has increased since the late
1980s, with two cases having 50% of the bodies created since 1946 being created during
the last 15 years being studied. This suggests that it is possible, at least to an extent, that
the perceived increase in the rate of Type II bodies is derived from the increase of Type I1
bodies in policy areas that are of high importance to citizens and not the overall rate of

authority migration.

4 .12 Conclusion

The creation of Type II bodies is a tale of consistency and difference. There is a
consistent pattern across the four provinces in which the annual creation rate is initially
sufficiently high to push the cumulative number of Type II bodies higher on a year over
year basis. However, over time the creation rate decreases to the point of stability or
decline in the cumulative number of Type II bodies. Beyond the consistency in the
pattern of Type II body creation, there are also differences across the provinces in what
factors are shown to contribute to changes in the annual creation rate. Such differences
showcase the economic and political uniqueness of each province, but also serve to

produce conflicting results and limit the ability to make generalizations.
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Overall, the results produce two principal findings and one curious question. The first
principal finding is that over the sixty-year period being reviewed the annual rate of
creation and the cumulative number of Type II bodies have fluctuated over time. The
existing data for Alberta, British Columbia, Nova Scotia, and Ontario demonstrate that
the use of Type II bodies in public governance is not a recent phenomenon, as Type II
bodies have been used as a tool of government for over sixty years and the prevalence of

the use of this tool is subject to periods of both increase and decline.

The second principal finding is that the pattern of increase, stability, then decrease in the
annual creation rate of Type II bodies mirrors that of the shift from the technocratic
Keynesian approach that was the governing paradigm from the post-war period until the
early 1970s through to the emergence of neoliberalism as the dominant governing
paradigm in the 1980s. The emergence of this pattern is unexpected, as neoliberal
thinking tends to be associated with the shrinking of the state and the increased
involvement of external actors in the business of the state. Two factors, however, provide
insight into the unexpected results: 1) the neoliberalism paradigm places the market in the
position of preferred regulator, and 2) government is a funding source for both public and
private actors engaged in the provision of state delegated regulatory responsibility. As the
goal of neoliberalism is the shrinking of fiscal commitments and the regulatory reach of
the state, a weakening of the willingness of government to take on new regulatory
responsibility, whether as part of the machinery of government or through existing or

newly created Type II bodies, can be observed.

As for the disconnect between expectations and reality, as the number of Type II bodies
have not been increasing in recent years as expected, the question emerges as to why. The
answer put forward to this question is that the perceived increase in the rate of Type II
bodies is not derived from the overall rate of authority migration, but from the increase of
Type II bodies in policy areas that are of high importance to citizens and traditionally

viewed as the sole jurisdiction of the state.
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Chapter 5

“Another cause for the increase in alienation and cynicism is a feeling that too many policy
decisions that affect individuals have been taken out of any system that has accountability or that
they can influence.”

-Robert Teeter

5  Accountable to Whom: Migration of Authority and
Accountability

Elections, in the tradition of democratic theory, have been seen as an important
mechanism of accountability through which the policy preferences of citizens can induce
government action (Fearon, 1999: 57). However, new forms of governance introduce new
challenges for the theory and practice of public accountability (Skelcher, 2007: 63). The
migration of regulatory responsibility outside the boundaries of elected governments
necessitates a different conceptualization of accountability relationships between citizens
and public policy decision makers. As demonstrated in Chapter 4, while the annual rate
of Type Il body creation has not increased over the past sixty years, the absolute number
of Type Il bodies engaged in public decision making has. As stated by Peters and Pierre,
the growing number of new governance actors and the dispersal of political authority led
to questions of democratic input and accountability within the governance process (2006:
209). The shift from a single agency system to a plurality of bodies increases complexity
and opens the system to increased problems of accountability which in turn lead to
problems of coordination and strategic direction as different agencies compete for limited

resources (Andrew and Goldsmith, 1998: 107).

In responding to concerns of accountability brought about by the dispersal of governance
authority, this chapter explores the accountability environment that has emerged when
government has delegated decision-making authority. To do so, legislated instances of
authority migration in the provinces of Alberta, British Columbia, Nova Scotia, and
Ontario between the years of 1946 and 2005 form the universe of cases. Two areas of
inquiry are explored: the existence and relative strength of accountability relationships

between new governance actors and both government and society as stipulated in the
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legislation; and the extent to which political ideology, geographic scale, and the timing of

the legislation are able to explain the strength of accountability relationships.

5.1 Accountability and Public Governance

Without accountability, there is no popular control. In a democracy, accountability is the
principal mechanism through which mass publics exert control over their elected officials
and is a central tenet of democratic theory (Rudolph, 2006: 99). As discussed in Chapter
2, the concept of accountability is not in itself problematic: person A is accountable to
person B if two conditions are met; there is an understanding that A is obliged to act in
some way on behalf of B; and B is empowered by some mechanism to sanction or reward
A. Stated in the form of an agency relationship person A can be understood to be an
agent, who makes choices on behalf of person B as the principal (Fearon, 1999: 55). The
assignment of a principal-agent relationship to elected representatives is straightforward;
the elected representative is accountable to the electorate and is expected to act in such a
way that promotes the preferences of the electorate. If the electorate is not happy with the

actions of their elected representative, they can vote them out at the next election.

Defining accountability relationships associated with Type II multilevel governance,
however, is more complex as there is the potential for multiple principal-agent
relationship variations. Society may be the principals and Type Il bodies the agents,
meaning that Type II bodies are understood to be directly accountable to society. Society
as principals of democratic governments may hold Type II bodies indirectly accountable
through the principal-agent relationship between government and Type II bodes. A third
possibility is that each of the before mentioned accountability arrangements exist.

Alternatively, there is the potential for the absence of any accountability relationship.

While governments have migrated authority to address specific policy needs, it has been
argued that Type II bodies remain accountable to the government and as such indirectly
to the citizen. Jessop has argued that the governments, in responding to the
institutionalization of political decision making upwards, downwards and sideways from
the state, have enhanced the state’s role in managing inter-scalar relations, thus seeking to

control how and where authority is migrated to minimize effects upon the overall power
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of the state (2005: 64). Through what Jessop labeled ‘metagovernance’, the state provides
the rules for governance and in doing so sets the conditions for self-organization and the
overall process of collaboration. In doing so the state sets the overall ground rules for
governance and regulatory order (2005: 64-65). Similarly, Tanja Borzel argues that in the
modern state both public and private actors operate under the shadow of hierarchy where
public actors set the legal rules of the game and intervene to correct distortions or

outcomes that violate public interests (2010: 196-197).

The underlying assumption of multilevel governance is that centralization has given way
to new forms of governance that result in decision-making authority being dispersed
across multiple jurisdictions. According to Bell and Hindmoor, however, regardless of
the governance approach put into place, the state remains the preeminent actor in the
governance process (Bell and Hindmoor, 2009: 10; 2009a: 153-154). In setting the rules
and being positioned to intervene on outcomes that violate public interests, government
can be seen to dominate the policy process. If government has continued to dominate the
public policy process, then we should expect formal accountability relationships between
government and Type II bodies to be present and to have either remained stable or
increased in strength. This leads to the chapter’s first hypothesis, which assesses the
ongoing strength of the accountability relationship with government, and is presented

below as follows:

Hs ; - The accountability relationships between government and Type II bodies has either

remained stable or increased in strength over time.

As stated in Chapter 2, the belief that shifts in state function and new forms of
governance have not weakened the state is not universal. McBride and Shields argue that
the advancement of a neo-liberal agenda aimed at reducing the state and increasing
reliance on market mechanisms provides the ideological venue for shifting decision-
making outside of politics and is eroding the power of the state (1997: 18). Furthermore,
the term governance can signal a threat to conventional forms of democracy or
potentially an attempt to sidestep democracy altogether. Instead of being accountable

either directly to the citizens or indirectly to the citizens through government, governance
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mechanisms are seen to have become the tools of commercial interests or unaccountable
bureaucracies (Hirst, 2000: 13). According to Harmes, the dispersion of power away
from the centre can be viewed as a deliberate neoliberal political project with the goal of

separating economic and political power (2006: 726-727).

While neoliberalism is a modern construct, there are long-standing debates over the role
and size of government. Since the second half of the 19th century neoclassical liberals
have consistently argued that government should be as small as possible and act as a
night watchman whose only role is to protect the person and property of individuals. In
contrast, welfare liberals have promoted a larger role for government arguing that the
powers of the state can be a positive force for promoting liberty and equal opportunity
through the creation of regulations and state run institutions (Ball and Dagger, 1995: 77-
79). The desired role of the state is further expanded within the framework of social
democracy. Being linked to socialism, social democracy calls for government to play a
larger role in the lives of the people, promotes public ownership, and promotes the

redistribution of wealth (Ball and Dagger, 1995: 44).

Taking into account both recent ideological trends and the historical debate over the
appropriate size and role of the state, it can be argued that the ideology of the governing
party may influence the structure of the accountability relationship between Type 11
bodies and government. Specifically, governing parties aligned further to the right are
expected to produce weaker accountability relationships when migrating authority as
there is stronger belief in minimal state interference in the lives of individuals, while
governing parties on the left are expected to develop stronger accountability relationships
due to their stronger belief in government intervention. Accordingly, this leads to the

second hypothesis:

Hs ; — Governing parties further to the left on the political spectrum will produce
stronger accountability relationships between Type Il bodies and government than

governing parties further to the right.
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The second relationship under consideration is the accountability relationship between
Type II jurisdictions and society. Peters outlines two opposing views of governance, a
traditional approach where the state steers, and a modern approach where societal actors
are involved in more self-steering rather than depending upon the guidance of
government. While both government steering and self-steering views of governance
contain the assumption that society must be governed, different assertions are made as to
who the dominant actor is — government or society (2000: 36-37). Hirst’s ‘associated
democratic’ model goes as far as stating that as many functions as possible should be
devolved from the state to civil society, followed by the democratization of civil society
organizations, thus shifting governance from top-down bureaucratic to democratically

self-governed associations (2000: 28).

As argued by Neil Nevitte, there has been a trend toward a decline in deference to
authority by Canadians (1996: 38). Canadians have become increasingly dissatisfied, not
necessarily at specific office holders, but with the office itself as they demand more
meaningful participation in the political process (Nevitte, 1996: 55). Nevitte further states
that while voting provides one avenue for participation, there is no consensus that voting
is the most effective way for citizens to state the preference and make demands of
government and that citizens are increasingly interested in utilizing other forms of
participation (1996: 76). What has been witnessed is a culture shift where citizen access
and participation in the policy making process have become more closely tied to
legitimacy (Skogstad, 2003: 963). If social forces are seeking more meaningful
participation and taking a stronger role in the governance process, it follows that Type 11
bodies should be increasingly accountable directly to society as societal actors assert
greater influence over policy inputs and outputs. As such, the third hypothesis accesses

the strength of the relationship with society and is presented as follows:

Hs ; - The accountability relationship between society and Type Il bodies has increased

in strength over time.

An additional factor to be explored is the effect the geographic scale of a Type II body

has on the existence and relative strength of accountability relationships. With elected
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government, a trade-off exists where centralization produces efficiency and coordination
gains, however, diminishes accountability. This loss of accountability is based on the idea
that as government becomes more centralized, the ability of any one region to select a
government based upon the government’s perceived performance in that region is
diminished (Seabright, 1996: 65). Similarly it has been found that while larger
municipalities benefit from economies of scale, the gains come at a democratic cost as
the increase in size is associated with a decrease in citizens’ perceived political efficacy

(Dreyer and Serritzlew, 2011: 255).

Like traditional elected governments, Type II bodies exist at different geographic scales.
However, unlike elected government few Type II bodies have citizen-elected boards,
consequently minimizing the electoral accountability benefit associated with traditional
government. Taking into consideration the lack, or limited, accountability benefits of
elections, and a dearth of information on the effect of geographic scale on the
accountability of Type II bodies, this chapter puts forward two exploratory questions.
First, do Type II bodies succumb to the same trade off as traditional elected government?
While lacking the accountability function of elections, it is still possible that
centralization results in a similar tradeoff between economies of scale and accountability
of Type II bodies. When a Type II body moves along the continuum from decentralized
to centralized, the number of citizens whose preferences must be taken into account
increases. As the number of citizens increases, the ability of any one citizen to hold the
Type II body accountable based upon their perceived performance of the Type II body
decreases. If this is in fact the case, it is expected that the greater the level of
decentralization, the greater the capacity of members of society to hold Type II bodies

directly accountable.

While it is expected that decentralization of Type II bodies provide accountability
benefits for citizens, the second question posed is whether there is a corresponding
weakening of accountability to government that occurs with decentralization. When
decision-making bodies are decentralized there may be a willingness on the part of
government to shift both decision-making and responsibility for holding decision-makers

accountable closer to the citizen. If this is the case, it is expected that the greater the
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degree of decentralization, the weaker the capacity of government to hold Type Il bodies
directly accountable. Accordingly the final two hypotheses address the effect of

geographic scale and are presented as follows:

Hs 4 — The accountability relationship between government and Type Il bodies will

decrease as the geographic scale of the Type Il body decreases.

Hs s — The accountability relationship between society and Type Il bodies will increase as

the geographic scale of the Type Il body decreases.

5.2 Data and Methodology

To test each hypothesis the custom dataset described in full in Chapter 3 is utilized. To be
included in the dataset the Type II body must satisfy each of the following conditions:
decision-making authority over some part of the public realm must be granted to the body
through an act of provincial legislation; the majority of decision makers within the body
must be comprised of individuals who are from outside of the government, legislature or
public service; decision-making autonomy must exist; and the Type II body must have
been operating in either the province of Alberta, British Columbia, Nova Scotia or
Ontario at some point between 1946 and 2005. Type II bodies included in the dataset
come from a wide range of policy areas including: financial regulation, food and
agriculture, education, healthcare, natural resources, public safety, social services, sports
and entertainment, transportation, and other public goods. The dataset contains incidents
of Type II body creation, termination, and modification. Captured at the point of creation
for each Type Il body and for each subsequent amendment are the accountability
mechanisms included within the legislation. The dataset does not capture cases where the
legislation was amended but the accountability relationship was unchanged. In cases
when the Type II body remains in place, but the legislation that created it is repealed and
replaced, the Type II body is not coded as being terminated and recreated, but instead

only changes to the accountability relationships (if occurring) are captured.

Accountability is coded based upon the accountability mechanisms that are established

directly in the legislation. The coding of the accountability relationships uses Mark
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Bovens’s definition of accountability that states: “Accountability is a relationship
between an actor and a forum, in which the actor has an obligation to explain and to
justify his or her conduct, the forum can pose questions and pass judgment, and the actor
may face consequences” (2007: 450). Through the elimination of constructs which are
instrumental but not essential, Bovens’s definition identifies three elements of an
accountability relationship that are identifiable and can be easily coded: processes which
force agents to explain and justify actions to their principals, processes which allow
principals to question agents and pass judgment upon their actions, and processes which
enable principals to sanction their agents. The decision to use Bovens’s definition is
based upon its ability to capture the concept of accountability as discussed in the
accountability section above and to allow for the standard coding of data along three
easily identifiable elements. For each record six pieces of data are captured, three for the
accountability relationship between the Type II body and government and three between
the Type II body and society. Each element is coded as either present (1) or absent (0),

allowing for an accountability score to be calculated for each of the relationships as the

dependent variable. 15

Again using Alberta’s Child and Family Services Authorities as an example, in this case,
the accountability relationship with government would score a 2 in 1996 as the Child and
Family Services Authorities must justify their actions to government through the
submission of reports to government and the provincial government is able to sanction
members of the board through mechanisms of appointment and the ability to transfer the
Authority’s powers to an alternate entity. Missing is a mechanism that legislates the
ability of the Provincial Government to pose questions to the Authorities. The

accountability score between the Authorities and society would be a 1 as the only

15 The complex nature of accountability poses challenges for operationalization. This chapter captures the
formal accountability rules that can be used by government or society; however, it fails to capture whether
the formal rules are utilized, or whether an alternate form of accountability, be it informal or market
mechanisms, exists. Furthermore, assigning equal value to each of the three components of accountability
gives the obligation of a Type II body to justify its actions the same weighting as the ability to sanction,
when it could be argued that the ability to sanction is of greater value. When changes were made to the
model, however, scoring sanctioning as a 2 or a 0 instead of a 1 or a 0 produced results consistent with the
reported findings.
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accountability mechanism built into the legislation is the requirement for board records to
be open to the public. A subsequent amendment that mandated board meetings being
open to the public changed the accountability score to 2, as now society members would
also be able to question members of the Authority’s board. Missing is a mechanism that
legislates the ability of society members to sanction board members in response to the

actions (or inactions) of the Authority.

Consistent with Chapter 4, one of the hypotheses explores the effect of political ideology
on accountability. As discussed in Chapter 4, content analysis of Canadian party
manifestos between 1946 and 2000 demonstrates an ideological disagreement between
parties at the federal level. This analysis demonstrates that at the federal level the NDP is
consistently to the left and the Liberal and Progressive Conservative parties taking turns
holding the position on the far right (Cochrane, 2010: 590-591). While it is
acknowledged that organizational independence exists between federal parties and their
provincial counterparts, the NDP remains a fully integrated organization with
membership at the provincial level resulting in automatic membership in the federal party
(Esselment, 2010: 871-872). Given the connection between the provincial and federal
NDP parties, and NDP’s consistent position to the left at the federal level, the percentage
of seats held at the provincial level by the NDP or CCF party is used to test the effect of
political ideology. The formation of government by a left-of-centre party was considered
as an independent variable; however, no left-of-centre party formed the government in

either Alberta or Nova Scotia during the 1945 to 2005 time period.

To assess the influence of time period on the strength of accountability relationships, the
overall timeframe being studied is divided into six ten-year periods and a dummy
variable is created for each.'® All instances of creation or modification of Type 11 bodies
were coded according to which time period it occurred in, with 1 indicating that it
occurred in that time period and 0 indicating it did not. In the regression model, the 1946-

1950 dummy variable was omitted, making it the reference category for all other time

16 The division of time by Keynesianism and neoliberalism as dominant policy paradigms as was done in
Chapter 4 was also considered. The results remained consistent with that of results based upon decade.
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periods. The 1946 to 1955 time period was selected as the reference category because it
represents the starting point and therefore forms a baseline against which accountability

scores from each subsequent time period can be assessed.

To assess the influence of geographic scale the Type II bodies are coded according to
four categories: Type II bodies that are geographically confined to one municipality;
Type 11 bodies that span municipalities but are smaller in geographic scale than an entire
province; Type Il bodies that encompass the entire province; and Type II bodies that span
provincial boundaries. For each category a dummy variable is created with a score of 1
indicating that the Type II body operates at that geographic scale and a score of 0
indicating that it does not. In the regression model the dummy variable for Type II bodies
that operate within the boundaries of a single municipality is omitted, making it the
reference category against which all other categories of geographic scale are compared.
The geographic scale of single municipality was selected as the reference category as it is
easier for comparison purposes to have the reference category at one end of the
continuum and not all provinces have created Type II bodies that span provinces, which

occupies the other end of the continuum.

Ordinary least square (OLS) regression is used to test the effect of the independent
variables on the dependent. As in Chapter 4, sequential modeling is used in which each
independent variable is tested separately and then as part of a larger model. A sequential
approach was again adopted so that the effect of the independent variables on the
dependent variable, as expressed by the adjusted R?, could be observed separately for
each independent variable. For each hypothesis the models will be run for the entire
dataset to identify overall trends and then for each province individually to identify
differences between the provinces. Due to the unique characteristics of Professional Self-
Regulatory Type II bodies outlined in Chapter 3 a self-regulatory control variable is
included in all regression models with Professional Self-Regulatory Bodies coded as a 1
and all other forms of Type II body coded as zero. Provincial control variables are also
included in the regression models when evaluating the aggregate provincial dataset.
Dummy variables are created for each province with a score of 1 indicating the Type I1

body’s province of origin. The Ontario dummy variable is omitted from the regression
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models, making Ontario the provincial variable against which all other provincial

variables are compared.

The total number of cases evaluated, broken down by province and decade are presented

in Table 5.1.

Table 5.1: New and Modified Type II bodies by Province by Decade

British
Alberta Columbia Nova Scotia Ontario Total
1946-1955 31 10 10 23 82
1956-1965 31 14 21 41 107
1966-1975 43 43 32 65 183
1976-1985 43 27 26 24 120
1986-1995 39 32 43 42 147
1996-2005 43 31 34 64 172
Total 230 165 157 259 811

5.3 Results: Accountability Relationship with Government

Three hypotheses are tested in relation to the strength of the accountability relationship
between government and Type II bodies. The first (Hs,;) considers the extent to which the
accountability relationship between government and Type II bodies has either remained
stable or increased in strength over time. The second (Hs ) proposes that governing
parties on the left of the political spectrum will produce stronger accountability
relationships between Type II bodies and government than governments further to the
center and right. The third (Hs 4) hypothesizes that the accountability relationship
between government and Type II bodies will decrease as the geographic scale of the Type
IT body decreases. The results for each hypothesis when using the aggregated dataset are
presented in Table 5.2. In testing each hypothesis, two regression models are used, one
containing only the pertinent independent variables for the specific hypothesis and an
overarching model including the combined set of independent variables from all three

hypotheses.
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Table 5.2: Government Accountability Index (Dataset includes AB, BC, NS and ON)

Model 1

Model 2

Model 3

Model 4

1956-1965
1966-1975
1976-1985
1986-1995
1996-2005

Left Government

Spans Municipalities

Single Province
Spans Provinces
Alberta

British Columbia
Nova Scotia

Self-Regulatory

0.229(0.129)*

0.331(0.117)%**
0.487(0.125)%**
0.434(0.121)***
0.647(0.118)%**

-0.009(0.080)
0.093(0.087)
-0.291(0.089)***
-0.814(0.069)***

0.002(0.002)

0.003(0.086)
0.042(0.101)
-0.257(0.091)***
-0.762(0.069)***

-0.040(0.168)
-0.136(0.144)
-0.012(0.427)
-0.024(0.081)
0.098(0.089)
-0.270(0.091)***
-0.727(0.071)***

0.225(0.129)*
0.324(0.118)%**
0.478(0.126)**
0.416(0.130)**
0.642(0.118)%**
0.001(0.003)
-0.038(0.166)
-0.127(0.142)
0.007(0.420)
0.003(0.087)
0.085(0.102)
-0.279(0.093)***
-0.794(0.073)***

Adjusted R?

Number of Cases

0.176
811

0.1439
811

0.142
811

0.174
811

Standard errors are reported in parentheses. *, **, ***

indicates significance at the 90%, 95%, and 99% level, respectively (two-tailed test of significance).

Ontario, 1946-1955, and Single Municipality are used as the categories of comparison for dummy variables.

Evaluating the effect of time period on the strength of the accountability relationship

between government and Type II bodies produces significant results in the expected

direction. As presented in Table 5.2, Model 1, each subsequent time period after 1946-

1955 is associated with a higher level in the government accountability index score and is

significant at the 90% confidence level or higher. The results trend in the direction of

higher levels in the government accountability index scores in comparison to 1946-1955

as the time period becomes closer to present day. Type II bodies that were enacted or

updated between 1996 and 2005 suggest an increase of 0.647 in the government

accountability index score which ranges from 0 to 3. The exception to the upwards trend
is the 1986-1995 time period, which produced a smaller coefficient than the immediately
preceding time period (1976-1985), but still larger than the next most recent time period
(1966-1975). As shown in Model 4, when all independent variables are included in the
regression model, the results remain consistent. The results presented in both Model 1

and Model 4 provide support for the hypothesis that the accountability relationships
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between government and Type II bodies have either remained stable or increased in

strength over time.

When assessing the effect of a left-of-centre governing party on the strength of the
accountability relationship between government and all Type II bodies, the results shown
in Table 5.2, Model 2 are not significant. As displayed in Model 4, the results remain
consistent when all independent variables are included in the regression model. The
results from both models suggest that Hs,, governing parties further to the left on the
political spectrum will produce stronger accountability relationships between Type 11

bodies and government than governing parties further to the right, be rejected.

As shown in Table 5.2, Model 3, the results for differences in geographic scale produced
no statistically significant results. As presented in Model 4, the results again remain
consistent when all independent variables are included in the regression model,

suggesting that hypothesis Hs 4 be rejected.

Although not related to the hypotheses, the dummy variable for Nova Scotia produces
significant results across all models in Table 5.2. The results for Nova Scotia consistently
suggest a negative relationship and are significant at the 99% confidence level. As shown
in Model 4, when all independent variables are included in the regression model the
result is a 0.279 decrease in the government accountability index in comparison to
Ontario. Neither Alberta nor British Columbia produces statistically significant results.
As Nova Scotia is the sole province to produce significant results, it suggests that the
formal accountability relationship between special purpose Type Il bodies and
government, as measured by this study, are weaker in Nova Scotia than the other

provinces.

The dummy variable for Professional Self-Regulatory bodies also produced statistically
significant results at the 99% confidence level across all models in Table 5.2. The results
in Model 4 suggest that within a possible range of 0 to 3 there is an average decrease of
0.794 in the government accountability index score when comparing Professional Self-

Regulatory bodies to other forms of Type II bodies. This result indicates that Professional
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Self-Regulatory bodies tend to be held less accountable by government than other forms

of Type II bodies.

Discussion now turns to the province specific outcomes. The results for each hypothesis
by province are presented in Tables 5.3 through Table 5.6. In testing the hypothesis that
the accountability relationship between government and Type II bodies has either
remained stable or increased in strength over time, all provinces but Nova Scotia produce
statistically significant results in the expected direction. All three provinces produce
statistically significant results for the 1996-2005 period when compared to 1946-1955. Of
the four provinces, the results for Alberta (Table 5.3) produced the largest coefficient for
government accountability index score. As shown in Table 5.3, Model 4, when all
variables are included in the regression model a Type II body enacted or updated between
1996 and 2005 indicates an increase of 1.051 in the government accountability index.

The results are significant at the 99% confidence level.

To evaluate Hs j, the results for the province of Alberta are presented in Table 5.3, Model
1. The results indicate a higher level in the accountability index score for each time
period variable in comparison to the 1946-1955 time period. With the exception of the
1956-1965 period, all are significant at the 99% confidence level. The overall trend is an
increase in the government accountability index score over time, however, the results
show that change is not linear but varies from one time period to another. As shown in
Table 5.3, Model 4, when all independent variables are included in the regression model

the results remain consistent.

To evaluate the effect of time the results for British Columbia are presented in Table 5.4,
Model 1. While the three decades preceding 1946-1955 produced no significant results,
both 1986-1995 and 1996-2005 produced significant results in the predicted direction.
When all independent variables are included in the regression model, as shown in Model

4, only the 1996-2005 time period remains significant.
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Table 5.3: Government Accountability Index - Alberta

Model 1 Model 2 Model 3 Model 4
1956-1965 0.293(0.213) 0.268(0.215)
1966-1975 0.630(0.198)*** 0.605(0.204)***
1976-1985 0.898(0.198)*** 0.811(0.202)***
1986-1995 0.540(0.198)*** 0.628(0.255)**
1996-2005 1.042(0.200)*** 1.051(0.200)***
Left Seats -.009(0.010) 0.008(0.015)
Spans Municipalities -0.700(0.325)** -0.628(0.320)**
Single Province -0.531(0.293)* -0.434(0.287)
Spans Provinces Omitted"’ Omitted

Self-Regulatory -0.921(0.123)***  -0.819(0.127)***  -0.822(0.133)***  -0.933(0.130)***
Adjusted R? 0.226 0.151 0.161 0.260
Number of Cases 230 230 230 230
Standard errors are reported in parentheses. *, ¥¥, %%
indicates significance at the 90%, 95%, and 99% level, respectively (two-tailed test of significance).
1946-1955, and Single Municipality are used as the categories of comparison for dummy variables.
Table 5.4: Government Accountability Index — British Columbia

Model 1 Model 2 Model 3 Model 4
1956-1965 -0.041(0.315) -0.089(0.307)
1966-1975 0.134(0.252) -0.241(0.264)
1976-1985 0.124(0.269) -0.049(0.265)
1986-1995 0.600(0.259)** 0.123(0.282)
1996-2005 0.766(0.258)*** 0.803(0.249)***
Left Government 0.009(0.003)*** 0.014(0.004)***
Spans Municipalities 0.262(0.433) 0.171(0.401)
Single Province 0.012(0.278) 0.040(0.262)
Spans Provinces Omitted Omitted

Self-Regulatory

-0.605(0.162)***

-0.453(0.155)***

-0.467(0.163)***

-0.653(0.160)***

Adjusted R?

Number of Cases

0.123
165

0.087
165

0.039
165

0.181
165

Standard errors are reported in parentheses. *, **, ***

indicates significance at the 90%, 95%, and 99% level, respectively (two-tailed test of significance).

1946-1955, and Single Municipality are used as the categories of comparison for dummy variables.

17 Spans Provinces is omitted when no Type II bodies that span provinces exist within the dataset.
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Table 5.5: Government Accountability Index — Nova Scotia

Model 1 Model 2 Model 3 Model 4
1956-1965 0.183(0.303) 0.175(0.315)
1966-1975 0.002(0.286) -0.004(0.294)
1976-1985 0.467(0.293) 0.469(0.297)
1986-1995 0.128(0.283) 0.142(0.289)
1996-2005 0.278(0.286) 0.374(0.413)
Left Seats 0.004(0.007) -0.004(0.116)
Spans Municipalities 0.305(0.453) 0.203(0.467)
Single Province 0.263(0.404) 0.248(0.410)
Spans Provinces 0.162(0.535) 0.205(0.538)

Self-Regulatory -1.373(0.142)***  -1.375(0.142)***  -1.350(0.141)***  -0.382(0.151)***
Adjusted R? 0.394 0.387 0.379 0.380
Number of Cases 157 157 157 157
Standard errors are reported in parentheses. *, **, *%*
indicates significance at the 90%, 95%, and 99% level, respectively (two-tailed test of significance).
1946-1955, and Single Municipality are used as the categories of comparison for dummy variables.
Table 5.6: Government Accountability Index Ontario

Model 1 Model 2 Model 3 Model 4
1956-1965 0.301(0.232) 0.261(0.231)
1966-1975 0.324(0.216) 0.369(0.217)*
1976-1985 0.113(0.259) 0.230(0.270)
1986-1995 0.187(0.234) 0.568(0.310)**
1996-2005 0.426(0.217)** 0.446.(0.215)**
Left Seats -0.008(0.004)* -0.012(0.006)*

Spans Municipalities

Single Province
Spans Provinces

Self-Regulatory

-0.467(0.131)%**

-0.370(0.131)***

0.093(0.267)
-0.242(0.234)
Omitted
-0.381(0.128)***

0.096(0.268)
-0.219(0.236)
Omitted
-0.319(0.140)**

Adjusted R?

Number of Cases

0.051
259

0.060
259

0.060
259

0.071
259

Standard errors are reported in parentheses. *, **, ***

indicates significance at the 90%, 95%, and 99% level, respectively (two-tailed test of significance).

1946-1955, and Single Municipality are used as the categories of comparison for dummy variables.

The results for Ontario are presented in Table 5.6, Model 1. When evaluating the effect of

time, the only time period to produce statistically significant results in comparison to

1946-1955 was 1996-2005. When all variables are added into the regression model, as
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presented in Model 4, the 1966-1975, 1986-1995 and 1996-2005 time periods produce
significant results at the 90% confidence level or higher. The results for the 1996-2005
time period suggests an increase of 0.446 in the government accountability index score

(which ranges from 0 to 3) in comparison to the 1946-1955 period.

Overall, the results for all four provinces support Hs ; — that the accountability
relationships between government and Type 11 bodies have either remained stable or
increased in strength over time. While occasional reductions in the government
accountability score from one period to another are evident in all provinces, these results
were not statistically significant. As predicted, the trend has been toward either higher
levels of accountability as time progresses as seen in Alberta, British Columbia, and

Ontario, or stability as witnessed in Nova Scotia.

When testing the hypothesis that governing parties further to the left on the political
spectrum will produce stronger accountability relationships between Type II bodies and
government than governing parties on the right, the results for the individual provincial
datasets produce conflicting results. Of the four provinces only British Columbia and

Ontario produce significant results, however, the results are in opposite directions.

When evaluating Hs » the results for the province of British Columbia are presented in
Table 5.4, Model 2. The results suggest that a 1% increase in the number of seats held by
a left-of-centre party are associated with an increase of 0.009 in the government
accountability index score which ranges from 0 to 3. The results are significant at the
99% confidence level. When all variables are included in the regression model, as shown
in Model 4, the results remain consistent. The results for Ontario are presented in Table
5.6, Model 2. The results for Ontario indicate that a 1% increase in the number of seats
held by a left-of-centre party is associated with a decrease of 0.008 in the government
accountability index score and is significant at the 95% confidence level. When all

independent variables are included, as shown in Model 4, the results remain consistent.

Based on the individual provincial results, there is conflicting support for hypothesis Hs»
— governments further to the left on the political spectrum will produce stronger

accountability relationships between Type Il bodies and government than governments
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further to the right. The existing support is contingent upon the province in question, with
each province producing statistically significant results, but in the opposite direction.
Depending upon the province, it could be argued that the presence of a left-of-centre
government suggests either a decrease (Ontario) or increase (British Columbia) in the

strength of the accountability relationship between Type Il bodies and government.

When evaluating the hypothesis that the accountability relationship between government
and Type II bodies will decrease as the geographic scale of the Type Il body decreases
only the province of Alberta returns significant results, and the results are not in the
expected direction. When evaluating Hs 4 the results for the province of Alberta are
presented in Table 5.3, Model 3. The results suggest a decrease of 0.700 in the
government accountability index for Type II bodies that span municipalities and a
decrease of 0.531 for Type II bodes that are the same geographic scale as the province
when compared to Type II bodies whose jurisdiction is at the geographic scale of a single
municipality. When all variables are included within the regression model the results
remain in the opposite direction than what was predicted, however, only the dummy
variable for Spans Municipalities remains statistically significant. In assessing the results
of each of the four provincial datasets there is no indication of support for Hs 4 — the
accountability relationship between government and Type II bodies will decrease as the

geographic scale of the Type II body decreases.

Also of interest are the results for the Professional Self-Regulatory dummy variable. For
all models in Tables 5.3 through 5.6 the results indicate statistically significant results at
the 95% confidence level or higher, and all in the negative direction. Consistent with the
aggregate dataset, the results suggest that Professional Self-Regulatory bodies are held

less accountable by government than other forms of Type II bodies.

A summary of whether support was found for each of the three hypotheses by dataset is
provided in Table 5.7. As highlighted in Table 5.7 there is support across each of the
provincial datasets and the aggregate dataset for Hs; — the accountability relationships
between government and Type II bodies have either remained stable or increased in

strength over time. The Nova Scotia case is an outlier, however, as the accountability
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relationship between government and Type Il bodies remained stable in Nova Scotia, but

strengthened in the other four datasets.

In contrast to Hs;, Table 5.7 shows that no support was found for Hs 4 — the
accountability relationship between government and Type II bodies will decrease as the

geographic scale of the Type Il body decreases.

Table 5.7: Government Accountability Index - Support for Hypotheses by Dataset

Hs; — Time Hs,— Ideology Hs 4 — Geographic
All Provinces Support No Support No Support
Alberta Support No Support No Support
British Columbia  Support Support No Support
Nova Scotia Support No Support No Support
Ontario Support No Support No Support

Moreover, Table 5.7 shows mixed support for hypothesis Hs, — governing parties further
to the left on the political spectrum produce stronger accountability relationships between
Type II bodies and government than governing parties further to the right. In testing the
effect of a left-of-centre government, Ontario and British Columbia produced significant
results, however, the results were in opposite directions, with British Columbia indicating
a strengthening of the relationship as predicted, while Ontario predicted a weakening of

the accountability relationship.

To test the robustness, the effect of a left-of-centre government on the accountability
relationship with government and Type I bodes was evaluated using regression analysis.
The results for Hs, substituting left-of-centre government for percentage of seats held by
a left-of-centre party is presented in Table 5.8. The results in Table 5.8 shows that the
effect of a left-of-centre government is consistent with the findings for seat percentage. A
left-of-centre government in British Columbia indicates an increase of 0.549 in the
government accountability index, while a left-of-centre government in Ontario suggests a

decrease of 0.673.
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Table 5.8: Effect of Left-of-centre Governments on Accountability to Government

British Columbia Ontario
1956-1965 -0.059(0.310) 0.317(0.229)
1966-1975 -0.191(0.267) 0.308(0.213)
1976-1985 0.110(0.264) 0.091(0.256)
1986-1995 0.210(0.283) 0.597(0.291)**
1996-2005 0.568(0.259)** 0.414(0.214)*
Left Government 0.549(0.173)*** -0.673(293)**
Spans Municipalities 0.104(0.406) 0.090(0.266)
Single Province 0.036(0.265) -0.233(2.34)
Self-Regulatory 0.655(0.162)*** -0.309(0.139) **
Adjusted R? 165 259
Number of Cases 0.161 0.078

Standard errors are reported in parentheses.

* k% k** indicates significance at the 90%, 95%, and 99% level, respectively(two-tailed test of significance).
1946-1955, and Single Municipality are used as the categories of comparison for dummy variables.

5.4 Results: Accountability Relationship with Society

In looking at the accountability relationship between society and Type Il bodies two
hypotheses are tested: Hs 3 — the accountability relationship between society and Type II
bodies has increased in strength over time; and Hs s — the accountability relationship
between society and Type II bodies will increase as the geographic scale of the Type 11
body decreases. When testing each hypothesis, two regression models are again used, the
first model containing only the pertinent independent variables for the specific hypothesis
and the second model including the combined set of independent variables for both
hypotheses. Each hypothesis is examined in turn using the aggregated provincial dataset
and then again using the individual provincial level datasets. The results for each

hypothesis when using the aggregated data set are presented in Table 5.9.
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Table 5.9: Society Accountability Index (Dataset includes AB, BC, NS and ON)

Model 1

Model 2

Model 3

1956-1965
1966-1975
1976-1985
1986-1995
1996-2005

Spans Municipalities
Single Province
Spans Provinces
Alberta

British Columbia

Nova Scotia

0.232(0.115)**
0.270(0.105)%*
0.190(0.112)*
0.500(0.108)**
0.506(0.106)***

-0.117(0.071)
-0.161(0.078)**
-0.249(0.079)***

0.121(0.147)
-0.402(0.126)***
-0.676(0.373)*
-0.142(0.071)**
-0.129(0.078)*
-0.200(0.080)**

0.217(0.113)*
0.276(0.102)%**
0.177(0.110)
0.489(0.106)***
0.499(0.103 )%
0.099(0.145)
-0.412(0.124)***
-0.732(0.367)**
-0.108(0.070)
-0.117(0.077)
-0.203(0.079)***

Self-Regulatory 0.401(0.062)*** 0.568(0.062)*** 0.506(0.063)***
Adjusted R? 0.116 0.113 0.146
Number of Cases 811 811 811

Standard errors are reported in parentheses.
* k% k% indicates significance at the 90%, 95%, and 99% level, respectively (two-tailed test of significance).
Ontario, 1946-1955, and Single Municipality are used as the categories of comparison for dummy variables.

When looking at the effect of time period on the strength of the accountability
relationship between society and Type II bodies, the results displayed in Table 5.9, Model
1, indicate that all time periods yield statistically significant results at the 90% confidence
level or higher. For all time periods the relationship is positive; suggesting a higher level
in the society accountability index score, which ranges from 0 to 3, for each subsequent
time period when compared to 1946-1955. When all independent variables are included
in the regression model, as shown in Model 3, the results remain consistent with the
exception of the 1976 to 1985 time period, which is no longer statistically significant.
The results for both Model 1 and Model 3 indicate that the most recent time period
(1996-2005) produces the largest coefficient. The results in Model 3 suggest an increase
of 0.499 in the society accountability index score for Type II bodies created or modified
between the years of 1996 to 2005 in comparison to Type II bodies created or modified
between the years of 1946 to 1955. Overall the observed trend is toward the

strengthening of the accountability relationship between society and Type II bodies over
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time, lending support to the hypothesis that the accountability relationship between

society and Type II bodies has increased in strength over time.

When considering the effect of geographic scale on the strength of the accountability
relationship between society and Type II bodies. The results in Table 5.9, Model 2
indicate that Type II bodies that operate at the provincial geographic scale or higher
produce statistically significant results in the negative direction at the 90% confidence
level or higher. Based on the results in Model 2, a Type II body operating at the
provincial geographic level suggests a decrease of 0.40, while a Type Il body that spans
provinces indicates a decrease of 0.676 in society accountability index score in
comparison to a Type Il body operating at the municipal geographic scale. When all
variables are included within the regression model, as shown in Model 3, the results
remain consistent, providing support for the hypothesis that the accountability
relationship between society and Type II bodies increases as the geographic scale of the

Type 11 body decreases.

It should also be noted, as presented in Table 5.9, that the each of the provincial dummy
variables produced statistically significant results in at least one of the three models.
However, when all independent variables were included in the regression model, as
shown in Model 4, only Nova Scotia remained significant. In Model 3, the results for
Nova Scotia indicate a decrease of 0.203 in the society accountability index score in
comparison to the province of Ontario. Overall the results suggest a weaker
accountability relationship between society and Type II bodies in Nova Scotia than that
which exist in the other provinces being studied. To a lesser extent, however, the results
in Models 1 and 2 suggest a stronger accountability relationship between society and

Type 11 bodies in Ontario than in either Alberta or British Columbia.

As with the evaluation of the accountability relationship between government and Type 11
bodies, the dummy variable for Professional Self-Regulatory bodies produced statistically
significant results at the 99% confidence level across all models in Table 5.9. In
evaluating the accountability relationship between society and Type II bodies, however,

the relationship is in the opposite direction with a Professional Self-Regulatory body
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producing an increase in the society accountability index score in comparison to other
forms of Type II bodies. This result suggests that Professional Self-Regulatory bodies

have more accountable mechanisms to society than other forms of Type II bodies.

Proceeding to the evaluation of each hypothesis at the individual province level, the
results for Alberta, British Columbia, Ontario, and Nova Scotia will now be explored.

The results for each hypothesis by province are presented in Tables 5.10 through Table

5.13.

Table 5.10: Society Accountability Index - Alberta

Model 1

Model 2

Model 3

1956-1965
1966-1975
1976-1985
1986-1995
1996-2005

Spans Municipalities

Single Province
Spans Provinces

Self-Regulatory

-0.047(0.179)
0.394(0.167)**
0.155(0.166)
0.494(0.170)%**
0.982(0.168)***

0.546(0.104)%**

1.133(0.268)%**
0.358(0.242)
Omitted'®
0.806(1.109)%**

-0.020(0.170)
0.452(0.159)***
0.249(0.160)
0.477(0.161)***
0.940(0.234)***
0.940(0.253)***
0.235(0.229)
Omitted
0.682(0.104)***

Adjusted R?

Number of Cases

0.294
230

0.237
230

0.369
230

Standard errors are reported in parentheses.

* k% k** indicates significance at the 90%, 95%, and 99% level, respectively(two-tailed test of significance).

1946-1955, and Single Municipality are used as the categories of comparison for dummy variables.

18 Spans Provinces is omitted when no Type II bodies that span provinces exist within the dataset.
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Table 5.11: Society Accountability Index — British Columbia

Model 1 Model 2 Model 3
1956-1965 0.609(0.285)** 0.497(0.277)*
1966-1975 0.433(0.228)* 0.351(0.221)
1976-1985 0.260(0.244) 0.252(0.235)
1986-1995 0.656(0.234)%*** 0.546(0.229)**
1996-2005 0.735(0.233)*** 0.731(0.225)***
Spans Municipalities -0.643(0.370)* -0.720(0.362)**
Single Province -0.926(0.237)*** -0.893(0.236)***
Spans Provinces Omitted Omitted

Self-Regulatory

0.239(0.146)

0.359(0.139)**

0.317(0.143)**

Adjusted R?

Number of Cases

0.065
165

0.089
165

0.133
165

Standard errors are reported in parentheses.

* k% k% indicates significance at the 90%, 95%, and 99% level, respectively (two-tailed test of significance).

1946-1955, and Single Municipality are used as the categories of comparison for dummy variables.

Table 5.12: Society Accountability Index — Nova Scotia

Model 1 Model 2 Model 3

1956-1965 0.141(0.275) 0.006(0.256)
1966-1975 0.022(0.260) 0.138(0.241)
1976-1985 0.043(0.267) 0.005(0.246)
1986-1995 0.144(0.258) 0.181(0.238)
1996-2005 0.180(0.260) -0.151(0.241)
Spans Municipalities 0.280(0.371) 0.383(0.385)
Single Province -0.666.(0.331)** -0.614(0.339)*
Spans Provinces -0.948(0.439)** -0.917(0.446)**

Self-Regulatory

0.253(0.129)*

-0.406(0.115)***

0.401(0.124)%**

Adjusted R?

Number of Cases

0.005
157

0.175
157

0.157
157

Standard errors are reported in parentheses.

* k% k% indicates significance at the 90%, 95%, and 99% level, respectively (two-tailed test of significance).

1946-1955, and Single Municipality are used as the categories of comparison for dummy variables.
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Table 5.13: Society Accountability Index — Ontario

Model 1 Model 2 Model 3
1956-1965 0.208(0.219) 0.201(0.218)
1966-1975 0.082(0.203) 0.059(0.203)
1976-1985 0.200(0.244) 0.163(0.244)
1986-1995 0.509(0.221)** 0.504(0.219)**
1996-2005 0.114(0.204) 0.118(0.203)
Spans Municipalities -0.211(0.253) -0.164(0.252)
Single Province -0.411(0.222)* -0.393(0.222)*
Spans Provinces Omitted Omitted

Self-Regulatory 0.427(0.124)*** 0.579(0.121)*** 0.499(0.128)***
Adjusted R? 0.078 0.075 0.087
Number of Cases 259 259 259

Standard errors are reported in parentheses.
* k% k% indicates significance at the 90%, 95%, and 99% level, respectively (two-tailed test of significance).
1946-1955, and Single Municipality are used as the categories of comparison for dummy variables.

When evaluating the effect of time period on the accountability relationship between
society and Type II bodies at the individual provincial level the results vary across
provinces. The results for Alberta are presented in Table 5.10, Model 1. For Alberta
1966-1975, 1986-1995, and 1996-2005 produce statistically significant results — each in
the positive direction. For Alberta the most recent time period, 1996-2005, produces the
largest coefficient of 0.982, while the 1986-1995 period generated the second largest.
Both the 1986-1995 and 1996-2005 results are significant at the 99% confidence level
and the results are consistent when all independent variables are included in the

regression model as shown in Table 5.10, Model 3.

When evaluating Hs 3 for British Columbia the results are presented in Table 5.11, Model
1. All time periods produce results in the positive direction and are statistically significant
at the 90% confidence level or higher with the exception of the 1976-1985. Like Alberta
the most recent period, 1996 to 2005, produces the largest suggested increase in the
society accountability index score, indicating an increase of 0.735 in comparison to 1946-
1955, while the 1986-1995 time period produced the second largest coefficient. The
results for both the 1986-1995 and 1996-2005 time periods are significant at the 99%

confidence level. When all independent variables are included in the regression model, as
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shown in Table 5.11, Model 3, the results for 1966 to 1975 are no longer statistically

significant.

The results for the effect of time on the strength of the accountability relationship
between society and Type II bodies for Nova Scotia are presented in Table 5.12, Model 1.
No statistically significant results are produced and the results remain consistent when all

independent variables are included in the regression model as show in Model 3.

When evaluating Hs 3 for Ontario the results are shown in Table 5.13, Model 1. For
Ontario the only time period to produce statistically significant results is 1986-1995,
which indicates an increase of 0.509 in the society accountability index score in
comparison to 1946-1955 and is significant at the 95 % confidence level. When all

independent variables are included in the regression model the results remain consistent.

Of the four provinces, the results for both Alberta and British Columbia provide support
for the hypothesis that the accountability relationship between society and Type Il bodies
has increased in strength over time. Conversely neither the Nova Scotia nor Ontario case

provides support for the hypothesis.

Testing the effect of geographic scale on the accountability relationship between society
and Type II bodies produce conflicting results. When evaluating Hs s for Alberta the
results are presented in Table 5.10 Model 2. In the case of Alberta, spans municipality is
the only variable to produces statistically significant results. While spans municipality is
expected to produce a negative coefficient, the results are in the positive direction. The
results suggest an increase of 1.333 in the society accountability index in comparison to
Type II bodies that operate within the jurisdictional boundaries of a single municipality
and are significant at the 99% confidence level. As shown in Model 3, the results remain

consistent when all independent variables are included in the regression model.

When evaluating hypothesis Hs s for British Columbia the results are presented in Table
5.11, Model 2. The results are in the expected direction, with increases in the geographic
scale of Type II bodies suggesting a decrease in the society accountability index score.

As shown in Table 5.11, Model 2, spanning municipalities indicates a decrease of 0.643
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and operating at the same geographic scale as the province indicates a decrease of 0.926
in comparison to Type II bodies that operate within the boundaries of a single
municipality. The results are significant at the 90% and 99% confidence level and remain
consistent when all variables are added to the regression model as shown in Table 5.11,

Model 3.

When evaluating the effect of the geographic scale on Type II bodies in Nova Scotia the
results are presented in Table 5.12, Model 2. In the case of Nova Scotia the results for
Single Province and Spans Provinces produce statistically significant results in the
expected direction at the 90% confidence level. As shown in Model 2, Type II bodies that
operate on the same geographic scale as the province suggest a decrease of 0.666 and
Type II bodies that span provinces suggest a decrease of 0.948 when compared to Type 11
bodies that operate within the boundaries of a single municipality. When all independent
variables are included in the regression model the results remain significant at the 90%

confidence level or higher as shown in Table 5.11, Model 3.

When evaluating Hs s for the province of Ontario the results are presented in Table 5.13,
Model 2. For Ontario, single province is the only variable to produce statistically
significant results. As shown in Model 2, the results of Single Province are statistically
significant at the 90% confidence level and suggest a decrease of 0.411 in the society
accountability index in comparison to Type II bodies that operate within the boundaries
of a single municipality. As presented in Table 13, Model 3, the results remain consistent

when all independent variables are included within the regression model.

Overall, at the individual provincial level, the results for Albert refute the hypothesis that
the accountability relationship between society and Type II bodies will increase as the
geographic scale of the Type Il body decreases, while the results for British Columbia,
Nova Scotia, and Ontario provide support for the hypothesis.

In addition to the results for the independent variables being tested, the results for the
Professional Self-Regulatory dummy variable are again noteworthy. As shown in Model
3 in Tables 5.10 through 5.13 the results for the Self-Regulatory variable indicates a

higher level in the society accountability index across all provinces. This suggests that
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Professional Self-Regulatory bodies have a stronger accountability relationship with

society than other forms of Type II bodies.

When the regression models are run for each of the provincial datasets the results are
inconsistent. A summary of whether support was found for each of the hypotheses by
dataset is provided in Table 5.14. As shown in Table 5.14 there is mixed support for Hs 3
— the accountability relationship between society and Type II bodies has increased in
strength over time. When evaluating the effect of time, the Alberta and British Columbia
datasets produce significant results in the positive direction for both the 1986-1995 and
1996-2005 time periods. The results suggest an increase in strength of the accountability
relationship between society and Type II bodies in comparison to 1946-1955. The
provincial dataset for Ontario produced significant results for 1986-1995; however, the
results for 1995-2005 are not significant in comparison to 1946-1955. The results for
Ontario suggest that any gains in accountability have since been lost. The Nova Scotia
dataset produced no significant results, suggesting that the strength of the accountability

relationship has remained consistent across the sixty years being studied.

Table 5.14: Society Accountability Index - Support for Hypotheses by Dataset

Hs; — Time Hs s — Geographic
All Provinces Support Support
Alberta Support No Support
British Columbia Support Support
Nova Scotia No Support Support
Ontario No Support Support

As shown in Table 5.14 mixed support also exists for Hs s — the accountability
relationship between society and Type Il bodies will increase as the geographic scale of
the Type II body decreases. When testing geography, the results for all datasets with the
exception of Alberta are significant in the expected direction. In British Columbia, Nova
Scotia, and Ontario the results suggest a decrease in the society accountability index
score when the Type II body is operating at the same geographic scale as the province in
comparison to a Type II body that is operating on the same geographic scale as a

municipality. The results for British Columbia further indicate a lower level in the society
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accountability index score for Type Il bodies that span municipalities, while the results
for Nova Scotia further suggest a lower level for Type II bodies that span provinces. The
results for Alberta, however, are significant in the opposite direction, suggesting an
increase in the society accountability index for the Type II bodies that span municipalities
in comparison to Type II bodies that operate within the jurisdictional boundaries of a

single municipality.

5.5 Comparing the Strength of Accountability Relationships

In responding to concerns of accountability brought about by the dispersal of authority
outside of government, this chapter has sought to gain an understanding of the
accountability environment that has emerged when government has delegated decision-
making authority. In doing so, the effect of political ideology, time, and geographic scale
on the accountability relationships between Type II bodies and both government and

society have been explored.

In looking at the accountability environment that emerges when authority migrates, two
of the principal findings are that the accountability relationships between both Type 11
bodies and government and Type II bodies and society have been strengthened over time.
This indicates that the ability for both government and society to hold Type II bodies
accountable for decisions made and actions taken is greater today than it has been in the
past, lessening concerns over democratic accountability. However, while the
accountability relationships between both Type II bodies and government and Type 11
bodies in society have become stronger, it is important to note that the accountability
relationship between Type Il bodies and society remains weak when compared to the

relationship between Type II bodies and government.

As shown in Tables 5.15, the mean government accountability index scores, which are
used to assess the relationship between government and Type II bodies, are consistently
higher than society accountability index scores, which are used to assess the relationship
between Type Il bodies and society. Across all four provinces the mean government
accountability index score for the entire time frame is above 1, while the society

accountability score is below 1 and for no time period is the society accountability index
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score higher than that of the government accountability index score. This is consistent
with Tanja Borzel’s argument that in the modern state both public and private actors
operate under the shadow of hierarchy where public actors set the legal rules of the game
and intervene to correct distortions or outcomes that violate public interests (Borzel,
2010: 196-197). So while an underlying assumption of multilevel governance is that
centralization has given way to new forms of governance, resulting in decision-making
authority being dispersed across multiple jurisdictions (Marks and Hooghe, 2005 15-6),

the state continues to play a dominant role within the governance process.

Table 5.15: Mean Accountability Index Scores Across Time by Province

Alberta British Columbia Nova Scotia Ontario
Gov Acc  Soc Acc Gov Acc SocAcc GovAcc Soc Acc Gov Acc  Soc Acc
Index Index Index Index Index Index Index Index

1946-1955 1.32 0.42 1.61 0.33 1.50 0.60 1.70 0.74
1956-1965 1.64 0.35 1.79 0.86 1.57 0.76 2.07 0.88
1966-1975 2.06 0.74 1.98 0.67 1.66 0.59 2.08 0.78
1976-1985 2.20 0.58 1.93 0.52 2.12 0.62 1.83 0.92
1986-1995 1.85 0.92 2.34 0.94 1.68 0.74 1.74 1.38
1996-2005 2.14 1.53 2.39 1.06 1.38 0.85 2.05 0.92
All Years 1.91 0.79 2.06 0.75 1.66 0.71 1.96 0.93

The results in Table 5.15 also bring to the forefront questions over the continued
strengthening of the accountability relationship between Type II bodies and government
and Type II bodies and society. While the results for Alberta and British Columbia
indicated a reasonably continuous strengthening of accountability relationships, the
sudden decrease in the mean government accountability index score for Nova Scotia
during the most recent two 10-year periods raises concerns over democratic input and
accountability within the governance process. Presented above in Table 5.2, the Nova
Scotia case was unique among the provinces studied. Nova Scotia is the only province in
which the government accountability index is consistently decreasing across regression
models in comparison to Ontario. In Table 5.15, the Nova Scotia case shows that
accountability gains can be lost. Small increases in the strength of the accountability
relationship between Type Il bodies and society are more than offset by decreases in the

accountability relationship between government and Type II bodies.
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Furthermore, the highest mean accountability for the 1996 to 2005 time period presented
in Table 5.15 is 2.39, which is far from the maximum accountability score of 3. This
suggests that while the strength of both accountability relationships may be improving, a
full accountability relationship with either government or the public does not exist for a
large number Type II bodies. The limited nature of accountability relationships for a
portion of Type II bodies bolsters concerns over a loss of public input and democratic
accountability when decision-making processes are delegated to Type II multilevel

governance bodies.

While time period had a positive effect on the accountability relationships between Type
IT bodies and government and Type II bodies and society, the geographic scale of a Type
IT body had an effect only on the relationship between Type Il bodies and society.
Specifically, Type II bodies that exist on a smaller geographic scale have stronger
accountability relationships with society than Type II bodies that have boundaries that
align with the province. In contrast, the accountability relationship between Type I1
bodies and government remains constant across geographic levels. As government is in
control of the legislation used to create Type II bodies, the results indicate that
governments are willing to, and in fact do, incorporate mechanisms that provide for a
stronger accountability relationship between Type II bodies and society when the Type 11
body is operating and making decisions at a geographic scale that is less than the area of
the province. Perhaps not surprisingly, the results also indicate that there is no
willingness on the part of government to give up any control they may gain over the
actions of the Type II body through their accountability relationship, as the strength of
the accountability relationships between Type II bodies and government remain constant

across geographic scales.

Just as the strength of the accountability relationship between government and Type 11
bodies remains constant regardless of geographic scale, so too does the relative strength
of the two accountability relationships. The mean government and society accountability
index scores for Type II bodies smaller in scale than the provincial boundaries are
presented by decade in Table 5.16. Consistent with the overall results, the results in Table

5.16 shows than the mean government accountability index score remains consistently
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higher than the mean society accountability index scores when looking at Type II bodies
that are smaller in geographic scale than provincial boundaries. This indicates that the
stronger of the two accountability relationships remains the relationship between
government and Type II bodies. While the ability for societal actors to hold Type 11
multilevel governance bodies accountable increases as the geographic scale of the Type II

body deceases, the state continues to hold the dominant position.

Table 5.16: Mean Accountability Index Scores for Type II bodies at the Single

Municipality or Spans Municipalities Geographic scale

Government Society
Accountability Accountability

Index Index
1946-1955 1.82 1.18
1956-1965 2.00 1.05
1966-1975 2.29 1.03
1976-1985 2.27 0.63
1986-1995 2.27 1.14
1996-2005 2.46 1.50
All Years 2.22 1.07

One area in which the strength of the accountability relationships between Type II bodies
and government and Type II bodies and society approaches parity is for Professional
Self-Regulatory bodies. The results for Professional Self-Regulatory bodies show the
strength of the accountability relationships to be moving in opposite directions, producing
a statistically significant increase in the accountability relationship between Type II
bodies and society and a statistically significant decrease in the accountability
relationship between Type Il bodies and government when compared to other forms of
Type 11 bodies. The mean government and society accountability index scores for
Professional Self-Regulatory Bodies as compared to other forms of Type II bodies are
presented in Table 5.17. As the results in Table 5.17 show, the decrease in government
accountability index scores and the increase in society accountability index scores for
Professional Self-Regulatory bodies in comparison to all other forms of regulatory body

are consistent across time periods.
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Table 5.17: Mean Accountability Index Scores for Professional Self-Regulatory
Bodies

Government Accountability Index Society Accountability Index
Non Self- Professional Self- Non Self- Professional Self-
Regulatory Bodies ~ Regulatory Bodies ~ Regulatory Bodies Regulatory Bodies
1946-1955 1.83 0.85 0.40 0.53
1956-1965 2.16 0.45 0.66 0.86
1966-1975 2.13 1.07 0.68 0.89
1976-1985 2.22 1.50 0.53 1.00
1986-1995 2.17 1.39 0.78 1.40
1996-2005 2.17 1.82 0.90 1.28
All Years 2.13 1.37 0.68 1.14

While being a Professional Self-Regulatory body has opposite effects on the two
accountability relationships, the relationships only approach but do not reach parity. The
results in Table 5.16 show that although the government accountability index scores
decrease and the society accountability index scores increase, the accountability
relationship between society and Type II bodies remains the weaker of the two
relationships. Furthermore, when the difference between the means of the two
accountability index scores is tested using a t-test the results indicate the difference
between means to be significant at the 99% confidence level. ' This indicates that while
the two accountability scores may be converging, a significant difference in strength of
the two accountability relationships remains, meaning the state retains its position as the

dominant actor.

5.6 Discussion: What makes Nova Scotia Different?

The results for Nova Scotia also indicate significantly weaker accountability to both
government and society. One possible explanation for the difference is Nova Scotia’s
smaller population size. To test the effect of population the provincial dummy variables

were replaced with the provincial population size in the regression models. When testing

19 Satterthwaite’s approximation formula for the degrees of freedom is used to when conducting the t-test
(StataCorp, 2013: 2242), as variances between samples were not assumed to be equal.
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the effect of population on the accountability relationship with government the results are
not significant, however, when testing the effect of population on the relationship with
society the results are significant and suggest an increase of 0.000186 in the society
accountability index score for every additional 10000 people. These findings suggest that
while population size does not help to explain the weak accountability relationship with
government, it has some explanatory power for the weaker relationship between Type II

bodies and society.

A second possible explanation for the different results is the effect of political culture.
The effects of cultural differences on the political processes, government institutions, and
policy choices have long been recognized. Cultural differences influence both the policy
problems that confront government, and the types of policies elected officials are likely to
pursue (Lieske, 2012: 108). While in the recent past all provinces have been subject to
the pressures to balance budgets and shrink the role of the provincial state (Dyck, 2006:
57), historical differences exist that have shaped unique political cultures. Historically,
the political culture of Nova Scotia has been firmly based on a clientist model (Black and
Fierlbeck, 2006: 522). Nova Scotia’s political culture has been characterized as
hierarchical, elite oriented, conservative and traditional (Wiseman, 2006: 24, 31).
Furthermore, the Conservative and Liberal parties, which governed the province during
the duration of timeframe being studied, lacked substantive ideological difference and
both maintained the dominance of traditional conservative politics (Wiseman, 2006: 24;
Bickerton, 2001: 53). What developed between the late eighteenth and mid-twentieth
centuries was a pervasive system of patronage and deference to authority that became
cemented in the Maritimes Provinces (Wiseman, 2006: 38). While the 1990s brought
change to the political landscape in Nova Scotia, with the Buchanan government, who
practiced traditional elitist politics, replaced by a government with a more reformist
agenda (Bickerton, 2001: 60), the traditional hierarchical elitist nature of Nova Scotia
politics may still play a role in the development of accountability relationships between
Type 11 bodies and government. With the provincial elites dominating politics and
political rewards doled out through a patronage system, they may have been little need
for politicians to build formal mechanisms into the legislation that enforce the

accountability relationship between Type II bodies and government. The elites have a
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vested interest in maintaining the status quo, while those rewarded patronage positions
have a vested interested in acting according to preferences of those handing out the
rewards. The threat of being replaced, coupled with the deference to authority associated

with hierarchy may be sufficient to keep Type II bodies in check.

5.7 Conclusion

In looking at the accountability environment that emerges when authority migrates, two
overarching trends emerge: 1) the strength of accountability relationships between Type
IT bodies and government and Type II bodies and society have increased over time, and

2) that regardless of increases in the strength of the accountability relationship between

Type II bodies and society, the relationship between Type Il bodies and government

remains the stronger of the two relationships.

As the cumulative number of Type II bodies involved in the governance process continue
to expand, as the results from Chapter 4 show, the increase in both the strength of the
accountability relationship between Type II bodies and government and Type II bodies
and society can be seen as positive for public input and democratic accountability. As
laid out at the start of the chapter, three different accountability arrangements may exist
to hold Type Il bodies accountable to citizens. First, society may act as principals with
Type II bodies as agents where Type Il bodies are directly accountable to society.
Second, citizens may act as principals with democratically elected government as agents,
who are in turn acting as principals with Type II bodies again as agents where Type II
bodies are indirectly accountable to the citizens. Finally both accountability arrangements
may exist. The results indicate the existence of both accountability arrangements, with
citizens increasingly able to hold Type II bodies directly accountable and able to hold
Type II bodies accountable indirectly through the chain of accountability from citizens

through government to Type II bodies.

While the overall increase in the strength of accountability relationships is an
encouraging sign of democratic accountability, there is still some reason for concern. As
shown in Table 5.15, decreases in the mean government accountability index score for

Nova Scotia during the two most recent ten-year periods presents a situation where past
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gains in accountability are lost. While the results for Nova Scotia are unique among the
provinces studied, it does raise concerns over democratic accountability when Type I1
bodies are brought into the governance process. Moreover, in the Nova Scotia case, small
increases in the strength of the accountability relationship between Type Il bodies and
society were more than offset by decreases in the accountability relationship between
government and Type II bodies during the most recent time period. In the case of
Ontario, the increase in society accountability index for the 1986 to 1995 time period is
statistically significant compared to 1946-1955, while the 1996 to 2005 time period is
not. Both the Nova Scotia and the Ontario case raise concern over the ability to maintain
accountability gains and secure public input and democratic accountability once decision-

making authority has migrated.
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Chapter 6

“There will come a time when the Ministry of Health is the only Ministry we can afford to have
and we still won't be able to afford the Ministry of Health”

- Dalton McGuinty, Premier of Ontario

6  Migration of Authority and Healthcare Reform

Chapters 4 and 5 explored the rate at which the provincial governments of Alberta,
British Columbia, Nova Scotia, and Ontario migrated decision-making authority to actors
outside of elected government and the accountability relationships that emerged once
authority migrated. Having evaluated the migration of authority using the universe of
cases from 1946 to 2005, Chapters 6 and 7 now focus on a specific policy area —
healthcare. In doing so, a more nuanced account of the factors and reasoning that led to

the migration of decision-making authority away from elected officials is provided.

In Canada, the trend toward migrating healthcare authority away from the centre of
government emerged in the 1970s with the creation of District Health Councils in
Ontario. While having no decision-making authority, the councils identified areas of
need, assessed healthcare alternatives, and established priorities at the local level
(Ontario. Ontario Health Review Panel, 1987: 14-15). New instances of authority
migration emerged in the 1990s, as Alberta, British Columbia, New Brunswick,
Newfoundland, Nova Scotia, Prince Edward Island, Quebec, and Saskatchewan all
devolved authority to regional bodies between the years of 1991 and 1994, with Manitoba
following suit in 1996 (Lomas, Woods and Veenstra, 1997: 371). While implementing
District Health Councils as advisory boards in the 70s, Ontario was the last province to
devolve decision-making authority with the creation of Local Health Integration

Networks in 2006.

Building on the results of previous chapters, this chapter explores the process by which
Alberta, British Columbia, Nova Scotia and Ontario legislated the migration of authority
and the creation of new Type II bodies in each provincial healthcare system. In doing so

specific attention will be paid to determining what factors may have precipitated the
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migration of decision-making authority in each case. To continue to develop an
understanding of why authority migrates, both the fiscal capacity and political ideology
hypotheses put forward in Chapter 4 will be evaluated against the migration of authority

in the four healthcare systems. To reiterate, the hypotheses put forward in Chapter 4 are:

H, 3- The lower the fiscal capacity of government to meet governance demand the higher

the rate of creation of Type Il bodies.

H, ,— The further to the left-of-centre on the political spectrum a government sits the

lower the rate of creation of Type Il bodies.

A summary of the support found for each hypothesis in Chapter 4 is provided in Table
6.1. As shown in Table 6.1, the analysis in Chapter 4 produced inconsistent results, with

support evident in some datasets, but not in others.

Table 6.1: Type II Body Annual Creation Rate — Support for Hypothesis by Dataset

H, 3 Fiscal Capacity Hy44 — Ideology

Disposable Income Provincial Debt % Left Seats
All Provinces No Support No Support No Support
All Provinces — No Support Support No Support
Excluding Self-
Regulatory Bodies
Alberta No Support Support No Support
British Columbia No Support No Support No Support
Nova Scotia No Support No Support Support
Ontario No Support No Support Support

While Chapter 4 evaluated the effect of fiscal capacity and political ideology on the

migration of authority to Type II bodies, this chapter further seeks to explore the

existence of other factors that may have contributed to the migration of authority in

provincial healthcare. The unique context surrounding the creation of Type II healthcare

bodies in each province offers the potential to further identify additional factors that

promote the migration of authority. One factor that may either promote or suppress the

creation of Type II bodies is how problems are defined or framed. Due to the inconsistent



results in Chapter 4, the impact of how policy problems in the healthcare system are
framed by government for public consumption is also considered. To do so, government
policy documents, commission reports, provincial legislation, and provincial regulations
will be used to gain an understanding of how policy challenges in healthcare were framed
during the authority migration process. Consistency in policy framing in relation to
policy solutions and eventual policy outcomes are considered in the evaluation of factors
that contributed to authority migration. For each of the four provinces the initial
migration of authority as well as subsequent changes to the governance model will be

explored.

6.1 Problem Definition, Issue Framing and Policy Images

To gain insight into what factors played a role in the migration of authority from central
provincial governments to multilevel governance Type II bodies, how each province
defined the challenges facing the healthcare system will be explored. There is universal
agreement that a key factor in policy response is how the problem, or the situation that is
considered to be problematic, is defined (Pal, 2006: 97). How a problem is structured acts
as a steering mechanism that shapes of all subsequent phases of policy development
(Dunn, 2004: 72; Pal, 2006: 97). Simply stated, as policies are responses to problems,
how the problem is defined shapes the nature of the policy response (Pal, 2006: 97).

Linked to the idea of problem definition is the concept of issue framing. On a basic level,
issue framing can be characterized as something akin to an optimal rhetorical strategy
through which policy actors emphasize the aspects of an issue that gives their preferred
solution a rhetorical edge (Jerit, 2008: 1-2). When expanded upon, framing can be
defined as “a way of selecting, organizing, interpreting, and making sense of a complex
reality so as to provide guideposts for knowing, analyzing, persuading and acting” (Rein
and Schon, 1991: 263). As argued by Rein and Schon, it is through framing that vague
issues can be made sense of and eventually acted upon (1991: 263). However, frames do
not simply reduce the issue to an argument on one side or another. Frames are broader;
they suggest how an issue should be thought of and recommend what, if anything should
be done (Nelson and Kinder, 1996: 1057). In essence, frames shape how citizens think

about political issues (Sniderman and Theriault, 2004: 136).

152



Rein and Schon suggest that frames are never self-interpreted. Instead the interpretation
of policy issues, in its various frames, is usually undertaken by a group of individuals or
by informal or formal organizations. Sponsors of the frame, such as government officials,
seek to develop the frame, make explicit its implications for action and establish grounds
for arguments surrounding it (Rein and Schon, 1991: 274-275). As all people cannot be
equally interested in or knowledgeable on all policy issues facing society, specialists in
any particular area have an advantage over others. When communicating with the broader
public and political elites specialists explain issues and justify policy approaches in a
simplified manner. The result is a set of policy images that are a combination of empirical
information and emotional appeals, leaving the problem understood in simplified and

symbolic terms (Baumgartner and Jones, 2009: 25-26).

At the centre of the process of transforming issues into policy problems are causal ideas.
As stated by Deborah Stone, “Problem definition is a process of image making, where
images have to do fundamentally with attributing cause, blame, and responsibility”
(1989: 282). As such, difficulties or issues do not have inherent properties that make
them more or less likely to be seen as problems, but instead, political actors deliberately
portray them in ways calculated to give support for their position (Stone, 1989: 282).
Stone further contends that, in the world of public policy, there is always choice about
which factors to address. Focusing on different storylines will locate the responsibility
and burden of reform differently (Stone, 1989: 296). When considering the migration of
authority to Type II bodies in provincial healthcare, what are the causal factors that
promote the adoption of Type II healthcare bodies as a corrective action? Reflecting back
on the original hypotheses, will the policy problem be defined in terms of fiscal capacity,

political ideology, or something yet to be defined?

A challenge posed by issue framing is that it is possible for multiple, potentially
conflicting, frames to be built using the same underlying facts or evidence. At play is the
reality that divergent worldviews produce differences in how the underlying facts are
interpreted. As a result there is the potential for variation in how issues are framed and
what if any action should be taken in response to the issue (Rein and Schon, 1991: 264-

265; Baumgartner and Jones, 2009: 26). No one individual has the power to define the
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policy image or to guarantee that a specific solution will be adopted; both are the result of
political conflict (Baumgartner and Jones, 2009: 29). In basing the analysis of the
migration of authority in the healthcare system on government documents, the frame that
is being assessed is the policy image that emerged as successful from the political
battlefield. On the political battlefield, the differing conceptions of both the policy

problem and policy solutions would have been contested.

6.2 Why Healthcare?

The decision to explore the migration of decision-making authority in healthcare
provision is rooted in high level of importance placed on healthcare by Canadian citizens
and the declining presence of academic literature on healthcare decentralization since the
early days of authority migration as a vehicle for healthcare reform. The importance of
healthcare to Canadians is evident in Canadian Election Study results. Results for both
the 2004 and 2006 Canadian Election Study identify healthcare as the most frequently
selected issue, chosen over taxes, social welfare programs, the environment and
corruption in government when asked, “Which of these five issues is the most important
issue to you PERSONALLY in this election.” The results found that 48.8 of respondents
selected healthcare as the most important issue in 2004 and 40.8 per cent selected
healthcare in 2006 (Blais et al., 2007). Also, as discussed in Chapter 4, in 2005 85% of
Canadians stated that they believed that eliminating public healthcare represented a
fundamental change to the nature of Canada, with more respondents viewing eliminating
healthcare as a fundamental change than any other policy in the survey, including
abandoning English and French as Canada’s official languages, and ending peacekeeping
missions (Soroka, 2007:5). However, while healthcare is identified as an important issue
to Canadians, the literature on the decentralization of the healthcare system has
diminished. Paradoxically, as authority migration has become common-place across
provincial healthcare systems, Black and Fierlbeck lament that there is less literature now

than when the policies were first being implemented (Black and Fierlbeck, 2006: 507).

In addition to political salience and the decline in academic focus stated above, the
selection of healthcare is also guided by practical considerations. With the creation of

LHINSs in Ontario a degree of decision-making authority was migrated outside of the
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central provincial governments in all 10 Canadian provinces, which allows for the
continued use of cross provincial comparisons between Alberta, British Columbia, Nova
Scotia and Ontario. Furthermore, how decentralization works within each province is
affected by contextual differences such as: variation in size, economies, political cultures
and other local features (Black and Fierlbeck, 2006: 523). This perception of
decentralization is consistent with outcomes in provincial healthcare, as they are not
uniform, but differ in governance models, degree of authority migration, and, in the case
of Ontario, timing of events. Taken together, the common use of horizontal migration of
authority as a healthcare reform policy solution coupled with differences in its
implementation provide a venue for investigating how contextual differences influence
the hypothesis put forward in Chapter 4 as well as factors specific to each provincial

context.

Lastly, while the focus of analysis is on the creation of Type II bodies and the resulting
accountability mechanism in the Canadian provinces, the migration of decision-making
authority in healthcare is not unique to Canada. For example, in New Zealand the district
offices of the Department of Health were merged with local hospital boards to create
Area Health Boards during the 1980s (Anderson, 1996: 78). Subsequent reforms saw
New Zealand’s Area Health Boards broken up and their functions divided among a
number of public and private actors (Anderson, 1996: 82). In the United Kingdom the
management of the National Health Service was decentralized to regional and district
levels through the creation of Health Authorities (Dekker, 1994: 283), while the
Netherlands has traditionally been a mix of public and private, with regulation of services
falling to government and quasi-autonomous non-government organizations (Dekker,
1994: 284). Given the widespread adoption of devolved decision-making authority in
healthcare, the analysis of authority migration in healthcare reform has the potential to

provide value beyond Canada.

6.3 Healthcare Reform and Authority Migration

While an important issue, the migration of decision-making authority in healthcare
reform has proven to be complex (Vaughan, 1990: 139). Mills argues that patterns of

institutionalized local behaviour, even those that are peripheral to healthcare, can
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influence which healthcare governance structure is ultimately adopted (1990:38). The
unique historical experiences of each jurisdiction have made generalizations over the
reason for authority migration in healthcare difficult. Countries with their own unique
historical context and with governments differing in political beliefs and policies have
felt the need to reform healthcare by way of shifting authority to some degree away from

central government (Vaughan, 1990: 139).

In assessing what decentralization in healthcare looks like, Mills states that while
decentralization can be defined in terms of transferring authority from higher levels to
lower levels of government, decentralization in the health system takes on many forms,
making decentralization not only an important theme in healthcare, but a confused one
(1990, 11). Four paths through which aspects of the healthcare system can be shifted
outside of central government are identified: deconcentration, devolution, delegation and
privatization (Mills, 1990: 16). Deconcentration is the movement of administrative
authority to locally based offices of central government (Mills, 1990, 16). Devolution is
the creation or strengthening of subnational levels of government that are substantively
independent from central government (Mills, 1990, 19). Delegation is the transfer of
managerial responsibility for defined functions to organizations that are outside the
government and are only indirectly controlled by central government (Mills, 1990, 21).
Lastly, Privatization involves the transfer of government functions to voluntary
organizations, private profit-making organizations, or non-profit enterprises (Mills, 1990,

22).

Lomas views the four paths put forward by Mills as a continuum along which the central
branch of government has decreasing a level of direct control over the decisions being
made (1996: 28). An alternative conceptualization is a continuum between state-centric
and society-centric steering along which decision-making control shifts between the
central state and societal actors. To determine where authority migration to Type II
healthcare bodies would be placed on that continuum, the three conditions laid out in
Chapter 3 must be considered. Authority migration to Type I bodies must satisfy three
conditions: authority over some part of the public realm must be granted to a new or

existing body through an act of provincial legislation; the majority of decision-makers

156



within the body must be comprised of individuals who are from outside of government,
the legislature, and the public service; and the legislated decision-makers must have
decision-making autonomy. As such, the operationalization of migration of authority to
Type 11 bodies is consistent with delegation and privatization but not deconcentration and

devolution.

Where on the continuum each instance of healthcare decentralization occurs, however, is
a negotiation process as pressures on the state combined with local attitudes shape the
decentralization process (Lomas, 1996: 28). In combination, three sources grant power
during the authority migration process. The government grants the newly formed
healthcare body formal powers. Health professionals and institutions recognize and
conform to the decisions made by the new healthcare body. Citizens provide credibility to
the new healthcare body and a mandate to represent their needs, wants, and preferences.
As each source of power has its own agenda, the new healthcare authorities are situated at
the intersection of government’s expectations, providers’ interests and citizens’
preferences (Lomas, Woods and Veenstra, 1997: 734). The successful policy image that
ultimately triumphs within the negotiation process will be a product of the unique
historical experiences of the specific jurisdiction. While the state must work within the
confines of the internal and external pressures placed upon the healthcare system, it
maintains the capacity to set the overall ground rules and regulatory order. Despite the
participation of government, health professionals, and citizens in the negotiation process,
government continues to occupy a privileged position as the lone entity with the
legislative capacity to set the rules of governance (Bartle and Vass, 2007: 895; Rhodes,
2007: 1244; Bell and Hindmoor, 2009: 13).

Informing the negotiation process and ultimately the devolved structure that emerges are
the perceived advantages and disadvantages of devolved authority that have been
developed by issue framers in promoting their preferred solution. Consistent with the
assertion that multiple frames be built using the same underlying facts or evidence, Mills
argues that attributing advantages and disadvantages to devolution is complex, as
alongside each advantage exists a corresponding disadvantage. For example, increased

citizen participation is promoted as an advantage, while increased difficulty in developing
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national policies, priorities and standards can be seen as a disadvantage (Mills, 1990: 38).
This is not unique to healthcare; authority migration is cast in both positive and negative
light more broadly. As discussed in Chapter 2, from the positive perspective, authority
migration holds the potential for more responsive governance than a single political
monopoly (Bollens, 1986: 119; Lowndes and Wilson, 2001: 633). From the critical
perspective, however, authority migration has the potential to weaken legitimacy and
create disillusionment with the political process (Andrew and Goldsmith, 1998: 104). In
healthcare, experts have continued to debate over the success of decentralization. Some
experts claim that the promise of greater accountability and increased citizen
participation in decision-making has been realized, while others argue that such claims

have remained unfulfilled (Collier, 2010: 331).

In the Canadian context, there is no one national system of healthcare, but instead a set of
provincial systems (Deber, 2003: 20). While each province has its own unique story,
there is a degree of commonality across the provincial healthcare systems due to their
shared history. When Canada was formed, healthcare was the concern of religious
groups, charitable organizations or individuals (Braén, 2004: 25). Though coming under
provincial jurisdiction, the healthcare systems remained largely a matter of local public
initiative, with the delivery of health services remaining in the hands of municipal
hospitals, or religious and charitable institutions (Dorland and Davis, 1996: 4). Personal
health was seen as purely a private matter (Braén, 2004: 28) and a direct financial
relationship, with the recipients of local healthcare services paying the healthcare

providers directly (Lomas, 1996:29).

The expansion of the social welfare system following the end of World War II altered the
provincial healthcare systems as both provincial and federal governments became more
involved in healthcare policy (Braén, 2004: 25). This movement toward centralization
was spurred on by the increasing complexity of medical care and corresponding rising
costs (Dorland and Davis, 1996: 4; Johnson, 2004: 208) as well as a shift in perception
from individual to social importance of healthcare (Braén, 2004: 28; Dorland and Davis,
1996: 4) As mindsets changed, the financial relationship between patients and service

providers became increasingly indirect with the provinces reimbursing healthcare
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professionals for services (Lomas, 1996: 29). By 1971, all provinces and territories were
participating in the medical and hospital services programs in which funding was shared
by the provincial and federal governments (Deber, 2003: 21; Naylor, 1999: 11). The
resulting healthcare environment was one in which funding decisions and setting of
healthcare standards was centralized while hospital boards continued to operate at the

local level.

Just as increased costs facilitated the shift from a largely local healthcare system to one
that was increasingly centralized, growing financial pressures in healthcare helped again
to bring healthcare reform onto the public agenda. Inflationary pressures in the 1970s led
to increasingly harder lines being taken by governments in collective bargaining with
organized medicine, leading some practitioners to levy extra charges, which prompted
concerns over the erosion of Medicare’s principle of accessibility. The federal
government responded with the Canada Health Act in 1984. The Canada Health Act
consolidated previous insurance legislation and reduced federal funding to provinces that
allowed hospitals and doctors to impose extra fees. Over the next two years all provinces
passed legislation that abolished such fees (Naylor, 1999: 11-12). While the Canada
Health Act reaffirmed a commitment to the principles of Medicare (Johnson, 2004: 205),
the federal proportion of health expenditures fell (Hurley, Lomas and Bhatia, 1994: 491,
Naylor, 1999: 12). The combination of ever-growing expenditures and reduced revenue
streams pushed provincial governments to reevaluate their healthcare systems and initiate

major healthcare reforms (Hurley, Lomas and Bhatia, 1994: 491).

One of the possible factors contributing to the migration of authority discussed at the
beginning of the chapter is the weakening of a government’s ability to meet the fiscal
obligations of a growing governance demand. Hurley, Lomas, and Bhatia described such
a scenario in Canadian provincial healthcare where ever-growing demands and reductions
in revenue sources pushed provincial governments to consider healthcare reforms (1994:
491). However, internal fiscal pressures alone did not drive the widespread enactment of
provincial healthcare reforms. In conjunction with the changing fiscal circumstances
came changes in public confidence in the functioning of their healthcare system. While

citizens remained generally satisfied and supportive of provincial healthcare in the early
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1990s, a shift from support to concern emerged throughout the 90s (Tomblin, 2004: 291;
Lavis 2004: 257). The public continued to support the principles of a publicly funded
universal system, however, there were growing concerns over the system’s sustainability
(Tomblin, 2004: 291). As concerns rose, the Canadian public began to call for large-scale
change in the healthcare system (Lavis, 2004: 257). The growing public worry added to
the existing government concerns over the fiscal sustainability of the existing healthcare
systems. During a health policy conference focused on regionalization and
decentralization, then Ontario Premier David Peterson remarked, “you can introduce
change at two times — when all is quiet and successful or when there is a sense of crisis. |
believe that, right now, we are close enough to a sense of crisis that the time is ripe for a

change in the health-care system” (Peterson, 1996: 14).

One hypothesis evaluated in Chapter 4 is that when the fiscal capacity of government
fails to keep pace with the demand placed on government to deliver a good, government
is more likely to migrate authority. Flinders argues that through the delegation of
authority the state retains the ability to address a wide range of policy issues, while
removing itself from the day-to-day socio-political interactions (2006: 223-224). With
fiscal and public pressure mounting in the late 80s and early 90s the majority of Canada’s
provincial and territorial governments created royal commissions or task forces charged
with producing a strategy for change in the healthcare system. The issues and solutions
brought forward through this exercise were consistent, with solutions all involving
devolving some degree of authority away from central government (Lomas, Woods and
Veenstra, 1997: 371-172). While fiscal pressures led the provinces and territories to
examine health system alternatives, cost containment was one of many reasons given to
devolve authority. The reasons cited for devolving authority away from provincial
governments included cost containment, improving health outcomes, increasing
flexibility and responsiveness of delivery, and the better coordination of services (Lomas,
Woods, and Veenstra, 1997: 372; Lomas, 1996: 25). Following the blueprints developed
by the commissions and task forces, all provinces but Ontario proceeded to devolve
authority away from central government during the 1990s. Through the provincial
creation of new healthcare bodies, there was the devolution of some degree of provincial

administrative and budgetary authority as well as a shift of administrative control
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previously held by local institutions and agencies (Naylor, 1999 13-14; Lomas, Veerstra,
and Woods, 1997: 514).

Having explored the broader issue of authority migration in health, attention is now
turned to the migration of authority in the provinces of Alberta, British Columbia, Nova
Scotia, and Ontario. Given their shared history and the common fiscal constraints faced
by the provinces, it is not surprising that the proposed solutions, and reasons given for the
solutions, share commonalities. Not all provinces, however, initially adopted the
migration of authority as the preferred policy alternative. Ontario waited a decade after
the other nine provinces had already moved forward. Moreover, not all ten provinces
adopted the same governance arrangements, nor have all ten provinces kept their initial
devolved structure. Instead, provincial differences have emerged from the unique
contexts of each jurisdiction. For Alberta, British Columbia, Nova Scotia, and Ontario the
initial migration of authority as well as subsequent changes to the governance model in
healthcare will be explored. In doing so, a greater understanding of how the healthcare
system policy challenges were framed during the authority migration process will be
gained. Beyond evaluating solely fiscal capacity and political ideology, as was done in
Chapter 4, exploring the unique contextual realities of each province offers the potential

to further identify additional factors that promote the migration of authority.

6.3.1 Healthcare Authority Migration in Alberta

In Alberta, an order-in-council established the Premier’s Commission on future
healthcare for Albertans in 1987. The purpose of the Commission was to examine
changes in future health requirements for Albertans. The Commission was instructed to
take into account such issues as population and illness trends, technological advances,
organizational funding, and public needs and wants. In addition, the Commission was
instructed to examine the roles, responsibilities, and expectations of individual Albertans,
volunteers, community agencies, medical professionals, private sector interests and
governments in planning, delivering, and funding healthcare (Alberta. Premier's

Commission on Future of Health Care for Albertans, 1989a: 11-12).
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After two years of consultations, the Commission released the Rainbow Report: Our
Vision for Health. While the Commission’s report identified Alberta’s healthcare system
as one of the best in the world, concerns were raised over the fragmentation and
availability of resources (Alberta. Premier's Commission on Future of Health Care for
Albertans, 1989a: 13). The Commission identified five principles: people, choice,
change, decisions, and opportunity, stressing that people are the core of the healthcare
system and that “people must have meaningful control” (Alberta. Premier's Commission
on Future of Health Care for Albertans, 1989a: 17-18). Continuing on the theme of
people, the Commission recommended greater personal responsibility and accountability
for managing health and health resources and the need to return the power to make
choices closer to Albertans (Alberta. Premiers's Commission on Future Health Care for
Albertans, 1989b: 116). As such, the Commission report framed the challenges facing the

healthcare system in terms of both fiscal capacity and citizens’ attitude toward healthcare.

In response to the fiscal and attitudinal challenges, and consistent with the stated belief
that people need meaningful control of their healthcare system, the Commission
recommended that the province be divided into nine autonomous administrative areas
with an appropriately named health authority being responsible for the provision of
healthcare services (Alberta. Premier's Commission on Future of Health Care for
Albertans, 1989a: 40-41). It was recommended that healthcare funding would be made
available directly to health authorities, which would then be responsible for the provision
of services and appropriate compensation methods within their administrative areas
(Alberta. Premier's Commission on Future of Health Care for Albertans, 1989a: 41).
Moreover, it was recommended that each health authority board be comprised of locally
elected trustees plus a representative from the department of health (Alberta. Premier's
Commission on Future of Health Care for Albertans, 1989a: 40). The Commission report
stated that the creation of regional health authorities would allow for responses to
changes at the local level, resulting in a better mix of services and treatments that
matched local needs (Alberta. Premier's Commission on Future of Health Care for

Albertans, 1989b: 117).
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While the Alberta government initially rejected the idea of autonomous regional bodies
(Church and Smith, 2008: 221), the Alberta government eventually followed the direction
of the Commission’s report with the enactment of the Regional Health Authorities Act,
1994. The Act established regional health authorities with the power to determine
priorities in the provision of health services and allocate resources accordingly within
their region (Alberta. Legislative Assembly, 2000: 3-4). The Act replaced nearly 200
existing local health and public health boards with initially seventeen, then eventually
nine regional authorities (Church and Smith, 2008: 234). As recommended in the
Commission’s report, the health authorities were created with provisions for elected
board members (Alberta. Legislative Assembly, 2000: 4). A subsequent taskforce,
however, recommended that the elections option not be implemented and instead board

positions be filed by appointment (Church and Smith, 2008, 232).

The shift from rejecting to implementing the autonomous health authorities can be
viewed as political in nature. Initially, political resistance to change made the
introduction of regional governance models too risky. However, with a shift in focus
toward a government wide issue of deficit and debt reduction, the creation of autonomous
regional authorities was able to be embedded within a broader fiscal agenda (Church and
Smith, 2008, 218). In 1992, the Alberta government began work on a plan to reduce
spending, balance the budget, and pay down provincial debt. As part of this goal, each
department, including health, was required to produce a three-year business plan
including spending targets (Philippon and Wasylyshyn, 1996: 74). The timing of the
change in governance model coinciding with the government wide focus on debt
reduction supports the fiscal capacity hypothesis. The government’s focus on debt
reduction would limit the fiscal capacity of the department to fulfill its governance
obligations in healthcare and promote the migration of authority to Type II bodies.
Beyond the direct focus on the broader fiscal pressures facing government, Church and
Smith identify the influence of two policy paradigms in the government’s decision to
implement autonomous health authorities. First, is the idea of personal responsibility and
self-reliance, or that individuals are responsible for their own wellbeing (Church and
Smith, 2008, 224), which is consistent with the message that Albertans need to take

greater responsibility for their own health. The second is the new public management
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message emphasizing smaller government (Church and Smith, 2008, 224), which is
consistent with the migration of authority away from central government. The new public
management component lends a political ideology component to the creation of Type II
healthcare bodies in Alberta. New public management is associated with the promotion
of the private sector and delegation of authority as a remedy for high taxes and deficits,

which are characteristic of a neoliberal approach (Hoehn, 2011: 77).

In addition to altering the governance structure, the reform process also involved a shift
in emphasis on who should be making decisions regarding public healthcare. The
Rainbow Report called for residents of Alberta to have more meaningful control of their
healthcare system (Alberta. Premier's Commission on Future of Health Care for
Albertans, 1989a: 18) and the movement of healthcare decisions closer to the people,
stating the need to delegate certain responsibilities to a more appropriate level of
authority (Alberta. Premier's Commission on Future of Health Care for Albertans, 1989b:
117). The shift towards citizen participation in the healthcare process is also evident in
the recommendation for and the initial legislating of elected regional boards. The
subsequent shift away from an elected model in favour of appointed board members,

however, may have been an indication of changes to come.

During the decade that followed the creation of regional health bodies, reports on the
direction of healthcare in Alberta recommended increases in the scope and authority of
the regional Health Authorities (Alberta. Premier's Advisory Council on Health, 2001;
Alberta. Alberta Health and Wellness, 2004). In May of 2008, however, it was announced
that Alberta would move from the existing governance model to a single fully integrated
province wide health system. The creation of Alberta Health Services brought together
the regional health authorities as well as the Alberta Alcohol and Drug Abuse
Commission, Alberta Mental Health Board, Alberta Cancer Board and ground ambulance
service (Alberta Health Services, 2012). The reasons given for the amalgamation to a
single health authority were financial. According to government reports, there was
concern over the ability to provide accessible high quality care in a sustainable manner to

Albertans (Alberta. Alberta Health and Wellness, 2008: 3).
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While regionalization had been identified as healthcare’s solution in the Rainbow Report,
the Provincial Service Optimization Review: Final Report emphasized the need for better
healthcare coordination. The report cited challenges in coordinating health services in
Alberta, including a lack of coordination across regions, sites of care, and providers. As
well, the report critiqued the lack of standardization of care within facilities and
organizations. The report stated that the “regional health authority-based organizational
and funding structure did not optimally facilitate coordination of care delivery among the
regions. Incentives and structure drove a regional focus rather than a focus on care across
the province” (Alberta. Alberta Health and Wellness, 2008: 38). The report further stated
that Alberta could “use its new found scale as a single ‘system’ to ensure greater
performance transparency and continuous improvement (Alberta. Alberta Health and

Wellness, 2008: 2).

Today, with the creation of Alberta Health Services, decision-making remains outside of
central government, but the governance structure moved from nine regional Type II
bodies to one provincial wide Type II body. With the formation of Alberta Health
Services, the preferred policy solution remained an autonomous body outside of
government, but went from regional to provincial in geographic scale. The initial change
in governance model was consistent with the fiscal capacity hypothesis, as the fiscal
challenges facing the healthcare system in Alberta played a pivotal role in kicking off the
exploration process. Moreover the shift toward new public management appears to have
given the final push required to move the changes from recommendations to reforms.
Beyond fiscal capacity, the migration of authority was also framed in terms of increased
public participation and the moving of decision-making closer to the citizen. By moving
decision-making closer to the citizen, the specific needs of each region could be better
met. With the move from regionalization back to centralization, the framing shifted from
the need for each region to better meet local needs to the need for increased coordination

and standardization across the province.

6.3.2  Healthcare Authority Migration in British Columbia

In 1991, the British Columbia Royal Commission on Healthcare and Costs released its

final report entitled Closer to Home. The Commission was tasked with examining the
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structure, organization, management and mandate of the current healthcare system in BC
(British Columbia. Royal Commission on Health Care and Costs, 1991: iii). In its report,
the Commission stated that in regard to healthcare, “there has never been an overall plan,
and, quite naturally, the structure that has evolved lacks coherence and, sometimes, logic.
It also lacks the ability to assess itself, to objectively judge how just, efficient and
effective it is in providing healthcare,” and called for the creation of an independent
advisory body that, reporting directly to parliament, would be independent of the
government, the Ministry of Health and the healthcare profession (British Columbia.
Royal Commission on Health Care and Costs, 1991: A-15).

In addition to an independent province-wide body to provide guidance and advise the
government on healthcare issues, the Commission recommended the distribution of
healthcare decision-making to the regional and local levels. The Commission’s final
report recommended the Ministry of Health retain responsibility for province wide goals
including priorities, strategic plans, standards and guidelines. The Commission did not
recommend the migration of decision-making authority outside the Ministry of Health,
but instead the adoption of regionally placed general managers who would report to an
assistant deputy minister responsible for all regions within the Ministry of Health (British
Columbia. Royal Commission on Health Care and Costs, 1991: B-38). Included within
the Commission’s recommendations was the need for decisions to be made with
community involvement and that improvements to the healthcare system must be made
with current levels of spending. In regard to community involvement, the Commission
argued that government should be prepared to fund coordinators, to encourage the
creation of advisory boards and to not force citizens to participate in schemes designed by
the Ministry of Health (British Columbia. Royal Commission on Health Care and Costs,
1991: A-6).

The recommendations in Alberta called for the delegation of authority, where managerial
responsibility for specified functions are outside of government and only indirectly
controlled by central government (Mills, 1990, 21). In contrast, the recommendations in
British Columbia called for the deconcentration of authority, with the movement of

administrative authority to locally based offices of central government (Mills, 1990, 16).
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Responding to the recommendations of the British Columbia Royal Commission on
Healthcare and Costs’, the Ministry of Health published New Directions for a Healthy
British Columbia in February of 1993. Acknowledging the Commission’s
recommendations for increased local management of the healthcare system, the
government announced two pertinent reforms. In contrast to the recommendation of
advisory boards, however, the NDP government announced the establishment of
community health councils at the local level with individual board members being both
elected and appointed. The community health councils would be primarily responsible for
the planning and coordinating of health services and identifying local health priorities.
The councils would absorb existing hospital boards and have a goal of providing greater
accountability and reducing duplication within the system. The second reform was the
creation of Regional Health Boards. Members of the Regional Health Boards would
include representatives from the community health councils and individuals appointed by
the Minister. While the initial role would be regional health planning and service
coordination, the long-term goal was to have the regional boards allocate budget
resources amongst the local councils (British Columbia. Ministry of Health, 1993: 14-
15). The proposed reforms fundamentally altered the decision-making structure for
healthcare in British Columbia; shifting a broad set of planning, management, and

funding decisions to regional and local bodies (Hurley, Lomas and Bhatia, 1994: 496).

The framing of the challenges facing the healthcare system in British Columbia centred
on fiscal concerns (consistent with the hypothesis that the weaker a government’s fiscal
capacity to meet governance demands the higher the rate of Type Il body creation). The
Commission’s report highlighted the belief that “in these times of rapidly expanding
population, changing technologies and rising costs, innovative solutions are a necessity,
and creative alternatives a must” (British Columbia. Royal Commission on Health Care
and Costs, 1991: A-10). Likewise, the government’s policy position called for fiscal
responsibility, stating that funds are limited and there are many demands for funding
within the healthcare system (British Columbia. Ministry of Health, 1993: 11). One
proposed solution to the fiscal woes facing British Columbia’s healthcare system was
decentralization. The Commission’s report stated that the decentralization of control

would encourage public accountability for the management of healthcare resources and
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cost control through greater efficiency, coordination and integration of services that serve
local needs (British Columbia. Royal Commission on Health Care and Costs, 1991: B-
36). The government claimed that a decentralized partnership approach was imperative to
building and maintaining the healthcare system (British Columbia. Ministry of Health,
1993: 17).

Beyond fiscal framing, the government’s policy statement argued that increased public
participation and responsibility was an important part of a responsive and flexible health
system (British Columbia. Ministry of Health, 1993: 13). In addition to the creation of
community health councils the government announced an increase in public participation
on professional boards, with lay representation constituting at least one-third of members
(British Columbia. Ministry of Health, 1993: 13). The intent of the government’s policy
to shift power over health services to the community level can be viewed as an attempt to
both counter the power of health professional elites, and foster a community orientation
toward wellness. It was hoped that a combination of democratic community
development, an active citizenry, and collaboration among institutional actors would
bring about the emergence of a health community. The health community in turn would
create the social and economic conditions required for healthy individuals and encourage

the mindset of parsimony with regard to healthcare utilization (Davidson, 1999: S35).

In December of 2001, the Liberal government announced the streamlining of the 11
Regional Health Boards, 34 Community Health councils and 7 Community Health
Services Societies then existing in the province. Replacing the existing structure were 15
health service delivery areas organized under five new geographic Health Authorities. A
sixth governing body responsible for the governing and administering provincial
programs and highly specialized services was also included within the new governance
design (British Columbia. Ministry of Health Planning, 2001: 1-2). The restructuring
again centred on issues of cost, with the existing structure described as “one of the most
complicated and expensive governance and management systems in the country” (British
Columbia. Ministry of Health Planning, 2001: 1). In simplifying the governance

structure, the British Columbia government promised the highest possible levels of
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efficiency, service, coordination and accountability (British Columbia. Ministry of Health

Planning, 2001: 1).

Moving from a highly localized model to one that encompassed fewer but larger regions,
the government documents assured citizens that there would be an elimination of
duplication, and with an increase in jurisdictional size, the ability to realize economies of
scale (British Columbia. Ministry of Health Planning, 2001: 5). Like Alberta, British
Columbia’s initial governance changes were set into motion by fiscal concerns. Similarly,
further restructuring continued to place decision-making authority outside the boundaries
of central government, but in the hands of a small number of individuals. Unlike in
Alberta, where the initial governance changes came about while the right-of-centre
Progressive Conservatives were in power, the creation of Regional Health Boards in

British Columbia were undertaken by a left-of-centre NDP government.

6.3.3  Healthcare Authority Migration in Nova Scotia

In November of 1990, the Nova Scotia Royal Commission on Healthcare released Health
Strategies for the Nineties: Managing Better Health. In contrast to the British Columbia
Royal Commission, which claimed their healthcare system was one of the best in the
world (British Columbia. Ministry of Health, 1993: 1), the Nova Scotia Royal
Commission expressed great concern over Nova Scotia’s healthcare system. The Nova
Scotia Royal Commission stated that the level of expenditures on healthcare was not
reflected in health outcomes for the people of Nova Scotia. When compared to other
Canadian provinces the health of Nova Scotia’s residents was poor with its overall
mortality and disability rate being the highest in the country (Nova Scotia. Royal

Commission on Healthcare, 1990: ix).

While the perception of the quality within British Columbia and Nova Scotia healthcare
systems were divergent, both provinces still identified fiscal capacity as their central
challenge. The framing of their fiscal challenges, however, differed across provinces. The
challenge in British Columbia was positioned as the need to maintain the existing high
level of quality while also maintaining the current level of funding. In contrast, the

challenge in Nova Scotia was framed in terms of the existing level of expenditure not
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resulting in positive health outcomes (Nova Scotia. Royal Commission on Healthcare,
1990: ix). The Nova Scotia Royal Commission on Healthcare report suggested that the
health system in Nova Scotia was a legacy of insurance programs for hospital and
physician services that had resulted in 80% of the Department of Health and Fitness
budget being allocated to hospitals and physicians, while the occupancy rate of hospital
beds sat below the national average (1990: vii). Accordingly a combination of healthcare
expenditures and health outcomes were the focus of the Commission in Nova Scotia, with
a goal of optimal health outcomes and more efficient management (Nova Scotia. Royal
Commission on Healthcare, 1990: xi). In the Commission’s report, the reduction of the
rate of growth for healthcare expenditures is stated as one of the guiding precepts (Nova
Scotia. Royal Commission on Healthcare, 1990: xii). In suggesting how to control
healthcare costs the Commission recommended more attention be paid to disease
prevention and health promotion, moving from institutional to community based care,
and greater user participation in the planning of health services (Nova Scotia. Royal

Commission on Healthcare, 1990: 29).

As was the case in Alberta and British Columbia, the decentralization of healthcare
authority in Nova Scotia was framed as a way to increase citizen participation and
alleviate fiscal challenges. Consistent with Alberta, Nova Scotia’s Royal Commission on
Healthcare recommended the delegation of authority over health services through the
creation of autonomous Regional Health Authorities that would be responsible for the
planning and management of health services and program delivery (1990: 5). The
Commission argued that creating autonomous regional bodies would increase
responsiveness and flexibility to meet regional needs, increase the coordination and
integration of health services, increase efficiency, and allow for greater participation of

citizens in health planning (Nova Scotia. Royal Commission on Healthcare, 1990: 6).

Taking the Commission’s recommendations into account, the Nova Scotia government
announced its reform program in 1993. The original plan for healthcare reform in Nova
Scotia was to unfold opposite to healthcare reform in British Columbia. While the
Commission called for planning and managerial responsibility to be devolved away from

the provincial government, the health authorities announced by the Progressive
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Conservative government were to be merely advisory bodies with all members appointed
by the Ministry of Health (Hurley, Lomas and Bhatia, 1994: 500). Contrary to the
political ideology hypothesis, the left-of-centre government in British Columbia
delegated authority to Type Il healthcare bodies, while the right-of-centre government in
Nova-Scotia planned hold onto the existing healthcare governance model and maintain
central decision-making authority. Upon the Liberals assuming office, however, the
government announced a far more decentralized governance structure (Hurley, Lomas
and Bhatia, 1994: 500). In 1996, the Liberal government in Nova Scotia implemented its
decentralization strategy through the creation of four Regional Health Boards. In doing
so0, the existing 36 local hospital boards were amalgamated into the new Regional Health

Boards (Black and Fierlbeck, 2006: 507).

In 1999, the Minister’s Task Force on Regionalized Healthcare released its Final Report
and Recommendations. The mandate of the task force was not to study the validity of
regionalization, but the strengths and weaknesses of the existing governance structure and
present recommendations for improvement (Nova Scotia. Minister’s Task Force on
Regionalized Healthcare in Nova Scotia, 1999: 4). The Task Force reported that both
providers and consumers were critical of the existing system of healthcare, believing that
the main goal was to cut costs and that they has less input into the healthcare system
since the inception of the Regional Health Boards. Moreover, the Task Force believed
that the existing levels of dissatisfaction were the result of an incomplete transition to the
new governance structure as key components of the healthcare systems remained outside
of the control of the Regional Health Boards. The Task Force argued that for the existing
governance structure to work it must be strengthened and completed and that reversing
the regionalization process would disrupt the system, increase costs and lead to a
fragmented healthcare system. To strengthen and complete the system, the Task Force
recommended defining in law the status of the already established Community Health
Boards, ensuring that two-thirds of the members of Regional Health Boards are selected
by Community Health Boards, and funding for health services be administered by the
Regional Health Boards (Nova Scotia. Minister’s Task Force on Regionalized Healthcare
in Nova Scotia, 1999: 4-6). The Task Force, however, did not recommend the altering of

the boundaries for the four existing healthcare regions, stating that any changes would be
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premature and disruptive (Nova Scotia. Minister’s Task Force on Regionalized

Healthcare in Nova Scotia, 1999: 7).

Despite recommendations against changes altering the existing boundaries, in June of
2000 Bill 34 received royal assent, replacing the Regional Health Boards with District
Health Authorities (Nova Scotia. Legislative Assembly, 2000). By 2001 the four health
regions had become nine District Health Authorities (Black and Fierlbeck 2006: 508).
The initial creation of the four regional health units and the expansion to nine District
Health Authorities shared a common set of justifications — cost containment,
accountability, and citizen engagement (Black and Fierlbeck, 2006: 508). As Black and
Fierlbeck identify, contradictions and tensions characterize many theories of
regionalization: cost efficiencies through the removal of duplication requires greater
centralization, while enhanced public participation typically means greater
decentralization (Black and Fierlbeck, 2006: 508). While a degree of cost effectiveness
has been attributed to regionalization in general, Black and Fierlbeck attribute
regionalization in Nova Scotia to neither cost containment nor public participation (2006:
523). Rather, Black and Fierlbeck argue that the shift from authority from Regional
Health Boards to District Health Authorities took place for political purposes as it
restored the system of elite representation (2006: 522-523).

As with the other provinces, fiscal capacity and concerns over the ability to fulfill
obligations in healthcare played roles in raising questions over the shape of the
governance model in healthcare. The creation of the Regional Health Boards and District
Health Authorities, however, were political in nature. While the creation of the Regional
Health Boards shifted decision-making authority downward away from central
government and upward out of the hands of the local elite, political power was lost at the
local level. The decision to move to District Health Authorities restored some degree of

power to local elite.

6.3.4  Healthcare Authority Migration in Ontario

While the provinces of Alberta, British Columbia, and Nova Scotia initiated similar

health system policy choices in the 1990s, the province of Ontario was both an early
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adopter of decentralization, and a late adopter of migrating decision-making authority. In
1973, twenty years ahead of the decentralization curve in healthcare, the Ontario Council
of Health via the Mustard Report devised the idea of District Health Councils (Warren,
1996: 128). In 1974, Ontario’s Health Planning Taskforce recommended that District
Health Councils, operating within the framework of guidelines and standards set out by
the Ministry, be responsible for the development of policies and plans for healthcare
within each district (1974: 25). The Health Planning Task Force was charged with the
responsibility of developing proposals for a comprehensive plan to meet the health needs
of Ontario residents (Ontario. Ontario Health Review Panel, 1974: 1). The Task Force
stated that for effective planning and operation of the health services to take place a
suitable organizational arrangement needed to be established. To this end, the task force
stated that there should be local responsibility for planning within the healthcare system.
However, the existing mix of agencies and organizational arrangements operating in the
healthcare system did not allow for the development of a comprehensive health services
plan. To resolve this problem, the District Health Councils were recommended as an

additional level of planning. (Ontario. Ontario Health Review Panel, 1974: 23-24).

In 1975 The Ontario Ministry of Health responded to The Health Planning Task Force
regarding the proposed changes to the Ontario healthcare system. The Ministry of Health
claimed that the proposed changes were too wide in scale to be completed without further
understanding, support and cooperation from public health, health professionals, and
health agencies. As such, further consultation was sought on the part of the Ministry
(Ontario. Ministry of Health, 1975: 2). In regard to the establishment of District Health
Councils, the Ministry’s consultation efforts found widespread support for this
recommendation from both the health community and public groups. A second
recommendation, the creation of area health service management boards responsible for
logical grouping of facilities and resources was found to be more contentious. In the end,
while the Ministry concurred that this recommendation would improve coordination and
efficiency, the Ministry conceded imposing such a change in the face of opposition from
health professionals and the public would be unproductive (Ontario. Ministry of Health,
1975: 12-13). The implementation of the District Health Councils was voluntary. Lead

citizens in the various districts had to take the initiative and convince local politicians,
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citizens, and health providers of the value of the District Health Councils. The result of
this strategy was a prolonged implementation, taking over 20 years to develop a full
network of District Health Councils across the province. Moreover, the responsibilities of
the District Health Councils were limited and defined as advisory in nature (Warren,

1996: 128).

In 1986, the minority Liberal government appointed the Ontario Health Review Panel to
look at Ontario’s health policy. The Panel reported its findings to the Premier in June of
1987 (Spasoft, 1992: 130). The report outlined five pressures on the existing healthcare
system: the changing demographic makeup of the province; changing patterns of illness;
changing public expectation of healthcare; new technology; and rising expenditures on
healthcare. In terms of expenditures, the report highlighted the 50% increase per capita in
expenditures on healthcare between 1981 and 1985, bringing healthcare to one-third of
the province’s total expenditures (Ontario. Ontario Health Review Panel, 1987: 17-18).
Consistent with the fiscal capacity hypothesis the report argued that participation from
government, individuals and organizations outside of government was necessary to meet
the challenges facing the healthcare system. The report further suggested there was a
need for a concept of health that embraced the totality of an individual’s wellbeing,
integrated government policy across all ministries that share responsibility for health, and
provided a balance between provincial and local perspectives (Ontario. Ontario Health

Review Panel, 1987: 63).

Calling for a local health strategy, the Ontario Health Review Panel report stated that it is
at the local level where interaction with the health system takes place. The report
identified inequity across the different regions in terms of health status, population, and
access to basic care. To address these inequities the report stressed the need to be able to
meet the unique priorities and experiences of all regions of the province, be they
northern, southern, rural or urban (Ontario. Ontario Health Review Panel, 1987: 71-72).
The report concluded, however, that no new mechanisms were required as the District
Health Councils already reflected these basic principles. The Panel believed that, with the
assistance of local boards of health, the District Health Councils could assume

responsibility for local health strategies. To achieve this end, the Panel stated the need for
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government to strengthen the capacity of the District Health Councils (Ontario. Ontario
Health Review Panel, 1987: 72. In its concluding remarks the Panel stated, “Ontario has
an unprecedented opportunity to open lines of communication and broaden the base of
participation in enhancing the health of its residents” (Ontario. Ontario Health Review

Panel, 1987: 75).

Further calls for delegation of authority came in 1991 when the Premier’s Council on
Health Strategy released its report on local decision-making in healthcare. The report
recommended that government work towards devolving responsibility for the provision
of health services to local agencies. Two models were proposed, one based on local
government, and one based on special purpose bodies. The Council called for the
implementation and evaluation of both models on a pilot basis (Spasoff, 1992: 130-131).
However, the Premier’s Council on Health Strategy, which was established in 1987 under
a Liberal government, only met once after the NDP came to power in 1990. The NDP
replaced the Premier’s Council on Health Strategy with the Premier’s Council on Health,
Well-Being and Social Justice, but the momentum for change was lost (Spasoff, 1992:
132). While the NDP government in British Columbia had moved further than
recommended and delegated authority to Type II healthcare bodies, in Ontario the NDP

government allowed the reform process in healthcare to stall.

In 2003, the newly elected Liberal government faced both a healthcare reform agenda as
well as the need for major fiscal and bureaucratic reforms (Fenn, 2006: 528). With nearly
half of the Ontario budget used to fund health expenditures, there was concern that
continued unconstrained growth in costs would undermine other policy priorities
including economic performance (Fenn, 2006: 529). In response to the need for changes
in the healthcare system, the Liberal government instituted the Health Results Team
(Fenn, 2006: 528). Among the set goals for the Health Results Team was the creation of
an integrated healthcare system through the establishment of Local Health Integration

Networks (Ontario. Health Results Team, 2005: 4).

Speaking at the St Lawrence Market, then Minister of Health and Long-Term Care

George Smitherman introduced the creation of Local Health Integration Networks to the
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public. In the speech, Smitherman built the image of a healthcare system under strain
from an aging population, increasing demands for access and innovation. Smitherman
stated that to respond to pressures in health almost every other sector in government had
been asked to make sacrifices to free up funding, but that this approach was not
sustainable (Ontario. Minister of Health Health and Long-Term Care, 2004, 2). To make
the changes necessary to protect Ontario’s healthcare system, Smitherman claimed that it
was time to create “a comprehensive and integrated system of care that is shaped with the
active leadership of communities” (Ontario. Minister of Health Health and Long-Term
Care, 2004, 7). Local Health Integration Networks were stated to be a crucial step on the

path to better systems integration. According to Smitherman:

Although most healthcare is local, we are not all that effective at planning
and responding to local health needs. We call Ontario diverse yet often
fail to recognize the health implications of that diversity. Things like
average age, how far you live from the nearest hospital and whether your

area has a higher incidence of an ailment.

That’s why we will be taking some of the authority, which currently
resides at Queen’s Park, away from Queen’s Park, and shifting it to local
networks, closer to real people, closer to patients (Ontario. Minister of

Health Health and Long-Term Care, 2004: 19).

Faced with substantial fiscal obligations and the fear that continued growth in demand
would undermine future policy objectives Ontario had finally followed the other nine
provinces and delegated authority in healthcare. With the introduction of Bill 36, the
Local Health System Integration Act, 2005 Ontario had moved to a regional healthcare
governance structure. Unlike the legislation in other provinces that abolished local
hospital boards and other local health organizations, the Ontario legislation left the
existing local boards in place (Ronson, 2006: 46). The District Health Councils, which
had served in an important advisory capacity in the planning and provision of healthcare
for the past thirty years, ceased operations and the Local Health Integration Networks

became the primary vehicle for planning, coordinating, integrating, and funding the
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delivery of healthcare services at the regional level (Ontario. Health Results Team,
2005a). As laid out in the Preamble to the Local Health System Integration Act, the
transformation in regional health integration was positioned by the Liberal government as
a confirmation of the commitment to the Canada Health Act (Canada), a commitment to
enabling local communities to make decisions about their local healthcare systems, and
recognition that communities, health service providers, Local Health Integration
Networks and the government need to work together to reduce duplication and better

coordinate health service delivery (Ontario, Legislative Assembly, 2006).

6.4 Discussion

Chapter 6 reevaluated two hypotheses: H, 5 — the lower the fiscal capacity of government

to meet governance demand the higher the rate of creation of Type II bodies; and Hy 4 —
the further to the left-of-centre on the political spectrum a government sits lower the rate
of creation of Type II bodies. When assessing the effect of fiscal capacity in provincial
healthcare there 1s support for H, 5 as the findings suggest that a decline in fiscal
capacity promotes the creation of Type Il bodies. The gap in time between the migration
authority in British Columbia and Ontario, however, suggests that there is more to the

story than just fiscal capacity. Mixed support was also found for the hypothesis H, 4.

A summary of the healthcare governance reforms discussed above is presented in Table
6.2. Instances that resulted in the migration of decision-making authority outside of
traditional government structure are highlighted in grey. As shown in Table 6.2, in each
instance of authority migration the challenges facing the healthcare system were framed
in terms of fiscal capacity and concern over the continued ability to fund the healthcare
system at a level that afforded the accustomed quality of care. In contrast, the results for
political parties indicate mixed support as was found in Chapter 4. As was evident above,

governments from both sides of the political spectrum play direct roles initiating and
halting the process of authority migration. While the results for hypothesis H, 5 provided

inconsistent support in Chapter 4, the results for healthcare policy were not unexpected
based on previous research. In regard to fiscal capacity, Hurley, Lomas and Bhatia argued

in 1994 that the combination of ever-growing expenditures and reduction of revenue
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streams had pushed provincial governments to reevaluate their healthcare systems and
initiate major healthcare reforms (1994: 491). Moreover, J. P. Vaughan had previously
observed that governments across political belief systems had felt the need to reform
healthcare by shifting authority to some degree away from central government (Vaughan,

1990: 139).

Table 6.2: Migration of Authority Timeline for Regional Healthcare

Year

1975  Ontario — PC government established District Health Councils as advisory
boards. Creation of advisory boards framed in terms of increasing coordination
and responsibility for planning at the local level.

1993  British Columbia — NDP government migrates authority to Community Health
Councils and Regional Health Authorities. Migration of authority framed in
terms of controlling healthcare costs, increasing citizen participation at the
local level and increased citizen responsibility for healthcare.

1994  Alberta - PC government migrates authority to Regional Health Authorities.
Migration of authority framed in terms of controlling healthcare costs,
increasing citizen participation at the local level, increased citizen
responsibility for health decisions, and the reduction of the size of central

government.

1996  Nova Scotia — Liberal government migrates authority to four Regional Health
Boards. Migration of authority was framed in terms of terms of controlling
healthcare costs, increasing citizen participation at the local level, and
increasing coordination and integration of healthcare services.

2000  Nova Scotia — PC government replaces existing Regional Health Boards with
nine District Health Authorities. Restructuring framed in terms of controlling
healthcare costs and increasing citizen participation at the local level.

2001  British Columbia — Liberal Government replaces existing Community Health
Council and Regional Health Authority structure with five Health Authorities.
Restructuring framed in terms of controlling healthcare costs and increasing
coordination in the healthcare system.

2005  Ontario — Liberal Government replaces District Health Councils with Local
Health Integration Networks. Restructuring framed in terms of controlling
healthcare costs, increasing coordination in the healthcare system and keeping
local decisions at the local level.

2008  Alberta - PC government eliminates the remaining nine Regional Healthcare
Authorities and created a single provincial entity, Alberta Health Services.
Restructuring framed in terms of controlling healthcare costs and increasing
coordination in the healthcare system.
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Consistent with the underlying fiscal challenges the migration of authority in healthcare
was consistently framed in terms of fiscal capacity, however, it was not framed in terms
of fiscal capacity alone. When looking at Table 6.2, it is evident that, in addition to fiscal
capacity, challenges facing healthcare were framed in the following manner: 1) between
1993 to 2000 decentralization and the migration of authority is consistently framed in
terms of the need for increased citizen participation in healthcare governance; 2)
beginning in 1996, the framing begins to migrate toward the need to improved
coordination within the healthcare system when recommending healthcare reform. It is
the inclusion of the second frame that makes healthcare reform palatable to citizens. It
makes healthcare reform not just about the reduction of healthcare spending but about
increased citizen participation or increased coordination (better service) within the

healthcare system.

In addition to the larger trends, province-specific frames were also evident, such as the
reduction of the size of government in Alberta. As discussed above, the reduction of
government size in Alberta was associated with both new public management and a

neoliberal ideology.

The availability of issue frames may also account for the delay in authority migration in
Ontario. The creation of the District Health Councils in 1975 produced healthcare bodies
that, while not having decision-making authority, limited the increased citizen
participation frame, as provincial, regional and local healthcare bodies already existed.
Moreover, subsequent government task forces supported the already institutionalized
District Health Councils. When support for devolved authority did emerge, a change in
government allowed the initiative to stall. When authority did migrate in Ontario,
healthcare reform was not framed in terms of citizen participation but in terms of keeping
local decisions local and the need for increased coordination in the healthcare system.
The government emphasized the need to work together to reduce duplication and better
coordinate health service delivery (Ontario, Legislative Assembly, 2006). Just as the
framing of the problem and solution within the healthcare system was different so was
the solution. Unlike the other provinces, which eliminated the existing hospital boards,

Ontario maintained local boards when the LHINs were created.
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The framing of authority migration in healthcare is also relevant in the question of state —
centric or society-centric governance. Framing the decentralization of healthcare in terms
of increased citizen participation in healthcare governance may appear consistent with a
society-centric approach to multilevel governance. Society-centric governance advances
the idea that actors outside of government are engaged in more self-steering and that
government interacts with society to reach mutually acceptable decisions (Peters, 2000:
36). When only the initial cases of decision-making authority migration are considered,
as highlighted in Table 6.2, three of the four cases framed authority migration in terms of
increased citizen participation. In the case of Ontario, the evidence shows the issue being
framed in terms of keeping local decisions local, but not on specifically ‘increasing’
citizen participation. Ontario was also unique, however, in that it did not eliminate
existing local hospital boards and health organizations, but instead left the existing
structure in place (Ronson, 2006: 46). In Ontario, the creation of LHINSs resulted in

decision-making authority being divided across three levels.

Skelcher et al. argue the creation of new governance actors does not mean a relationship
of equals (2005: 578). The role of external actors may be more modest than society-
centred arguments presumes (Leuprecht and Lazar, 2007: 2). Still, by not removing the
existing local boards, the creation of Local Health Integration Networks in Ontario
presented the potential for increased citizen involvement as it left the existing pathway of
participation intact while at the same time creating another governance body for citizens
to engage with. Furthermore, the LHINs’ enabling legislation specified that Local Health
Integration Networks ““shall engage the community of diverse persons and entities
involved with the local health system about that system on an ongoing basis, including
about the integrated health service plan and while setting priorities” (Ontario. Legislative
Assembly, 2006). In contrast, the removal of existing local boards within the other
provinces removed venues for citizen participation at the local level while adding one at

the regional level.

Healthcare system reforms up until the year 2000 were largely framed in terms of the
need to meet growing fiscal requirements and the desire to increase citizen participation —

giving the appearance that central government was guided by those two factors when
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migrating decision-making authority. As discussed above, however, Black and Fierlbeck
argue that despite the casting of healthcare reforms in terms of cost savings and citizen
engagement the shift of authority from Regional Health Boards to District Health
Authorities in Nova Scotia took place for political reasons. According to Black and
Fierlbeck, the change in governance structure was aimed at restoring the system of elite
representation that existed at the local level prior to the creation of Regional Health

Boards (2006: 522-523).

The movement toward increasing the number of regional units in Nova Scotia can be
viewed as driven by physicians who were discontent with having their direct influence
over local hospital boards curtailed (Black and Feirlbeck, 2006: 519-520). According to
Lomas, Woods, and Veenstra there are three groups that grant power during the authority
migration process: government, health professionals, and citizens. Moreover, each source
of power has its own agenda, with government’s health system expectations, providers’
interests and citizens’ preferences pitted against each other (Lomas, Woods, and Veenstra
1997: 734). Drawing on Black and Feirlbeck’s explanation of the shift from four to nine
healthcare bodies in Nova Scotia it can be argued that the initial migration of authority to
Regional Health Boards constituted a curtailing of the ability of health professionals to
exercise their power to achieve their interests. In altering the health systems design, the
government moved to ensure the health system met the government’s expectations. As
subsequent changes were undertaken, however, the previously held power of the
healthcare elite was somewhat restored. If this is indeed the case, the shift from Regional
Health Boards to District Health Authorities, while framed in terms of cost containment
and citizen, participation was in fact undertaken to restore the balance of power between

government and healthcare professionals.

Turning to Alberta and British Columbia, the similarities regarding the replacement of
local boards with regional governance structure suggests the same desire to curtail the
medical community’s ability to promote and protect their interests as initially occurred in
Nova Scotia. By migrating authority to the regional level while at the same time
eliminating the local level, decision-making was moved away from local decision makers

through the same process that moved decision-making authority away from central
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government. In doing so, the influence of medical professionals over the administration
of the healthcare system was curtailed. While inflationary pressure in the 1970s led to
increasingly harder lines being taken by governments in collective bargaining with
organized medicine (Naylor, 1999: 11), the migration of authority to newly created
regional bodies served to weaken the ability of organized medicine to negotiate.
Davidson argues that the government’s policy to shift power over health services in
British Columbia was an attempt to counter the power of health professional elites
(Davidson, 1999: S35). However, the changes in governance structure provided more
than a counteracting of the power of medical professionals - it truncated the power of the

medical profession.

In British Columbia the decision to restructure health services can be seen as an attempt
to an orientation toward community wellness (Davidson, 1999: S35). A similar framing
of healthcare restructuring was also present in Alberta and Nova Scotia. In Alberta the
Commission report recommended greater personal responsibility and accountability for
managing health and health resources and the need to return the power to make choices
closer to Albertans (Alberta. Premier's Commission on Future of Health Care for
Albertans, 1989b: 116). In the case of Nova Scotia, there was the call for greater user
participation in the planning of health services (Nova Scotia Royal Commission on

Healthcare, 1990: 29).

The removal of local boards, however, is contradictory to the stated goal of increased
citizen participation. While aspects of decision-making may have migrated from the
province to the region, local decisions that once occurred at local hospitals boards were
also shifted upward. In shifting decision-making to a regional level, it is unclear how
citizens are able to participate in the healthcare decision-making process to a greater
extent than when decisions were made at the local level. While healthcare advocates in
Nova Scotia may have initially embraced the regionalization of healthcare governance,
believing that it would provide a substantial level of grassroots decision-making, they
were in the end disappointed as community bodies were simply not strong enough to
challenge political decisions from higher up (Black and Fierlbeck, 2006: 519-520). As

stated above, the migration of authority to special purpose bodies has the potential for
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more responsive governance than area-wide jurisdictions (Bollens, 1986: 119; Lowndes
and Wilson, 2001: 633), however, at the same time the risk exists that the governance
structure can become closed to public influence (Andrew and Goldsmith, 1998: 104;

Peters, 2004: 133).

While citizen participation played a large role in framing authority migration as a
solution to the challenges facing healthcare, the resulting outcomes do not align with the
stated objective. Instead, it can be argued that the underlying objective of government
when migrating authority was to strengthen their ability to control costs in the healthcare
system through the weakening of medical professionals. With the underlying factor
leading to healthcare reform being the concern over the ability to meet the increasing
fiscal demands placed upon the systems, migrating authority to Type II bodies served to
strengthen the provincial governments’ ability to respond to this challenge by removing
control at the local level from organized medicine. In this scenario, the creation of Type
IT healthcare bodies became a tool for altering the existing balance of power to the benefit
of central government, consequently strengthening their ability to take action in the

specific policy area.

As discussed in depth in Chapter 2, the underlying assumption of multilevel governance
is that state centralization has given way to new forms of governance. The result has been
the dispersion of decision-making authority among new actors across multiple levels,
rather than monopolized by state executives (Marks, Hooghe, and Blank 1996: 346).
Regardless of the level of autonomy of new governance actors, however, governance
continues to occur within the shadow of hierarchy (Scharpf, 1994: 38-39). In the modern
state, both public and private actors can be seen to operate under the shadow of hierarchy
where government sets the legal rules of the game and intervenes to correct distortions or
outcomes that violate public interests (Borzel, 2010: 196-197). In the case of public
healthcare in Alberta, British Columbia, Nova Scotia, and Ontario, regional health
authorities serve to strengthen the ability of government to set the rules of the game and
intervene to correct distortions or outcomes that are perceived to violate public interests.
Specifically, government has become better able to step in and address fiscal distortions

or outcomes without the unwanted interference of healthcare professionals.
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6.5 Conclusion

By legislating the creation of the Local Health Integration Networks in 2005, Ontario
joined the other nine Canadian provinces that had already delegated authority in
healthcare services to the regional level. Consistent with the hypothesis that a decline in
fiscal capacity promotes the creation of Type II bodies, all four provinces studied in this
chapter framed the need for healthcare reform in terms of concerns over meeting the
ever-growing funding requirements to deliver healthcare in the face of increasing demand
for services. The gap between the migration of authority in British Columbia and Ontario
suggests that more than just weakened fiscal capacity is required to devolve authority. In
Alberta, British Columbia, and Nova Scotia healthcare reform is framed in terms of both
controlling healthcare costs and increasing citizen participation. In the Ontario case,
healthcare reform is framed in terms of controlling healthcare costs and increasing

coordination within the healthcare system.

Mixed support was found for the hypothesis that parties further to the left are less likely
to delegate authority to Type II bodies. As seen throughout the chapter, parties from both
sides of the political spectrum migrated and ceased the migration of authority to Type II

bodies.

While the underlying pressures to initiate healthcare reforms can be seen to be fiscal, how
the changes were framed for public participation appear at odds with reality. To the
public, the framing of the healthcare restructuring included a strong element of increased
citizen participation and local decision-making. The migration of decision-making
authority to regional bodies, however, was used to curtail the power of local and medical
elites within the decision-making process. The outcomes were not consistent with the
stated goals of increased public participation or grassroots decision-making, but instead
shifted the power balance between government and organized medicine towards
government. Although Marks originally characterized multilevel governance as the
dispersal of power away from the centre (Marks 1993: 401-402), the results demonstrated
the potential for the opposite to also occur. In the case of healthcare reform, the creation
of Type II bodies was used as a tool of central government to shift the existing balance of

power in a policy area to its advantage. While authority did migrate from central
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government to newly created Type II bodies, the elimination of local boards in three of
the four provinces moved some aspects of decision-making upwards to regional bodies
and away from local elite. In doing so the provincial governments increased their ability
to control costs within the healthcare system by the curtailing of organized medicine’s

control over healthcare decisions.
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Chapter 7

“Within the traditional political dynamics of our federal system, the issue has become: who gets
to blame who — when funds earmarked for diagnostic equipment are used to buy a lawn-mower?”

-Bruce Harber and Ted Ball, Redefining Accountability in the Healthcare Sector

7 Accountability and Healthcare Reform

With the creation of Local Health Integration Networks in Ontario in 2006 all provincial
healthcare systems had migrated some degree of decision-making authority away from
central government toward non-elected Type II multilevel governance bodies. Having
explored how government framed the shift in decision-making authority in Chapter 6,
attention is now turned to the accountability relationships that emerged when decision-
making authority in healthcare shifted to Type II jurisdictions. As in previous chapters,
the accountability relationships between Type Il bodies and both government and society

will be assessed in the provinces of Alberta, British Columbia, Nova Scotia and Ontario.

To gain a better understanding of how Type Il bodies are held accountable once decision-
making authority has migrated, Chapter 7 investigates both formal accountability and
perceived accountability. Formal accountability is evaluated based upon the mechanisms
put in place by government through legislation and regulations. Perceived accountability
1s assessed using the interview responses of members of provincial health authorities,
public service employees, elected representatives, and members of interest groups active
in the healthcare field. In doing so, this chapter begins where Chapter 5 stops — the
evaluation of the strength of accountability relationships through the existence of formal
accountability rules — and continues on to evaluate whether the formal rules are perceived
as adequate to exercise meaningful democratic accountability and control. Moreover,
Chapter 7 attempts to capture which factors either advance or impede the emergence of

effective accountability relationships.

Returning to Chapter 5, the strength of both the accountability relationship between Type
II bodies and government and the accountability relationship between Type II bodies and
society were evaluated. To test the strength of accountability relationship between Type

IT bodies and government three hypotheses were put forward:
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Hs ;- The accountability relationships between government and Type Il bodies has either

remained stable or increased in strength over time.

Hs ,— Governing parties further to the left on the political spectrum will produce
stronger accountability relationships between Type Il bodies and government than

governing parties further to the right.

Hs ,— The accountability relationship between government and Type II bodies will

decrease as the geographic scale of the Type Il body decreases.

A summary of whether support was found for each of the three hypotheses by dataset is
presented in Table 7.1. As shown in Table 7.1, when assessing the strength of the
accountability relationships between government and Type II bodies, the positive effect
of time was consistent across all datasets. Based on formal accountability rules the
strength of the accountability relationships with government strengthened in Alberta,
British Columbia, and Ontario and remained stable in Nova Scotia. The results for Hs ,
were mixed, with only British Columbia producing results in the expected direction. The
results produced no support for the hypothesis that the accountability relationship
between government and Type II bodies decreases as the geographic scale of the Type 11

body decreases.

Table 7.1: Government Accountability Index - Support for Hypotheses by Dataset

Hs; — Time Hs,— Ideology Hs.4 — Geographic
All Provinces Support No Support No Support
Alberta Support No Support No Support
British Columbia  Support Support No Support
Nova Scotia Support No Support No Support
Ontario Support No Support No Support
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Two additional hypotheses were tested when looking at the strength of the accountability

relationship between Type II bodies and society:

Hs 3 - The accountability relationship between society and Type Il bodies has increased

in strength over time.

Hs s — The accountability relationship between society and Type Il bodies will increase

as the geographic scale of the Type Il body decreases.

A summary of whether support was found for each of hypotheses is provided in Table

7.2. As shown in Table 7.2, mixed support was found for both hypotheses.

Table 7.2: Government Accountability Index - Support for Hypotheses by Dataset

Hs ; — Time Hs.s — Geographic
All Provinces Support Support
Alberta Support No Support
British Columbia Support Support
Nova Scotia No Support Partial Support
Ontario Partial Support Support

When assessing the effect of time on the strength of the accountability relationships the
results suggest an increase in the strength of formal rules across all datasets with the
exception of Nova Scotia. When assessing the effect of geographic scale, the results
suggest an increase in the strength of formal accountability rules as the size of the

geographic scale decreased for all datasets but Alberta.

7.1 Data and Methodology

As stated above, this chapter explores the relationship between accountability and the
migration of decision-making authority to Type II multilevel governance bodies in
healthcare in the provinces of Alberta, British Columbia, Nova Scotia and Ontario. The

specific cases are Alberta Health Services (AHS), British Columbia Health Authorities
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(BCHA), Nova Scotia’s District Health Authorities (DHA), and Ontario’s Local Health
Integration Networks (LHIN). As discussed in greater depth in Chapter 3, the four
provinces were selected based on a combination of political regions and political
ideology. As discussed in Chapter 6, healthcare was selected due to the high level of
importance placed upon it by Canadian citizens and the consistency at which some
degree of authority has migrated outside of the central provincial government across all
Canadian provinces. The migration of authority has not been uniform across the
provinces: not all provinces transferred the same degree of authority; provincial outcomes
have varied; different governance models were employed; and the timing of authority
migration has not been consistent across all provinces. Consider the four provinces under
study: Alberta has moved from regionally distributed health authorities to one single
province-wide health body; British Columbia has also reduced the number of health
bodies, moving from fifty-four to nine; Nova Scotia in contrast has moved in the opposite
direction, expanding the number of health care bodies from four to nine; and Ontario,
unlike the other provinces, left existing hospital boards in place when migrating

provincial authority.

To assess accountability of Type II health care bodies both the formal accountability
rules as stipulated in the provincial legislation and the perceptions of individuals active in
the healthcare policy area were examined. When assessing the formal accountability
rules, Mark Bovens’s definition of accountability, which states “Accountability is a
relationship between an actor and a forum, in which the actor has an obligation to explain
and to justify his or her conduct, the forum can pose questions and pass judgment, and the
actor may face consequences” (2007: 450), is used. For each piece of legislation, both the
accountability relationship with government and the accountability relationship with
society will be evaluated against the elements present in Bovens’s definition of
accountability: processes which force agents to explain and justify actions to their
principals, processes which allow principals to question agents and pass judgment upon

their actions, and processes which enable principals to sanction their agents.

Moving beyond the existence of formal accountability rules, semi-structured interviews

were conducted to assess how accountable the Type II healthcare jurisdictions were
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perceived to be by key individuals. Interview participants were selected from four
categories: elected representatives, members of Type II body boards and management
teams, public employees from the Ministry of Health, and representatives of special
interest groups active in the healthcare policy field. For the elected representatives
category interviews were sought with both ministers and health critics, however, attempts

to interview health ministers were unsuccessful across all four provinces.

Interviews were sought with senior public employees, as the size, complexity, and
number of functions undertaken by the government makes it impossible for elected
officials to be involved in all aspects of how we are governed. As a result members of the
public service perform large portions of government activities (Flynn, 2011: 43). As
public employees perform much of the activities of government, they are attuned with the
operational reality of accountability mechanisms. A member of the department

responsible for health services was interviewed for each of the four provinces.

The views of interest group representatives were sought to gain insight into how
accountability of the Type II bodies was perceived outside of government and the
organization. In each province, the provincial associate of the Canadian Health Coalition
and the province’s medical association were contacted for interviews. The health
coalitions were selected due to their position as coalitions of organizations and
individuals who are active or interested in health care policy at the provincial level.
Medical associations were selected as they represent an important constituency group in

the delivery of health services.

Similar to the need to interview both elected politicians and public service employees,
both board members and upper management were recruited from the health authorities. In
each province, members of both the board and management were recruited from the
health authority responsible for the capital region. Participants from a second health
authority — with the exception of Alberta, which has only one health authority — were
recruited to allow for additional perspectives to be put forward. In selecting a second
regional authority regions that include rural areas were selected to offset the largely urban

characteristics of the capital region.
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As discussed in Chapter 3, it would have been ideal to interview participants from each
category and from each sub-category; unfortunately this was not the case as not all
possible interviewees consented to being interviewed. The number of participants per

category by province is shown in Table 7.3.

Table 7.3: Interview Participants by Category

British Nova

Alberta Columbia Scotia Ontario Total
Elected Representatives 1 1 1 2 5
Ministry Employees 1 1 1 1 4
Interest Groups 2 1 1 1 5
Type 11 Board 0 2 1 2 5
Type II Management 1 2 2 2 7
Total 5 7 6 8 26

As discussed in depth in Chapter 3, the interviews were semi-structured in design, with a
set of predefined questions forming the general structure of the interview. A list of
interview questions is available in Appendix D. The interview process was comprised of
two sections. The first approached accountability from the perspective of the participant.
Participants were asked to first define or describe what being accountable meant to him
or her. Participants were then asked whom they believed the Type II healthcare bodies
were most accountable to and then whom they most represented in their decision-making.
Both questions were based on questions asked by Lomas et al. in their study of the
motivations, attitudes and approaches of regional health authority board members
published in 1997 (Lomas, Woods and Veenstra, 1997a: 673). For each accountability
relationship identified by a participant, probing questions were asked to obtain a fuller
understanding of the participant’s view of the relationship — such as the effectiveness of
the accountability relationship. When a participant did not identify an accountability
relationship between either Type II healthcare bodies and government or Type 11
healthcare bodies and the public, participants were asked to provide their perspective on

each omitted accountability relationship.
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To facilitate comparison between the formal mechanisms of accountability examined in
the healthcare system and in Chapter 5, the second part of the interview utilizes Mark
Bovens’s definition of accountability. As touched on above, Bovens’s definition
identifies three parts to an accountability relationship: the obligation of the actor to
explain and to justify his or her conduct, the ability for the forum to pose questions and
pass judgement, and that the actor may face consequences (Bovens, 2007: 450). For both
the potential accountability relationship between the Type II body and government and
the Type II body and society each participant was asked to what extent there is an
obligation on the part of the Type II body to explain and justify their actions; to what
extent the ability exists to pose questions to the Type I body regarding their actions; and
to what extent the ability exists to sanction the Type II body if their actions do not meet
expectations. After each question unstructured follow-up questions were used to gain a
better understanding of how successful the participant believed the Type II body was at
fulfilling that aspect of the accountability relationship and what may have contributed to

or hindered accountability.

While a general framework for asking questions was employed, there were cases when
the participant’s definition of accountability was consistent with Bovens’s. This resulted
in questions from the second section being answered in the first. In such cases, the
unanswered questions from the second section were asked as part of the first section of

the interview.

In the case of Alberta a third section dealt with the migration of Alberta’s nine regional
health authorities into a single provincial wide health authority in 2008. Participants from
Alberta were asked to describe the impact the shift from regional authorities to the single
province health board had on the ability of both government and society to hold decision-
makers accountable. The question was asked to gain insight into the influence of
geographic scale on accountability relationships between Type II healthcare bodies and
both government and society. Only participants from Alberta were asked, as Alberta was
the only province to move from regional health authorities to a single provincial entity —

making it unique among the cases being studied.

192



7.2 Formal Accountability Rules

As stated above, the formal accountability rules were first evaluated using Bovens’s
definition of accountability. For each of the four cases, the legislation is assessed in terms
of the requirement of Type II bodies to explain and justify their actions, the opportunity
for government and members of society to question the Type II body and the opportunity

for government and members of society to impose sanctions on the Type II body.

7.21 Alberta Health Services

In the Alberta case, the formal accountability rules specified in the Regional Health
Authorities Act and the accompanying regulations suggest a strong accountability
relationship between government and Alberta Health Services (AHS). AHS is required by
law to submit an annual report, including both financial and performance information, to
the Minister who must then table the report in the Legislative Assembly. In addition to
the annual report, the Minister receives quarterly financial reports, AHS audit reports
(including observations and recommendations), board meeting minutes and may request
in writing any records, reports or returns deemed necessary to assess the performance of
AHS. Beyond written reports and records, the Minster has inspection powers that
authorize the Minister or a person delegated by the Minister to enter and inspect any
place under the jurisdiction of the AHS and access for the purpose of examination any
documents or records in the possession of the AHS. In combination, the above measures
produce a legal requirement for the AHS to explain and justify actions and the right of

government to ask questions and pass judgment.

Beyond the capacity to ask questions, the government has substantial tools to sanction the
AHS. The most powerful mechanism at the province’s disposal may be the dismissal of
members of the AHS board. As stated in the Regional Health Authorities Act, if the
Minister believes that AHS is not properly exercising its powers, carrying out its duties,
or acting in the best interest of the public the Minister may dismiss the board and appoint
an official administrator in the board’s place. While less dramatic, the Minister also has

the power to not reappoint a board member upon completion of the board member’s term,
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meaning that poor performance can be sanctioned by not renewing the member’s

appointment.

The accountability relationship between AHS and the public as specified in the
legislation is centered on the obligation to explain and justify and to a lesser extent the
ability of members of the public to ask questions. The legislation dictates that all
meetings of the AHS board must be open to the public unless holding the meeting in
public would result in the release of information relating to the personal interests,
reputation or privacy of any one person, or that would impair the ability of AHS to carry
out its responsibilities. Furthermore, when a meeting is held completely or partially in
private, no resolution relating to the subject matter discussed may be passed without the
meeting reverting to being public. The AHS must also make all meeting minutes
available for inspection by the public. A limited potential for the asking of questions can
be seen in the requirement to establish community health councils. In accordance with the
legislation, community health councils must be established to act in an advisory capacity
to AHS on the provision of health services. Missing from the accountability relationship
between AHS and the public is the formal ability to sanction. While the legislation allows
for either elected or appointed board members, the Minister appoints all AHS board

members.

When comparing the formal accountability between the AHS and government and the
AHS and society the rules mirror the results found in Chapter 5. While AHS is expected
to explain its actions to the people of Alberta and there are some rules in place that allow
citizens to ask questions, government maintains the more comprehensive of the two

accountability relationships.

7.2.2 British Columbia Health Authorities

The accountability relationship between the BC government and BC’s Health Authorities
as specified in the BC Health Authorities Act 1s again strong. Each Health Authority is
required to send to the Minister an annual report detailing the Authority’s operations and
fiscal statements for the proceeding fiscal year. The Minister also has the authority to

require an Authority to report on any matter deemed necessary by the Minister for the
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purpose of monitoring the Health Authority’s performance. Each Authority is also
required to have its books open for inspection by the Minister or a designate at all times
and the Minister may direct the Comptroller General to examine and report to the
treasury board on any or all financial or accounting operations of a Health Authority
board. In terms of sanctioning power, the government appoints board members and the
government has the power to dismiss the board and appoint a public administrator to
undertake the functions of the board. The Minister may also issue a special directive with
respect to the exercising of the board’s powers and performance of duties. Boards are

legally obligated to comply with all such directives.

Legislated accountability rules governing the relationship between BC’s Health
Authorities and the public is comparatively sparse. While the BC Health Authorities Act
dictates that all board meetings be open to the public, creating an obligation on the part of
Authority boards to explain and justify decisions, there is no legislated capacity for
members of the public to ask questions or sanction decision-makers. When comparing the
formal accountability relationship between the government and the BC’s Health
Authorities and society and the BC Health Authorities the relationship with government
is, like Alberta, the more comprehensive of the two. When comparing the British
Columbia and Alberta, the gap between the two accountability relationships appears to be

wider in British Columbia.

7.2.3  District Health Authorities (Nova Scotia)

Consistent with Alberta and British Columbia, the legislated accountability rules in Nova
Scotia provide for a strong accountability relationship between the District Health
Authorities and government. Satisfying the obligation to explain and justify, the Nova
Scotia Health Authorities Act requires each DHA to produce an annual report detailing
financial statements and results achieved in respect to performance objectives over the
previous year. The annual report is submitted to the Minister who then must table it in the
House of Assembly. Moreover, each DHA is required to provide the Minister with
monthly and quarterly financial statements and an audited year-end financial statement
including any management letters issued by the auditors. The Minister may also appoint

an individual to carry out an audit or review a District Health Authority or any program,
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facility or service, which satisfies Bovens’s second criteria, the ability to ask questions
and pass judgment. In terms of sanctioning power, the Minister has the power to appoint
DHA board members and Chairs, and has the power to remove or suspend any member

of a board of directors.

In looking at the accountability relationship between the District Health Authorities and
the public, DHA are required to hold a minimum of two public forums each year for the
purpose of providing information on the operations and activities of the DHAs and seek
input from the public. In this regard the legislation obligates the DHAs to explain and
justify their actions and provides the opportunity for those it serves to pose questions and
pass judgment. As in Alberta and British Columbia, the public in Nova Scotia lacks the
capacity to sanction, meaning the formal accountability relationship between government
and the District Health Authorities is again the more comprehensive of the two

accountability relationships.

7.2.4  Local Health Integration Networks (Ontario)

In the Ontario case, the formal accountability rules set out in the Local Health System
Integration Act suggest a strong accountability relationship between government and the
Local Health Integration Networks. Satisfying the obligation to explain and justify, each
LHIN is required to submit an annual report to the Minister and the Minister is required
to table the report in the Assembly. As the LHINs are subject to the powers of the
Auditor General there is the capacity to pose questions and pass judgment. Government is
also capable of sanctioning LHINs through its appointment power, which includes the
appointment, reappointment and termination of board members and board chairs and

vice-chairs.

Adding additional strength to the accountability relationship between the LHINs and
government is the legislated requirement for each LHIN to have an accountability
agreement with government. The accountability agreements set out detailed reporting
obligations, the ability of government to request meetings to discuss performance factors,
government inspection authority, and a performance management framework that allows

the government to initiate performance management activities including increased
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reporting, external reviews and changes to the governance structure. In essence, the
accountability agreements strengthen each aspect of the accountability relationship as

defined by Bovens.

Turning to the formal rules governing the accountability relationship between LHINs and
the public, all full board and committee meetings are open to the public and each LHIN
must carry out some form of community engagement. LHINs are required to engage the
community of diverse persons and entities involved with the health care system on an on-
going basis, and the methods of engagement may include community meetings, focus
group meetings, or the establishment of advisory committees. Again missing from the
formal accountability rules is the capacity to sanction. Consistent with the other three
provinces, the lack of the public’s capacity to sanction results in the formal accountability
relationship between government and the Local Health Accountability Networks being

the more comprehensive of the two relationships.

7.2.5 Overall Results

When looking at the health authority legislation in each of the four provinces, the results
consistently show a more comprehensive accountability relationship between government
and the Type II healthcare body than society and the Type II healthcare body. Table 7.4
provides a summary of which three aspects of Bovens’s definition of accountability are
legislated into the accountability relationships between Type II healthcare bodies and
both government and society for each of the four provinces. As shown in Table 7.4 in
each province the relationship with government satisfies all aspects of Bovens’s
definition of accountability, while this is not the case for the accountability relationship
with society. When evaluating the provincial legislation, Type II healthcare bodies are
consistently obligated to justify their actions to government, while governments are able
to question, pass judgment and impose sanctions. Type II healthcare bodies are also
required to explain and justify their actions to the public in all provinces. In all provinces
but British Columbia the public was able to ask questions, however, the ability for the
members of the public to ask questions regarding decisions made is limited in
comparison to government. As shown in Table 7.4, the ability for the public to sanction

Type II healthcare bodies is lacking within the legislation across all four provinces.
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Table 7.4: Government and Society Formal Accountability Relationship by Province

Relationship with Government Relationship with Society
Obligation Abilityto  Ability to  Obligation Ability to  Ability to
to Justify  Question  Sanction  to Justify Question Sanction
Alberta Yes Yes Yes Yes Yes No
British Yes Yes Yes Yes No No
Columbia
Nova Yes Yes Yes Yes Yes No
Scotia
Ontario Yes Yes Yes Yes Yes No

7.3 Perceptions of Accountability

As discussed above, interview questions were divided into two or three sections
depending upon province. The first section approached accountability from the
perspective of the interview participant. The second looked at accountability from the
perspective of Mark Bovens’s definition of accountability. The third section sought to
gain insight into the migration of multiple health authorities into a single authority in the
province of Alberta. In presenting the interview results, participants’ definition of
accountability, or what it meant for the Type II healthcare bodies to be accountable, is

presented first, followed by the results from the remaining sections.

7.3.1 Defining Accountability

Accountability — as an idea — is consistently viewed in a positive light, however, what it
means to be accountable has remained elusive, as it conjures up different images for
different individuals (Koppell, 2005: 94; Bovens, 2007: 448). As discussed in Chapter 3,
each interview participant was first asked to describe what accountability means to him
or her. Of the twenty-six participants, twenty-two provided characteristics that they felt
necessary for the existence of accountability. The remaining four participants did not
provide a description of accountability, but instead provided examples of accountability

relationships that existed within the provincial healthcare system. There were also
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participants who provided both characteristics of accountability and described existing

accountability relationships.

When all the participant’s responses are considered, a number of themes emerge. A
frequent theme was the need for clear and well-understood responsibilities. As stated by
one participant, “ideally accountabilities are clear in terms of who is responsible for
what,” and “when there isn’t clarity that’s when there are problems.” At least one
participant from each participant category with the exception of public employees
identified clarity in knowing who has the authority to make what decision as part of
accountability. In fact, the theme of clarity in decision-making authority was so
pronounced throughout the interview process, that greater attention is given to it later in

the chapter.

A second recurring theme when describing accountability was the obligation to report
goals and performance to those you are accountable to. At least one participant from each
of the five participant categories included some form of goals and performance reporting
against those goals in their definition of accountability. Multiple participants also
described accountability in terms of answerability. One interviewee stated that to be
accountable you must “help people to understand what you’re are doing with the
resources they have entrusted to your care. It’s answering for your actions.” The
requirement to be answerable and consult with those that you are accountable to was

again present across all five participant categories.

Accountability was also described in terms of transparency. Accountability was described
as having a “process in place, which allows us to have transparency in our decision-
making,” as well as “having a framework and reasoned rationale as to how we make
decisions.” At least one member from both Type II healthcare body management and the
public employee category included the need for transparency within the decision-making
process when describing accountability. In addition, at least one participant from the
Type 11 body board member, elected representative, and interest group member

categories described accountability in part as the need to take ownership for decisions
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made. Moreover, both the Type Il body management and the interest group member

categories included the ability to sanction within their definition of accountability.

While not capturing each individual definition of accountability, the characteristics of

accountability provided by the twenty-two participants have been compiled and presented

by category in Table 7.5. The columns in Table 7.5 provide a consolidated accountability

definition compiled from the varied descriptions provided by the different members of

each group of participants.

Table 7.5: Characteristics of Accountability Reported by Participant Group

Type 11 Body Type 11 Body Elected Public Interest Group
Board Members ~ Management  Representatives Employees Members
- Need to know - Need to know - Need to know - Obligated to - Need to know

who is making
what decision

- Obligated to
report goals
and
performance
to those you
are
accountable to

- Required to
consult and be
answerable to
those you are
accountable to

- Taking
ownership of
decisions you
make

who is making
what decision

- Obligated to
report goals
and
performance
to those you
are
accountable to

- Required to
consult and be
answerable to
those you are
accountable to

- Able to
sanction if
expectations
are not met

- Actions and
decision-
making process
must be
transparent

who is making
what decision

- Obligated to
report goals
and
performance
to those you
are
accountable to

- Required to
consult and be
answerable to
those you are
accountable to

- Taking
ownership of
decisions you
make

report goals
and
performance
to those you
are
accountable to

- Required to
consult and be
answerable to
those you are
accountable to

- Actions and
decision-
making process
must be
transparent

who is making
what decision

- Obligated to
report goals
and
performance
to those you
are
accountable to

- Required to
consult and be
answerable to
those you are
accountable to

- Able to
sanction if
expectations
are not met

- Taking
ownership of
decisions you
make

As stated in Chapter 2, Bovens’s definition of accountability is a “relationship between

an actor and a forum in which the actor has an obligation to explain and to justify his or

her conduct, the forum can pose questions and pass judgement, and the actor may face
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consequences” (2007: 450). All three aspects of Bovens’s definition of accountability are
evident in Table 7.5. The obligation to explain and to justify one’s conduct (while not
identical) is similar to the notion of reporting on goals and performance against those
goals. The ability of the forum to pose questions and pass judgement aligns well with the
underlying tone of the requirement to consult and be answerable to those you are
accountable to. Lastly, Bovens’s view that actors may face consequences is consistent
with participant responses that accountability requires the ability to enact sanctions if
expectations are not met. Of the three aspects both the obligation to report on goals and
performance and the obligation to consult and be answerable are consistent across all
participant categories, while the need for sanctioning is only evident in the Type II body

management and the healthcare interest group categories.

The inconsistent inclusion of sanctioning within even the consolidated definitions of
accountability is interesting as it mirrors the contested perception of the need to sanction
(Mulgan, 2000: 556) discussed in Chapter 2. On one extreme, there is the opinion that
one cannot have accountability without liability and that accountability without fear of
consequences is not likely to be accountability at all (Fraser, 1996: 36). Others question
whether sanctioning is an essential element of an accountability relationship (Harlow and
Rawlings, 2007: 545). For example, Harlow and Rawlings suggest that recommendations
for improvement alone may be sufficient to satisfy accountability requirements (2007:
546). In mirroring the debate over the need for sanctioning, the inconsistency of the
inclusion of sanctioning in Table 7.5 supports asking the question of whether sanctioning

is an essential element of accountability.

In addition to raising questions over the necessity of sanctioning within an accountability
relationship, the participant groups that included the ability to sanction as part of the
definition of accountability are noteworthy. The two groups include interest group
members and the healthcare bodies’ senior management. Interest group members are
currently unable to sanction Type II healthcare bodies through formal means, while

members of senior management could be sanctioned for administrative decisions.
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Aside from the contested nature of sanctioning, what is evident across the five participant
categories is that there exists degree of consistency regarding how accountability is
described. The most pressing concern is a need for clarity in who is making which
decision. Furthermore, the most consistent descriptive statements regarding what it means
to be accountable focus on the need to provide information to and consult with those you

are accountable to.

7.3.2 To whom do you feel the Type Il Healthcare Body is Most
Accountable To?

In identifying to whom the Type II healthcare bodies were most accountable to, the
majority of respondents stated that they were most accountable to either government or to
both government and the public. As shown in Figure 7.1, forty-six per cent of participants
identified government as the most prominent accountability relationship, while thirty-five
per cent of participants identified both the accountability relationship with government
and the accountability relationship with the public. Also shown in Figure 7.1, eleven per
cent of participants stated that the Type II healthcare bodies were most accountable to the

public; all were from the healthcare bodies’ senior management category.

Figure 7.1: Whom do you feel the Type Il Healthcare Body is Most Accountable To?
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The number of participants who identified multiple relationships when asked to identify
the most important accountability relationship suggests complex multifaceted
accountability environments. In describing the complex nature of accountability, one
participant described the existence of both a legal and a moral accountability, stating that
there is a legal accountability to government that ties back to the community through the
election process, and a moral accountability that is directly to the community. Other
participants noted that the public nature of the healthcare system means that either
through direct or indirect means that Type II healthcare bodies are ultimately accountable
to the public. One participant described the nature of being accountable to the public in

the following manner:

“Being accountable to the public has the two faces to it, it is the actual
individual person on the street that’s in their local area getting services,
but there is also the public writ large as the group of individuals who pay

taxes and elects a government to represent them [sic].”

In describing the relationship between Type II healthcare bodies and the public in this
manner the relationship expands beyond the local to the public at large. Public issues are
no longer limited to local health service delivery but transcend the boundaries of the
health authority when issues of fund management or more importantly mismanagement

arise.

Participants also commented on the potential for tension between the public nature of the
healthcare system and professional accountability. While ultimately accountable to the
public, healthcare professionals must also maintain their professional accountability.
Participants identified a need to remove the ‘either/or’ mindset and encouraging
individuals to feel accountable to the health system as a whole, while at the same time

maintaining their professional accountability.

The sole participant who did not identify government, the public, or a combination of the
two as the entity to whom the Type II healthcare body is ultimately most accountable
instead suggested that there are four possible entities to which the healthcare body could

be most accountable. Specifically, the Type II healthcare body was stated as being most
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accountable to one of the four entities depending upon the issue at hand: government as
its funding agency, elected officials at all levels of government as the peoples’ elected
representatives; the public as the recipients of health services; and internal staff and

volunteers and providers of those services.

Lastly, as shown in Figure 7.1, one participant did not indicate whom they believed the
Type II healthcare body was most accountable to. In this instance, the participant
continued to cite the specifics of legislation and regulations and was careful not to convey

their opinion on how the legislation and regulation was working in practice.

In addition to responses that highlighted the duality of accountability, there were
responses that were aligned with conclusions drawn in Chapter 6. As discussed in the
previous chapter, how changes to the healthcare system were framed were not always
consistent with the form changes to the system took once implemented. Restructuring
was framed in terms of increased citizen participation. Outcomes, however, were not
consistent with the stated goals of increased participation or grassroots decision-making,
but instead shifted the power towards government. Consistent with this position, both
elected representatives from the opposition parties and members of interest groups
responded that Type II healthcare bodies should be most accountable to the public but
were most accountable to the government. In total, five, out of the ten participants from
the elected representatives and members of interest groups categories stated that Type 11
healthcare bodies are most accountable to government in their current form, but should be

most accountable to the public.

7.3.3  Whose interests do you feel the decisions of the Type Il
healthcare body most represent?

When assessing whose interests the decisions of the Type II healthcare bodies most

represented, the most frequent answer was government. The most common responses to

whose interest do the decisions of Type II healthcare bodies most represent are presented

in Figure 7.2. As shown in Figure 7.2, thirty-eight per cent of participants believed that

the decisions of the Type II healthcare bodies most represented the interests of

government, while thirty-one per cent of believed that decisions most represented the
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interests of the public. One participant felt that the decisions represented the interests of

both government and the public.

In addition to the participants who believed that decisions made by Type II healthcare
bodies represented the interests of the public, government or a combination of the two,
five participants provided an alterative account. Two participants stated that decisions
most represented the interests of both public and staff. One participant stated that
decisions surrounding the actions of Type II healthcare bodies were most frequently
made based on the interests of the stakeholder group that was most impacted by the
decision. Another participant felt that the decisions most represented the interests of the
CEO and staff. Finally, two participants were unsure whose interests the decisions made
by the Type II healthcare body most represented. One participant did not provide an
answer to the question, “Whose interests do you feel the decisions of the Type 11

healthcare body most represent?”’

Figure 7.2: Whose Interests do you feel the Decisions of the Type II Healthcare body
Most Represent?
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