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Thesis Abstract 

The Problem. As we enter the beginning of the new mülennium, health care systems 

continue to change throughout Canada and the world. Many trends can be observe4 

fiom regionalisation of health administrations to better standards for appropriate care. 

Such trends may change over time, but one issue remains constant and central to ai i  

others - namely: Who is accountable for health care and the many systems in place to 

maintain it? 

The complexity of the health system and the importance of its outcornes necessitate 

the clearest possible understanding of accountability for decisions and for action. The 

Krever Commission highlighted this point, which has been more recently revisited by 

the Walkerton public health tragedy and the Manitoba cardiac surgery deaths inquiry. 

Purpose and Methods. This thesis has two related purposes. 

The first purpose is to answer the main question: What is the meaning of 

accountability to those in a position to influence the future of the health system as we 

enter the next century? To address this, the following methods have been used: 

A review of the literature with respect to the theory and practice of 

accountability in health care and to search for a common theory (theories) of 

accountability. 



The qualitative analysis of open-ended intentiews with 27 key participants in 

Manitoba's heaith care system to explore conceptualizations of accountability. 

The second purpose is to develop a conceptual h e w o r k  for accountability for 

application to the Canadian health care system. 

Results. The review of the Canadian literature on accountability in heaith care 

disclosed a paucity of dennition and description, let alone full discussion of the 

meaning and applications of accountability concepts and frameworks. 

Key informant interviews revealed a high degree of interest in and importance attached 

to this issue, and disclosed a wide range of definition, meaning and dimensions of 

accountability. 

Based on the literature and interviews, a fkarnework for accountability in health care 

was developed which included the following dimensions: 

Purpose (including definitions and values) 

Governance 

Professional 

Managerial (including economic and administrative) 

Cornmuni ty (including public involvement and comrnunity health) 

Conclusion. Despite discussions and debate of a wide range of issues nom blood 
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safety to federal-provincial hmding and cost-sharing in Canada during the last two 

decades of the 1st century, issues of accountability in health care remain umesolved. 

The discourse of this thesis and the establishment of a conceptual fhmework with a 

set of detked dimensions should assist in advaucing our common understanding of the 

issues, meaning and potential application of an accountability framework to address 

the issues of the day in heaIth c m  and beyond. 
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CHMTER 1 

Introduction 

At the beginning of the new rnillennium, healîh care systems continue to change 

throughout Canada and the world. Many trends can be observed, from regionalisation of 

health administrations to better standards for appropriate care. Throughout al l  of these 

changes, many questions remain unanswered as to what is the best way to achieve health 

or to deliver health care senrices. One of the most important questions, particularly from a 

systemic perspective, is this: Who is accountable for h e m  care and the system(s) in 

place to maintain it? This simple question raises many more questions. What is 

accountability? 1s it a single entity or does it have several components? How is it 

understood by those who shape and administer our heaith systems? How is it applied? 

WouId a better and more consistent understanding of accountability assist in the M e r  

renewal and reform of health care in Canada and beyond? 

Though there are many questions that can be asked about accountability in the health care 

sector, the main question of this thesis is: what is the meaning of accountability to those 

in a position to influence the fiiture of the health system as we enter the next cenhiry? To 

that end, this thesis undertalces: 

1. To review the Iiterature with respect to the theory and practice of accountability in 

health care and to search for a common theory (theories) of accountability. 
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2. To conduct and anaiyze open-ended interviews with key participants in 

Manitoba's health care system to assess the adequacy of cunent 

conceptualizations of accountability. 

Based on the answer to the main question stated above, the thesis has undertaken the 

following M e r  objective: 

3. To develop a conceptual hmework for accountability which might be appiied to 

the Canadian health care system in order to develop new processes and 

mechanisms for accountability. 

1.1 Organization of the thesis 

To achieve the above three objectives, the work and presentation of this thesis is 

organized as follows: 

Chapter One: The context of this thesis and the research objectives are 
described; 

Chapter Two: Dennitions of accountability are presented and iiterahue 
on accountability in health care systems is reviewed; 

Chapter Three: The research methods of the thesis are described as are 
the limitations of the research; 

Chapter Four: A "primer" on accountability (in generai) is presented as a 
background to the discussion of accountability in the specific context of 
health care; 

Chapter Five: A thematic review of the discoune on accountability in the 
Canadian health care sector is undertaken, based on Canadian literature, 
the Social Union Framework agreement, and contemporary Canadian 
discourse; 

Chapter Six: A thematic review of the discourse on accountability in the 
American iiterahue on accountability in health care is discussed; 



a Chapter Severn: A qualitative'analysis of the meaning of accountability in 
health c m  in Canada is presenteâ, based on key iaformant interviews with 
heaith caxe executives and professionals; 

a Chapter Eight: A qualitative analysis of the meaning of accountability in 
health care in Canada is presented, h m  the perspective of community 
advocates; 

Chnpter Nine: Based on the fiterature revïew and the key informant 
research, a concluding discussion on the meaning of  accoutability in 
health care in Canada is presented, including a proposed conceptual 
firamework; 

1.2 Background 

Since the be-g of the 1990's, provincial governments in Canada have reformed their 

health care systerns in response to concems about escalating heaith care costs and 

perceived system inefficiency. These issues, together with concems about existing 

organizational structures, human resource requirements, the quality of and access to care, 

prompted the creation of numerous provincially-mandated commissions or task forces. 

(Angus, 1990) As a result significant changes have occurred over the 1st  decade in the 

organization and structure of health care systems. Governance is a particular area where 

change has occurrrd with new provincial and regional structures shifüng authonty and 

''accountability" for the provision and outcornes of health services. Nevertheless, as the 

century closed, questions continueci around the quality of health care, timely access and 

its escalating cost Debate has advanced to firnRamental questions about what the 

Canadian national health care system nally is, what it should be and whether or not it is 

sustainable in its present fom. 



As a part of this development there has been a c d  for accountabiiity in the provision of 

health care services. With new govemance bodies pressureci to use limiteci resources to 

best advantage, those responsible both for hding health care and delivering health care 

senices have identifieci that there is a general need for accountability to ensure that 

seMces are developed and provided in a way that govmois at ail levels of the national - 

system cm be seen to pass the tests of public scrutiny. 

This cal1 for accountability is evident in the cunent Canadian health care environment in 

several ways. First there is an unprecedented public interest in goverment-managed 

health care systems brought about by many years of reform and fiscal restraint. In 

addition the fact that many Canadian govemments are now in a position to reinvest in 

health care creates some pressure to "get it right", to not replicate the management or 

spending patterns of the past and to ensure that new investments have the desired effect 

on the health of Canadians. Several provinces have developed "fhmeworks for 

accountability" either as a govemment-wide mechanism that includes health care activity 

or in a few cases, fhneworks specific to the heaith sector. These augment traditional 

accountability mechanisms that have been embedded in departmental legislation or in the 

legislation that created decentralized health authorities. 

Another piece of evidence for the current preoccupation with the idea of accountability is 

the piethora of published and unpublished reports that are being generated to provide 

information about health care to the public - reports that satisw a myriad of purposes 

nom overall health stahu to procedural outcomes, waiting times, fimucial management 
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of governent expenditures, institutions, provider wages. All of these interests are 

backed up by processes, study groups or, indeed. institutions, that make it their business 

to continue the production of reports. 

At the national level of leadership of Canada's health care system there are two ment 
- 

and important developments. The first is the emphasis that the federai Minister of Heaith, 

the Honourable Alan Rock has put on accountabiiity. Notably his September 1998 

address to the Canadian Medicai Association refers to bbope~ess and transparency" that 

will characterize the behaviour ofhealth partners as they become more accountable for 

resources, management and results of the health care system. (Rock, 1998) He developed 

this theme M e r  in a subsequent m u a l  address to the same association indicating that 

"govemments mu t  be more accountable to Canadians for the use that we make of 

taxpayers' money". (Rock, 1999) Secondly, and of great significance to all aspects of 

governent in Canada is the agreement of federai and provincial govemments (except 

Quebec) to strengthen Canada's social union by "enhancing each govemment's 

transparency and accountability to its constituents" 

1.3 Thesis Objectives 

Notwithstandiag this general interest in accountability there is little discussion about what 

it actually means. A common definition of accountability has not been promulgated. 

Neither has a conceptual m w o r k  for accountability in health care been developed that 

adequately descnbes and expands upon the fidl range of ideas about what accountability 



is, where it needs t i ~  exist and what means can be exercised to implement it. 

'Terformance measurement" has emerged as the main mechanism for achieving this end. 

In fact, a widespread expectation has developed arnongst governors, healîh care 

providers and the public that report cards, at the Ievel of a health care unit, activity or 

disease, will be the mechanhm through which accountability in health care will be 

achieved. It might be asked, however, whether this approach wiil achieve a genuine 

mode1 for accountabiiity or whether it wiil simply mate an illusion of accountability that 

serves short tenn ends. 

Many questions can be ifddressed to develop our understanding of accountability as it 

applies to the health sector in Canada. What does the word mean when it is applied to the 

health care sector? To whom? What is its typical scope and is that scope SU£ficiently 

broad? Are there particular areas of health care for which accountabiiity is more 

important than others? Cm its elements or the values that underpin it be descnbed, 

explained, or pnontized? Can one target specific accountability objectives and st i l l  satisfy 

a need for accomtability generally? Can sub-sectoral accountabilities be added up to 

achieve system accountability? Are sufficient mechanisms being devised to satisfy the 

need in the health sector? Do they hit or miss the mark? What is the mark? 

These questions are many and varied. It is not the purpose of this thesis to m e r  al1 of 

them here. Indeed, one may ask how important it is to answer them at all? In other words, 

what consensus already exists on the importance of these questions or their actul 

answers? As ciiscussed bnefly at the beginning of the Inîroducrion, the main original 
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research of this thesis is the inquiry of the dennition and meaning of accountability, as 

perceived by major participants of the health care sector. The jobs which they carry out 

as senior advisors, decision-makers and community advocates are typicalIy based on the 

assumption of a predenned accountabiiity and include the responsibility to define the idea 

for others and for the health care system. Therefore, a common conceptualkation of 

accountability (and its practical implications in the Canadian health care system) may be 

identified by a careful s w e y  and anaiysis of significant contributon. 

1.4 Applications of this Thesis 

It is intended that the results of this thesis will serve as a starting point in the endeavour 

to establish a common frame-of-refermce for accountability in the health care system. 

In a practical context, the results of the study wiil be useful to governon, govemment 

officiais and providers who have the msponsibility to communicate with the public about 

health care systems and who fiequently do so in the context of '%eing accountable". The 

results will be usefut as well to those who have the responsibility to design mechanisms 

through which various publics batients, consumers, citizens, providen) cm judge 

whether or not the system is achieving what it is charged to achieve. The study results 

will provide information about the idea of accountability as it applies to health care in 

Canada as well as information about how accountability is conceived by individuals who 

have leadership roles in the health care system and influence on the way that 

accountabilities are d e f i n e  prioritized and pursued. The research will provide a 



backdrop to discussions about accountability that are Inevitable in the current heaith care 

environment and may serve to provide a cornmon understanding of the conceptuai 

underpinnings of accountability in the real worid that should be considered before 

accountability's scope, dimension and tools are set in Stone. 

On a more practical level the framework could be used as a diagnostic tool to assist in 

reviewing complex situations in the context of risk management for accountability. The 

examinations of problems against this framewodc could assist to identiq issues of 

accountability's conceptuaikation, management and execution. 



CHAPTER TWO 

An Introduction to the Concept of Accountability 

The principle purpose of this thesis is to explore the meaning, dimensions and importance 

of accountability as it applies to the health care system in Canada. The purpose of 

establishing the definitions of accountability is to begin that process. The literature 

reviewed in this chapter addresses oniy those sources that specifically speak to the 

definition and meaning of accountability and establish, largely by its absence, the need to 

examine this issue more M y  through research. 

2.1 Introduction 

The Canadian Oxford Dictionary offers eight meanings for the root word "account". Four 

meanings are offered for 'baccountuig for". b'Accountable" is defined as "1. responsible; 

required to account for one's conduct. 2. explicable, undecstandableW(Barber, ed., 1998). 

Both of these meanings of 'baccountability" are relevant to this work and have been 

appIied, for the most part, in our popular understanding, to systems of govemrnent and 

public administration in generai. n ie  theory of accountab ility, that has been examined 

most thoroughiy within the political studies discipline, is a developing theory that has 

important relevance in Canada where health care has been (in ment  history) in the public 

domain. Traditional meanings and mechanisms of accountability have been applied to the 

health sector. The appropriateness of this application and the results which have achieved 



fiom it are a matter for consideration. 

. . 
A review of academic literature, popular titles and govemment documents pertauung to 

accountability was undertaken with emphasis on work that descnbes the definitions, 

meanuigs and conceptual mderpinnings of accountability. A specific objective was to 

identiQ existing fkmeworks for understanding and applying accountability in the 

Canadian health care system. Literature which only addmsed the practical applications 

or methods for estabüshing accountability were not included. 

The fomal search for telated literature included the identification of key words including 

accountability, (its meaning and dennition). policy, health, health care, governance, 

stewardship, ethics singly and in combination. Databases for MEDLINE, (1995-99; 11 

articles ) CINAKL(1982- O9f 1999; 35 articles). HealthSTAR(1994-10/1999; 83 articles), 

and International Political Science Abstracts(1989- 10/1999; 2 1 articles) were reviewed. 

Initial references to "accounbbility" produced in excess of 3000 references. 

c'Accountability" in combination with "policy" and " hedth" produced a similar volume 

of references. Key words such as "meaning" and "dennition" produced no references. In 

order to detennine where definition or rneaning was discussed it was necessary to review 

the above-noted articles and texts and to search for unreferenced discussion about 

meaning and definition and to exclude references when the discussion was disrase or 

problem specific. 

An immediate observation in carrying out the search was the lack of dennition and 



specificity applied to the use of the word "accouatability" and the paucity of literature 

that attempted comprehensive consideration of accountability, its defhition, scope and 

meanuig. Litmature that used the idea of accountability to generate a rationale for the 

development and implementation of other systerns was more common, but this was 

eliminated for the most part, because of its failure to address the concept of accountabili* 

as a foundation piece. 

2.2 Canadian Perspectives 

There is little Canadian literature about accountability and its overall meaning or 

application in the health sector. Accountability is mentioned frequently. but usually in a 

such a way as to imply that its place, meaning and importance are obvious to the audience 

and requires no contextrüil or purposefbi explanation. 

Ionathon Lomas, for example, refers to accountability associated with devolving 

authority for health care in the provinces (1997. 819). He limits notions of accountability 

to the political sub-dimension - to the electorates who will ultimately decide the course 

of events by choosing or rejecting a government at the provincial level. He does not 

examine the nature of the accountability but rather assumes the traditional definition of 

accountability as one of the givens of governance. Robert Evans. too, skirts the issue of 

what accountabiüty consists of in the Canadian health care system. Despite a promising 

title, his published address to a North Amencan forum "Systems of Accountability: The 

Canadian Approach" refers mainly to the physician's cntical role in controlling cost and 



quality of care (1995). 

It might be usefûi to note that in the history of reform of the health care system in Canada 

the idea of accountability has received iittle attention until very recently. In the 

aforementioned review in the early 1980's of Heaith Care Commissions and Task Forces- 

in Canada, only a bnefrpference was made to accountability. Angus's summary 

identifies a theme of accountability "for achieving predetennined results h m  Aocated 

resources" (1990: 3) but elaborates no M e r .  

L.C. Carrothers et al in Regionalization - and Health Care Policv in Canada:A National 

Surve~ and Manitoba Case Study observe that the literature about regionalization has 

failed to note "how policy change has altered or threatens to alter the allocation of 

accountability and responsibility"(l99 1,6). UnIike other scholars the authors identify 

clearly the importance of the idea of accountability. They m e r  observe that common 

research questions in other policy fields characterized by decentralization include "Who 

is accountable? To whom? For what? By what mechanisms? And with what 

consequences?"(l991,6) issues that remain unexplored in the health sector. 

In Qualitv of Care: Issues and Challenees in the 90' s, Marylou Harrigan makes general 

reference to a new era of assessrnent and accountabiiity emerging in heaith care. She 

notes that the public trust h a  been replaceci by a demand for public accountability (1994, 

6). Tâis is a perceptive observation about health care and accountability that is not 

developed fiirther in the course of her work. 
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The authors of a report on heaith care refomi cornmissioued by the Canadian Coilege of 

Health Services Executives, Extemal Environmental Analvsis and Health Reforrn 

U~date: Soecial Rebort, scarce1y mention accountability in what is otherwise a fairly 

broad extemai environmental analysis. The only reference to accountability predicts that - 

it will be "greater ....p olitically and fhancially" for (institutional) board members (1994: 

5). 

In 1995 the Ontario Premier's Council published a report, ''Chdienging Assurnptions: 

Restmctunng Hedth Systems Across Canada" that addressed representation and 

accountability in the context of appointed a d o r  elected boards. The reports raised 

questions about the degree of accountability that boards in their various fonns exercise in 

cornparison to govemments, and observed that "There is a question whether we'l1 create 

an effective interaction or a system of structured civil war."(lWS: 17) 

In more recently published assessments of Canada's health care system in the 1990s, the 

focus has been on its particuiar strengths and weaknesses, but the meaning and scope of 

accountability continues to be taken for granted. In Canada's Health Care Svstem, 

Crichton et al draw attention to the potential of regionalization to improve rationalizaîion 

of services by increasing accountability (1994), but neither defines the concept, nor 

addresses it as an issue unto itself. The review's analysis of future trends and issues does 

not refer to accountability as a general issue. 



Similarly, authors Michael Rachüs and Carol Kushner in Stronn Medicine: How to Save 

Canada's Health Care Svstem (1994) do not i d e n w  accountability as a centrai issue. 

The authoa hold Canadian govemments responsible for the successes and failures of 

Medicare and the nation's health system in general. In this way accountability is 

implicitly suggested; its nature not explicitly dehed. Accountability here is loosely 

lùiked to citizen participation and identified as an important aspect of hancial 

management for provincial Ministers of Health. 

A deiiberate attempt to address accountability is containeci in Lisa Riest's ODeratinn in 

the Dark: The Accountabilitv Crisis in Canada's Health Care Svstem (1998). The author 

does not employ either definition or dimeasions of accountabiiity in the health care 

system as an aid to her critique. She asserts that there is iittle accountability and supports 

this, using anecdotal evidence. The idea of accountability, itself, remains unaddressed. 

Some aspects of patient care, notably physician cornpetence and hospital performance, 

are the main subjects of anecdotal evidence that seek to demonstrate that accountability is 

h i t e d .  In support of her thesis she calls upon the Honourable Monique Begin, former 

federai Minister of Health and Welfare, who claims "1 think that we have very Little 

accountability. So little that, right now, the ody channel of accountability would be a 

major, major health care crisis." (1998: 20) 

A notable exception in the literaîure is the work of Carolyn Tuohy, who has addresseci 

accountability specificaily. She has pointed out that, despite the tumuît of the 1990's. "no 

major policy change occurred" (1999: 114). She discusses this absence of decision- 
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making in the context of two dimensions: first, balance of influences and second, 

mechanisrns of social control. These are then Linked to accountability and information 

requirements. This analysis considers the driving forces and incentives historically 

associated with accountability in Canada and contributes a Eramework of players and 

powers that are relevant to a discussion about accountability. Stili no definition of 

accountability is oEmd and no discussion of its meauing attempted. 

2.3 American Perspectives 

Despite the general reluctance of Canadians to be influenced by their American models of 

health care, there exists considerable American research on accountability in the heaith 

care sector. While some of these data may seem to have Iittle k t  applicability to 

Canada, Amenca's geographical and cultural proximity is sufficient to warrant a review 

of American conceptualizations of accountability. 

Mark Peterson, in his article "Managed Care: Ethics, Trust and Accountability," proposes 

that preoccupation with accountability is a response to the fact that "managed care has 

become the organizational hnework of the new U.S. health care system" and has 

prompted "concerted action by policy malcers at al1 levels of government to seeking to 

rnitigate the resulting fears of patients qua consumers qua citizens." (1998: 61 1) The 

federal Health Insurance Poriabiliiy and Accountability Act  (1996), adopted specifically 

to assert federal authonty to regulate health insurance in the United States associates 

accountability specifically with the idea of cornpetition and in this respect supports 



Peterson's view. 

Not only does the word "acco~11tability" seem to have been easily incorporated into 

discussion in the American health care sector, it garners a considerable amount of 

entrepreneurid enthusiasm. Gary Horsfall, in bis article "Accountability: The Force 

behind Empowement," considers it the "force behind empowennent ... the underlyhg 

buck-stopping, driving force behind any and ail successfil programs, initiatives and 

companies." (1 996: 1) 

In the American health care literature the issue of accountability has fiequently been 

applied to isolated dimensions. These include provider accountability, especialiy 

physician accountability (Greenspan, 1980; Hanchak. 1996; Emanuel, 1996); leadership 

and organization (Porter-O'Grady and Wilson, 1995); procedures and tools (MacNeil, 

1993); communication with the public (Ribnick, 1997); quality care (Hanchak, 1996) and 

assessrnent (McGlynn, 1997); and medicai ethics (Emanuel, 1996). These serve only as 

exarnples of the work undertaken on each of what might be considered a single dimension 

of accountability in a larger heaith care system fkamework. That each one and othen 

could be expanded into a fiamework of its own, indicates the breadth of the issues and 

points to the need for definhg the hdamental concept of accountability, illuminating its 

dimensions and estabüshing their relative importance. 

More general hmeworks have been proposai in the American health system sector and 

while they tend to focus on a single dimensions as well, several of these may be broad 
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enough to have relevance to the Canadian heahh care C'system." 

The Canadian healthcare community has yet to ascnbe meanings to the idea of 

accountability. The Canadian academic literature refiects this gap and popular discoune 

has failed to address this vitai area of meaning as well. The American literature, does 

better, but stiii the focus has been largely on addmsing the sub-sectoral challenges of 

accountability to serve the interests of particula. groups and disciplines. 



CHAPTER 3 

Research Methods 

3.1 Theoretical and Conceptual Framework 

In the absence of meanuig attri'buted to the idea of accountability in Canadiau literature, 

this research builds on three assumptions about the development of the meaning and 

dimensions of accountability in the Canadian health care sector. These are discussed 

below. 

The fkst assumption is that the generation of meaning and the definition of the 

dimensions of accountability in Canada is a uniquely Canadian phenornenon, inextricable 

fkom the Canadian values-system and reflective of Canada's health care history. The 

understanding of what accountability means in this context not only refiects the history of 

the Canadian health care experience, but also influences its friture. Work undertaken by 

Canada's National Health Forum, for example, reflects this assumption. (Graves, 1998) 

Secondly, the curent idea and application of accountability is at l e s t  in part a hinction of 

its definition and meaning to date for Canadian governments, experts, and interest groups. 

This reality may be observed in the views of heaith care leaders, govenunent reports, 

proceedings of conferences on this subject. It is also evident in the efforts of 

governments and agencies which have sought to meet public demand for accountability 



before that need is carefulîy defined or understoodOOd 

The third assumption is that the discussion about dimensions of accountability for the 

health care sector are led largely by participants and leaders of the health care sector. 

This is similar to the way in which the public leaves management and decision-making to 

the leaders in the health care sector or the way the patient has traditionally lefi 

judgements pertaining to medical intervention to health professionds (Lomas, 1994.820) 

and the way in which the views of public servants affect the conceptualization of 

accountabilities in the public sector. (Thomas, 1997:349) 

The examined literature has suggested that environmental context and societal values are 

expressed whenever the issue of accountability is discussed and debated. In Canada this 

environmental context characterized by publicly administered health care, is unique and 

the values applied to the popular idea of Canada's health care system well known. The 

views of the study's participants about accountability might be seen to reflect a range of 

interests, including those associated with marketlmanagenal goals to the basic social 

good associated with Canada's favoririte social program. (Graves, 1998: 352) This 

research explores that continuum and determines its importance in defining the 

dimensions of accountabiiity in the health care sector. 

Figure 1 illustrates the assumptions that fom the conceptual mode1 for this research. 
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Theoretical Construct 
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3.2 Reseanh Design 

This thesis has used a qualitative research design to explore the defïnitions, 

meanings and dimensions of accountability in heaith care in Canada. This 

method is best suited to this particular research, which has as its objective - 

the hi&-level understanding of what meanings and importance are placed 

on accountability and the arenas in which these ideas are most pertinent. 

The relationship between values and definitions associated with 

accountability were explored in such a way as to allow the definition and 

meaning of the concept to detennine the nature of the discussion around 

dimensions, structures or processes. 

C. Marshall and G. Rossman indicate that qualitative methods are appropriate in research 

in which questions and issues delve into complex processes and where relevant variables 

have yet to be identified. (1989: 46) In this research, knowledge and opinion, both fiom 

the literahire and fkom contemporary comment and publications are examined as 

contributors to the development of ideas about accountability. The perspectives of 

participants in the health care system are explored to represent the range of views and 

expectations that health care provide=, managers and policy malcers may have. Topics 

pertaining to accountability include its purpose, importance, dimensions and relative 

priority. 



3.3 Data Collection 

The iiterature was reviewed with several purposes in mind. One was to identifL the 

presence and absence of a criticai consideration of accountabifity per se- In addition, this 

fiterature was examinai to idea* themes and values implicit or explicit in scholarly 

discussions of accountability. Throughout the review of literatue specific attention was 

directed toward the identification of statements reveaiing presurned dennition and 

rneaning. Similarly, reference to fhmeworks for understanding, sorting or amplifjing 

issues of accountability (in general and in specific reference to the health sector) were 

noted and mined for meanhg and /or defmition. 

In the first phase of the research, themes and sub-themes fiom these fiamewoiks were 

noted, recorde4 sorted and sif€ed for comparability and grouped where possible to 

organize them into tools for M e r  examination and exploration with key Ulformants. 

A similar process was undertaken with respect to contemporary documentation of 

accountability and related issues in the current Canadian health care environment. The 

process of data colIection in this area is essentially exploratory with review of matenals 

leading to the discovery of other relevant sources. For the purposes of quantity limitation, 

the following critena were applied: 

Materials reviewed are those of public domain. No attention was paid to obscure 

or restricted access documentation of activity or opinion. No covert investigations 



were underiaken. The purpose of mriewing and understanding the content of 

contemporary literature in this area was to understand its place in the 

conceptuakation of accountability in the health sector and its influence on those 

active in its practicai implementation. While no member of the generai public 

might be consciously aware, its avdability in the public domain maximizes the ' 

potentid (if not the probability) of key iprormants having been inauenceci by or 

being familia. with the kind of thinking represented by the materials. such as 

those available at conferences, discussions, speeches and other public semice 

fonuns in the past. 

With respect to govemment documents, the most weight was given to legislation 

promuigated or officia1 documents developed and released publicly to address 

issues of accountability. The main documents reviewed. therefore. were the 

Framework to Improve the Social Union for Canadians and fiameworks for 

accountability that have been put in place by provincial govemments. Provincial 

initiatives were reviewed regardless of whether they were directed specificaily at 

the health sector or ail toward govemment programs, including health programs. 

Analysis was comparative to a degree but also sought to identify values, motives 

and expiicit purposes for these fnimeworks. 

Data analysis was undertaken to organize the prevailing ideas, definitions. meanings and 

values associated with aecountability in Canada into a useable, logical h e .  Content 

analysis, "a technique for making inferences by objectively and systematical1y identifjhg 
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specified characteristics ofmessagesy' @tIarshall& Rossman, 1989:46) was uscd to 

iden- variables associateci with the ideas and practices of accountability. The d t  

was taken as a description of the cumnt thinkuig on the abject, the development of a 

working model for an accountability k e w o r k  

3.4 Key Informant Intemews 

Participants irï the health care sector in Manitoba were chosen as the unit of shidy because 

the Manitoba health system approximates others in Canada and because of its 

accessibility to the researcher. The Province of Manitoba publicly-bded heaîth care 

system has participated, iike other provinces, in federaVprovinciaI discussions that 

resulted in the Social Union Framework Agreement and 0th- feddprovincial 

processes that have witnessed refonns, fiinding cuts and the development of management 

strategies directed toward problem-solving within the sector. Additionaliy, 

representatives of various sub-sectors have participated and are lmowledgeable - even 

influentid - in discussions regarding health sector management at the national level. 

In addition, Manitoba le& itself to the research at hand because of its experience with 

the regionalization of health care (and thus issues of govemance in the political model of 

accountability) and because the provincial Department of Health has promulgated a 

Framework for Accountability specifically oriented to the health care sector. 

It is also noteworthy that over the p s t  several years the health care community has been 
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engaged both in obseMng and participahg in the process of the Inquky into Paediatric 

Cardiac Surgery Mortaiity. This inquiry came as a result of questionable mortaiïty rates at 

a tertiary care centre in Winnipeg, Manitoba. The b r d  nature of the inquiry itself and a 

considerable amount of media attention have put g e n d  issues of health care 

accountability prominently into the min& of the study's prospective participants. 

3.4.1 Selection Strategy 

The sampiing strategy was '6purposeful" rather than random, and permitted the 

identifkation of informants that coulà be helphil to the research. those who were in the 

best position to contribute knowledge and understanding. 

Key infonnants hcluded management level staff of regional health authorities, 

representatives of professional organizations, academics, govcmment officials and 

advisors, appointed board members and representatives of commMity organizations. 

Fourteen key informants were intemiewed individually. 

Another thirteen key infamants participated in two separate focus groups, organized 

specifically for the purpose of discussing this topic. The participatory and consensual 

decision-making methods of these two community advocacy groups made the use of 

focus groups desirable fiom their point of view. Fmm the point of view of the researcher 

it presented an opportunity to have a discussion with varied participants in the heaith care 

sector. 



Aithough these two sets of key informilllts (one group of thirteen; one p u p  of thirteen) 

represent different perspectives, they can be considered ZllUlfomily elite for the purpose of 

thîs research There was no need or expectation that informants would respond at a 

technical Ievel to the issue of accountability. The interest of this research focused on the 

concept and meaning of accountability. 

nie key informants were called upon not because they are representative of their 

profession or role but because their position and experience in the health care sector 

would provide a perspective on the national or provincial health care "system" useful to 

this discussion. Each, by vixtue of h i d e r  curmit or past expenence in the heaith care 

sector, would have had occasion to consider issues of accountability in one forum or 

another, or in one way or another. 

Key infamants were not asked to speak fiom the point of view of their employer. It was 

made clear to each informant that while their perspective on accountability might have 

resulted from the context of a particular role or jurisdiction and be relevant to the 

discussion on its own ment, other aspects of experience and knowledge about 

accountability in the health care system would be equally relevant. In-depth î n t e ~ e w s  

were not "investigative reporting" about the views of a particular jurïsdiction or agency. 

Key informants were assured of confidentiality and that no attribution of individual 

cornments would be made in the publication of this research. This commitment was made 

not because there was a need to conceai an agency's position so much as because it was 

26 



not considered necessary or helpful to an understanding of the role that accountability 

plays or codd play in the health sector- 

3.4.2 Key informant interviews 

Preliminary interviews were arranged approximately three weeks pnor to the intemiews 

being undertaken. In most cases, there was an opportunity at the t h e  that the intemew 

was arranged to discuss very briefly the piapose of the research and the process of the 

intewiew. AU participants received by electronic mail or fax a copy of the UiTonnation 

sheet and participant consent (Appendix A) immediately following thïs £kt contact. Key 

infoxmants were invited to contact the researcher if they had questions or concems prior 

to the interview. 

Given the privileged communications and discussions in which these key informants 

participateci, the in-depth interview method was chosen to permit the accountability 

issue to "unfold as the participant viewed it".(Marshall and Rossman, 1982: 82) All 

interviews were conducted in person with the exception of one that was arranged as a 

telephone conference as the respondent was located elsewhere. All persona1 interviews 

began wiîh a brief introduction by the researcher to provide background and purpose of 

the research and to review the researcher/idonnant expectations regarding 

confidentiality. Consistent with the information sheet and consent, key informants were 

advised that no direct aitribution of comments was to be made in the research report and 

that, were it necessary, the Tesponses of key infamants would be blended to ensure that 



comments deemed sensitive could not be attributed to a specific individual. Key 

informants were requested to alert the researcher to any particular concem throughout the 

interview. Permission to include names in an appended list of respondents was requested. 

To facilitate the fknk responses of informants. i n t e ~ e w s  were conducted using first an - 

open-ended process that sought non-prornpted replies about the subject, its definition and 

the respondent's intuitive understanding of the subject. If this did not lead spontaneously 

to a fkee flowing discussion, the researcher directed the conversation with questions, 

devised out of the review of literature (Appendk B). Questions were developed 

specifically to generate discussions around particular understandings of accountability, 

areas of experîence with accountabiiity, dimensions of accountability and their 

prioritization. Such cataiysts were limited and provided only as necessary. In the main 

the purpose of the in-depth interview was not to elicit answen to specific questions or to 

critique prevailing definitions or models of accountability but rather to acquire 'Yop of 

minci" associations with the ideas of accountability - tu determine what importance was 

given to the idea of accountability and its application in the health care system. 

Inte~ews  were scheduled for approximately one hour, and were usually in the course of 

the business day. 

Where time permitted, the discussion extended beyond the reguiarly-scheduled hour and 

in those cases the conversation lasted as long as two hours. 

These key informant guide fÎamed both the discussions with key informants and hmed 
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the analysis as well. It m u t  be noted that whiie these ideas entemi the questioning, the 

questions were not necessarily posed directly or u n i f o ~ y  across ail key informants. 

Each key informant interview started simply as conversation about accountability in the 

health care sector, prompted ouly by the research information sheet and consent form that 

was made available in advance and reviewed at the onset of each interview. The purpose - 

of so proceeding was to maximize the possibility that the discussion would elicit the ideas 

of the ùiformant - that the conversation would reveal the aspects of accountability 

deemed important or signincant by the informant rather than by the researcher. 

Interviews were recorded and transcribed within two or three days of the interviews. In 

two cases, detailed notes were taken by the researcher throughout the interviews, and 

transcribed immediately following each interview. 

Transcribed interviews were reviwcd thoroughly. Key messages, themes and patterns 

were identified Content analysis and constant cornparison methods were used to organize 

and group themes. Absolute fraluency measures of words and themes were usefbl but not 

definitive indicators of important content. As Marshall and Rossman have noted of 

qualitative research, data collection and analysis go hand in hand. T h e  researcher is 

guided by initial concepts and guiding hypotheses, but shifts or discards them as data are 

collected and analyzed."( 1989: 133) In this case, emphasis was placed on the description 

of the many ideas associateci with accountability rather than the synthesis or 
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homogenization of them. 

Analysis of archival materials relied on content methods including ikquency measures 

but with an emphasis on i d e n t i w g  priority themes and dimensions. These were 

categorized and sub-themes amibuteci to them. It was necessary to be thomugh at the 

level of purpose and intent and ideology as well as to identiQ broad dimensions of 

accountability in hedth care, rather than to catalogue issues or mechanisms at the activity 

level. Similar methods were applied to contemporary materials such as existing 

accountability frameworks or policy statements of govmiments. A guide was developed 

and is attached as Appendix C. 

3.6 Ethical Considerations 

Because of the researcher's employment in a related policy field for the federal 

govement, a potential for confusion existed regarding the researcher's role for key and 

informants whose participation was crucial to this mearch. Care w u  taken in 

introductory Ietters and explmations of the research project so that there was no false 

perception that the research is being undertaken because of the interest or sponsorship of 

the federal Department of Health. 

Though the researcher's association with the federal govemment may have facilitated 

entry, it may also have increased concem regarding the confidentiality of infomiation. It 

was important to offer and guarantee confidentiality for infonnants. Al1 those 



participating in the research were offered the same assurances that infonned consent 

would be required for any disclosme to occur, that interviews would remain confidentid 

and anonymous, ancl that documentation of individuai cornments would be destroyed 

once the research was complete. Participants were also made aware of their ability to 

withdraw fiom an interview or focus group at any tirne. 

Approval of the research proposai and methodology was sought nom the University's 

Heaith Research Ethics Board, Batulatyne Campus and was granteci. (Protocol reference 

number: H2000:015) 

3.7 Limitations of the Research 

Several issues of methodological limitation have potential to affect the outcornes of this 

study and are declared here for the reader to take into consideration. 

The purpose of the research was in large part formative and aithough that precludes the 

need to identify a sample large enough to provide generalizability, additional key 

informants, time permitting, would have added to confidence that the views expressed 

could be more widely held by a larger community of executives and health care leaders. 

Informants were prompted at the outset of interviews if they had difficulty in responding 

to the issues at hand. An interview guide that anticipated this more carehilly would have 

been helpful. ln addition, tirne permitting, it would have been helpfûi to pursue in a more 



structureci way the identification of dimensions of accouutability in the health care system 

which would have permitteci infonnauts to identim dimensions directly. The nature of the 

key informant interviews was such that the dimensions were UlfetTed fiom informant- 

interviewer dialogue and developed as a part of data analysis. Validation by returning to 

key informants was not undertaken. 

It should be noted as well that the key informants aii participate in Manitoba's heaIth care 

system and in this respect largely share the same contextual backdrop, including the 

scope of the health care system, the day to day knowledge of health care events, crises, 

media coverage and the Wre. Their exposure to such accountability issues as the inquiry 

ùito the deaths within the provincial Paediatric Cardiac Surgery Rogram wodd be 

similar ifnot necessarily even. As such sirniIar research undertaken in another 

geographical or jurkdictional setting may produce different results, different perceptions 

of accountability in heaith care systems and different understandings of the pnority of 

various dimensions. Additional qualitative research to validate or augment these fkdings 

would be desirable. 



CHAPTER 4 

Accountability in Public Administration 

Despite 20 years of intefleetual fomeat by academics, most 
practitioaen s t W  adhere ta a mode1 of public administration shaped 
in a world that no longer ensts. 

Henry D. Kass in Responsibili@ as Paradox: A Cn'tique of Rationde 
Discourse on Government , 1995. 

In preparation to the discussion of the literature on accountability in the health care sector 

which follows in Chapters Five and Six, this chapter will address the meaning and use of 

the word accountability in public administration. This 'primer" is based largely on the 

work of Paul G. Thomas, Professor, Department of Political Science, St. John's College, 

University of Manitoba, W i p e g ,  Manitoba, whose work on the subject of 

accountability has contributed to many fora for governrnental and private sector 

discussion of how govemments work, the New Public Management and more recently 

accountability as an aspect of the health care system. His contribution to the 1998 book 

Takine Stock: Assessine Public Sector Reforms is "The Changing Nature of 

Accountability," a chapter which charts significant developments in the way that 

accountability has and continues to be played out in Canada. 



This primer wiII serve to represent not so much the traditional constructs of 

accountability, though some are impiied, as the theoretical and cultura1 backdrop shared 

by Canadians 

and Canadian public administrators. In the absence of a "health sector-fkiendly" definition 

of accountability, the theory and the practicai social experience of accountability will 
- 

prevail in the Canadian consciousness to produce an expectation, appropriate or not, of 

what accountability is or should be. 

In addition, the ideas of accountability that ofien appear as objective and credible, are 

likely only so as a result of their cornmon and intuitive association with hancial 

accounting language. Accountabiiity, however, is not an exact science or process and 

may be only as powemil as the extent to which it draws instinctive, not rational 

expec tations. 

Practical applications of accountability change in accordance with societal changes and 

developments in the operation of both govemmental and non-govemmental institutions. 

The result is that accountability is a movhg target, both formed by and fonning popular 

perceptions. This inevitably extends to accountability in the health sector in Canada, a 

sector is which change is far fiom cornpiete. 

The theory of accountability is most often described in the context of govemments and 

theu players: politicians, agmcies and public servants. "Accountability is at the heart of 

govemance within democratic societies." (Thomas, 1998: 348) Within Canada this bmad 
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context for accountability has direct and important relevance to the health care systern 

which has since the early 60's developed increasingly into a comprehensive program of 

publicly-insured heaith care semices. 

As a result, Ministexs of the Crown bear the greatest and certainly the most visible burdeii 

of accountability for health service. Within the Canadian constitutional model, Ministers 

assume both individual and collective accountabiiity for their program policies as weU as 

the operation of their health departmentr, ministries, legislated agencies and institutions. 

The ultimate purpose of the constitution is to protect and promote the nile of law and the 

fundamental expectation that no individual, leader or government is above that law. 

Canada's constitution establishes legitimate forms of power and govemance and defines 

the reiationship of the govemments to one another, the relationship of individuals to their 

govemments and the relatiouships "that ought to exist among the different institutions of 

government." (Thomas, 1998: 357) 

In the c'orthodox" form of this accountability, a Minister of the Crown is called upon to 

resign fkom the Cabinet "as a result of major policy blunders or senow administrative 

erroa." (1998: 359) in more recent times, however, the impracticality of this expectation 

of absolute ministerial responsibility has lead, instead, to a general expectation of 

answerability. "The real sanction behind individuai ministerial responsibility has become 

the loss of political reptation, not loss of office." (1998: 359) Notwithstanding this new 

reality Thomas contends that "the convention of ministerial responsibility still serves to 
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promote political accountability, albeit in a somewhat diminished versionTT(1998:360). 

Thomas points out that, in the view of the public, accountability is still associated with 

'kalking the plad? (1998: 386) either for a Minister or an individual operating in an 

accountability- relationship. He maintains that the Krever Commission dernonstrated thai 

people in generai do not accept ccsystem fault". Instead, individuals seek a scapegoat, a 

tangible indication that justice has been served. This sentiment is encouraged by the 

existing political system and is amplified by the media. Thomas sees a need for more 

constructive definition of accountability, based not on the objective to blame but one in 

which decision-making and responsibility is shared particularly when action is required 

in uncertain situations. 

When the public look to govemment for accountability and sees keas ingly  that 

Ministers will not %ak the plank", they may conclude that accountability is absent. 

Beside the decreasing visibility of rninisterial accountability, Thomas notes the 

increasing visibility of senior public servants in accountability fora (Parliarnentary 

Committees and public consultations would be examples of these) that were once the 

exclusive bastion of Ministers. These new practices are contradictory to our ideas of 

Ministerial accountability to Parliament and to our ideas of public service traditionT which 

stresses anonymity, neutrality and relative pexmanence. (1998: 360) 

In addition to preventing the abuse of power, accountability mechanisms generally serve 

additional purposes: enhancing responsiveness, impmving administrative efficiency and 
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increasing the transparency of decision-rnaking 

Despite both its importance and its longevity in democratic systems, accountability 

remains a subject of confusion and controversy. (1998: 348) Currently at work are 

multiple perceptions of what accountability is, differrnt cntena applied in different 

sethgs, different methoch and approaches to holding people accountable.' There is, 

fuaher, a ciifference between personal value systems (individual sense of moral 

conscience) and the fonnal idea of accountability as it plays out in govemment. 

Accountability is a dynamic process. Far h m  an easily-identined concept, it is 

ephemeral and in a perpetual state of development. 

Thomas indicates that accountability is usually viewed as a retrospective process, the 

accounting that takes place after the fact - the constraint.. At the same tirne accountability 

used as a tool prospectively has a protective effect - the o p p o h t y .  It demands 

judgements of expectations and outcomes. Together these points of view, which imply 

accountability for both action and inaction (1 998 : 354) contribute to a subjective sense of 

responsibility for the players in the (any) system (1998: 353) 

The idea of accountability is often used interchangeably with the idea of responsibility. In 

a review of the idea and practice of accountability in the public sector, Thomas considers 

the multi- faceted meanings of accountability and notes that a univenally- accep ted 

definition has yet to emerge. He refm to Michael A. Hannon's analysis that 

accountability is really one of three components of nsponsibility. Hannon himself sets it 
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out tbis way: 

The first such meaning U rrsponsibiiity as "agency", in which it is 
presumed that an actor(s) is given a goal and the power to cause events to 
happen and is guided by a sense of obligation. According to this 
definition, there are both an objective and descriptive aspect to 
respomibility and a subjective aspect- The second meaning of 
responsibility involves "accountabiiity". which consists of an authoritative 
relationship in which an agent is amverable for performance and is 
subject to sanctions for failure to meet defineci &tena The third distinct 
meaning refers to "moral obligation" which can exist separately h m  an 
authoritative relationship .... We might conclude that responsibility entails 
the authority, power and fieedom to act, as well as the ability to 
distinguish right h m  wong in reaching a judgernent. @iulllon1995: 352) 

Table 1 illustrates Hamion's anaiysis. 



Table 1 

HARMON'S ANALYSIS (1995) 

AGENCY OBLIGATION 

"Authors of their 

(Michael Harmon, 1995) 

actions" 

(Sartre, 1956) 

Answering to higher, usually Moral action corresponds to 

instinitional authority for 

actions. 

principles extemal to the 

agent. 



Accountability then, in a purist definition, is not the rrsponsibüity to act, but rather to 

answer. And accountability, once again in this pu& deflnition, is fiom and to the agent 

or body that assigned the task. Accountability is limiteci to the obligation to explain and 

to jus* how responsibility has been dischargecl. Only in a broader fiamework of social 

justice is accountability appmpriately associated with the more subjective notions of 

value and ethics. While the sphere of value and ethics can complement that of 

accountability, the two spheres, when confûsed, can diverge nom the formai pmcesses of 

accountability and appear to supplant the need for consideration and definition of ethical 

issues on their own ment. (Thomas, 1998: 7) 

Thomas identifies four features of an accountability relationship: 

the assignment of responsibilities, idedly based upon agreed-upon goals or 
purposes; 
an obligation to answer for the discharge of those responsibilities 
surveillance of performance to ensure cornpliance with direction 
possible sanctions for non-perfomance and rewards for successful performance 
(1998: 352) 

In addition (and this seems significant both as a conditioning element and for fuhue 

reference as the health care sector is more specifically addressed) Kenneth Kernaghan in 

Canadian Journal of Public Policy, 1990, suggests that the authority and resources 

necessary to the assigned task must be available. This is by itself a complicating factor. 

Thomas defines five dimensions of accountability that dominate public administration 

(1998: 356). These are displayed in Table 2. 



Tabie 2 

THEORETICAL DIMENSIONS OF ACCOUNTABILITY 

- - 

I DIMENSION 1 P E R T A ~ ~ C  TO 

Political 

Legal 

elections, platfoms, commitments 
role of minister vis-à-vis cabinet 
responsiveness to stakeholders 

ConstitutionaI 

legislation and regdation 
financiai auihorities and budget approval 
departmental mandates 
contractual reqWrements 

r 

role of rninister as individual and in the context of 
cabinet 
taxing and spending 

1 Administrative hierarchical rdationships 
exercising financial authorities and reporting 
administrative procedure 
information production and analysis 

(Adapted fkom Thomas 1998) 

Professionai professional noms and behaviours 
rn self-regulation @eer review) 

deference to expertise 



This set of dimensions of accomtability addresses at lest the traditional forms of 

accountability in the constitutional and govemance setting of the existing health care 

system in Canada. It is necessary to add to this understanding of the dimensions of 

accountability, the influences that are anticipated as govemments alter their ways of 

doing business. 

Accountability is changing. The New Public Management that is d e s c n i  by Thomas 

(1998: 349) will affect the govemance and management of health care systems. As 

govemments are transforrned, so too ir the common conception of  accountability. 

Thomas describes the main ideas which characterize the core of New Public 

Management: 

... a policy/operations split; the use of the market and the pnvate sector 
through privatization, contracthg out. partnership, and market testing; the 
granting of managerial flexibility and the insistence upon performance- 
oriented measures; the adoption of the customer services approach to the 
design and delivery of public senices. (1998: 370) 

Together with this generd public management transformation, govemment processes are 

becoming increasingly decentralized affecthg both public perception of govemance and 

the relationships between govemmental institutions and public!private organizations. 

Related to this phenornenon is the expanded role of public servants @articularly those at 

senior levels) and the roles of the chief executive officers (newly created quasi- 

public/quasi pnvate roles in decentralized agencies and authorities). n i a e  become more 

visible and more audible as decentralization progresses. 



In the New Public Management goveraments increasingiy share hctions with the 

private sector. Partnetship arrangements &Ect the way governments are able to exercise 

accountability and hold their partners to simila, standards of responsibility and 

transparency. hcreasingly, govenunent is expected to show r d t s  based on published 

performance-measures and customer satisfaction standards. 

Despite reforms to accountabiIity systems and mechanimis, accountability itself rernains 

a public concem. (Thomas, 1998: 386) Thomas sums up accountability in public 

administration this way: 

There are currently many faces of accountability. Accountability will 
remain an elusive phenornenon because it consists of the interaction of 
numerous formai and inforna1 pmess, plus a vitai underlying moral sense 
of responsibility.(l998: 387) 

These trends in the practice of govemment are impacting health care throughout Canada 

during the 1990's. Whatever accountabiiity was or was understood to be in the "old" 

public management is quickly changing, and changing for the health system too. 

Examination of Canadian and American discourse on accountability in health care in 

Chapters Five and Six will add to the understanding of accountability as it applies to the 

health care sector in Canada and will assist in the process of creating and describing a 

fiamework for fhture use. 



CHAPTER 5 

Perspectives on Accountability 

in the Canadian Health Sector 

Though the published health care literature is generally limited on this subject, it does 

contain, almost inadvertently, some discussion of conceptuakations of accountability 

and its dimensions in the health care sector. Other sources of information, particulariy 

provincial legislation, federal provincial agreements and one significant conference add to 

an understanding of where the Canadian health care sector is vis a vis the idea of 

accountability. This chapter considers this discome and offers an analysis of its themes 

and their significance. 

Four sources of discoune are considered: First, Canadian published literature within the 

health sector; second, provincial accountability fiames for the health sector or 

govemment-wide initiatives; third, the Social Union Frarnework Agreement (which 

speaks in general to issues of accountability and applies to social matters of 

federal/provincial agreement) and Iastly, additional discourse that includes reports of a 

conference devoted to accountability in the Canadian health sector. These are considered 

because of their clear relevance to the topic and their prominence as sentinel indicatoa 

that show where the process of accountability is going in Canada. 



5.1 Discoune on Themes of Accountabüity in the Literature of the 

Health Care Sector in Canada 

Canadian hedth care literaîure does not make use of a singuiar definition of 

accountability. As yet, the Canadian governmeents and the comrmmity of health 

institutions or professions have adopted no clear definition of the word. 

At the same tirne, however, it is apparent nom a review of the fiterature that the absence 

of a dennition of accountabiIity or a coherent understanding of its meaning, does not 

minimize its use. 6'AccountabiIity" is indeed an important teference point for discussion 

of the health care system. The word "accountability" is hquently used - its use without 

dennition serves to emphasize its importance. It is an idea that is employed as a weighty 

justification for any nurnber of issues and Iends itself to a variety of attributions, 

conveniently placed to support an array of iàeas or propositions. Many issues, proposals 

and intentions can be and are associateci with accountability. 

If the theory of accountability and its practicai huictions within the Canadian health care 

sector are to be understood (and implicitly, its meaning, scope and significance), then the 

processes and toois by which it is implemented mut  be assessed with regards to 

objectives and outcornes and within a larger context. Main themes referred to in this 

respect include political accountabiIity, with particular attention to govemance structures, 

financial accountability and communityfcitizen involvement. 



In the period of refom of the 1990's, the most prevaient association with accountability 

in the Canadian health care literature was the dimension of political accountability. Here, 

the preoccupation has been largely related to govemance stnictures. This preoccupation 

has not been with the govemance of Minsters of Hedth and their programs and policies 

so much as it has been with the implications of the newly decentralized, regional health - 

authorities that emerged in most provinces. 

As a part of the health care devolution Litemture in the 1990ts, Lomas (1997) discwes 

accountability as a fiinction of the new models of govemance and descnies the 

relationship between community empowerment, representation and accountability. 

Lomas concludes that citizen or community representation or empowerment are less 

important than the simple identification of this political dimension of accountability. 

In a mid-decade review of the restnicturïng of Canada's provincial health systems, the 

Ontario Premier's Council identifies citizen representation as a significant govemance 

issue. In the ensuing discussion issues of elected versus appointed boards are considered 

as is the role of a governor (either elected or appointed ) to represent the whole 

community as opposed to any special interest or interest group. The boundaries of this 

accountability are also an issue: 

Are these new regional or community boards accountable, to a p a t e r  or 
lesser degree, to the government that provides their h d i n g  and sets 
provincial standards? Or, are they accountable to the community for whom 
they manage services and allocate fiinds? (1995: 17) 

At about the same time a special report of the Canadian College of Health Services 



Executives made only one reference to accountability with respect to board governance, 

stating that board members are fàfed "with pater  accountability, both politicaiiy and 

The hancial dimension of accountability has of course remained an issue throughout the- 

transition nom the unrefonned to the refonned heahh care system. Given the opportunity 

to talk about the Canadian approach to systems of accountability at the 1994 Aaglo- 

American Conference, Canadian economist Robert G. Evans said: 

At a general level accountability is fairly simple. You ask the question 
"What did you do with money?" And the response is: ' m a t  business is it 
of yours?" '7 took the money and I used it properly" or 'Next question"!" 
That is no longer an adequate response in any of our health systems, but it 
has been an adequate response for most of the history of these systems 
until they went public, and during most of the period during which they 
have been public. (1995: 20) 

Evans7 analysis of accountability was set in the context of the health care system as a 

whole. His comments were reaily about of cost and volume rneasures in response to the 

curent issue of the day, cost escalation. He notes that prior to the 1990's the only 

accountability rested with the general practitioner: 6cgatekeeper...accountable for the care 

of hîsher patients." (1995: 20) He refers to this capacity as a driver of utilization and to 

the need to convince the public of the need for change; he does not however offer any 

definition of accountability or propose ways that this situation can be resolved, even in its 

narrowest fonn. 

This debate/discussion took place in the mid-nineties and reflects for the Anglo nations 

the absence of a way about talking about accoimtability. The existing theory of 

47 



accountability was not brought to bear on this discussion, despite the identification of 

some interesthg themes. The prevailing concems of the Anglo-American meeting were 

summed up by Michael Decter, a prominent Canadian and heaith policy 

1 am able to identify five areas where ail three couutries are wrestling with 
the same accountability issues: (1) We are al1 trying to find a way of 
making what we do in heaith accountable to a broader heaith status, or 
health gain. (2) We are shifting accountability h m  counting inputs to 
measuring outcomes, and investing in various types of cihicai 
epidemiology aiad outcome research. (3) This is a bruising time for 
physicians in al1 three countries and there is more scepticism from payers 
and the public about "leave it to the profession." We are ali trying to make 
research accountable to health goals and, without throwing out the baby 
with the bath water, in pursuing research. Finally ail systems are taking 
into account vaiue for money whether we cal1 it an internai market or 
managed care. There is a tension between that quest for value for money 
and the issues of clinical judgement in each of the three 
countries.(Evans, 1995: 20) 

Within the decade's atmosphere of refonn, issues of hance received proportionately 

more attention than issues of govemance or professional cornpetence and were addressed 

by many fora for various reasons. These discussions, however, are few and are limited to 

issues associated with accountability - a surpnsingly narrow (and shallow) treatment of a 

concept that has had prominence in other sectors. 

5.2 Provincial Accountability Frameworks 

An assumption inherent in this research is that the views of key informants would be 

affected by contemporary discourse and the knowledge that they would acquire about 

accountability and its meaning by vimie of their day to day exposure to the health care 



endeavour. It is for this rcason that consideration is given here to the efforts of provincial 

governrnents to put in place accountability mechanisms specific to the health sector. 

Mechanisms at the provincial level are mriewed g e n d y ,  as sources of influence on key 

informants knowledge and understanding of accountability. 

First it should be noted that Provincial Govemments are responsible for a muitiplicity of 

activities that have a bearing on the idea of accountability. Even in application to the 

heaith care system that each province has the responsibility of mauaging, the traditional 

mechanisms for accountability exist and apply. 

For example, ail provincial health departments are required to report in some fashion on a 

annual basis to the Minister of Health who in tum is responsible for repomng to the 

legislature. For five of ten provinces this annual report is now embedded in a business 

planning process, a mechanism that tends to be more futuristic than retrospective in its 

approach. ALI of these reports continue to report financial information and there is a trend 

to report more against certain specific indicators and targets than previously. 

Tt is also the case that where Regional Health Authorities (RELA'S) exist as health service 

delivery agents of Ministries of Health through legislation, RWA's are required to report 

either through annual reports to the communities that they serve or through business and 

strategic planning reports. In a very few, annual reports are not required by legislation, 

but instead ad hoc reports are rcquested periodically. Most provinces require annual 

reports at a minimum and other nports as required on an ad hoc basis. 
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Provincial auditors also play a role in addressing accountability issues on behalfof 

governments and in respect of mgional authorities. Eight oftwelve provinces, through 

Provincial Auditon, review health departments and theu responsibilities annually. 

Although there has been a focus Wtionally on financial management, in several cases 

this role has been extended extensively to performance measures and other indicatoa of ' 

accountability. Some Provincial Auditors are limited by theu legislative mandates to 

reviewing activities for economy and efficiency. 

For some provinces, Ombudsmen provide an oversight of heaith activity and receive fbm 

members of the public questions or grtevances as they would in any other subject area of 

govenunent business. Health ombudsmen per se do not exist except in Quebec, where a 

Health and Social Sewices Cornplaints Commissionet exists. 

Five provinces have developed, as of 1999, accountability fiameworks that have been 

designed specifically to address health care.(British Columbia, 1998; Alberta, 1998; 

Saskatchewan, 1995; Manitoba,1999; Nova Scotia, 1995) These apply to the mandates 

and operations of health care delivery agents in the provinces. (Other provinces have al1 

addressed issues of accountability in health to varying degrees in general application 

legislation that pertains to the conduct of business in ai i  provincial departments or 

agencies.) 

The definitions of accountability and some appreciation of their meaning or intent is 

helpfùl in developing an understanding of the societal environment in which 
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accountability for heaith care is addressed later by the key informants of this mearch. 

British Columbia defines accou~tability as "the obligation to anmer for one's assigned 

responsibilities"in its Accountabilitv Framework for British Columbia Health 

Authonties (British Columbia, 1998) and adds to traditional hancial expectations, 

expectations associated with outcomes, outputs, impact of outputs on outcomes and long 

and short term s e ~ c e  goals. The framework is largely a concephial one that, as of 1998, 

holds out a promise that measuns of accountability wiil be developed to ensure that the 

accountability fhmework can be made reai in practice. 

Alberta's accountability fiamework has been set out in Achievine Accountabilitv in 

Alberta's Health Svstem (1998) wberein accountability is defincd as 'Yhe obligation to 

answer for the execution of one's assigned responsibilities to the person or group who 

conferred the responsibilities." The implementation of the accountability process is 

through many associated processes including legislation, contracts, business or annual 

reports, many of which originate in the general practices of govemment and which were 

refïected in Alberta's Government AccountubiIity Act of 1995. 

Saskatchewan's A Framework for Accountabilitv: The Muiister of Health and District 

Health Boards was developed and issued in 1995 and was the f h t  fhmework specifkally 

addressing accountability issues amongst provincial jwisdictions for health care. The 

framework, developed jointiy by the Minista of Heaith and the Saskatchewan 

Association of Health ûrganizations, has a narrow application to the relationship between 
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the Minister of Health and District Health Boards in Saskatchewan. 

The fiamework dehes  accountability as Yhe obligation to answer to for a responsibility 

that has been conferred." The framework is theoretical in nature and exists as  a guide to 

the parties of the fiamework nie expectations of the Minister and the District Health 

Boards are outlined as are mechanisms for the measurement of progress toward meeting 

the expectations, including analysis of Somation and reports. 

Manitoba HeaIth published Achievin~ AccountabiIitv in 1999. This concephiai 

fiamework focuses primarily on the relationship between the Minister of Health and 

Regional Health Authorities. Manitoba Health's definition of accountability is identical to 

Saskatchewan's. 

Nova Scotia describes its accountability fkamework in Accountabilitv in Nova Scotia's 

Health Svstem (1 995) which considers not oniy the relationship of Community Health 

Boards to the Minister of Health but also the accountability relationship that other health 

system players have in the context of the health system. Included are the public, the 

Department of Health, the legislahue, other organizations and the Provincial Auditor in a 

description of lateral and reciprocal relationships. 

In summary it can be noted that the accountability h e w o r k s  developed specifically for 

provincial health sectoa do not go far beyond the traditional expectations that one might 

have of accountability relaîionships or activities. The fiameworks, if anything, serve to 
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chri& dationships by articulating the relationship clearly but beyond that, serve largely 

to inculcate strategic and business planning principles and activities into the roles of 

govemments and district hedth boards. Only in the framework developed by Nova Scotia 

is there an indication of the depth and breadth of accountability relationships and the 

complexity of balancing the dimensions represented by each of many players. 

5.3 The Social Union Framework Agreement 

The govemment of Canada and the governments of the provinces and territones 

(excepting Quebec) made what has been cai1ed an historic agreement February 4, 1999. 

A Framework to hprove the Social Union for Canadians (hereafter refemd to as the 

Social Union Framework Agmment or SUFA) consists of seven clauses which confimi 

principles and practices that are to guide the development and management of Canada's 

social programs. The agreement cails for a Ministerial Council to support sector Ministers 

with uifomation and best practices and to receive information nom any jurisdiction 

regarding progress on the agreement's commitments. Goveniments agreed to review the 

agreement at the end of a three year period. 

The agreement addresses principles of public accountabiIity and transparency as well as 

other issues including mobility of citizens with respect to social programs, govemmental 

partnerships for social programs, faderal spending powers, and dispute avoidance and 

resolution mechanisms. 



It is more about how Canadian govnmnents shodd do business than what business they 

a c m y  do. In this respect, the heaith area is something of au exception. It is a testament 

to the importance of the health care system to Canadians that a clause of the Social Union 

specifically references the five principles of Medicare. 

On rnatters of process however, as opposed to content, it is of importance that this 

agreement gives prominent attention to the issues of accountabiiity. The SUFA 

paaicularly refers to social programs of which Canada's health care program is clearly 

the preeminent one. 

Within the Social Union Framework Agreement, accountability and transparency are 

seemingly inseparable components, both contributing to an understanding of how to 

account rather than what must be accounted for. Neither the scope of the accountability or 

iis content requirements are delineated. Nevertheless the SUFA adds content to what the 

idea of accountability is, inasmuch as the accountability provisions are couched in a 

general and hard won agreement that establishes a tone of collaboration, mutuality and 

equality . 

The agreement's values-orientation is estabiished at the outset with the initial statement 

of principles, reading as follows: 

Canada's social union should reflet and give expression to fiindamental 
values of Canadians - equality, respect for diversity, faimess, individual 
dignity and responsibility, and mutual aid and our responsibilities for one 
another. (1 999: ) 



The statement of principles goes on to describe equaliv principles, that is the 

cornmitment of govemments to treat Canadian citizens in an equal manner and to "meet 

the needs of Canadians" by ensuring access, providing assistance to those in need, 

respecting the five principles of medicare, promoting the "full and active participation of 

dl Canadians in Canada's social and economic Me'' (1999) and worlang in partnmhip 
- 

with citizen and stakeholder organizations. 

The content of the Social Union Framework Agreement and in particuiar its values- 

orientation is signincant for two reasons. First the SUFA was indeed hard-won. Efforts of 

provincial governments to acquire such an agreement, even for a trial period, were long in 

negotiation and came to nuition at ieast in part because of the motivation of the federal 

govemment to negotiate tenns for heaith bding. At the same time the SUFA provided 

an opportunity to m e r  enshrine principles of Medicare and assist the federal 

govemment to maintain its leadership with respect to this high profile Canadian social 

program. 

The "fundamental values*' of Canadians are both explicit and implied. Their modest 

enunciation implies a larger, unstated meaning: equality, diversity, fairness, dignity, 

responsibility, mutual aid. Together with partnership, participation and sustainability 

these words imply social aspirations and govemance that puts principle before practice. 

The idea of accountability to the public is tucked in between "inforzning Canadians" and 

'kansparency." Accountability is assigned the duty of informing and reveahg: 
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"achieving and m#isuiing resuits," "hvolvîng Canadians" and "ensuring fUr and 

transparent practices." The tùrîher articulation of these expectations includes provision 

of performance reports, outcome measurrs, acknowledgtuent of fiuiding sources, 

transparent cornplaint and appeal processes, third party involvement in program 

assessrnent and citizen participation in program development. 

The significance of the language of the Social Union Framework Agreement is in the fact 

that Canadian values are put in a position of prominence. Whether or not they are 

appropnately articulated in a way that Canadians cm relate to them or even agree, they 

are nevertheless the stuff of the preamble and so set the tone for the balance of the 

agreement's deliverables. Together with this is the fact that the provisions for 

accountability are less values-oriented directly. Instead these provisions are method- 

onented and place priority on reporthg activities and pedorxnance. 

5.4 Additional Contemporary Discourse 

The fourth area of discourse is made up of the Canadian archival record of very recent 

discussion and activity mund accountability in health care. As this discoune develops, 

definitions, fiameworks and mechanisms for accountability are being created infomally, 

tested through debate and discussion - sometimes overtly and sometimes as a by-product 

of political or administrative processes. niese are sometimes associated with the 

mechanisms for accountability that the public has come to know and has exercised 

traditionally. At other timcs they emerge as responses to current issues and questions, to 



managerial problems, to the specific (and perhaps vestcd) interests of main players or in 

reaction to recent crisis. They may be reflected in expert consultation and coiiaboration 

or reflected by political leaders. They contribute to an understanding of the state of the 

art, so to speak, or the " r d  world" of accountability in the health care system in Canada 

In the past two years, three national conferences in Canada have focused on the idea c~f 

accountability. Two of these conferences addressed accountability in generai tenns and 

did not address accountability in the context of health or the health care system. The h t  

considered accountability in general; the second "results-based" accountability and a 

thùd, in April of 1999, concentrated its attention on "Achieving Accountability in the 

Health Care System." 

Eleven leaders in health care in Canada presented their views on achievuig accountability 

in the health care system. The conference was "national" in that it attracted participation 

fiom across Canada; however the majority of presenters wen fiom Ontario. Only two 

others provincial perspectives were presented and both h m  Western provinces. One 

presenter represented a federal point of view, one represented a national accreditation 

organization and another represented a patient perspective. One presenter represented an 

Asnericm health care experience. 

Definition was not, for the most part, addressed as an issue of importance. None of the 

speakers dwelt on technical definitions of accountability. Rather, they ascribed 

importance to reiated issues rather than the meaning of accountability itself. 
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The definitions that were offered tendeci toward the textbook administrative definition: 

"the obligation of one pason or a group to report on the responsibilities that they have 

confmed on them." (McMillanJ999: 41); "a respoasibility to report to those who rely on 

it and those who pay for if' (Gauthier, 1999: 26) and the (non-health) definition of the 

Canadian Comprehensive Auditing Fomdation: "accountability is the obligation to 

answer for a responsibility that has been conferred." (Taylor, 1999: 199) Two provincial 

defmitions were offered, both identifying that accountabiiity is to the agent who 

originally assigned that accountability: "The obligation to answer for the execution of 

one's assigned responsibilities to the person or group who conferred the responsibilities." 

(Alberta Hedth, 1997: 3) Each of these dennitions is distinct fiam the others and implies 

a different direction for the understanding of accountability. Gauthier, for example, goes 

on to state: 

Accountability is where objective information is gathered, analyzed and 
shared so that al1 partuers c m  be held accountable for their actions - and 
that decisions are infonned by fac ts.... Accountability is fïrst about data It 
is about measuring inputs, outputs, and performance. (1999: 26) 

McMillan, on the other hand, stressed the relationships that are critical to accountabiiity, 

particularly relationships betwmi organizational entities that share accountabiliîy for 

planning, performance management and reporthg of results of the health systems. Wong- 

Reiger's definition emphasiza accountability as "demonstrating to the satisfaction of 

others" and is patient-centered with dimensions of accountability associated with the 

(unstated) goals of the system. 

There is, however, a striking uniformity in the perspectives put fornard at the conference. 
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Ail the health care leaders assembled addressecl accountabiIity in a managerial mode1 as 

a pragmatic response to the need to manage the systems in theu care. More than halfof 

the presenters concentrateci on the development and implementation of report cards as 

tools of performance- measuenient. For these, there was no need to place report cards in 

the context of accountability. Accountability was not discussed in the context of political 

and professional rnodels, despite references to community or patient representation. 

It would not be reasonable to assume that the federal Minister of Health, the Honourable 

Alan Rock, has been the ody significant proponent of accountability in the health care 

system in Canada. It is however reasonable to assume that the profile and position of the 

federai Minister of Health is such that his voice is heard on this subject and that his 

influence is felt. 

Frorn the perspective of the federal govemment, the issue of reporthg to Canadians and 

reliance on evidence instead of anecdote became more clear after the report of the 

National Health Forum. Minister Alan Rock attributed to the Forum's communications to 

him his words to the September 1998 annual meeting of the Canadian Medical 

Association. 

We continue to be seriously under-served by an inadequate capacity to 
measure performance ... If we cannot or do not measure system 
performance, Canadians will remain unable to reliably evaluate the state of 
our health care system. 

The mhister in the same address goes on to Say: 

Canadians do not want simply to be told things. They want to see it for 
themselves. And when they ask for inforniaion, they deserve more than 



ritual rhetoric: they shouid get a real report c d  

Rock's emphasis is not on accountability per se. However he stresses his beiief that 

accountability of governments to theV constituaits is achieved through openness and 

transparency. values-rich words. A year thereafter. in August, 1999 Rock retums to the 

Annual Meeting of the Canadian Medical Association and States: 

... most important of al1 govermnents should be more accountable to 
Canadians for the use that we make of taxpaym' money. So we will 
gather information.. .. 

This response to a cal1 for accountability rests on the development of information 

sys tems, performance measures and evidence or quality care. 

5.5 Summary 

Using Thomas's template for accountability dimensions (as displayed in Table 2) and 

applying to it the contributions of Canadian accountabiüty discourse as revealed by 

health sector literature and contemporary events, an expanded set of accountability- 

related themes emerge. Table 3 shows tbat the recent discourse in Canada related to the 

health sector focuses largely on what Thomas referred to as the administrative dimension. 

Here there is a preoccupation with repodng on the products or outcomes of the health 

seMce acthlty and shapïng, through administrative arrangements, elements of the federal 

- provincial relationship in the sector. More importantly, an adàitional dimension can be 

identified suggests the importance of stated values as drivers of accountability. In Table 

3 these are identified, for the time-being, under the category of "other". 



Table 3 
THEMES OP ACCOUNTABILITY - CANADIAN DISCOURSE 

SOURCE 1 
- - - - - - 

Zanadian 
Literature 

Provincial 
Accouo tability 
Frameworks 

Social Union Framework 
Qgreemenl 

4dditioaal Contemporiry 
Discourse 

l political Ministerial Council 

federal spending power Constitutional l governance 
regionalization 
citizen engagement 

-- -- - 

Administrative financial 
transparency 
cost containment 

business 
planning 
reports 
meaures 

accountability and transparency 
dispute avoidance and resolution 
achieving and measuring results 
cornplaint and appeal processes 

a accountability associated with 
"payer" 

objective informatioddata 
performance measurerned 

data evaluation 

Professional 

Otber community community Values: 
equality 
diversity 
fairness and dignity 
responsibility 
mutual aid and partnerships 



CHAPTER 6 

Perspectives on Acconntability in the 

American Health Care Sector 

While there are signincant dinerenca in how health care services are organized and 

managed in the United States, discussions about accountabiIity in the U.S. system 

provides insight into issues of accountability in Canada's own health care system. This 

accountability literahue differs h m  the Canadian literature in two respects. Despite 

Garnm's assertion that 6'accountabiiïty has received littie direct examination in the health 

services literature" (1 996: 74), it can h t  be noted that there is more published on this 

subject than is available in the Canadian fiterature. Although it tends to be focused at the 

macro level of the national health system and to be confineci to a few prolific academics, 

this literature is both thoughtfb1 and nch. Secondly, the theoretical elements of the 

2ccountability discussion in health care have clearly been devehped over a longer period 

of time. 

Apart fiom the volume and longevity of the Axnerican accountability discourse three 

characteristics of the discussion are generall y instructive about accountability in heaith 

care and contribute to the understanding of accountability in health care in Canada: 

First, the definition of accountability is largely implicit in the American literature, as it is 

in the Canadian literature. Howeva, despite a reliance on the framework of traditional 



public administration, the Amerïcan conceptuaikation of accountability is las narrow 

than in the Canadian literature and draws on a set of personal and social values that serve 

to emphasize the importance of the idea of accountability in health care. Second, the 

abundance of literature appears to be the product of both realities and anxieties about the 

way that health care is managed in the U.S., particulariy the managed care mode1 that 

dominates the organization of Amencan health care. Thud, the discourse is well- 

developed with sunicient theoretical discussion having taken place to provide a common 

foudation for consensus-building around an accountability k e w o r k .  

6.1 Conceptualization and definition of accountability in the health 

sector 

There is evidence that accountability in health care has been an issue for some t h e .  

Amitai Etzioni's work on accountability was undertaken in the mid-seventies as part of a 

project undertaken by the Commission on Education for Heaith Administration.(l974) 

Etzioni's analysis focused on heaith administration and education and descnbed three 

concepts of accountability that have not lost their relevance in today's health care 

systems. 

According to Etzioni, the first concept of accountability in health care functions as a 

symbol. In this form it can be manipulative and lacks authenticity. He contends that: 

When accountability is divorced from any systematic efforts to achieve it, 
the texm becomes a thin cover for inaction, a fonn of lip service. This kind 
of accountability is often used by boards of trustees, insurauce lobbyists, 
and others in positions of power as a substitute for actual accountability. It 



becomes then only a verbal concession with little provision for follow- 
through ... and which serves only to aîïeviate the pressure to do someihing 
about the situation. (1974: 34) 

Accountability in this form can have the purpose of rallying support or educaîing in 

generd but what characterizes this form of accountabiIity is the absence of real 

accountability mechanisms. 

Etnoni describes a second concept of accountability as realpolitik. He uses the hospitd 

administrator and the setting of the hospital to illustrate his point, though the dynamic has 

broader application in the context of a macm health system. In this form accountability 

serves :O extend the power and authonty of the leader by responding to the demands or 

entreaties of separate parts or partisan interests of the system. "Predicting the behaviour 

of the administrator, then, is a matter of knowing the strength coefficients of the various 

groups." (1974: 36). The leader may also have an individual interest that c m  be advanced 

through the leadership role. Such a view of accountability can be labeled realpoliik in 

Etzioni's view because "it is characterized by the fact that power is viewed as the only 

si gni ficant variabIe."(l974: 36) Dependhg on the setting and the relative power and 

influence of professions, commun@ groups and other players, accountability is used to 

disperse advantage and benefit. The mode1 of the organizatim (profit, not-for profit) 

plays a substantid role in deteminhg the nature of the realpolitik and how it operates. 

The third concept - the fonnal and Iegd appronch to accountability - emphasizes a 

system of checks and balances popularized in both the fields of political science and 



public administration. In this approach there may be many paths of accountability and it 

is in this approach that dimensions of accountability within health c a n  may have been 

traditionally identified - financial, professional and the like. The partition of these 

interests can lead to informal adjustments in the way that business is done. Power might 

then be taken through sub-processes or, alternatively, interest groups "may have their 
- 

way via the phenomenon of partisan andysis."(l974: 38) 

Contemporary definitions of accountability for health care are, in the main, traditionai, 

taking the meaning of accountability as descnbed in the public administration and 

political studies disciplines. Most of the few staternents that purport to be dennitions of 

accountability for health care remain close to the theory of accountability gmerically 

descnbed by Thomas and discussed in Chapter 4. Ezekiel Emanuel, for example, 

descnbes accountability "at its most generai": 

... about individuals who are responsible for a set of activities and for 
explaining or answering for their actions. Accountability therefore entails 
procedures and processes by which one party provides a justification and 
is held responsible for its actions by another party that bas interest in the 
actions.(l996: 229) 

Emanuel offers that "accountability generally refers to the obligation of one party to 

provide a justification and to be held responsible for its actions by another intemted 

party." (1996: 240) Less specifically, Larry Garnm simply refers to the process as 

"taking into account and responding." (1996: 74) Occasionally there is a heightened 

sense of importance that is attributed to this otherwise text-book definition. It is captureci 

in Emanuel's accompanying description of accountability as a "keyword": 



This single word develops a fùndamental role in organizing nlated ideas 
on the topic; it serves as a short-hand expression for an entire view; and 
persons with diverse perspectives afErm its importance. Indeed, the entire 
topic somehow seems incomplete without that term. In matters ofjustice, 
"equality" is a keyword. In medical ethics, "autonomy" is a keyword. In 
health policy "accountabiiity" has become a keyword ... Notions about 
accountability are more than descriptions of the cumnt systern; they are 
dso normative guides to determine the institutionai structures for health 
care organizations and the type of health care delivery system we should 
have. (1996: 240) 

This heightened importance is supporteci by Gamm who dinerentiates between the 

application of accountability in public, private-for-profit and private not-for-profit 

organizations. He points out that: 

From the perspective of political institutions and bureaucracy, 
accountability implies relationships of monitoring, control and 
answerabiiity to supenors andfor public constituencies by administrators 
or policymakers. Although obligations of responsiveness to organizational 
supenors and to society at large appear to be central definitional elements, 
the notion of "moral obligation" to the public is fiequently included as an 
element of poiitical accountability. (1 996: 75) 

Private sector accountability is "variously reflected in concepts of the principal-agent role 

of corporate leaders towards investoa, basic stakeholder analysis, corporate social 

responsibility and both political legitimacy and benefit to society." (1996: 75) Not-for- 

profit accountability additionally exnploys %y procedural accountability, to ensure 

proper use of resources and performance accountability associated with efficient use of 

resources or, more generally, as having to a m e t  to those who control a necessas. 

scarce resource. " @ Kramer in Gamm, 1996: 75) Gamm acknowledges, like Emanuel, 

that most of the definitions of accountability "include an explicit or implicit normative 

element." (1 996: 76) 



In this health care fiterature a combination of personal and social values are Iuiked to the 

development of ides  about accountability in health care. Sometimes they represent very 

general aspirations for the health care system. Sometimes they operate to implore and to 

inspire. 

An excelient example of this kind of discourse is a publication of the Association of 

University Programs in Hedth Administration entitled AccountabiIitv for Health Care: A 

White Paner on Leadershio and Management for the US Health Care S~stem (Schneller, 

1997). The discussion supports health administration as a discreet discipline within health 

care. It functions as a charge to the cadre of upcoming health administraton to take a 

new approach to their discipline through a new understanding of the accountabiiity that is 

grounded in new leadership values. In introducing his argument, Schneller States: 

The thesis of this article is that the practice of health management must be 
characterized by professionally trained leaders and managers who ... in a 
mission-challenged environment, are able to articulate a clear vision of 
health systems and what this vision means to their organizations. ... 
Accountabilily will be highly dependent on managing a process that brings 
the entire team to articulate the vision and its meaning for their work. 
(1997: 4) 

Eugene Schneller contends that while the health adminisirator has always been and wili 

continue to be accountable to the "owners of the organizations they have manages' 

(1997: 4) accountability must ''tmnscend organizational barriers" with managers 

assuming a leadership roie to link strategic constituencies and extend the nature of 

accountability to a full range of interrelated strategic stakeholders. Accountability must 

be broader in this environment where ''there is not, however, unanunity regarding the 

scope of cornmunity or population level activities for which the health care system can or 



should be accountable." (1997: 4) 

Schneiier's white paper gmerated a discussion and debate about the education of health 

administrators and also the d e  of health administration in accountability in the American 

heaith care system. Gary Horsfall distinguished between process accountability which he- 

equates with policing-based methods - "nothùig more than the traditional method of 

denning a taslc, assigning it to someone to do, reviewing the hished product and 

critiquing the entire process" and "the more ephemeral, though vastly more vaiuable and 

powerful, attitude of personal accountabiZity." (1 996: 1) The difference is between the 

bestowed accountability and the assumed accountability. 

In a thoughtfil reply to Schneller's white paper, Wayne Lemer (1997) notes that the 

value set that underlies the discussion needs to be carefully represented. He observes that 

the egalitarian-libertarian continuum is often the basis for analysis for health programs, 

projects and interventions. And Curtis McLaughlin (1997: 1) declares that Schneller has 

not addressed the key issue of accountability at ail, that being "for whom and for what." 

Despite his observation that market forces dictate the shape of health care, he observes 

that this (albeit, Iimited) discussion of accountability in health care lacks sufficient 

attention to issues of ethics. He attributes this to Schneiler's failure '90 adopt either a 

market point of view or a public one."(l997: 1) 



6.2 Accountabüity's impetus - the managed care environment 

The perception of accountability, the identification of accountability issues and the 

debates, proposais and solutions to address these in the context of the American health 

care system, are ail inextricably tied to the issue of the managed care mode1 of health 

seMces delivq. Discussion around accountability is contextualised by managed care. 

Further the managed care environment permits accountability in health care to be 

understood; it illuminates accountability, its rneaning and dimensions. 

Managed care, offen AUen Buchanan, is a result of the "payer's revolt" against the 

escalating cost of health care in the United States under the third-party fee-for-senice 

system. (In this system the payers are ernployers in the private sector who provide heaith 

care benefits for their empioyees, for the federal govemment through the Medicare 

program and for both federal and state governments in Medicaid.) "Since the mid-sixties, 

health care costs have escalateci, nshg at two to thm times the general rate of inflation 

and consuming a greater portion of the gross national product in the United States." 

(Hanchak 1996: 245) The health care £inancial crisis was described by McNeil as 

"known in varying levels of detail to virtually every Amencan." (1 993 : 3) Though 

pervasive across the indusûy, the largest increases in costs were attributed to physician 

seMces which grew more rapidly than ciid those for hospitals and other institutions. 

Managed care organizations appeared as early as the 1960's and 70's but %eu popularity 

in the health insurance marketplace did not escalate until the 1990's." An advocate 



argues: 

In the past, consumers believed that they had earned medicai benefits h m  
their employer or deserved them h m  the government. With no fiscal 
accountability for the care they sought, consumers often considered more 
care to be better care. Providers had both a moral and a professionai 
obligation to provide the besf medical care to their patients; however 
physicians often interpreted best as more, with the greatest hancial 
rewards eamed by those who provided the most advanced technological or 

- 

more complex or more fiequent care. These consumer and provider biases 
facilitated an expansion of the nee& of medical c m  by patients and an 
interest in quick adoption of costly medical technology and services by 
physicians ... Managed care places increased importance on the quality and 
costs of medical care. (Hanchak, 1997: 245) 

Buchanan provides another, more technical, description of a managed care organization 

as one which combines heaith care insurance and the delivery of a broad range of 

integrated health care services for populations of plan enrollees, hancing the services 

prosp ectively fiom a pre-duected, limited budget. (1 998: 6 1 9) Cost-containment 

techniques are at the core of the mission of managed care ~rga~zations.  These include 

such manoeuvres as payment tùnits, treatment pre-authorizations, "de-skilling" and 

financial incentives to physicians to limit utilization of care, amongst others. 

Several commentators describe the eEect that mauaged care has had on issues of 

accountability in health care in the United States. By 1998 Peterson States: 

Tt hardly bears repeating that managed care has become the organizational 
h e w o r k  of the new U.S. health care system. To be sure it remains a 
vague tenn appiied to a myriad and quite distinct arrangements for 
financing and delivering health care service. Whatever its form, it ais0 
dominates the pnvate insurance industry fa, more than it does publicly 
financed programs, such as Medicare and Medicaid, although they are 
rapidly catching up. Nonetheless, whatever oneVs referemt for change - the 
health services mearch iiterature, the popular media, box-office hits, 
cartoons or the editorial comic pages, or the nightly fare of Jay Leno and 



David Letterman - managed care is on the mi.& and on the lips of every 
medicd care provider and resident of the United States. (1 998: 61 1) 

One by-products of the managed care movernent in the U.S. is a focus on accountability. 

The 1990's is referred to as the era of accountability (Hanchak, 1996: 245), mostly in 

reference to the trend to produce performance measures and other kinds of reports of 

physician or institution performance. Ribnick has observeci that there is an explosion of 

interest and activity in outcome measurement and quality of care reportuig: 

There is a revolution tahg place in the health care industry that will have 
a profound impact on nurses, physicians, hospitals, health plans, payer and 
patients. In the thirty years since the establishment of Medicare, and as 
the health care industry continues its transformation to being a business, 
al1 health care providers have made exact clairns as to the quality of their 
care and service. During the past three decades all providen have 
professed to delivering the highestquality patient care. They have been 
able to make those claims because there was no acceptable verification 
process to monitor and report on the quality of care being delivered. Tbat 
is changing. (1 995: 1) 

Another outcome of the minaged care mode1 is the proliferation of legislation to regulate 

what came to be regarded as uncontrolled growth and expansion of the managed care 

industry. 'Tach time a newspaper identifies another consumer's problem with managed 

care, legislators are called upon to act9'(Riley, 1997: 41): 

By a year ago more than half the states haâ enacted statutes that regulated 
various features of health care delivery in managed care settings. About 
one fifth of the states had passed more comprehensive legislation, often 
predicated on the "patient bill of rights" advocated by the American 
medical Association. Legislatures in neariy every state have been 
deliberating over initiatives to regulate managed care. (Peterson, 1998: 
6 12) 

In a different type of investigation it would be desirable, even necessary, to look for 



cause and effect between the initiatives ofaccountabiüty and managed c m .  Is managed 

care the result of preoccupation with financial accountability which is, in the U.S. at least, 

largely profit driven? 1s this new accountability concem provoked by the environment of 

managed care that puts at risk the professional patterns of the past? In the context of this 

inquiry, the cause and effect relationship is l a s  important than the fact that in present 

discourse, the issues of managed care and accountability are caught up in one another in 

such a way as to raise a new set of questions aitogether. 

6.3 Emerging Frameworks for Accountability in Health Care 

Peterson puts the cause and effcct relationship this way: The fint half of this decade 

brought us the managed care revolution. The second half "a backlash, albeit short of a 

counter-revolution": 

We have moved from a seemingly endless series of media-reported 
anecdotes about the failings of managed care arrangements in individual 
instances (however representative or unrepresentative they may be of 
general experience) to concerted action by policy makers at al1 levels of 
government seeking to mitigate the resulting fears of patients qua 
consumers qua constituents. (1 998: 612) 

The author enurnerates a plethora of legislative and regulatory activities to bring both 

control and standards to the health care delivery system, including state legislation in 

more than fi* percent of states. He claims that this regulatory efforts together with the 

initiatives of the industry to prevent fùrther backlash "boils down to widespread concerns 

among the public and its represmtatives about ethics, trust and accountability in the 

managed care environment." (1 998: 6 12) 



These themes of ethics, trust and accountability in the context of managed care are 

explored in a senes of three articles published by The Journal of Health Politics. Policv 

and Law in 1998. This is a relatively new lîterature tbat captures many of the themes 

developed in other fiterature on accountability. Already refermced in Chapter 2, here 

these themes are developed inter-dependently. Because it is accountability that c m  be 
- 

operationalized the discussion helps to illuminate the idea of accountability and 

contribute to an understanding of its meanhg and dimensions in the health care sector. A 

review of this literature is tantamount to an examination of the values that underpin the 

heaith care systems. The three articles represent the perspectives of thne disciplines - 
philosophy, sociology and medicine. 

Ethicist Allen Buchanan points out in his article 'Wanaged Care: Rationing Without 

Justice, But Not Unjustly" (1998) that managed care cannot be viewed as unethical 

despite popular arguments to that end. He enumerates three common criticisms of 

managed care. First, managed care wonens rather than improves access to care. Second, 

managed care rations, thereby denying care to which patients are entitled. Third, by 

rationing, managed care interfixes with the relationship between physicians and their 

patients, impeding the patient's acquisition of the best care. Buchanan refhtes the validity 

of these arguments based on the fact that no decisions have been taken by govemments 

or by society in general to "assure equitable access to care for all, articulating a standard 

for what counts as an adequate level of cure to which al1 are entitled." (1998: 617) 

Buchanan goes on to assert: 

These three misguided criticisms obscure the most fundamental ethical 
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flaw of managed can: the f i a  thaî it operates in an institutional setting 
within which no comection can be made between the activity of rationing 
and the basic requirements of justice, (1998: 617) 

Buchanan establishes here the requinment that a statement of purpose or intent m u t  

exist before the priaciple or practice of accountability cm be brought to bear. 

In a sociological view of manageci can, David Mechanic asserts that ?he privatization of 

our health care system and the increased prevalence of managed care practices are 

significant sources of growing public distrust of medicine." (1998:661) Defining trust in 

this context as "the expectation that individuals and institutions will meet their 

responsibilities to us" (1998: 662), Mechank examines the role of trust in the provision 

of medical care in a health care policy environment in which issues of cost have taken 

have become a primary consideration over issues of trust. He identifies five dimensions 

of trust as 1) expectations about physician's cornpetence; 2) the extent to which 

physicians an concemed with their patient's w e h ;  3) physician control over decision- 

making; 4) management of confïdential infonnation; 5) physician openness in providing 

and receiving information. (1998: 662,3) The focus of this anaiysis is a meâical one. The 

affect of managed care is considered particularly in the context of the fiduciary 

relationship - trust relationship - between physician and patient. The general applicability 

to a health care system that goes beyond the physician - patient relationship is easily 

infemed. 

Emanuel and Goldman offér a perspective on manageci care that notes that 'inuch of the 

confiict around managed care plans can be viewed as a debate about what constitutes the 

74 



appropriate fom of accountabiiity for hem." (1998: 229) The questions r a i d  by that 

debate had prompteci the earlier development (Emanuel,l996) of a h e w o r k  for 

accountability in health care which advanced a political model of accomtability for 

health care over what Emanuel believed to be the prrvailùig econornic model. In it he 

proposes six "domains" of accountability for medical practice: 1) professional 
- 

competence; 2) legal and ethical conduct; 3) financial performance; 4) adequacy of 

access; 5) public health promotion and 6) community benefit. 

Not inconsistent with this fiame, Gamm has also proposeci a mode1 for non-profit heaith 

care agencies or institutions that includes four dimensions of accountability: 1) political 

accountability; 2) commercial accountability; 3) clinical I patient accountability; 4) 

community accountability. Gamm notes that there is, in the aftennath of the federal 

government's failed national health care refonn, "widespread restructuring within the 

pnvate health care market" and that "the relatively unregulated nature of this cornpetition 

and increasing stimuli for creation of competing organized deiivery systems for private- 

insured and govemment-insured patients are rapidly changing the heaith care landscape." 

(1996: 74) 

Table 4 distributes these many elements of accountability against Thomas' accountability 

fiame. Here we can observe an increasing "other" component that draws upon the wider 

considerations that rnanaged care brings to the accountability discussion. 



6.4 Ssmmary 

The American Jiterature that addresses accountability in the health care sector not only 

addresses definitions of accountability and the dimensions of hea1th care (with several 

k e w o r k s  proposed, still largely in the medical context) but suggests as welI that 

accountabiiity in the sector has to do dso with deking the purposes of the health can 

program and the purposes of the health care sector in American society. An important 

backdrop for the discussion is the manageci care mode1 of health care that pemeates the 

American health care "system" in the late eighties and throughout the 1990's. It may be 

that this broad accountability discussion that has begun has much to do with the social vs. 

economic dilemmas that are brought into such shap focus by managed care. 



Table 4 

THEMES OF ACCOUNTABILITY - AMERICAN LlTERATURE 

1 DIMENSION 

I Legal 

Administrative 

Professional 

Other 

"realpolitik" (characterized by the 
fact that power is viewed as the 
oniy significant variable) 
moral obligation 

-- 

a checks and balances 
regdation 

'keafpoIitik" 
managed care; health care 
transfonned into business 
‘‘transcending organizational 
barriers" 
"plicing-based methods" 

physician cornpetence 
concem for patient welfare 
control over decision making 
info sharing 
confidentiality 
ethical conduct 

ethics: market view or public view 
a values: trust 

"lceyword" 
'hormative guide" 
symbol "iip s e ~ c e "  
interest group: partisan analysis 
community benefit 

O mission/vision 
attitude of personal accountability 
adequacy of access 



CHAPTER 7 

Key Informant Findings 

The fourth body of howledge examineci is in the fomi of expert perspective. This 

particular inquiry explores how hedth care executives and admuustnitors conceptuaiize 

accountability in the health care sector, what dimensions they deem pertinent and what 

significance they attribute to them. 

The key infomants are the "qua patients, qua consumm, qua constituents" to which 

Peterson (1998: 61 1) refers in his discussion about trust and ethics in the American health 

care system. In this research, however, the key informats are aiso "qua leaders." They 

are positioned in their roles in govemnents, in heaith agencies, professionai associations 

and institutions, and in the community to contribute to the thinking around accountability, 

to reflect on and advance its state. 

Three lines of i n q u e  were taken in these ùitewïews in order to give shape to the 

discussion and to the information elicited h m  key infomants. These are outlined here 

not as questions to be it~~swered directly in the report of findiags, but rather to guide the 

general conversation and lend fonn to later discussion of the research findings. The three 

streams of in- are: 

What are your ideas about the existing notion of accountability in general and, more 
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specifically, in the health care sector? 1s there somethhg of a definition for accountability 

in this sector and is it c i i f f i  in any way h m  the way that we think about accountabiiîty 

in otha areas of Canadian Iife or societai endevours? 

Are there definable dimensions (sub-sets) to the idea of accountability in the health care 

sector? What are they and what is their relationship to one another? 

In the absence of an overall agreed-upon approach (or h e w o r k )  for health care sector 

accountability, is there an approach that would be advantageous now and if so, how? 

The results of key informant discussions are organized against a composite fiamework of 

dimensions drawn nom theory, the Canadian literature and contemporary discussion, and 

the Amencan fiterature relevant to accountability in the health care sector (as discussed in 

Chapters 4, 5 and 6). An ostensible framework seemed to reveal its own existence as 

respondents tended toward several distinct and identifiable factors. Theu recurring 

references to certain categones pointed to themes which had already been presumed as 

absolute points of reference. 

7.1.0 Estabiishing Purpose: Understanding the Meaning of 

Accountability in the Health Sector 

This fïrst dimension of accountability is best describeci as theoretical and is intimately 

associated with the perceptions of key informians regarding accountability as a value and a 



process. The application of this dimension of accountability to the health sector in Canada 

is shaped by thee reIatively discreet areas: 

. Rejection of the Status Quo: Key informants share the perception that way(s) in 

which accountability in the heaith care sector is understood is tainteci, with 

confiision that results fiom a history of unclear dennition and ineffective 

execution; existing and historical accountabiiity mechanisms no longer senre their 

intended purposes; Accountability is not sufliciently undentood as a principle that 

should be, but is not, applied pervasively throughout the sector and amongst the 

sector's players; 

rn The health sector is different h m  other sectors in identifiable ways and these 

"conditioning factors" affect the ways in which ideas ofaccountability need to be 

approached; 

Certain values are intrinsically associated with health care and with health care in 

Canada, particularly. These contribute to the conceptualization of goals for the 

health care sector. 

This constnict is illustrated in Figure 2. 



Figure 2 

UNDERSTANDING TEE MEANING OF ACCOUNTABILITY IN THE 
CANADIAN HEALTH CARE SECTOR 

Traditional means of 
accountability : 
Rejection of the status 

Conditioning factors of 
the health sector 

Associated values: 
C H A  principles 
vision 

a co~ll~lunity 
evidence 
sustainability 

Purpose: Understanding the meaning of accountability in the Canadian health care 
( sector I 



Discussion of key informants' contn'butions to the discoune amund accountability in the 

health care system begins with this area of meaning and purpose. 

7.1.1 Rejection of the Status Quo 

Concem and discornfort about the nature of accountability in Canada's health care sector 

are pervasive amongst key informants. The subject prompts much consternation; key 

infomiants convey a sense of disappointment and loss that the idea of accountability is as 

yet unrealized and that its practice fds so short of the expectations they have for it- 

Informants viewed the existing conceptions of accountability to be inadequate and 

observed that accountability as a general responsibility in the health care sector has yet to 

be achieved.. 

It is noteworthy that little attention was directed to the dernirion of accountability, per se. 

Rather, discussion with key infiormants usually assumeci a theory of accountabiiity in very 

general terms as weil as its relevance and importance to both public and private sector 

enterprise. "The fundamental thing about accountability is that it speaks to the core of the 

democratic process" said one informant. Another agreed: 'T don? know of too many 

environments where you are given something for no expectation whatsoever". The 

respondents concurred with the assertion that accountability necessarily includes 

"answerability" but to reduce it to the single aspect of "answering to that which is 

conferneci" undermines the importance of accountability as a whole idea. Respondents 

were familiar with and conversant with mechanisms for accountabiiity in the health sector 



but brought to the discussion more than an appreciation of the mechanistic level. Their 

insight into the strengths and weaknesses of these cornmonplace mechanisms of 

accountability brought to light an expectation that accotmtability should exist more at the 

level of principle within the health care system and less at the level of machinexy. 

Respondents stated or implied that there was a considerable arnount of conhision about the 

theory and practice of accountability. This was mie even for infiormants who operate 

within an environment that is occupied with the accoutennents of accountability daily. 

The confusion results h m  and is demo~l~tfitted by a contiming contradictory descriptions 

of accountability. The reality smers by cornparison. 

This view that the idea of accountability in the health care sector is tainted is related in the 

minds of key informants to the existence of two different reaiities of accountability. There 

is an disparity between the large-scale and public picture of accountability that is 

promulgated by govemments or organized providers and their institutions and the practical 

reality of accountability which is not grounded in objectives or activities that share the 

same declared intent. While the former intends or pretends action based on principle, the 

latter is lacking a plan of action and mechanisms to achieve this end. An ùifoxmant who 

had previous experience within govemment noted: 

See, one of the difficult things you recognize when you work in 
govemment long enough is that th= are two different worlds: There's the 
public world in which you Say you do things and then's reference to it 
everywhere and in every document somehow, but if you look at the practice 
of accountability, whether it be financial, it doesn't matter what it is, it isn't 
really accountability. 



The iiirormant goes on, now more specincally about the political processes of 

accountability, to Say: 

Now , with accountability cornes certain consequences, which we tend not 
to tak about When we isolate accountability, we don't detennine that there 
are certain consequences that one expects. But we don? taIk about that. 
You don't see anything about that. Now what happas is that in a politicai 
sense, the Minister is accountable and haJ to acknowledge ... although this 
won't be done publicaüy in any way - îhere are some consequences relative 
to the measure of accountability that he or she has, relative to what goes on 
in the department. Now in the public sector ... we then get into political 
posturïng, we then get into the, you know, one-upmanship, we get into 
face-saving ... So that, in fact, the accountability that the Mïnister has 
means nothing because, at the end of the day, if he or she just stands and 
tries to deflect responses h m  specinc answers, tries to deny the reality of 
what's happened, ultimately the practice of accepting the accouatability 
then isn't clear becaw of theu unwillingness to accept the consequences. 
It goes into the poiiticai arena and the whole issue of accountability is 
diflksed. In the public sector accountability is realiy found in what 
bureaucrats do ... The actual practice of accountability isn't very clear 
.... The practice is now so embodied in theatre that it doesn't matter. 

In keeping with this dichotomous perception of accountability, the idea is regarded as too 

"popular", sometimes existing as a fad and sometimes falling out of favour as a priority of 

the day. This is oAen represented in the practice of accountability as a technique of 

organizational behaviour in a hierarehical management environment. 

One day it's in; the next day it's out. One day making mistalces is in and al1 
they do is tell you you're supposed to allow your staff to learn fiom their 
mistakes and to deveiop and grow and not to penalize hem, and the next 
day you've got to keep your staffaccountable for every decision they make. 
.... On the other hand, obviously by definition, any institution and any 
organization is responsible for what it does so why would we have a 
conversation about it? 

There is confusion as well about whether accountability is absolutely apositive value. 

c'Accountability is typically viewed in terms of who gave you the bucks. Who puts out the 

money has the right to insist on accountability." The notion of accountability that prevails 



in government - institutionagency relations in the health sector and minimizes 

accountability by focusing exclusively on the hancial dimension: 

So the provincial government insists that we speud (their money) on what 
they want us to do. So we will have to lay out everything we intend to do. 
They are reciprocally giving us their operational money. That's not 
accountability. To me that is negative accountability. That's real world th& 
is the way you get the money ... but th- is no legitimate sense of 
accountability. 

They want to extract the accountability ... that we will not corne back for 
more money. They do not care particuiarly what outcomes are 
accomplished with the resources we got or they wouid have asked for more 
information about what it is they're going to get h m  (the resources). 

One infoxmant talked about the experience of joining a heaith care sector management 

team in a leadership capacity: 

And one of the things that 1 was c o h e d  by and concenicd about was that 
the accountability was related to the bottom line, all discussions ended on 
the balance sheet. There was realiy no room for this ( 0 t h )  conversation; it 
was tolerated, but eventually 1 think that it was just fowid to be extraneous. 

One informant commentai on the history of accountability initiatives and leadership in 

general and observed that in Canada, at least fiom the point of view of theory and practice 

of accountability, the federal government had taken the lead with efforts in the 1970's and 

1980's to develop new models of accountability. These took the form then of management 

by objectives, program-based planning and budgeting, zero based budgeting - "you know 

. . .what are we spending and what are we getting for it?" He indicated: 

So in a sense the federal govexmnent has been in the forefiont of denning 
accountability stmchues and how you evaiuate pmgrams. ..It seems that 
they are very good at theory but in practice they have sort of dropped the 
bal1 on that ... 

This respondent applied this history to more recent events in government and in particular 

with respect to the health system. 'You c m  have al1 the accountability models that you 
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want, but if they are not utilized, put into practice, monitored, foilowed up, they're not 

worth the paper they'n written on." Failure to follow through with much of this theory 

and many of the related management praaices promulgated in the 1970's was atîributed at 

l e s t  in part to the next major policy &ver - the cash crunch of the late 80's: 

So suddenly how public sewants spent their money, somebody took it 
seriously, so provinciaily, for example, you had treasury board going h m  
what 1 would Say was a phase of micro-management to the other extreme of 
macro-management. Suddenly every dollar was expandeci and someone 
was looking at it h m  three dinemt ways. 

The effect of this era was to increase reliance on intemal and extemal management and 

accounting consultants, to abandon strategic planning in favour of intemal audit and 

ultimately to consider what benefits could be accrued h m  the private sector. During this 

period assumptions, drivai by economic interests, were made about the relevance of 

pnvate sector practices in the public arena and also in the health sector. 

There is also a general conviction expressed that existhg processes of accountability are 

no longer adequate as they had once been deemed. Traditional mechanisms for 

accountability have lost their ability to safeguard the sector. Often they have been largely 

unscrutinized and have ceased to fulfiii their original purposes. At other times, they have 

not been adapted to accommodate the evolving structures and needs of the health care 

sector and its objectives. In very general tenns the aunual reports and audited financial 

statements that f o m  the backbone of the traditional practices of accountability are 

inadequate to the cumnt environment. While business plans and five year plans based on 

needs assessments have begun to change how and what organizations report progress, 

there is not yet cornfort that over time these mechanisms will improve our understanding 
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of the outcornes of effort and resources. 

Two examples supported the view that the old ways of implementing and demonstrating 

accountability in the sector an inadquate. 

nie fkst example is the circumstances surrounding the deaths of twelve children, patients 

of the Paediaaic Cardiac Surgery Program of the Health Sciences Centre in Winnipeg, 

Manitoba This case is the subject of a judicial inquhy, with the report of Justice Murray 

Sinclair pending at the time of dting. The evaits of the case brought to light many 

inadequacies in process and substance of patient care aU of which wiil be reviewed in 

Justice Sinclair's report. in the view of key infonnants, al1 of whom rank at least as 

interested bystanders, the case has many implications for accountability in health care 

systems. In the words of one Sonnant: 

I think that it was a situation where complacency was a big factor. Diffkrent 
groups thought that dserent gmups were doing différent things and at the 
end of the day you found out that certain things were not being done. When 
that was discovered you got a situation of finger-painting. The finger- 
pointing escalated to organizational considerations. When it came d o m  to 
organizational considerations then it came down to the issue: Who is 
responsible for this mess? When you get into the organizationd level, the 
next step is , who created these organizations? Who are these organizations 
reportable to? Who are they accountable to? Who are they answering to? 
So you could see the sequence of events, where at one tirne, there may have 
been some very good monitoring, some accountability stnictures were in 
place ... We had assumed that those accountability structures were in place. 
During the course of the four and a half years we al1 found out that our 
thoughts were wrong. 

A second example is that of regionalization of health programs through the creation of 

Regional Health Authorities in Manitoba. There is widespread agreement that it has yet to 



be determineci whether regionalkation is a means of delivering health services in 

Manitoba that increases local accountabifity for hedth semices delivery. Certainiy 

expectation following regionaikation that the existence of regionalized health authorities 

would defiect accountability for day to &y management and service issues h m  the 

provincial Minister of Health has been dashed- The Minister of Hedth has continuai to 6e 

the focal point for concems and cornplaints about the health care system. What does seem 

to be clear is that given the relative development of authonties der some three years there 

is little belief that accountability has been effectively delegated to regional boards. With 

respect to government one informant observed that: "The skills to fully articulate 

expectations and then hold regions accountable for those expectations has not been fully 

realized." From the point of view of service providers, on the other han& "(the 

Department of Health) really mes to control and the way that they control is through the 

budget." 

It would be fair to Say that even when informants expressed concem about the mechanisms 

of accountability for new delivery structures, there was optimism that over time RHA's 

would develop capacity to become more fùlly accountable for theù mandates over tirne. In 

the meantirne however, and until such a t h e  as accountability shifts take place, the 

Minister exercises authority in day to day problem-solving that detracts ftom the authority 

and accountability of regional authorities. The shift to regional accountability is perceived 

as a positive accountability wherein RHA's assume responsibility and accountability in a 

way that empowers them to take action in the context of their mandate: 

When the old govemment ... soold the rhetoric over the redity and the 
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rhetonc somded so progressive ... but then they discovered the reality of the 
matter ... they realized that they did not want to do things dinerently. They 
had no intentions of redy changing the structure in a major way ... You 
really need to correct, not just tinker with the old ....But that reshifts power, 
reshifts responsibility, reshifts where the rninister is at .... 1 think over tirne, 
for better or for worse, the public will hold the RHA's as being accomtable 
for what happeneci to hedth in thtir region, in their population. You would 
never fhd that in the old structure. A hospital cannot be respomible for 
health ... Today's mode1 has a greater probability of the system being held 
accountable ... Inherent to this anangement is a systems accountabiiity that 
is different h m  the old one. 

The desired accountability includes more than aoswering for dollars allocated but points to 

a larger and collective sense of responsibility for group well-fan. 

Informants largely held the view that accountability, its understandhg and application, is 

the responsibility of all participants in the heaith system. In order to expenence the full 

benefit of accountability, the principle must be observed to operate at the level of the 

individual, at the level of the health care system and at the level of society in the broadest 

context of societal choices. The idea of accountability has been too narrowly conceived 

and too narrowly adopted. Not al1 of the playen in the health care system that have duty in 

this respect, have been called to act in accountable ways. 

lnfomants pointed out ihat accountability mts f h t  with the individual, with the citizen, 

the prospective patient and that this level of accountability neither exists nor is being 

developed in support of the Canadian heaith care system. One informant attributed this 

lack of accountability to the existence of Medicare: 

People in Canado have not taken seriously tbeir own responsibility for their 
health. First of al1 people have to takc their own accountability ... Medicare 
has conüibuted to people's belief that they can wait until the system cures 



them. When you taik about that to people they get very analy... Because of 
the way the system har evolved the public has an umealistic expectation, 
using scarce resouces for things that an unnecessary or a low priority. 

Further, infamants noted that citizen accountability is partly a hc t ion  of the de- to 

which the public understands how the system works. In this context one Wonnant 

expressed "..in temis of understanding the whole system, who can really explain it?" A d  

another: "1 think that the public is more educated (about health care). However I'm 

adamant about this, that 1 think that the public does not understand how the health care 

system works". This informant continueci: 

If you and 1 go along in our daily Iives and have no incidents or 
requirements to use the health system, it would be the farthest thing h m  
our minds. However if you and 1 had a sick child and we showed up in an 
emergency room, it would be our expectation, as parents, that the heaith 
care system wodd respond to that need immediately, and provide the best 
medicai care available. That's how you and 1 would think, walking into that 
emergency department. My kid is sick; 1 need and doctor and 1 need that 
doctor now. It doesn't work that way. You and 1 walk into an emergency 
room. Sometimes at some facilities a triage nurse will look at a child and 
mess whether or not he is a priority, within the context of ail the other kids 
that are in that emergency room. If it is a priority then the best medical care 
will be applied to that situation. If you're not a pnority then the kid has to 
sit and wait with the parents who are anxious. ..The perception is 'My kid 
is sick and not getting the care required." Whereas the system says "We 
acknowledge your 104 but in the context of everyone else who is hm, your 
kid is not as sick as the othen ..." One of the realities of the system is that 
you are not always going to get the care that you think that you should get. 

Because of this the public may not contribute responsibly to the dialogue about 

accountability: 

Where the public perceives that accountability rests, in fact it may not. So 
unless we begin ta kind of redefine within the health care sector, where is 
accountability? And unless we have some clear parameters around the 
consequences ... We al1 hold some rights but don't want to take 
responsibility for a n m g .  



Apart h m  accountability at the level of the individuai for personal heaIth, appropriate use 

of health care services and a kmwledge (and presumably appreciation) of the complexity 

of the system and how it works, the accountability of practitioner players in the health care 

system is dso  at issue, 

Depending on what activities are said to be related to the practice of accountability there 

couid be debate about what players in the hedth care system exercise accountabilities 

proactively or adequately. One inforniant pointed out, for example, that in many respects it 

is the area of physician practice (accountability to the patient, adherence to standardized 

practice such as quality standards, practice guidelines, protocols, expectation of quality 

care) that has made the most advances in te mi^ of accountabiiïty. Yet h m  a dinerent 

perspective other infonnants pohted to the unwiilingness of provider groups to be 

accountable at the level of the health care system for theu actions. 

One informant, for example, related the story of a professional group that released a report 

indicating public dissatisfaction with a reduction in service level that had actually occumed 

at a t h e  outside of the penod that the report studied. That group, he says, was never held 

accountable for this misinformation. " m e n  provider groups make inaccurate statements 

that result in a sense of panic in the public - where is the accountability for that?" 

This phenornenon of non-accountability, indeed a refusa1 to be accountable as a part of a 

system, is not unique to provider groups: 

When you t W  about health and accountability, I guess you start thinkllig 
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about al1 the people who fccl no seasc of accountability witb anybody 
central ...p eople who see their independent thinhg as being an essentiai 
element of what their job is - docton who just want to do it their way and 
hospitals that do not want to be part of a sharing system - such that they 
don? want to be held accountable to govemment or to the fùnding. ... We 
should be holding ourselves and them to working together for some 
common goals. 

At the societal level, understanding the health care system and having reasonable 

expectations about its capacity is an aspect of accountability tw. 'We'll never have 

enough money to do what everyone wants," said one informant, pointing out that 

Canadian society h a  not chosen to define carefully the parameters or boundaries ofthe 

health care sector. "We haven't really thought about how much emphasis the system 

should place on health, quality care and access to services and delivery." Additiondly the 

place that the health care sector holds in a set of other pnorities and systems that demand 

resources has not been deterrnined. 

7.1.2 Conditioning Factors for Accountability in the Health Cire Sector 

In the understanding of infonnants, the health care sector in Canada is a unique 

environment in which accountability and its practice must be conceived, designed and 

executed in unique ways. There exist important considerations for accountability in the 

health sector that do not exist in other sectors. 

There are several reasons why this distinction between health care and other sectors is 

made. The use of public resources is one of them: 

Why is accountability Merent for health care? Because a huge proportion 
of the GNP is invested in health. The use of so many dollars increases the 



accountability - moncy that caanot be spent in other places. 

Health care, by vimie of its cost to Canadian society, demauds more diligent 

accountability, accountability shared by individuais, providers and society in general. At 

the same time infonnants noted that these substantiai tesources are scarce in their own 

context, this the resuit of increasing demand for service and the increasing cost per unit of 

senice. 'You're going to have competing interests because the= is a limited amount of 

money." The fact that there is a limiteci amount of money to be directed toward health care 

(and the belief that this is how it shouid be) was not disputed, 

This was not the only explmation offered in support of special consideration for 

accountability in this sector. A different way of understanding or approaching 

accountability in the health sector is necessary also because of the fact that heaith care, 

medicine, the science of it all, is not precise. It is the sector to which "you wish that the 

science was mostly stringently applied, but it is not exact". Uniike the debits and credits in 

banking, black and white for the most part, 'health care is not a single point transaction. 

It's a continuum. It's the overwhelming complexity of the health care system ... everyone 

tries to force it into that black and white decision point. And it's not that easy." 

And, says another, "it's just not that easy to mesure outcornes". 

Why is accountability different for the health care sector? Not unexpectedly another point 

of view offered was that health care is simply the most important endeavour, that its 

societal value is high, thiu it is necessary in the khd of society that we aspire to achieve 

and that it contributes to the development of optimal social conditions and economic 
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prosperity. The stakes are high: 

Those of us who are involved in heaIth care are sort of biased that this is 
really the most important sort of activity, and thmfore accountabiiity for 
health care must be more important. ...' 'This is what we are responsible for; 
this is what we have done about our responsibiiiîy" .... In health care we 
would not just accept our accountability to spend dollars wisely and get the 
best value, but we have to look at what the is whole purpose of health c m  
and be accountable to not just what it is cumntly achieving but, to science 
then, for what we hope it could achieve. 

Another critical diffience about the application of accountability to the health care sector 

results fiom the fact, or the belief, on the part of informants that the recipients of care are 

vulnerable. Their reliance on advice and guidance, often ultimate decision-making, 

(notwithstanding the increasing capacity of patients in general to learn about health and 

participate in decision-making about health care) places disproportionate responsibility for 

accountability both on direct care-given and the system as a whole. The client/custorner in 

this sector enters not by choice but by need. '7 am giving myself to you to fix" represents 

the posture of many patients in the opinion of one informant. Their attitude reflects their 

situation that they are often in no position to do otherwise. The infornuint points out that 

"the real accountability in the health sector is shared amongst the weU" and not by those 

who are ill. Indeed, under such circumstances, individuals may not actually be ailowed to 

make decisions inasmuch as the choices available to them arepresented. Directions 

plotted for care corne biased at the onset by providers trained and conditioned to know, or 

to believe that they know, the outcornes that are desirable. This phenornenon is 

reminiscent then of Mechanic's obsewation that "the patient borrows (the medical posture 

of omnipotence), clothes his nakedness in it until such time as his own becomes whole 

again" (1998,662). 



7.1.3 Values Associated with Accountability 

As a part of the voluminous work of the National Health Forum (1997) a report was made 

on Canadian values and their devance to a national health system. This report o f f '  that 

values "broadly refer to the relatively stable cultural propositions about what is deemed to 

be good or bad by a society" (Report of the National Forum on Health: Making Decisions: 

Evidence and Information, 1997: Vol 5,352). 

Key informants identified issues of values and areas of the accountability in respect to the 

health care system that are value laden. These issues and areas were not particularly 

distinct and were fiequently enmeshed with other dimensions of accountability as drawn 

fiom the literature and discussed by uiformants. Nevertheless these issues and ideas were 

clearly important for i&ormants, offered both cautiously and passionately, and 

illuminating the continuum of choice between what is good and what is bad now and for 

the fiiture of the health care system in Canada. 

Infamants identified the "given" values of the health care sector in Canada as the 

principles of the Canada Health Act (C'. 1984). These were referred to by many 

informants and no t disputed. B y the same token they were re ferred to en passant, not in a 

way which would emphasize theu importance, but rather in such a way as to assume their 

pre-existence. This was noted specifically by one informant who said that the values 

associated with the principles of the CHA were "intriasic more than stated". He elaborated 

with "In the Canadian system, it's sort of a given that these are the values that you will 



follow, for ever and ever and that's it. You hear about thexn once and away you go." 

Another informant asked increddously 'What is really guiding us here? C W  and its core 

values? What are they?" Another informant indicated that the very existence of Medicare 

had given the public license to abandon their own responsïbility and to "wait for a cure". 

He contended that there was no perception on the part of the public that they were indeed 

accountable for anything at al1 in the health case system. The C '  principles of 

accessibility, universality, comprehensiveness. and portability were not addressed in any 

particular depth by the idiormants. The C '  principle of public administration was, 

however, raised in several different contexts and prompted more comment. 

Referring to American models of managed eare one informant asked: '7s the discussion of 

values associated with a managed care system a cry for help on the part of the individuals 

within that system, saying Muybe we have tuken this profi thing too far?" 

Quite apart fiom these CHA principles, Sonnants referred to four other principles which 

in their view, are relevant to shaping the work of the health care sector and is its 

accountability . These are vision, cornmunity, evidence and sustainability. 

The fist  and most compelling area, the area which was volunteered by infamants most 

often was the idea of vision, more accurately, WSION: emphasized to establish its 

ovemding importance in identifying the purpose of the health can system and the goals of 

the sector. and establishing the foundation for the ternis of accountability. 
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Asserting that accountability is a "huge issue of our tirne, bot& for individuals and the 

collective", one infornuint associated accomtability with '8ow you bear witness": 

It's how you bear witness, bear witness to your battles and bear witness to 
your vision. What do you want to see? Whether you're happy with the 
status quo or waat to see things changed. ..you're accountab1e for what you 
believe, in the battlcs that you stand for and you're accountab1e for how 
you want to change that.... If we stuck to that narrow view of accountability 
- not just the accountability to spend the dollars wisely and get the best 
value but we have to look at what is the whole purpose of health care and 
be accountable not to just what it is currently achieving but for what we 
hope it could achieve ... There is an accou11tabüity to do better. 

Another informant caiïed this "moving the markers," " the responsibiiity for moving 

toward something better." 

This vision was not compared favourably to the curent reality in which accountability is 

for "spending the money" not spending it "on the right thing". "All other considerations 

of accountability for quality or accessibility in ail of those things were secondary issues." 

This higher road is characterized as follows: 

Keeping to visions and keeping to values is to check in that one is operating 
at the level of principle and not of pragmatics ... vision ... desiring a better 
state ... The vision underpirming or overpinning of the health care system 
needs to be clarifieci: Do we believe in it? What do we see as the strategies 
and then how do we articulate thae very clearly? ... As we begin to 
understand the interconnections of health and so many other areas of our 
lives - that wiii need to be reflected. There needs to be monitoring systems, 
not related to expenditure, but related to outcomes, outcomes of concern. 
The outcomes that should be on the lips of every major politician should be 
levels of immunization, the degree of child poverty. How many kids go to 
school without a lunch? 

This sentiment was reiterated by another informant who observed that refom of the health 

care system is not ove& and haî, despite this governments are not taking the time to find 

out what it is we really want. 



Another theme associated with values came to fight as infamants discussed the 

community and its various d e s  in health care. This area of discussion c o v d  wide 

ground and slipped in and out of other subjects such as the political dimension of 

accountability, govername and public participation, even the idea of population health. So 

was it true that the views of Miormants covered a broad spectnim. 'You can hardly argue 

that there is no accountability! Most governments have changed, because of, or mostly 

because of health care." was the view of one, but this view was seldom expressed. Another 

saw both the need and the difficulty of involving the public in the complex decisions about 

health care systems. In addressing how the politicai leaden can c d  professional groups to 

account for their participation in the health care system, one informant noted that: 

... it could o d y  be done if the public agreement was in tune with relative 
accountabifities of colieges versus associations. But engaging the pubtic in 
that kind of education ... weil 1 don't know if its achievable ... 1 don't know 
how we wodd begin to do it ... The problem with educating the public is 
that there is no such thing as the homogeneous public. 

The preponderance of opinion was howevei that political accountability did not satisQ the 

need of the public to participate in decision-making or public education about health care. 

''The political game of accountability is a divisive tooP' said one informant, 'ïbis is one of 

the problems that we have at the current level of state of democracy ... the notion that you 

will get accountability through a partisan system." Setting aside this disappointment with 

existing political accountabilities, some infamants saw potential for increasing 

participation of the public and cornmunities in decision-making about health systems that 

would have the affect of making better choices for the provision of heaith care services 

fiom limited resources and over time educating cornmunities to look beyond the health 

care system to irnprove population health. As one infornant noted: 
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... You couid engage cornmunities in what the outcomes were and what they 
ought to be ...y0 u couid begin to engage a communïîy empowerment 
process that would transforrn how much ownership people have of their 
health status - what we would get is the beghhgs  of improvements in the 
health care system. 

The roie of regionaikation in the provision of health care savices was cited as one 

example of the power of citizen participation with respect to accountability: 

There is clearly, in the ccumt structure, a much larger sense of 
accountability for d populations in the -...The fact that the founding 
definition of regionaiity as responsi'ble for the halth and well-being of al1 
of the population in the defhed area. So the recipimts can now hold the 
R H .  accountable in a diffennt way than they could in the old structure, no 
question about it. 

This public participation through regionaiized health authorities is viewed here as an 

oppomuiity for investment and iikened to the time spent in the garden -Uour challenge is to 

make it work." At the same time Uiformants acknowledge that the process of community 

participation and accountability can be "done in such a way as you have a shell of it but 

not the reality as well." This "sheli" can be created at the regional level or it can be 

perpetuated by political processes that. .. 
... as soon as then's a pmblem they get out their white horse .... the Minister 
keeps dragging in this political control ... the sense of power remains at the 
centre so that you cannot visualize what it is that is your own responsibility. 

Ultimately informants agreed that govemance in whatever f o m  is a "certain expression of 

the values of the community." This is accomplished with varying degrees of success. 

Fundamental to this process of community participation and its outcomes with respect to 

accountability is the notion of cornmunity resilience. One informant said "You know the 

stu f f  - that weak commuliities don't have the power to improve theu conditions. Strong 
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communities have the power to impmve their position. But this same informant sdded a 

condition to the idea of community participation, empowemient, resilience and 

accountability and that is the third of four values-related ares addressed here: evidence. 

Getting the facts - makhg decisions that are based on something other than political 

theatre: acquiring evidence to support decision-making is a theme that is viewed as a 

means to de-politicize health care decisions and to restructure inequitia of various 

descriptions. 

uifomants do not see evidence as being synonymous with 'keport card". hdead no 

informant defineci evidence per se. Evidence is not a specinc m e r  tbat resuits h m  a 

specific process and no infornant subscnbed to a particular system, template or 

calculation that would by itself constitute s a c i e n t  evidence for a particular decision. 

Instead evidence exists as a principle that has the potential to level the playing field and to 

permit less arbitrary and more defensible decisions about systems to improve health statu 

of the population. 

The idea of evidence as a component of accountability has corne a distance h m  the h t  

and still predominant means of accountability , that being financial. One informant 

referred to "the f d y  aarrow sense" of accountability of the Amencan health care system 

as "the bottom line." b the description of outcomes this same informant noted that this 

trend to develop disease specinc report car& "flows noah" h m  the Unites States and that 

while it is not unreasonable to expect that the public would want to have information 
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about how successful interventions have been, and asked the question "is that the main 

effort that should be made about accountability?" 

Informants agreed that "mechanisms exid' in Canada and that t h e  is an understanding 

that the issues of accountability are not as simplistic as what the private sector influence of 

the United Stated might imply. 'T expect that some people might see this as 

accountabitity" said one informant. 

It is not withui the scope of this report to discuss evidence, the content or the process of 

acquiring it, so while numemus idomiants gave examples and taiked about various forms 

and applications of evidence, these issues are not particularly relevant. Except to Say 

perhaps that evidence is viewed in many ways and as having many purposes h m  the 

micro-management of diseases and conditions, health care delivery methods and outcomes 

and at the bigger picture level of the population's health. What was relevant about the 

informant's contributions about evidence is the sentiment and importance that is 

associated with it and which functions as an important underpinning of accountability. 

One informant expressed a fear that the idea of evidence-based decision making, which 

reached a peak in the health care system rhetoric around the tirne of the National Heaith 

Forum, was now becoming "passe" despite the fact that it had enjoyed so much attention 

for a while. But despite the perception of evidence's declining popularïty there exists still 

a sentiment "that we need to reaily look at what's going on''; "to develop a better system 

for monitoring". One informant tied evidence to the needs of regional heaith authonties to 
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meet the needs of the communities they m e .  The informant indicated that the avaiIability 

of evidence establishes a contract with the community and gives the community 

''confidence ia worbg with us that we won't go wherc the evidence doesn't Iead us. 

Where we go is where the evidence does Iead us." 

Having access to the Monnation that defines the needs in your area is 
another way to be accontable. Wher~ you corne back to make a decision, 
you are expected to have the evidence, Now where's your evidence? 

Evidence is the compass: 

We just never forget that, cornfortable or uncornfortable; you just do not 
leave your evidence behind ... the value that cornes, the extrapolating value 
that comes from being evidence-based, really becomes the singuiar value 
that you hang on to. 

The fourth and last value that inforrnants subscribed to, raised fkquently - is 

sustainability. 

Sustainability is, in the view of one informant "the highest degree of accountability" 

because it ensures that the health care system "wïll last and work." It is test of the leaders 

is to put it al1 together and make it work Politicai leaders, it was said, failed this test. An 

example given is the response of governments to the National Health F o m .  Seved 

informants declined to speculate on the reasons behind their perceived lukewarm 

responses to the Forum's report in 1997. But they had seen in it the building blocks of 

sustainability and saw in its dennath that govemments chose to set the recommendations 

of the report aside. 

Another infoxmant saw sustainability in Light of the reaîities that govemments face. 'The 



limiting factor in ail of this is the amount of money that is available and the prïoritia that 

the governrnent has for spending it." Added another: "How do they priorize health care 

spending when they have other responsibilities?" Given the existing scope of health care 

prograrns in Canada this informant saw the expectation of continueci and constantly 

increasing fûnding to be unrealistic. 

1 don't think that is what is going to happen. 1 don't beiïeve that it's 
realistic. Not to the extent that it's needed. There won't be dl ic ient  f h d s  
to meet the demands of al1 of the aspects of healthcare ... UnIess we cut back 
on people's expectations. 

The sustainability of the health care system was associated for one informant with 

individual responsibility that cannot be '?.hrown to the govemment." This is tum was 

associated with the public's expectation that the assertion that '%e wiii never have the 

money to do everything that people want." 

Purpose, meaning and values associated with the accountability in the health care sector 

has been the subject so far. Other area or dimensions of accountability were explored with 

informants as well. The rnethod of the research pennitted the informants to volunteer 

dimensions of accountability and to some extent. given the theme of this research, their 

contributions were concentrateci on the meaning of accountability, rather than its 

mechanisms. In other dimensions identified, many of which tend to -or those presented 

in the literature and popular discoune, infonnants tended to provide critiques of the 

potential of those dimensions to fulfill what it was that they perceived as the fundamental 

purpose and meaning of accountability. Accordingly the areas identified here and the 

observations attributed to them are more brief 



7.2 Governance Dimension 

Govemance is the set of acts kirinsic to being govemed; authontia and actiom that are a 

part of directing and contmlling (or infiuencing and swaying) the actions of a people or an 

enterprise. It c m  be either despotical or constitutional; can include laws and regulations 

and cm extend its scope to include administration and management. For the purpose of 

this analysis and taking into account the nahue of Canaàa's heaith system (also the 

fkmework that infomants irnplied in theu discussion of  accountability) the scope of 

govemance is bounded by that which is law, policy and poiitics, incluùing agreements of 

governments acting togethet. Issues of management and administration pc left to a later 

discussion. 

Infamants identified cornponents of govemance to include mattm pertaining to the law, 

including constitutionai and legislative for the two significant levels of govemment, 

provincial and federal, political activity; intergovenunentai agreements such as the 

Fede~rovinciaVTemtorial Framework Agreement on the Social Union. This dimension 

of govemance includes laws in the federal juridiction, particulariy the Canada Healtii 

Act, and in provincial jwisdictions, with informants most often referring to provincial 

legislation created to define regional authonties for the delivery of health care s e ~ c e s .  

To the extent that the issues of govemance w m  addressed as a dimension of 

accountability in health c e  systems, they were fkquently addressed as a part of the 

vision and values of accountability and to some extent have aiready been reported as 



uzfomants' views. There is an element of repetition here that illustrates the iimited de- 

to which governance mechanisms are relied upon to ensure a system that is 

comprehensively accountable. 

The fiindamental thing about accountability is that it speaks to the core of 
the democratic process .... but there is a lot of confusion in peoples' min& 
about the way in which it fits in... 1 actually believe that a government is 
elected to govern and that means it's the job of every public servant to 
support that ..... And also in the context of what is leadership. ..what has been 
approved by the legislature and what the govemment has within its powa. 
Given that the govemment has been duly elected and is dually responsible 
to the legislaîure .... that means not just the Ietter of what govemment wants 
but the spirit of what the government wants to achieve ... 

The observation that accountability rests with politicians has already been made and 

m e r ,  in the view of one informant, that this accountability is "Iost in the anna of 

political fear". Despite this the '%wk still stops at the political door." The nature of 

political accountability is therefore bdamental to accountability within the health sector 

but is, in the view of infamants, fbndamentally fiawed. Accountability is found "more in 

the stuff that bureaucrats do, not in parliament". 

Refemng to the concept of the new public management. one informant noted: 

... its purpose is to deflect accountability. What they are doing is they are 
ultimately responsible and accountable and are so held as the custodians of 
the public purse. But they are creating mechanisms and modaIities whereby 
they can use other bodies to Say 'Really, it wasn't our problem. It was 
thein and they are the one who are now accountable'. But ultimately the 
people they point to don't have the authonty. So there is this game of 
accountability that is going on and partisan politics is one of the most 
divisive tools and it's inimitable ... this is one of the problems we have in the 
current state of democracy, is the notion that you will get accountability 
through a partisan system. 

Another informant observeci that political accountability for the health care system does 



bear well the pressures of crises ("fires') and internt or pressure groups. These get 

political attention 'kfhere accountabilities that are obvious are not achieved." The 

informant m e r  illustrateci this point, noting that the political respome to problems 

withui health care systems is to provide additionai fûnding: "There's not an elected official 

that could Say in honesty that we need more money but it takes political will." This 

informant asserted that the highest form of accountability for the health care system would 

be to sustain if because "the system works and it needs to be made to last." The evidence 

for a lack of accountability on the part of politicians who have a responsibility for this 

sustainability is the fact that "we're not being honest about how far we've gone to embrace 

a two-tiered system." "The general public has put people (elected officials) in h?rstt" 

Infonnants' views of the Canadian constitution and its televance to the Canadian health 

care system are shaped by their views of partisan politics and the effects that they see 

partisanship having on decision-making and accountability. Similady, with respect to 

agreements between governments, those informants who were aware of the Social Union 

Framework Agreement (SUFA) did not view it as an agreement that would ultimately alter 

accountabilities in the health care system in Canada. Its focus on report cards as a means 

to create accountability in the health care system could instead have the effect of 

"distorthg (the public's) understanding of health senices." 



One informant thought that whiie the SUFA drew on important concepts - "pulis on the 

right words" - "you can never be sure that those words weren't put there in order to 

provide security that they alI weren't giving away something to another order of 

govenunent." 

The relationship that is created between governments as a result of legislation is a feaîure 

of accountability in the health care system at levels other than that of the national and 

provincid governments. In the 1990's many provinces regionaiized their health care 

systems and aiways with the effect of creating new accountabilities. Sorne observm have 

postulated that a purpose of regionalization was to deflect accountabiiity away from the 

political Level and while this may or rnay not have been the intent it is surely tnie that the 

creation of regionalized authorities "'bas changed the accountability mix": 

The power to require accountability for the regions is really quite high. The 
Mïnister can replace boards, remove Unfortunately aU of that power ends 
up being a blunt instrument in terms of malring change. boards, rernove 
chairs; he can remove h d i n g  or increase fhding and he has al1 that 
power. 

And because the instrument is a blunt one: 

... interestingly enough, the shifting of program responsibility to the regions 
has not removed or reduced the minister's political accountability one 
speck It's made the minister's job, in many respects, harder. He now 
continues to be responsible, through the legislature, for every single thing 
that rnay or may not go wrong in the health care system. But he has less 
control over health care.. .. 

7.3 Professional Dimension of Accountability 

For the most part the infamants would likely describe themselves as professionals in one 



sense or another. These leaders, executives and academics are profaional either by 

education or training or would consider themselves to be professionai managers or p d a p s  

professional public servants. What they bmught to this discussion about accountability in 

the professional dimension is an understanding of some of the issues of the dimension and 

the challenges that these pose for accountabi1ity in a more general way. Where does the - 

dimension of professionai accountability stand with respect to other dimensions of 

accountability? 

Notwithstanding the fact that ail of the inforniant participants in this research may have 

considered themselves professionals, the discussion of the professional dimension of 

accountability really focused in the main on the understanding and place of physicians and 

nurses. In fact, to go m e r ,  if there was an emphasis in one place or another, it was not 

unexpectedly on the accountability issues and roles associated with physicians as 

individuals in the heaith care sector and physiciaas in their organizations. 

One observation that was repeated several times was that, despite the difficult questions 

and challenges associated with the professional dimension of accountability and here 

specifically related to the role that physiciam play in the health care system, it is clear that 

ibis dimension for physicians has been recognized and developed over the long history of 

physicians as healers and decision-maken and that, whatever the limitation, pros and cons 

of the state of the art, these general and specific ideas of the accountability of physicians 

have generally serveci mcieties well. This is no less true in the Canadian health care 

environment than in other counûies. One informant put it this way: 
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Accountability in the heaith care system is more compler than, for 
example in banks, which is presumably easy if you can look at the bottom 
iine. We haven't realiy thought about how much emphasis should be put on 
health, quality care, and access to services and deliv ery.... and 1 do not se a 
whole lot of attention going to it, except for finaucial accountability. But 
we do have professional accountability where people are expected to do a 
responsible job and be responsible to their patients. h that sense there is 
accountability to deliver the best care possible. 

Another, "acknowledging that accountability meant dinerent things to different people" 

talked about the "accountability story" most important to physicians, that being the t m t  

relationship that exists between physicians and their patients, with the physician in the role 

of 'bustee", "the strongest relationship that exists in law." The informant stressed the 

significance of early judicial decisions in Britain that established the idea of the trust 

relationship and its contemporary relevance to physicians confirmed by court cases as 

recently as 1994. The public, aware of this tmstee relationship and responsibility. does not 

hold the physician, but rather the "system" accountable for access to semice in general 

and for the appropriate use of available senrice. The perceived role of the physiciau as a 

"gatekeeper" for the health care sectorkystem is, in the view of this informant, a 

significant problem. 'The professional dimension of the health care sector is only one 

piece of an interrelated quagmire of accountabiiities.." 

Another informant had a more difficult time descnbing the accountability relationships of 

physicians, and raised several concerns: 

... there has really been h m  a health care point of view - d speaking 
specifically about medicine - a really contracteci sense of accountability. In 
many ways what characterizes our relationship is a social contract ..... 
between organized medicine and society, that has been largely 
characterized by negotiation and often poor relationships based on 
remuneration. This is the social contract where the physician as a health 



care giver is the agent of social change and is pushing at the margins of that 
particular social activity... Ifaccountability is to be seen as broader - not 
just taken in the narrow Stream of what it is that you are remunerated for - 
we have a larger social accomtability than what we get paid for as a 
profession .... Because we as a profession, profess to do something. And that 
it separate from the contract to get paid for it. W e  prof- to heal; we 
profess to be involved with health are; we prof- to helping society 
become healthier. .... Do we have an accountable system, for example in the 
medical profession, to carry that out? 1 would argue that to a large extent 
we don't. We have a limitecl doctor-patient interaction, fairly well 
characterized, but as far as the respo11~i1,ility that we have coilectively, to 
society - 1 am not sure that we have that at dl. 

The changes that have occurred with respect to the physician's role in society, as au 

individual or in organizations, have been signifïcant in the recent development of the 

health care sector in Canada. As the inforniant pointed out, the method of remuneration, 

for example. alters the physician-individd-societal relationship. The infornant noted 

that: 

it's been anomalous in the history of medicine that ali  the bills are paid, 
that there is not a portion of the physician's activity that is seen as 
altniistic, philanthropie and without self-interest. But now in Canada, every 
physician gets every bill paid. Thirty years ago that didn't happen. 

There are some changes in the conditions under which physiciaus work in Canada that 

contribute to this changed accountability relationship. Physicians are, for example more 

mobile and their increased mobility e f f i  their relationship with a community of 

patients: 

There isn't as much of a connection to the community and to a sense that 
the physician is a resource to the community. Even farnily practice, 
particularly urban, is very fhgmented. The physician lives in the suburb. 
He may have a population in another ana or scattered, and there is no 
definable relationship to those other things that are involved in society. 

The informant sums it up this way: 

It's a concem because in some ways the patterns by which physicians get 



paid shape our behaviours and in many ways shape the articulation of 
mponsibiiïties and therefore shape oUr accotmtability. If you are paid on 
the basis of an interaction with an individual, you become vay much 
focused on the accountability for that interaction Ifyou do not get paid for 
interaction with the community, here is little accountability for that 
activity because it is not seen as vduable ... One of the piIiars of f&y 
medicine for example is the fact that a physician is a resource to a defined 
population. There is this notion that the whole discipline is community- 
based and yet the accountability is very much an individual interaction. 

lnformants were acutely aware of the disparity between the history of the idea of 

accountability for these professionals, the professional ideals that have been and are 

promulgated, and the current reality. Just as the idea of accountability in the health care 

sector is generally seen as tainted, so too is the idea of the professional dimension of 

accountability mired in confusion and disappointment 

This sentiment was reflected in the comments of other informants who discussed the 

extent to which the theoretical trust relationship is reflected in reality. One informant 

pointed out recent polling intonnation that had shown physicians to be second by far to 

nurses with respect to the trust that could be invested in them. Another stated the beIieE 

that "seventy-five per cent of doctor-patient relationships are not trust relationships at all. 

People move, docs move; they get you in, they get you out." The sarne view was 

articulated by an informant who spoke of the more equitable relationship developing 

between physicians and their patients: 

The aura of a physician, the putting the physician on a pedestal, the ail- 
howing, the all-powemil ... If you go back in tirne, my parent, your 
parents, that is what they thought ... some universities thought that way ... 1 
am not trained to challenge the doctor, to change what he orders me to get 
done. Ail that has changed radicaiiy ... I don? know exactly when. 

The role of other professions has had an impact on those changes. 'Nurses have been 



empowered to challenge physici ans... otha pups are closing the gap between the aii- 

knowing and the un-howing, in the profcssional sense." 

Informants were nevertheless respectfid of the ways that physiciaas, as individuals and in 

their organkations, have increasingly responded to issues of accomtability. For example i t  

was recognized by one that the relationship between physicians and nurses is changed 

somewhat. The informant cited the example of whistleblowing capacity that has been 

recognized in some settings and institutions and whîch equalires the d e s  of oversight that 

health sector practitioners can have for health care processes and outcomes. 

At the level of relationship between sub-sets of the heaith care system, between not the 

individuals but the organizations, between, for example, govemment or institutions and 

provider groups (the relationship that is often captured so weU by the media), the issues of 

tmst for and accountability of provider groups was viewed as very contentious. 

Speaking in particular of health care professionals working within the public service, an 

informant commented: 

(They) sort of had this notion thaf because they knew professionally, what 
was the nght thing to do, they sort of had the sense that they had a higher 
accountability directly to the public than they did to the govemment in 
power. 

Xhis "higher accountability" was alluded to as well with respect to provider group 

organizations. For some informants profession accountability is a thin cover for non- 

participation in the accountability of the system as a whole. One infornant wmt so far as 



to Say that "professional accoimtability is a sham": 

If you ask a physician if he is accountable to the board or to the CEO, I 
think that most physicians wouid very UeIy say, "No, 1 have professionai 
accountability". Same thing with nurses. 'I have my professional body". 
But at the same t h e  they say that they are accountable to patients. So what 
is real? Are professionals accountable to their various professional bodies? 
Are they accoutable to the institution? Aïe they accountable to their 
patients? In the area of accountabüity, in my personal view is that you 
cannot segment accountability to Say that you are o d y  aecomtable to the 
medical profession or the nursing profession .... I do not think that any 
professional group has seriously thought this through. ..Have you ever seen 
anything anywhere that taIks about the language of accountabiiïty? 1 don? 
mean that as a rhetorical question. Are you aware of such a h g ?  

Another uifomant mked the issue of scope of competence and noted that physicians do 

not, on the other hand, limit their influence to the boundaries of their medical expertise. 

lnformants gave the example of provider groups claiming that there is not s s c i e n t  

funding provided for the health care system: 

There's clearly no accountability-basis for engaging in that kind of 
discussion, publicly. That's self serving. Basicdy that activity is one that 
you would expect h m  the association, the union, because clearly they 
represent the interests, the hanciai intemts of their particular professional 
group. 

No h g  that this sector occupies enormous financial space in the activities of govemment, 

one informant generalized: 

...y ou start thinking about d l  of the people who feei no sense of 
accountability to anything central at d l .  People who do not want to be 
accountable; people who see their own independent thinking as being an 
essential element of what their job is, such that they don't want to be 
accountable to the government or to the hding or to anything.... In a sense 
we shouid be holding ounelves and practitioners ?O wodMg together for 
cornmon goals. mat's the image that I would rather have of accountability 
in heal th... (rather than the one of) practitionen who just wmt to do it their 
way and make their own practice and of hospitals that do not want to be 
part of a sharing system, that want to be able to pursue their own goals .... 



It's particularly tnie for people who arc prof iss iody designateci ... because 
then a bit of conaict starts ta creep in' ... theu training makes them think of 
themselves as having a duty direct to the public ... 

This informant associated the idea of accountability to the idea of "scope of cornpetence" 

and drew the conclusion that because these professions knew professionally what was the 

right thing to do, "they had a sense that they had a higher accountability directly to the - 

pubIic." 

7.4 Manageriai Dimension 

When infamants talked about accountability they referred to a set of processes, hct ions 

and structures that can be labeled as managerial activities. These managerial activities 

include the traditionai managerial fiulctiom associated with hierarchical managerial 

structures or functions closely associated with these traditional fiinctions, some revised to 

fit the period of health care reform in the 199û's. Some of these functions overlap M m  

time to t h e  with issues and ideas that are associated with the professional dimension but 

even so, they are essentially managerial, notwithstanding their application to professionai 

roles. (An example of this might be the idea of quality improvement or the identification 

of best clinical practices.) These managerial functions are outside of the boudaries of the 

dimension of govemance wherein govemors are appointe4 by v h e  of the constitution or 

legislation, as  agents of the Crown to develop and to see to the implementation of policies 

for the design of health care programs and theu delivery. 

The managenal dimension theoretically includes line management hinctions, operations, 
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staff functions, planning and evaluation, i n f io~ t ion  management, administrative and 

hancial huictions, the latter playing an imposing role in the development of policy for 

heaIth care delivery. 

Within this broad scope, infonnants tended to comment on several managerial functions - 

that stood apart fiom the rest and appeared to have an important bearing on accountability 

of the health care system ttvoughout the period of health care system refonn of the 1990's. 

With respect to planning, and in particular strategic planning, one iafomiant noted that 

there is in general in the health care system an absence of strategic planning: 

We've shot ourselves in the foot in that in the early ninetia ... during times 
of hancial cnsis or downsizing, the hrst to go were the strategic 
planne m... the capacity to do the fttwe thinlong. We codd say what we 
were spending, but where were we investing in the system? Were we 
making an investment or were we "applying resources to an issue"? 

Another agreed that the scarcity of resources relative to growing needs and growïng costs 

of health care s e ~ c e s  contnbute to the inability of those responsible for the delivery of 

health care services to prioritize health service activities. Given the breadth of activities 

that must be supported financially and the "competing interests," there is Iittle room to 

establish or fund innovation or emerging priorities. "Accountability" said this informant 

is "how you prioritize the budget when you have many responsibilities." This question 

implies a fituristic point of view that is seldorn achieved in the course of year to year 

fimding . 

There was something of a consensus amongst these infomiants that hancial and 
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economic considerations in accountability dominate accountability efforts in the health 

care system. The public frequently see it this way and in the view of infamants, so too do 

political leaders and govemors of heaîth care systems. 

The penod of reform that resulted h m  increasing health care costs in an environment o f  

diminishing revenues created managerial enviroments wherein "ali discussions ended on 

the budget sheet." "And the whole purpose of accountability ... is seen as being for 

spending the money." 

One informant described the of this accountability orientation on health care 

services as a whole. The informant stated: 

..in some respects some govemments blundered into quality control and 
began to blunder into the practice of medicine .... The govenunent simply 
does not have the tools to and abilities to control ail of the myriad of 
complex facets of medicine. It's measonable and unredistic ..... Suddenly 
it's no longer the physician that's accountable for practice outcornes. 

Another example cited in this same vein is that of early discharge, the practice of 

identiwg patients who can be safely discharged nom a secondary or tetiary i n s t i o n  

and cared for' either at less expense or at no expense (to the health care system) in a non- 

institutional setting. This practice multed h m  "undue emphasis on ihancial 

accountability" when the health care system 'kent overboard to compensate" for what was 

perceived as inefficient practice patterns. 

The "dominancy of financial accountability" was likened by several intonnants to the 

market-based approaches to healîh care that characterize Amencan health care s e ~ c e  
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models. These were made more prevalent in the Canadian hcalth system during the 90's. 

the period during which the prevalent questions was '5s there anything in the public sector 

that we cm transfer to the pnvate sector, to do a good job?" 

... The pnvate sector makes up a bigger portion of the American system and 
they tend to put the emphasis on accountability in a fairy n m w  sense, 
which kind of relates to the 'bottom iine.' 

This informant hdicated that accountability is constmed dinerently in Canada in the 

health care system: 

In a sense we have accountability to a global budget, and to live within the 
budget and to provide the best possible carr. So we have these mechanisms, 
but we are not as simplistic as we think of accountability as in the private 
sector ... A much bigger portion of the American budget is taken up by 
accounting for things than the Canadian budget. Therefore I wouid expect 
some people to see this as accountability. 

Closely associated with this hancial and economic notion of accountability is the notion 

of report cards as a mechanism for describing and quantimg accountability: 

In the US it's very interesting. To =me extent the preoccupation is going 
toward a much more complex mode1 where there is much more attention, 
much more spent administration and more spent on keeping track of things 
because of the kind of system in place: the Kealth Maintenance 
Organizations, the Diagnostic-Related Groups: the insurance system 
rcquires a whole lot more accounting for things than the Canadian budget. 

The influence follows: 

In Canada a lot of thhgs flow north. Certainly there has been a lot of the 
outcome information - New York and Flonda ... by-pass outcornes 
published on the fiant page of the New York Times and Los Angeles did it 
by hospital and one of them by surgeries, their deaths per one hundred 
patients for the 1 s t  year ... The problem is it sounds so reasonable. It sounds 
iike it makes sense. You're puthg this huge investment into the health care 
system. Shouldn't we know whether one institution is doing better thau 
ano ther? 

hother  perspective is also reveaied regarding the idea of evidence, closely associated in 



many mincis with the phenornenon of report cards: 

Report carb and auditor reports. AU they are, arc tools to reassure 
stakeholdm. AU hindsight. The question is not what did we do, but what 
did it buy us? This is the dimension of accountabiüty that has wt been 
exploreci. 

The canclusions that c m  be drawn h m  report caids are not necessarily the comct 

conclusions. Another iaformant notes: 

The argument has shifted 'we do not have mough money' to 'we do 
not have mough idonnation.' Report car& may distort the understanding 
of health senices. You can hardly argue that there is no accountability. 
Most governments have changed because of, or largely because of. health 
care. Report car& are a red herring. 

Others assert that report cards, while not necessady the sole answer to accountability, 

make an important contribution to the management of health care services. Not the end 

perhaps, perhaps the beginniag. "Report cards are just a starting point*" to be augmented 

with other efforts such as "the development of a sense of responsibility for peer 

performance." 

"We do not appear to be very good at using evidence to dive decisions'* said one 

informant who disthguished evidence h m  the content and purpose of report cards. 

Teport  cards" he said, "are something that measum your personal perfomance ... 

something you get at the end of a term. summaries, final judgements." Political leaders 

shy away h m  such a thing. An ernphasis on outcomes of care, an idea intrinsically more 

positive, "could be used to engage citizens in a discussion about what they are compared 

to what they should be." 



7.5 Cornmunity Dimension 

The idea of community as a dimension of accountability is redy mon of a conJtnict of 

ideas that include community aad public involvement apart h m  the public's involvanent 

thmugh various f o m  of govemance, community and public education and the idea of 

population health as a driver for the health care system or not. Informants established the 

two way flow of interaction - h m  the community to the creation of health care services 

and h m  the health care service back to the commmity in appropriate forms of 

preventative care, acute care semice, and patient educatîon. 

Public involvement and community participation was implicit in the views of several 

informants. In some respects it was the flip side of the accountability that cornes through 

govemance models, implied by disillusionment with the political aspects of accountability 

- the realization and acceptance that politicai foms of accountability are far-removed fkom 

the kind of immediate accountability that citizen engagement or public/community 

involvement biings to the operation of a heaith care system. 

One informant discussed the consultations undertaken by the National Health Forum in 

this context, as a departme nom the accountabilities that govemance models provide at the 

national leveI: 

... in that forum ... in a number of consultations, there was a real sense that 
they had to be listening ... this was not a group of acadernics and others, 
sitting around and making it up. You would have to listen to sort out the 
issues, the things in the context of what the public thought of them. 

And another reflected on what used to be a participation of the physician in the community 



as a part of the physician's role in the provision of health care savices at the tocal level: 

. . .there is not as much of that connection to the community and to the seme 
that the physiciau is a resource to the community. Even family practice, 
paaicularly urban, is very fhgmented, The physician lives in the suburbs. 
He may have a population in mother area, or scattered, and there's not 
definable relationship to those 0th- things that are involved in society. 

One inforniant who discussed the accountability of the health care system in general called 

for a public that is more engaged in the criticai decisions of health care delivery and more 

aware of the participation in it of various powerfhl, vested, interest groups. Using the 

illustration of the influence of the medical profession (in the informant's view the less than 

progressive influence) in the planning and operation of the health care system, the 

iaformant asked: 

Who controis it? Who can tell the medicd association that this particular 
area (of comment or infience) goes beyond what you are supposed to do as 
a Medical Association? Who says that? The government? And who tells 
the College about the areas that they want to walk around: That's clearly 
your responsibility - now carry it out! 1 think that can only be done if the 
public is in tune with the relative accountabiiities of the College and the 
Medical Association. 

Infamants reflected on the need for community education about how the health care 

system works and the structures of decision-making that are part of the system. There was 

a recognition of the neccl, but dso a concem that the kind of public education that would 

prompt involvement would be difficult to achieve: 

The reason that 1 am saying that accountabiliîy is a sham is because, well, 
engaging the pubiic in that kind of education ... 1 do not know if it's 
achievable ... There are so many things when it cornes to educating the 
public that God-hows how you can begin to do it ... The problem with 
educating the pub& is that there is no such thing as a homogeneous 
public ... 

The status quo is such that: 



So when we talk about involvïng the Canadian public, let's be blunt about 
it: we are talking about communicating for the most part with the middle 
class, uppec middle-class people and that's where the essential 
communication is. However if you want to focus on health care, or any 
kind of social activity - the people most in need are the poor. 

Other infamants spoke also of the challenges associated with educating the public and the 

community about health, heaith care, both at a personal level and at the level of the health 

care system. One associated education to the promulgation of evidence about outcomes of 

health care system efforts: 

I believe that nom the h t  time that 1 saw the Oregon benchmarks, I really 
believed that they were attached to something good. That once you had 
outcomes, once you could report what outcomes were, and then engage the 
commmity in a sense of what those outcomes ought to be (and those are 
two separate steps) you would begin to engage a community empowerment 
process that would transfomi how much ownership people have over health 
status and therefore - that would be the beginning of some improvement in 
the health care system - .... recreational agencies, seniors' clubs believing 
that they have a role to play in fixing a particular outcome that is happening 
within theu communïty. 

Another informant linked "evidence" to this process of public education and to the 

relationship of the health care authonty to the community that it serves: 

The community understands the evidence and it gives them confidence to 
work with us that we will not go where the evidence does not lead us. 

Building community confidence in what? The evidence, in the process of decision- 

making, in cornmunity empowerment or for another informant: 

... community resilience. You know the stufE weak comxnunities do not 
have the power to improve their conditions. Strong communities have the 
power to improve their position. They have no power except in the 
evidence and if you have the evidence, you have the gold. 

Informants drew connections between evidence and education, education and 

empowement, empowerment and public involvement, public involvement and making 



progressive changes to the health care system at the community level or at the national 

level. One informant wted hally in commenting about accountabiüty in the heakh care 

sector: 

In many ways the challenge for Canada in terms of the health care system, 1 
mean, we, with some local exceptions, have it better than alrnost anywhere 
eise in the world. And our healthcare system is fhe...reaUy. You know, it's 
not much to lose sleep over. ... The problern that Canada has is that we have 
got to get our heads out of the treach and see where and how we are 
contributing to global he aith.... our inteniational obligation to a universal 
health care system. 

The informant added, now rehirning the the meaning of accountability associated with the 
purposefulness of the health c m  system: 

The underpinhg or overpinning of the vision of the health care system 
still needs to be clarifieci. Do we believe in it? What is the vision and then 
the strategies need to be clarifieci. Both the wider strategies as we begin to 
understand the interconnections of hedth and so many other areas of our 
Lives that need to be considered and then there ne& to be monitoring 
systems, not related ta expenditures but related to the outcomes of concern, 
the outcomes that should be on the lips of every major politician - levels of 
immunization, the rate of child poverty, how many kids go to school 
without lunches? Success rates at evexy level of the educational system 
should be every bit as important as whether or not our budgets are in 
balance or not. 

7.6 Summary 

In the context of the Canadian health care system, key infoxmants identified elements of 

accountability that loosely sorted into five powerful dimensions. Meaning and parpose 

for the health care system established that the vision of the system, its goals and 

boundaries are fiindamental to understanding appropnate accountabilities and mechanisms 

for accountability in the system. Infonnants expressed concern that this task has not yet 

been undertaken in a thorough way in Canada and that much of our anxiety about health 



care and accountability results h m  this omission. 

Governance was identified as a fertile area for establishing and monitoring accountability 

in the system, but its limitations were aiso identified clearly, as was the loss that has been 

expenenced in this dimension because so much of the potential for accountability in this - 

dimension has been unachieved, even wasted. 

The area of professional accountabiIity hct ions like a double-edged sword. It 

represents an important and powerfûi foundation of the caregiver - patient relationship and 

in this respect is the most significant accountability relationship that the public can 

appreciated personally. That same powerfûl relationship can impede, on the other hand, 

the development of broader accountabilities that take into consideration goals of the health 

care system that may be broader and with the potential to W U  societal goals that go 

beyond the needs or wants of a single individual. 

Managerial accountability gathers a plethora of activities for which accountability is 

cntical in the operations of health care systems: financial, human resource fiiactions and 

organization, planning, reporting and the use of evidence to aid in decision-making. Areas 

of managerial accountability do not however represent primary accountabilities but 

function rather as subordinate accountabilities in the context of larger purposes for the 

health care system. 

Accountability with respect to the community is a dimension of accountability in the 
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heaith system that inchdes citizen engagement and public invoLvement, the understanding 

of the community's neods and capacities, educating the community and the goal of 

optimizing population heaith using and influencing the deteRninants of health. This 

dimension accepts that the systems of govemance are separate and apart fiom this 

community dimension; both are necessary, either one alone uisufficient. 



CHAP-TER 8 

Findings: Meaning of Accountabüity from the Perspective 

of Service and Advocacy Groups 

The purpose of the infornant interviews with members of community-based s e ~ c e  and 

advocacy groups was to determine in a preliminary way what agreement or congruence 

exists between executives and informeci representatives of health care delivery agents and 

advocates in the community regardhg accountability in the health care system, its 

meaning and dimensions. 

The decision to undertake this research in the fonn of focus groups rather that in in-depth 

individual in t e~ews  came about as a result of the desire of the groups to reflect the 

consensual participation of professional and non-professional team members who work 

together on the agency and advocacy efforts. For one of these two groups the process of 

discussing the meaning of accountability in the health care system was welcomed because 

of the group's interest in exploring the meaning of accountability and in generating a 

process to address the agency's accountability mechanisms. 

8.1 Meaning of Accountability 

With respect to the purpose, meaning and value of accountability in the health care 

system, infamants in these groups noted that this accountability in the Canadian 



environment is different and more difEcult that accountability in commercial endeavours. 

One informant noteâ: 

1 think that it's more straight forward in businesses other than health ... there 
are so rnany value-systems that if you sat people around the m m  1 bet they 
would ali have different standards to apply to accountability in health care. 

Another ùiformant aclmowledged the values issues associateci with accountability in the - 

health care system but at the same time noted that, apart h m  the issues of competing 

values, there is no evidence that accountability is a hallmark of the system as a whole. 

This informant decried the dearth of visible accountability: 

My sense is that at the macro-Ievel (accountability in the health care 
system) is chaotic, erratic and inconsistent and not very transparent. It's 
very hard to find out even who is responsible for what. The decision- 
making is so huge .... 1 do not know what's going on in the rest of the system 

From the point of view of senice providers: 

Who knows what accountability is? You are responsible to so many people 
for so many tbgs .  How is the health care system to balance al1 of that? 
... to the client that you are responsible to...to the goveming body with its 
regdations ... the legislature, the fûnders, the special interest groups within 
the comrnunity. They ail think that you dance to theu tune. How do you 
ever decide? 

Another informant noted that despite the apparent absence of accountability, there is a 

contradictory yet powerfùl expectation, on the part of the public and on the part of 

participants in the health care system, that means of ensuring accountability are necessary: 

Well, there is no accountability. But people have expectations. They want 
to know how it is and why it happens and there is not any answer ... The 
buck has so many places to stop that you do not know where it is that you 
go to Say 'Well, why?' 

At the same time idonnanits fimm these advocacy groups indicated the importance of the 

health care system and the accountability that Canadian society as a whole shares for it. 



Canada's heaith care system was credited with playing a significant role in establishing a 

national identity: 'We define ourselves with our health care system. It's part of the 

Canadian identity," said one infonnant: 

That's why in many ways its very different fiom a commercial operation.. 
We are not health care consuners. Maybe patient' isn't the right word 
either but this is not simply a commodity to consume. 

Another expanded on this idea to assert that the health care system is necessary to the 

democratic nature of Canadian society: 

... the other part about the difference in health care is that the very health of 
the nation depends upon the health care system. ... In fact, dong with 
cornpulsory fiee education. it is one of the bedrocks of democracy. If you 
do not have a health care system, if you do not have egalitarian access to 
health care, then you do not have one of the key pieces in a democratic 
society - if the poor people are unable to keep themselves heaithy - we have 
to have healthy people to continue as a heaithy nation. 

The way that accountability guarantees the achievement of this requkement for democracy 

is, however, difficult to define: 

My vision of a democracy cannot be maintaineci without medicare and you 
cannot have it without federal, provincial and civic responsibility - and 
accountability ... How one holds goveniment to that, 1 don? know. 

Informants by and large expressed the view that the meaning of accountability in the 

health care system is not clear and that the rnechanisms that exist fail to provide the degree 

of accountability necessary. Accountability in the health care system is both vague and 

complex. 

Informants noted that health care system accountability must include in its scope the 

population's health at the same tirne as it upholds the right of individuais to receive direct 

care that is in the best interest of the individual. The failure of govemments - "accountable 
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bodies" - to do so is a resuit of the failure of leadership and the failure to d c d a t e  a 

vision for the health care system: "Look at the kind of vision that came out of the Lalonde 

Report, way back. That's accountability." 

8.2 Governance Dimension 

Involved intimately as they are in the work of health care at the community level, 

Uifomants fiom these two agency/advocacy groups did not comment, top of min& on the 

constitutional or jurisdictionaî aspects of accountability. They expressed though a fairly 

high degree of consensus around the idea that accountability is abdicated thmugh the 

political process and through the stnicnuing of the health care system, particularly through 

mesures of off-loading and regionalization. At the most senior levels of govemmental 

infiuence on the Canadian health care system, informants noted that: 

. . . there is Iess federai power in decision-making. And you have a different 
generation of people .... who don't realue what it would be Iike without 
medicare. Politicians reflect that; politicians corne out of an upper middle- 
class background by and large, and have choices. 

Further theu accountability can be misplaced. Using the illustration of Canada's extension 

of patent protection legislation for pharmaceutical companies to hventy years, an 

informant observed: 

When the govenunent c o d e s  who it is accountable to, which 1 believe it 
did in 1991 (they are aware as much as 1 am that this is a deliberate choice 
that they made) it's confusing who they are responsible to ... The citizens 
elect them; they're accountable to the citizens ... and those kind of decisions 
are a betrayal of theu accountability. If it is going to negatively impact on 
the health of the citizens of Canada .... then they've missed the boat on 
accountability. 



For other infoxmants the nature of such a decision explains a general lack of transparency 

in govemment decision-making in respect to the health care system: 

Decisions are being made by health ministers behind closed doors and by 
fim ministers with no real public consultation at ali. They do not want the 
public to debate the issues and they want to give the impression that they 
have no other alternative about what they are doing. 

Sumrned up by one ùiformant, the problern is that "aii political parties are in this politic of 

power, rather than the politic of change." 

Many informants focused on the structural aspects of goveniance when they taiked about 

its relevance to accountability and observeci that the financing of health care services, both 

fiom the federal level of govemment to the provincial level and M e r  from the provinces 

to local authorities through pervasive regionalization, had dtered the reasonable 

expectation of citizens for equitably distributed health care: 

It didn't use to really matter whether you came f b m  a poor province or you 
came from a wealthier province, but now the individual (provincial) 
govemment is going to have to raise the money to provide the health care 
for the region. Then if they do not have the money there is going to be more 
problems with their accountability, not just their accountability toward 
health but education and whatever. 

Yet there is an absence of clarity about what standards and practices rnust be applied to 

health care services and what level of govemment is able or willing to guarantee that they 

are available: 

And who is responsible? Are the feds still? Even though they are not 
paying much? Are they the ones responsible for the Conoda Health Act? 
Are they the ones who are going to tell you what you can da or do not do? 
Or are they going to say 'it's your regional health authority that is 
providing your money so they are the ones that are going to make the 
rules.' 



Regionalization ofheaith care that occurs in most provincial jurisdictions has exacerbated 

this accountability problem fiirther: 

The questions that used to go to the federal govemnent, then to provincial 
ministers, were off-loaded to the regional bodies and they have to decide 
based on how they look at things. 

To whatever extent regionaiization had others purposes, these and their realization remai~i 

My own experience in regionaiization, as much as 1 reaiiy believe in it is 
that no one has actually helped medicare in its challenge..l think that it's a 
show that costing millions of dollars. 

These other purposes of regionalization represent what might have been expected in the 

minds of some ùifonnants. The process that approximated regionalization in Quebec in the 

1970's illustrates some of the more desirable outcornes that have not been realized in other 

provinces: 

. . -. having regionalized, having (a system) of cornmunity health clinics they 
would have a far more educated population around ''What is health care? 
What is health education? What is your nght to health care? That was a 
follow-through of accountability in the province that other provinces did 
not do. ... There was a vision for a more egalitarian system of health care 
and they did it. ... The govemment took some responsibility to develop a 
system and have control over i t  ... It wasn't just regionaiization. It was the 
implementation of a community health care mode1 and we're not there - 
we're not even talking about that. These community health organizations 
have their own boards which are elected boards, so it's a democratic kind of 
thing. 

Instead in their experience of regionalization. these informants share the view that: 

Here it just looks like putting another step between the people and the 
govemment. It lessens accountability because the Regional Health 
Authorities Say that they would do 'this' but 'we're not getting enough 
money fkom the provincial government and you tak  to the provincial 
govemment and they say 'Tdk to your RHA'. ... the additional step is just a 
sort of oversight of existing s e ~ c e s ,  not the re-creation or organization of 
services. 



8.3 Professional Dimension 

uiformants expressed a range of opinions about the place that professional accountability 

holds amongst the several dimensions of accountability. Several health professionals 

shared the view that professional accomtability, while not without its intemal conflicts, 

still provides the clearest accountability fhmework: 

... as physicians we have professional accountabiiities. We have 
accountability to the Coilege and to a set of regulations as  profepsionais. 
We have accountabilities to our patients or clients and we ais0 have some 
accountabilities to use our health care dollars in the best way, knowing that 
they are limited .. . 

Another informant descnied the vagaries of professional accountability that are affectai 

by underlying personal values not necessarily de- or even transparent: 

In trying to cope or to fkd the best or most economical way to proceed on a 
particular problem you might coosult with a colleague ... it's who you chose, 
too. Who you feel accountable to most o&m is partly a matter of 
personality. Sometimes physicians feel cornfortable in tnisting a client to 
direct the choice; some are very tied to the system; some feel that the 
financial is what I am accountable for above all. Other physicians are very 
much: 'My goal is to make this person's life as good as possible'. 
Sometimes you make that choice consciously, sometimes not ... 

One informant held the professional code of ethics responsible for 'me underiying way 

that you react to everything." Still another noted that this cannot be equated with the 

client automaticaily getting what s/he wants: 

You have to be accountable to the system because your client is only one 
client. It would not be consistent with my professional code of etbics make 
sure that everyone gets what s/he wants. 

On the other hand, an informant noted that the accountability to which the profession 

holds the care-giver, might over-ride what may be better for a client. "The accountability 



that a CO-worker holds you to might inhibit some care that might be good for the patient." 

Alternatively, the accountability that a professional health care provider may feel to the 

population as a whole might create risk for one individual. The informant offered 

immunization as an example: 

..the reality is that one out of maybe thousands will have a bad reaction and 
potentialiy die orbe damaged for life ... but in the context of the whole 
society, if you do not have herd immunity then you are going to have 
disaster for a whole community, right? So what then is your accountabiIity 
to this woman sining th- with her baby? ... As I said, 1 hold my breath 
d e r  every immunization. 

Non-physician infamants expresseci less confidence that the accountability required in the 

health care system is exercised by physicians appropriately. The systern, one said, has 

insufficient means of holding physicians ultimately responsible for health statu: 

Are docton accountable for whether or not their patients are better two 
years down the road than they were two years before? No! Not at dl. 
Doctors aren't accountable ... but when they err, they are accountable to their 
colleagues. But as far as making the patient healthy? No. 

And in a larger context the system fails to provide the structure that maximues the 

opportunity for physicians to work in accountable ways: 

Maybe the treatment is not one that should be used. Maybe another health 
care professional could provide more appropnate care. Then's no standard 
for that. You can have highly trained pediatricians seeing a baby every 
three months for injections, for immunizations. What for? Why are 
pediaticians giving immunizations to babies? We have nurses who an 
supposed to do that and they could do the health education as well or better. 
We have never set up a system with standards that health care providen 
have to meet. .... We have nothing that says a psychiatrist has to see people 
with acute mental iihess ... A psychiatrist can graduate, be trained, by and 
large from the public purse, and see people with minor neuroses theu whole 
lives. 

This is less the failure of individuai providers than the failure of "the system" that is 

directed by govemments and accountable to citizens: 



The system needs to use physicians in a good way. And it needo to use 
nurses in a good way. And they need to set up a system that is not oniy 
good as a medical model, but also look at heaith maintenance and health 
standards. 

8.4 Managerial Dimension 

The managerial dimension of accountability for these infomiants touched on financial 

accountabilities and the use of evidence as a support for decision-mahg in health care. It 

was clear fiom the comments of many inforrnants that the boudaries between 

professional accountabilities and financial accountabilities had blurred over the last 

decade. Informants referred to the professional obligation to %se the health care dollars in 

the best way", '30 proceed in an economical way": 

It's within the last decade or so that physiciaas have been pushed. more and 
more, to think about the hancial implications of the tests that they're 
ordering ... before it was 'these are the tests that you need when you think 
that this is what it is' but it's in the last decade that it has been pushed to 
the individual physician. You are the ones that are going to make the 
difference to the bottom line of health costs ... You're the one, if you order 
too many tests... You're accountable for the fiaancial realities of oiu health 
care system and it wasn't like that before. 

This same informant achowledged that "we should be practising in the best lmowledge 

that we have and we should be ordering with a purpose in mind." Sti& the accountability 

that is properly placed in one sector of the system is misplaced in another. 

Going back to the example of health care resources and the doctors have 
had it beaten into them nom a cost and payrnent point of view ... 1 would 
argue that the cost and finance people are taking over the lead for this 
(appropriate allocation of resources) when then is twenty years of literature 
out there that suggests that over-rnedicalization and over-treatment makes 
some people as sick not being treated. 

Confusion then is created in the accountability by the misapplication of accountabilities 



and the exaggerated attention given to quaatifying semices, two forces that oftcn exist in 

contradiction: 

The issue of how we are accountable ...AU they care about is 'give us your 
numbers! 'When you try to give them something different in a dinemt 
way ... The system bas not yet found a way to pick up something other than 
numbers ... One of us talks to Been women about menopause but that 
counts for very little. The things that the system pub value on to ensure that 
we are accountable to our hders ,  are not necessarily the things that are 
particularly use M... You are not rewarded for how much money you Save 
because that is an indefinabte amount ....By educating someone who now 
has the information that they need, you can't calculate a cost-saving. 

Because "the traditional way of holding physicians rupansible has been with fee-for 

senice and with numbers" the activities üiat can best promote health are de-valued and 

subject to disincentives: 

The funding for the next fiscal year is based on what you billed, so then 
you lose and you have less people to work in the agency. The direct service 
is one aspect, but we put a lot of resources into the education and 
counseling, and m g  to bring people in the community together, things 
that the system does not know how to handle. 

Despite govemment rhetoric to advance population health goals in the health care system 

generally, systems of physician payment and agency remuneration, even Regional Health 

Authority fùnding, in the view of these informants, protect old and perverse cost and 

service dnvers in the health care sector. 

It's al1 about numbers! It's not necessarily about accountability at al1 and 
how do these people do in thne, or valuable sewices or outcomes. It's al1 
about numbers ... Divide this into the amount of money that we're giving 
you. 

It is in this managerial dimension that issues of evidence are addressed and cntiqued in the 

context of the system-drivers (and absence of cirivers) that remain h m  the early days of 

Medicare: 



There is such an increase in technology and knowledge and info~mation 
systems that are not necessarily valiâated as to how worthwhile they are. 
Ideally medicine is supposed to be evidence-based but many of the things 
that we do are the things that we have always done and there really is not 
any evidence for it at all...Evidence-based M i s  really dumb because you 
go to your doctor and we will treat you for whatever you have in twenty 
minutes! 

One informant noted that the area of technology deyelopment was creating pressures on - 

the health care system and its cost, given that govemments have neglected to establish 

standards for the use of hi@-tech equkpment. This phenornenon is associated with the fact 

that physicians control access. Because the system is based on a "private practice mode1 

where no one can challenge anyone - no doctor challenges any other doctor - they do 

whatever they want and there are no standards set about how one should practice." 

Accountability for these uifomüiats includes management decisiors taken by governments 

to organize and control the health care system and to ensure the outcomes that are desired: 

It's the design of the system. Designing and maintainhg control of the 
health care system. ... Govenrments, just lilce smali communities have to 
design and implement a whole system. ... You have to do that on the macro 
level and it is the responsibility of the federal govemment to decide on its 
role and then for the provincial govemments to do the same. 

M e n  necessary, and in the view of these informants it is necessary now, governments 

must assume responsibility for broad structural revision that goes beyond governance: 

It includes goals ... but it also includes models of health care delive ry... The 
federal govemment must design a system to work for the benefit of al1 of 
its citizens, designing it so the provinces also have a role in determining 
how they are going to implement that system in their province. 

Efforts to pursue accountability through report cards. quantifjing outcomes. activities and 

comparing the systems of one jurisdiction or institution to another, are insufficient: 

The system cannot be changed very much without re-jigging how the whole 



system works. What's king done aii the tirne is they just tinker. They 
tinker with this and they tinker with that. Like report cards. Some of the 
standards in report cards are helpful. It's helpful that they tracked it and 
some are just little tinkers that aren't going to make a dinerace to 
wthiw 

8.5 Community Dimension 

Informants appreciated the challenges associated with engaging citizens or communities in 

processes to develop the scope and goals of the health care system. By definition, these 

community-based service and advocacy groups saw mponsiveness to the community's 

2-eds and agenda to be at the core of their mission. Informants would gendly  concur 

with the statement that ''there has to be a public debate about shaping the kind of heaith 

care system we want." Notwithstanding this fact, some informants appreciated the 

confiict created by the rniddle-class expression of need and right: 

I'm womed because the people, especially the middle-ciass want it, believe 
that they deserve it, they've eamed it. so give it to me! ... it's an example of 
what our generation has done with medical care, right? We've managed to 
flip it over,,.as the baby-boomers start to engage with the health system - 
dnigs, devices, tertiary care - I'm nervous because I thllik that we stiU have 
a sense of me. not we.... As a woman working in the advocacy community 
and with women and on pove rty... how do we facilitate a public interaction? 
develop the skills and knowledge in the commdty to understand that? 
Otherwise it's going to sound lilce the state or an HM0 or the doctor 
restricting access to sometbg. We don? want that. 

Consultation with the public is therefore an important component of community 

responsibility and accountability: 

People need to know the reality as well, where you Say okay. here's what 
we have; here are the decisions that have to be made. Ifwe do this, you lose 
service; if we do that, you gain this but you lose that. ... Part of the 
difficulty through the whole system is that we speak the words of 
accountability, but we do not wak the talk. 



Informants also identifieci that an aspect of accountability to the commuaity is the 

adoption of a population health approach in the health care system. Lnformmts form the 

advocacy and agency sectot also acbiowledged that good health results h m  conditions 

and initiatives outside of the health care system. One said: 

If good health is the outcome that we want, then that's even harder for the 
health care system to achieve, because there is so much more to it, like 
education. You have these other systems that impact as well. 

8.6 Summary 

The dimensions of accountability that were identined in Chapter 7's anaiysis of key 

idormant interviews were sufncient to group the views of community and advocacy 

informants. 

With respect to the meaning of accountabiüty as it applies in the Canadian health care 

system infonnants saw the hdamental meaning and purpose of the system to be less 

system-specific and more a values statement of Canadian society, demoïracy and identity. 

At the same t h e  these infamants were cognizant that these values attachments of the 

Canadian health care system were being lost in the debate of the health care system and 

being replaced by other arguments and debates about heaith care systems, the* 

organization and cost. 

With respect to the dimension of governance infomiants here expressed similar 

ambivalence to the key informants in Chapter 7. More aected by governance close to 

home, at the provincial and regional levels, these informants decried the apparent absence 



of accountability in existing govemance models and the absence of congruence between 

the promises held out for accountability and the realities observed. 

The dimension of professional accountability revealed many contradictions. As many of 

the community and advocacy idomants participated in caregiving roles, they were 

occupied by the different sets of accountabilities that were emerging as additions to the 

traditional set of patient - provider accountabilities. Financial accountabilities have been 

mixed up with professional ones and the physician's role has armmed gatekeeper 

functions beyond entry to the system atone. Still the clarity and purposefulness of the 

fundamental caregiver-patient accountability to do the best for the patient at haad is 

sufficiently powerful that other statements or visions of accountabilities, poorly articulated 

or not articulated at dl, are uninspiring by cornparison. 

With respect to managerial accountabilities, a certain cynicism existed in this dimension 

that was less apparent for the key infonnants of Chapter 7. Associated perhaps with the 

subordinate role that community health care providers and advocacy informants seem 

themselves as playing, in a role less powemil and elite, views of the managerial 

accountabilities were expressed with more scepticism and less confidence that the day to 

day managerial accountibilities demanded of them were credible or usefûl. 

The area of accountability is relationship with the community served came easily to these 

informants. The prlliciple of responsiveness to the community, involvement of the general 

or defined public served is built in to the operation of these community and advocacy 
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agencies. The perspective of Ulfonnants in this dimension of accoutability accommodated 

thouph the challenges that are intrinsic in this area. challenges that include patient and 

community education, the gap between the vision of today's health care system and 

creation of a heaith care system vision that codd offer more long temi SuSfainability. 



CHAPTER 9 

Discussion and Conclusions 

The research has undertaken a review of literature with the purpose of establishing the 

meaning of accountability and beginning the process of applying this meaning to various 

dimensions of accountability that are relevant to the health c m  system and sector in 

Canada. The research has been conducteci in the Manitoba heaith care c o ~ t y  but has 

drawn as background on literature and contemporary discourse that is likely to be known 

by key infamants, or at the Ieast, wodd contribute to the current cultural and sectoral 

environment in which key informants live and work. 

The theory of accountability, as we have found in the general political science Literature, 

together with some of the imminent changes in its conceptualization and conduct has been 

reviewed as has applicable literatwe in the health care field in Canada and the United 

States. Ln the Canadian environment additional contem?orary discourse has been 

considered, in the fonn of provincial legislation, federal provincial agreement and 

conference proceedings. Amencan literature on accountability in the Amencan health care 

sector has also been reviewed and has, in the end, brought to the discussion about 

accountability some usefbi ideas relevant to the Canadian health care system as it 

undergoes many changes. 

Key informants in executive and administrative roles in the health care sector participated 



in in-depth intemiews about accountability, its meankg, importance and relevance in 

dimensions that they identined. 

The idea of accountabiiity in the health care system h important. Probably the 

singular most important overall conclusion îhat can be drawn regarding accountabiIity in- 

the context of the Canadian heaith system is that the idea of accoutability is important 

and that the conhision, real and perceived, that currently exists around it is a problem that 

requires attention. Key informants identified the topic of accountabiiity as an important 

one. Many referred to it, as we have seen in Chapters 7 and 8, as centra1 to the 

sustainability of the national health system and as an imporkînt and lofty aspiration that 

would conectly appiy to al1 participants and institutions in the system and which would 

supply the driving force on which to re-build a national health system. 

It would be incorrect to say that accountability was the foremost issue in the rninds of the 

ùifomants in this research. On the contrary, the subject of accountability seemed a bit of a 

surprise to many of the informants. Not infiequently the initial response of informants to 

the prospect of a discussion on this subject was to claim that they were not best suited to 

participate in such a discussion - not expert. This was not a mle but it happened more than 

once. Having said that, informants did not approach the topic with reluctance. They seem 

to have welcomed the opportunity to talk about accountability. Setting the issue of their 

own expertise aside, they uniformly expressed the view that the topic was of considerable 

importance and of considerable difficulty. 



There is ample evidence k m  what is said and what is not said about accountability in the 

Canadian health care system, that the issue of accountability needs more exploration and 

understanding. The Canadian literature on this subject presents a n m w  view of 

accountability, largely nXed in the traditional public administration h e w o r k  for 

accountability and failing to address the new accountability requirements that emerge h m  

a more educated and informai public. In addition, the New Public Management that 

Thomas has described, and which promises to alter our governance systems, hienuchical 

and business relaîionships and the relationship between private and public enterprises, 

promises to change our capacity to plan and manage health systems. Our understanding 

and approaches to accountability in health systems wiii become increasingly inadequate to 

the challenges that face Canadians and Canadian governments. 

nie idea of accountability as articuiated by key informants supports the view held by 

Emanuel that accountability is indeed a "keyworà". Emanuel's description of a keyword 

includes the fact that ''it senres as a short-hand expression for an entk view" and its 

attributes "serve as a normative guide" (1996:240). This contention was bom out by the 

assertions of key infomiants, who frequently focussed on the subjective meanings of 

accountability rather than the objective, and appeared to be knowledgeable about, but not 

dependent on, the traditional or contemporary mechanisms of accountability to establish 

their understanding of its meaning and intent. 

A stnking aspect of key informants' contributions was the emphasis on the values of 

Canadians, values of heaith care and the rmiqueness ascribed to health care that makes its 

accountability requirements different h m  those that might exist in relation to other 
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societal enterprises. Sceptics might say that this is part of the mimibo-jumbo of the 

discussion about health and health care, the crack in the door to permit unscientific 

thinking to creep in, to quash the d e  of "widence" as it applies to health care or to 

muddy the waters with sentiment. But the fat remains that discussion about 

accountabiiity did indeed lead informants to pursue a discussion about values. It inspire& 

discussion about the ultimate purpose of heaIth c m ,  its equalizing e t  in society in 

Canada, the health care system c o n t n i o n s  that help to shape our morality, our 

compassion, our sense of equity and faUnes. 

So what are these values? 

The "values" of the Canada Nealth Act were almost aiways refemced by uIf6rmants. 

Not surpnsingly the values or principles of the CHA were known to infamants. 

Throughout discussion they were raised as examples of what accountability should be 

about. At the same time though, informants did not dwell on these "priuciples" or their 

value content. The principles and the CHA in general were somewhat taken for granted, 

passed over as givens. No informant challenged theu importance or their appropnateness 

and there was a general conseIlsus that the Canada Health Act had achieved its purpose in 

establishing a universal, publicly administered program of health services. The principles 

prompted no particular debate. On the other hand, the principles were also spoken of as 

though they had lost some of their intrinsic meaning. As principles, they somehow fell 

short of the mark of operating as "guiding p~ciples". 



Infonnants shared little knowledge of provincial h e w o r k s  for accountability and 

although the Framework Agreement for Improving the Social Union was known to most 

informants, its provisions and requiremmts for accountability for al1 of Canada's social 

programs were largely unknown. SUFA'S statements regarding values were not familiar 

to most infonnants. 

Canadian iiterature has not addressed the meaning of accountability ai?d except for the 

contemporary call for evidence-based decision making and improved perfionnance 

reporting, the literature has not undertaken a debate or analysis of accountability at di. The 

American literature has addressed accountabiiity in a more complete way and has offered 

some examples about how and in what terms accountability c m  be considered and 

discussed. Dennitions, meaning, elements and dimensions are al1 a part of the Amcncan 

discussion of accountability in the health care system over the pst decade and 

demonstrate that the discussion about accountability as a fiindamental aspect of managing 

health care systems can indeai be broached to some advantage. 

Iiiformants implied in Wtually dl interviews and focus groups that existing 

conceptualizations of accountability do not meet an increasing need for clarity and that the 

absence of this clarity impedes important progress. At one extreme, and this was applied 

mostly to the political dimension, the prevaiiing notions and practices of accountabiiity 

were viewed as fiaudulent. In this extrane position, politicians at many levels were 

thought to be divided in th& attention, prionties and accountabilities. Where 

accountability was required with respect to h d t h  systems, this accountability could easily 
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be set aside for the sake of politicai longevity, reai or pretended considerations that could 

be construed to take priority over issues of health, health systems or heaith status. This 

might take the f o m  of hiding behind cabinet solidarity, putting other systerns and 

objectives to the forefiont (the economy might be au example) or  using communications 

ploys to discount or arneliorate public anxiety. 

At the other extreme, some informants welcomed the creation of infornation management 

strategies to produce evidence for heaith care system decision making, performance 

measurement or institutionaUprovider/pmviacial report car& (including those informants 

who simply acknowledged their utility). Infonnants thought of these strategies as 

necessary but insufEcient to the objective of increasing accountabiiity within and for the 

Canadian health care system. 

In generd, existing conceptualizations of accountability and certainly current 

accountability practices are viewed as inadequate, or not workable, or not contributing 

sufficiently to the system's management and improvement. 

Another aspect of the importance of accountability for the health care system was the issue 

of choice. Accountability for the health system as a whole and for health care at the Ievel 

of the provider and of the individual receiving care, is related to the idea of making 

decisions about what the health care will be. Wormants were copizant that choices at the 

macro level were required: choices, for example, regarding scope or entitlement to care in 

a universal, publicly fiuided program of health services, or choices about how much of the 
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nation's wedth shodd be allocated to health care as opposed to other societal, heaith- 

producing initiatives. This continuum of choice emerged as a reason to make eady 

decisions about accomtability, its underpinning in values, and its implementation in 

processes. 

Accountability within the health care system can be organized around logicai 

dimensions. In the analysis of informant i n t e ~ e w s  it soon became clear that a logical 

h e w o r k  for health system accountability could be created by "sorthg up" the 

contributions and issues of key infonnants into a set of discreet (and inter-related) 

dimensions. 

Five dimensions flowed logically both fiom the fhmeworks for accountability in public 

administration theory and fkom the data acquired h m  key informant interviews. 

Table 5 illustrates the dimensions of accountability produced by discussions with key 

informants. A discussion of each follows. 

In the context of the health care system the purpose of the system or program cannot be 

separated from the meaning of accountability. Thesa are inextricably i n t e h e d .  The 

idea is that accountability cornes corn a shared understanding amongst govenunents, 

citizens, providers of what the purpose of the system is, what its goals are, what its effects 

are intended to be. The absence of these goals, purposes and intents elirninates any 

possibility that accountability for the whole or the part can be achieved in any na1 way. 

Similarly it is equally usefûl to understand what the program of seMces is not intended to 
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Table 5 

DIMENSIONS OF ACCOUNTABILITY 
IN THE CANADIAN HEALTH CARE SECTOR 
AS IDENTIFIED BY KEY INFORMANT'S 

1 DIMENSION 

Purpose 

Governance 

Professionaï 

Managerial 

Community w 

ELEMENTS 

defhitions; subjective meanings; 
macro-accountability 
unique conditioning factors in the 
heaith care sector 
values: C H A  principles, vision, 
community, evidence, 
sustainability 

constitutional 
statutory 
other governance 
political 

professional 
clinical 

economic 
£hancial 
infonnatioddata 
hietarchicai relationships 

8 administration 

rn public invalvement 
rn community 
rn population health 



produce. Current conceptualizations of the health care system in Canada do not lend 

themselves to any real accountability and impede accountabilïty for discreet dimensions as 

well. 

This need for purpose or meaning for the national heaith system may explain the 

ambivalence of key informants toward the principles for the Canada Health Act. While 

achowledging the importance of the principles, and for many infonnants, sharing a 

commitment to them, their effect had been lost as the health care system has p w n  up and 

around them. The application of Clt4 p ~ c i p l e s  to acute care services which were 

sometime ago lost in the midst of additional, non-acute care services, makes them less 

meaningful than they once were. 

A description of the scope of the health care system, or more specifically what is in and 

what is outside the boundaries of the health care system, is essential to the idea of 

accountability. Similarly the products and outcornes of the system need to be descnbed so 

that processes of accountability can be created and applied in critical areas. 

It should be noted at this point that establishing the purpose of the health care system at 

the macro level requires consideration of macro issues. If the health care system is to do 

its limited part in the improvement of health status of Canadians, in the larger context of a 

population health - or health determinants - approach, then financial resources of the 

country need to be put towards other determinhg initiatives. Macro objectives are required 

that have sectoral implications descnbed clearly. Attendant Limitations on heaith care 
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system spending need to be clear. 

The discussion of the macro level, where the heafth system fi& in, what part of national 

resources it consumes, what pnority is ascribed to it in the context of other needs and 

demands, is îùndamentally based on the understanding of the values of Canadian society- 

M a t  is it that Canadians value? 1s it, for example, the prolonging of human life, beyond 

any other societal goal, that drives continuai spending and pre-occupation with the health 

care system? Because if it is, then this needs to be said, and it implications understood. If 

it is not, then the boundaries which are required to descnbe the choices about health care 

within the national health care system also need clarification in our health care poücies 

and legislation. To Say that this requires an understanding of and a consensus about the 

values of Canadians for the health care system is an undentatement indeed. But to ignore 

it denies the complexity of the decision-making that lies ahead for Canadians and their 

elected leaders. 

One of the reasons that this discussion or consultation with Canadians has to arrive at the 

answers to these questions is that the content and inter-relationship of other dimensions of 

accountability in the health care system is determined by this over-arching understanding - 
of the system's purpose. 

The traditional dimensions of accountability in public administration, as described by 

Thomas include political, constitutionai and legislative (legal) dimensions. For the purpose 

of discussing accountability in the health care system, these components of governance 
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can be combined into one area under the general heading of governance. The componeats 

or elements of govemance are nonetheless important but their understanding would likely 

benefit from being considered together. This would, for example, help to distinguish the 

accountability dimension of govemance fiom the accountability dimension of community. 

It would help to demonstration that the involvement of citizens in the health care system - 

by exercising democratic nghts to elect or to access programs or services that are 

mandated serves a different purpose than partkipating as a citizen in the development and 

maintenance of programs for maintenance of personal or community health. It would 

similarly help to demonstrate that the existence of one dimension of accountability neither 

replaces or alters the existence or need for the other. 

The dimension of govemance brought the most concem, fhstration and disrepute to the 

discussion about accountability in the health care system. In part this seems to be related 

to the fact that so much emphasis is put on the potential of this dimension of 

accountability to afEect change in the health care system and so little change is realized. 

For accountability in respect of the health care system to be maximized, the Limitations of 

this particular dimension need to be understood, so that emphasis cm be better placed to 

achieve desired accountabilities. 

The dimension of professional accountability creates the most ambivalence for key 

informants. Regardless of the informant's role in the heaith care sector, the dimension of 

accountability appeared to illustrate both the highest hopes for accountability and the 

gravest concems. 
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The accountability that professionals undexstand as their own accountability to the patient 

and to the community which they serve is often describeci in ways that are inspirational. 

"The professional" commits to acting in the best interests of an individuai patient and to 

the goal of presening the health and dignity of the individual. The fact that this goal ( or 

goals) is fiindamentai to the nature of this professionalism implies a set of values that are- 

often hard to reconcile with what might be considered other areas of societal 

accountability to which pro fessionals might reasonably be expected to de fer. 

In the absence of other transparent or accessible processes of accountability, this is the 

single area proffered as accountability to which the public is likely to attach. It is this 

dimension of accountability, once again in the absence of purpose and meaning for the 

health system more broadly articulated, that is the shelter in the stonn for rnany 

participants in the heaith care sector and for Canadians as individual health care-receivers. 

This phenornenon appears to function not d e  what Peterson descnbed when he 

discussed tmst as fiuidarnental underpinning of the physician-patient relationship - as the 

'kloak that conceals the nakedness" of the vulnerable patient. The power of professional 

accountability to function as the accountability bel1 weather for the health care system 

(with all of the attendant pressures on cost and the inherent danger of vested interest) will 

exis t until other dimensions of accountability are better developed and more articulateiy 

communicated to the public. 

The fhmework for accountability in public administration would refer to this dimension 

as administrative. The manageriaï dimension represents a catch-al1 for many regulations, 
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procedures, hierarchical relationships that we have regardeci as the M o f  management in 

the mentieth century. The elements of this dimensions would include but not be limited to 

hierarchical decision-making, reporting, management inforniaton, performance 

rneasurement, administration, evaluation, evidenced-based decision making processes and 

supports and of course, financial accountability. The elements could and would change, - 

sometimes with managerial fashion, sometimes as a fùnction of technology, the 

availability of resources and other factors. This dimension serves the higher purpose and 

meaning of the health care system. It is subordinate to other dimensions but m u t  remain 

transparent. 

This dimension of cornmunity accountability distinguishes itself nom the dimension of 

govemance in part at least by its lack of relationship to the latter dimension. Not 

withstanding processes of governance that are by nature poiitical or hierarchical this 

dimension reflects the view of infamants that the accountability of the cornmunity and the 

accountability of the health care system to the cornmunity in general, its interests and 

needs, stands separateiy fiom the requirements of governance. This dimension addresses 

the needs of the community that cannot be addressed through the govemance dimension 

and which cannot reasonably be expected to be addressed through the governance 

dimension. It represents not the failure of the dimension of governance to guarantee r 

certain kind of accountability, but a recognition that the accountability that is characterized 

by elections at al1 levels of govemments, appointed or elected health care s e ~ c e  boards, 

legislation, constitutions and regulations, does not serve the same purpose as the 

community dimension that has the potential to prescribe the nature of the health care 
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system's relationship with the cornmunity it semes. 

This dimension of community accountabiiity, its terms and elements, has to be reconciled 

with the dimension of pupose and govemance and to a lesser extent to the dimension of 

professional accountability. 

The dimensions do not aatomaticaiîy sort themselves hierarchkally and iastead 

req~ire horizontai coigruency. Apart h m  the fiindamental importance of purpose and 

rneaning attributed to the health care system - the answer to the question of what the 

system's vision is - what is the relative importance of the dimension of professional 

accountability compared to the importance of community accountability or govemance? 

Key infamants did not address these issues specifically and no conclusion can be drawn 

about the relative priority of the dimensions. It is intuitive that the vision, goals and 

purpose of the health care system must first be established. It may be just as intuitive that 

the elements of the managerial dimension of accountability exist to support the other 

dimensions of accountability. The relative importance of the professional, govemance or 

comrnunity dimension is left to future research. But it is clear that the process of defining 

the elements of each of these dimensions cannot be undertaken without reference to the 

purpose and elements of the other dimensions. Further it must be tnie that the mechanisms 

for accountability, the accountability practices, must be developed so as to complement 

one another. 

It is interesting to note that it is this aspect of the accountability puzzle that is the most 
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significantly short-.ifted by the Caaadkan literature. The Canadian fiterature has faiied to 

identify the dimensions of accountability in the health care system in Canada and has 

failed to observe the relationship that exists between these dimensions even when they are 

not directly associated with the accountability constnict. 

An understanding of the American conceptualizations and practices of accountability 

in a managed health care environment are useful to the Canadian experience in 

health care systems. The American literature infoms decision-making about 

accountability better than does the Canadian literature. This may result h m  the angst 

expenenced in the U.S. regardhg managed c a n  and the perverse effects that the model 

has had on accountabilties, real and perceived. 

Key infonnants and community/advocacy infamants were aware of managed care models 

and aware of the debates and dilemmas that the model has generated. Infomiants noted 

that increased attention to accountability in the Amencan hedth care system flows 

Iogically from the Amencan way of Iife and culture where independence, self- 

actualization in economic tems and competition are valued highly. Monnants noted that 

the health care system Ui the United States has developed as a pnvate enterprise and shares 

with business enterprises, business values and economic drivers. The existence of these 

charactenstics in the U.S. health care system and their recent regdation (necessitated by 

high-costs particularly for employers) has forced a discussion of accountability in the U.S. 

Canada's immature discussion reflects the relative safety and security that a universal and 

publicly administered health care system af3ords. The increasing tendency for 
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govemments in Canada to &ect its health care system WEe a single managed care mode1 

(albeit publicly hded),  prompts a new consideration of issues of accountabiiity that until 

now have been eluded. 

Issues of globalization will M e r  drive Caaadian governments to act in a managed-are' 

way. Without the safiety of weii denned parameters for publicly h d e d  health care the 

a-ety of Canadians about theu health care system wiii increase. At the same time this 

kend will prompt the creation of accountabüity mechanisms and proposals that will drive 

single dimension accountabiiity proposals to earlier development and less balanced 

approaches to accountabiiity of the overall health care system in the context of Canadian 

society. 

Key Informants share a sense of powerless ness. Regardless of the position that an 

informant holds with respect to the organization hierarchy of the health care systern in 

Manitoba, key infarmants revealeà a sense of powerlessness regarding the health care 

system and how it might be infiuenced to be more accountable. Informants expressed this 

sense of powerlessness in the context of two powerfbl forces: political forces and 

professional forces, both perceived to rely on well-established and traditional means to 

guarantee that their vested interests are safeguarded in future health care systems. 

Infomiants were aware of the lack of capacity to re-examine the roles of these groups in 

the health care system and the challenge of creating new accountability constnicts and 

balances without theu participation. 



The accountability of the individual in aequiriig u d  miintaûaing good hedth and 

their accountabUity for participation in the hedth care system must be further 

explored. The accountability of the individual for his/her health status and Wher 

participation in the health care system has not been addressed by this research. It mains  

thought that this area could indeed benefit h m  additional msearch, with pacticular 
- 

consideration given to the individuai's relationship to the health care system as opposed to 

one particular caregiver or institution. 

Accountability might reasonably be considerd a principle of the Canada Heuitlir Act 

or a principle of future health related federai legislation. Additional qualitative 

research might be able to establish whether the issue of accountability can be understood 

and articulated sutFciently or conceptuaiized appropnately to warrant its inclusion in the 

set of principles that govems Canada's national health care system through federal 

legislation. Does the idea of accountability cary the weight required to w;urant inclusion? 

Can the dimensions of accountability in the national health systern or in a provincial health 

system be descnbed in such a way as to M e r  fashion a national health care system and 

contribute to the establishment of purpose, the balance of accountabilities of participant 

groups and to ensure the development of managerial mechanisms to support the 

accountabilities in action? 



INFORMATION SHEET AND PARTICIPANT CONSENT 

DIMENSIONS OF ACCOUNTABILITY 
IN THE EEALTH CARE SECTOR IN CANADA 

Charlotte Johnson 

What is the study about? 

Since the beginning of the 1990's provincial govemments in Canada have refocmed their 
health care systems to address issues of rising costs and efficiency. In most provinces 
sigificant changes have taken place especiaUy in the area of govemance, with Regional 
Health Authonties assuming more authority and accountability. Despite the fact that a 
period of reinvestment has followed years of hancial restraint, there is still concem that 
the quaiity of health care is not what it should be, that access to care is not timely and that 
costs are once again increasing. Debate continues around the question of what the 
Canadian health system is, what it should be, and what heaith care system is sustainable. 

In response to these concems there has been an increasing interest in the idea of 
accountability in the health care sector. The federal Minister of Health has spoken about 
accountability as it applies to the resources of the health care system, the management of 
the system and it resdts. The federai govemment, dong with nine of ten provinces, has 
agreed to strengthen Canada's Social Union by "enhancing each govemment 's 
transparency and accountability to its constituents". 

Although mechanisms of accountability have aiways been a part of Canada's health care 
system in one way or another (eg. the annuai report of the provincial health department, 
the annual hanciai statements of health care institutions and the self regdation of health 
professions) accountability as an idea is receiving more attention h m  the public and more 



effort is beîng made by hedth care leaders, managers and professionals to understand how 
it applies in the health care sector* 

You are being asked to participate in a research study that will examine the meaning of 
accountability in the health care sector in Canada. You are asked to share ideas that may 
be personal or professional; they may or may not be related to your current d e  in health 
care. Questions in the interview wili ask you to think and talk about various dimensions of 
accountability and what iheu importance is. Your answers might reflect your experience - 
as a citizen, leader, manager or observer. Ali of these perspectives are of interest. 

Your participation 

If you decide to participate you can expect the interview to take about a .  hour. (Focus 
group participation might take Longer but wiil not exceed tsvo hours). 1 would Wce to tape 
the interview so that 1 can review your comrnents at a later date and mure accuracy of my 
notes. Ifhowever you would prefer that the i n t e ~ e w  not be recorded, 1 can rely on my 
notes instead. In either event I would expect to take notes throughout the interview. 

You are fkee to withdraw from the interview or focus group at any time or you may 
choose, at any t h e ,  to refuse to answer any of the questions. By participating you will 
contribute to the understanding of how the idea of accountability is applied to the health 
care system in Canada. 

Anonymity and security of information 

Your anonymity in any published reports of this research is guaranteed. In the event that a 
comment might be easily identified with one of the informants, the researcher will blend 
replies in order to parantee anonymity while p r e s e ~ n g  content. Your name will be 
recorded only in an aiphabetical Iist of key infonnants. During the research project al1 
consent forms, data and tape recordings will be stored in a secure location. Data will be 
accessed by the researcher oniy. Data will not be used for any purpose other than this 
study , which is to be published upon its completion. No data will be available to any third 
party for any other purpose. 



PARTICIPANT CONSENT 

The purpose of the research project has been explained to me and 1 have had an 
opportunity to review the description of the research above. 1 am aware that the research is 
being undertaken by the researcher îndependently to fiilnu the quirements cbf the 
University of Manitoba towards a Master's of Science in Community Health. 

By signing this consent 1 indicate my agreement to participate in the study and agree that 
my answers in the context of this interview may be used ody for the purposes outlines 
above. 

Signature of Participant Date 

I have explained the nature of the research study described above. 1 attest that to the best 
of my knowledge the participant understands the nature of the research and how the 
researcher intends to use the participant's contribution through this i n t e ~ e w .  

Signature of Researcher Date 



KEY lNFORMANT / FOCUS GROUP INTERVIEW GUIDE 

Do you have a personal definition of c'accountabiiity''? How would you describe 
it? Does it fit into any larger scheme of things in your mind? 

In your role as a citizen, where does the idea of accountability fit into your 
understanding of society? 

What is your own experience of accountability in the roles that you have had in 
your work life? Have you corne across ways in which accountability was 
descnbed or applied that Ieft an impression on you? 

What do you think accountability has to do with health care in Canada? 

With respect to the health sector have you been involved directly in any 
discussions about accountabiiity? Can you elaborate? Did you have a sense of 
these discussions hitting or missing the mark? 

If you were to appiy your understanding(s) of accountability to heaith care, in 
what areas do you think that the principles of accountability are most importantly 
applied? 

Are you familiar with any particular modelr or frameworks for accountability for 
health care? Can you comment on these in ternis of strengths or weaknesses? 

Do you have thoughts about how accountabilities for the health care system in 
Canada should be determined? 



GUIDE TO DATA ORGANIZATION AND ANALYSIS 
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