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LETTER OF TRANSMITTAL
December 31, 2012

Honourable Fred Horne 
Minister of Health 
Government of Alberta

Dear Minister Horne:

The Health System Governance Review Task Force is pleased to submit 
its report to you.

We would like to thank the many individuals in leadership positions in 
the health system in Alberta, and elsewhere, who gave willingly of their 
time and spoke candidly to us on what needs to be done to improve the 
governance of the health system.

We would like to express our appreciation to Dr. Anthony Fields, who had 
to step down as a member of the Task Force in October when he was 
named Chair of the Board, Health Quality Council of Alberta.

We would like to thank the Resource Team who worked with us 
throughout the project. Their names are shown in Appendix 1.

Also, we would like to thank the thousands of hard working individuals 
on the front lines of Alberta’s health system. The fact that as much 
progress has been made at integration and relationship building over the 
past four years is a tribute to their resilience and professionalism.

Finally, we would like to congratulate you on accepting the 
recommendation of the Health Quality Council of Alberta that led to the 
creation of this Task Force.

The health system in Alberta, like elsewhere, faces significant challenges. 
It is our hope that this report, and its recommendations, will contribute to 
making this system one of which all Albertans can be justly proud.

Sincerely,

James R. Nininger, Ph.D., Chair

Linda Hohol, Vice Chair

Michael Percy, Ph.D., Member

John Vogelzang, FACHE, Member
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EXECUTIVE SUMMARY
The Minister of Health established the Health System Governance 
Review Task Force (the “Task Force”) in July 2012, in response to a 
recommendation of the Health Quality Council of Alberta (HQCA). The 
Task Force was asked to explore ways of improving governance of the 
present health system without structural change, and specific to Alberta 
Health Services (AHS) and the AHS Board, the Minister of Health, Alberta 
Health and physicians.

Within the Government of Alberta, Alberta Health has the largest single 
budget — $16.6 billion — for delivering some health programs directly, 
but primarily to support and fund AHS. AHS is the government’s largest 
agency, mandated in legislation to provide health services to all Albertans 
and employing over 90,000 individuals. The sheer size of and impact 
on Albertans of these organizations make it critical that all parties strive 
for excellence in their governance practices. The quality of decision-
making in Alberta’s health system affects the quality of health outcomes. 
To have quality decision-making, the health system needs to have 
effective governance.

Since July, the Task Force undertook more than 60 interviews. The Task 
Force familiarized itself with the health system’s evolution over time, 
the applicable legislation and the major organizations in the system. 
Research was undertaken on a number of key topics.

The Task Force learned that prior to but primarily since the 2008 
restructuring of health service delivery, whereby nine regional health 
authorities and three province-wide organizations were merged into one, 
confusion about roles and responsibilities exist among the parties and 
in the minds of stakeholders and Albertans in general. Restructuring has 
been undertaken in the past without full consideration of the reason, 
the risks, the alternatives and without a fully developed implementation 
strategy. The cumulative effects of restructuring have left the major 
players in the health system stressed and confused about roles 
and responsibilities.

The Task Force also learned that, in spite of this, much progress has 
been made at integration and relationship building since 2008. This 
is a tribute to the resilience and professionalism of the thousands of 
people who work in Alberta’s health system. However, significant issues 
remain unresolved and left unaddressed they will continue to impact the 
efficiency and effectiveness of the health system.

RECOMMENDATIONS 

Recommendation 1: That the 
Minister of Health confirm his 
commitment to deliver health 
services through a health authority, 
Alberta Health Services, overseen 
by a board appointed by the 
Minister, and that the necessary 
governance processes are put in 
place to support this commitment.

■■ Within the context of a publicly-
funded agency of government, 
the AHS Board be given the 
necessary autonomy to carry 
out its delegated authority, 
supported by a clear mandate 
and governance framework.

Recommendation 2: That the 
authority conferred on the AHS 
Board in section 5 of the Regional 
Health Authorities Act, which deals 
with the scope of responsibilities, 
be confirmed by the Minister as 
the primary building block for an 
integrated health system.

Recommendation 3: That the 
Minister and the AHS Board adopt 
a procedure for the recruitment and 
selection of new board members 
that is competency-based, non-
partisan, transparent, follows 
best practice and is followed on a 
consistent basis.

Recommendation 4: That the CEO 
be given the autonomy required to 
execute the Health Plan, and be 
held accountable for meeting its 
performance targets.
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On this basis, the Task Force makes 10 recommendations around 
three themes:

1 . All parties must be clear about their roles and responsibilities 
and be committed to achieving excellence in their execution .

This means that the AHS Board excels in its governance oversight 
responsibilities, including the board appointment process. AHS strives 
to become a high performing integrated health delivery organization. 
Alberta Health excels as a cutting edge strategic policy, monitoring 
and assurance department of government. The Minister excels at 
providing leadership to the overall system.

2 . The unique structure of Alberta’s health system, consisting 
of one government department and one major provider of 
services, demands that the two work together as integral 
parts of one system .

This means that each organization works in partnership to support 
the other. Each wants the other to be highly successful in executing 
their mandate and achieving the desired outcomes on behalf of all 
Albertans. Various processes need to be put in place to facilitate 
a culture of mutual respect, trust and candor that will underpin 
the partnership.

The Task Force recognizes the important role played by a wide 
variety of organizations in the delivery of health services to Albertans 
at the provincial, regional and community levels and the need for a 
partnership culture throughout the system.

3 . Albertans require the full engagement of physicians in order 
to benefit from the effectiveness and quality outcomes that 
the health system should deliver .

This means physicians need appropriate training and experience to 
prepare them for teamwork and leadership roles, as well as culture, 
structures and processes that facilitate their engagement. As part of 
a quality improvement culture, physicians balance constructive and 
responsible advocacy with accountability to their patients, colleagues, 
AHS, the system and society as a whole.

The Task Force recognizes that the effectiveness of the health 
system depends on the contributions of all health professionals 
working together. Its focus on physicians was a result of the HQCA 
recommendations and the Task Force’s Terms of Reference.

Recommendation 5: That AHS 
ensure its structure, expertise 
and resources are appropriately 
balanced across the continuum of 
health services.

■■ This balance is reflected in 
appropriate visibility, oversight 
and reporting.

■■ Decision-making needs to 
be as close to the patient, 
resident or citizen as 
is feasible.

Recommendation 6: That the 
Minister and Ministry clarify 
Alberta Health’s role and 
responsibilities as a leader 
in providing strategic policy 
direction, setting standards 
and providing assurance to the 
health system, and execute 
these accordingly.

■■ Alberta Health develops on 
behalf of the government a 
long-term, high-level strategic 
framework for Alberta’s 
health system.

Recommendation 7: That 
Alberta Health ensure its 
organizational structure, 
resourcing and core 
competencies align with its 
clarified role and responsibilities.

Recommendation 8: That every 
effort be made by the Minister 
and Alberta Health to support 
AHS achieving the targets set 
out in the Health Plan, and that 
clear protocols be put in place to 
communicate and support any 
material changes to the Health 
Plan if these become necessary.
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The health system in Alberta has experienced multiple restructurings 
over the recent past. Dealing with these system changes, particularly the 
massive 2008 restructuring, has taken significant energy and resources 
that needed to be spent on improving patient outcomes. No structure 
has been given sufficient time to mature and gain legitimacy. The Task 
Force strongly suggests that leadership across the health system focus 
their efforts on making the current structure work more effectively by 
clarifying roles and responsibilities, developing a partnering culture, and 
building the capacity of all individuals to deal with the challenges the 
system will surely face in the future.

The Task Force believes that the current structure for health policy-
making and delivery is a viable structure in principle. The challenge is to 
ensure that it is also a viable structure in practice.

The Task Force also believes that all parties involved in the health system 
should work with urgency to assess and implement its recommendations 
in a timely fashion.

Recommendation 9: That the 
leadership of the health system 
establish processes that reinforce 
a culture of collaboration between 
AHS and Alberta Health including:

■■ Establishing governance 
mechanisms to facilitate 
problem solving and decision-
making at the system level.

■■ Implementing the Working 
Together Action Plan.

■■ Capacity building throughout 
the system to encourage, 
enable and recognize 
collaborative work.

That relationships throughout the 
Alberta health system be based on 
the same culture of collaboration.

Recommendation 10: That 
AHS continue to develop and 
implement strategies to engage 
physicians, and in collaboration 
with physicians, identify current 
behavioural barriers that hamper 
the effectiveness of its policies 
and structures and the two-
way communication necessary 
for success.
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FRAMING THE ISSUE

Background
On February 22, 2012, the Health Quality Council for Alberta (HQCA) 
published a Review of the Quality of Care and Safety of Patients 
Requiring Access to Emergency Department Care and Cancer Surgery 
and the Role and Process of Physician Advocacy, including Physician 
Intimidation.1 This wide-ranging report examined a number of issues, 
including wait times in emergency departments and allegations about 
intimidation of physicians.

In its analysis the HQCA noted that recent restructuring of Alberta’s 
health system had led to blurred lines of authority and accountability, 
and that well-defined roles were needed for major players in the health 
system. The HQCA recommended that a task force be established 
“to clearly delineate the lines of authority, roles and responsibilities, 
and accountabilities” of these players. These players are: Alberta 
Health Services (AHS), the AHS Board, Alberta Health and the Minister 
of Health.

In response to the HQCA’s recommendation, the Government of Alberta 
established the Health System Governance Review Task Force (“the Task 
Force”). Biographies of the members of the Task Force can be found in 
Appendix 1. The Terms of Reference for the Task Force are provided in 
Appendix 2.

The Task Force was asked to undertake its work within the context of 
Alberta’s health system as it is presently structured. The Task Force has 
therefore examined roles and responsibilities based on the continuation 
of a single province-wide health authority for health service delivery. It 
did not explore further structural changes to the system.

This report outlines a series of recommendations and other suggestions 
for consideration by the Minister of Health, with the goal of bringing 
about more effective governance and improved working relationships in 
Alberta’s health system.

1 Health Quality Council of Alberta. (2012). Review of the Quality of Care and Safety of Patients 
Requiring Access to Emergency Department Care and Cancer Surgery and the Role and Process of 
Physician Advocacy. Edmonton, AB.

The HQCA 
recommended that a 
task force be established 
“to clearly delineate the 
lines of authority, roles 
and responsibilities, and 
accountabilities”
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Why This Is Important
The quality of decision-making in Alberta’s health system affects the 
quality of health outcomes. To have quality decision-making, the health 
system needs to have effective governance.

Health is of crucial importance to Albertans. The health system 
touches the lives of individuals and families across the province, in 
communities big and small. Alberta’s health system is part of the public 
consciousness. Albertans need confidence that the system will be there 
for them when they need it, and that it will continue to deliver the quality 
services they expect.

Alberta has the second-highest health spending per capita among 
Canadian provinces, behind Newfoundland and Labrador.2 However, the 
province does not have leading health outcomes.3 Better governance in 
the health system can help the province achieve better health outcomes 
and can contribute to a better overall health status of Albertans.

At its core, health is about people. The delivery of health services 
involves complex interactions among many individuals and 
organizations, requiring effective working relationships. Relationships 
are not an abstract concept. They underpin the day-to-day delivery of 
health services and they have a real impact on the overall operation of 
the health system. Effective working relationships depend on people 
respecting each other’s roles and responsibilities, understanding 
how they relate to each other, and committing to work collaboratively 
towards shared goals. Effective governance lies at the heart of these 
arrangements.

Process of the Task Force
The Task Force held its first meeting in July 2012. It held 10 face-to-face 
meetings and numerous conference calls.

A key part of the Task Force’s work was assessing the current 
governance landscape of Alberta’s health system. The Task Force 
familiarized itself with the system’s evolution over time. It also considered 
applicable legislation and the major organizations and groups of 
individuals that interact with each other across the system. A brief history 
of major changes to the health system is contained in Appendix 3. An 
overview of the health system today is provided in Appendix 4.

2 Canadian Institute of Health Information (2012). National Health Expenditure Trends, 1975 to 2012. 
Ottawa, ON.

3 Alberta Health Services. (2012). AHS Q2 Performance Report 2012/13. Edmonton, AB.

Effective working 
relationships depend 
on people respecting 
each other’s roles 
and responsibilities, 
understanding how they 
relate to each other, 
and committing to work 
collaboratively towards 
shared goals. Effective 
governance lies at the heart 
of these arrangements.
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The Task Force interviewed individuals for their input and perspectives 
about the present state of governance within Alberta’s health system and 
for their ideas and advice for making improvements. Over the course 
of several months, members of the Task Force conducted over 60 
interviews. Interviewees included representatives from:

■■ Alberta Health;

■■ AHS;

■■ the AHS Board, as well as past AHS Board members;

■■ the HQCA;

■■ the Alberta Medical Association;

■■ the College of Physicians and Surgeons of Alberta; and

■■ the faculties of medicine at the University of Alberta and the 
University of Calgary.

The Task Force also interviewed experts on health systems and public 
sector governance from across the country. In addition, the Task Force 
sought input and perspectives from the Minister of Health.

To complement its interviews, the Task Force undertook research on 
key health governance topics. This included a review of accountability 
and governance frameworks used in other jurisdictions, as well as 
literature reviews in areas such as: health system integration; roles in 
health care systems; and physician engagement. In addition, the Task 
Force examined trends in corporate governance in the private sector, in 
Crown agencies and in the health sector. These trends are outlined in 
Appendix 5.

The Task Force looked at the experiences of other countries in 
determining the roles and responsibilities of health departments and 
health authorities. A summary of these observations is provided in 
Appendix 6.

Due to the nature of its work, the Task Force did not undertake any 
survey research, nor did it undertake administrative or structural reviews 
of AHS or Alberta Health. The Task Force also did not interview other 
health professionals since this fell outside its mandate.

The perspectives gathered from these efforts informed the Task 
Force’s deliberations. Members of the Task Force further contributed 
their knowledge, expertise and personal experiences to identify 
governance issues in the health system and develop recommendations 
for improvement.
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What Was Learned
The structure of Alberta’s health system has undergone considerable 
evolution over the past few decades. This has impacted people and 
relationships in the system, and over time, the effectiveness of the 
system’s governance.

The Task Force learned the following in its work:

■■ Ongoing restructuring of the health system, culminating with the 
shift to a single health authority in 2008, resulted in instability 
and confusion about roles and responsibilities of major players in 
the system.

■■ The shift to a single health authority was a massive and complex 
undertaking, similar in many ways to a large multi-corporate merger. 
It required meticulous change management and deliberate decision-
making about how to distribute responsibilities and integrate assets, 
functions and people. Unfortunately, these crucial elements were not 
present to the degree that was needed.

■■ Progress has been made at integration and relationship building 
over the past four years due to the resilience and professionalism 
of the thousands of people who work in Alberta’s health system. 
These efforts, however, have not been able to overcome a number of 
systemic issues that have lingered since restructuring.

■■ Relationship dynamics between the government and the health 
authority have fundamentally changed. Where Alberta Health 
previously played an important coordination role for many regional 
health authorities, it now deals with a single province-wide authority. 
This “one-to-one” relationship between the government and the 
provider makes Alberta unique and it creates unique challenges. For 
example, issues are now routinely elevated to the provincial level, 
regardless of their nature, location or severity.

■■ There are pockets of excellent collaboration between Alberta Health 
and AHS. However, partnerships are not strong throughout the 
two organizations despite the fact there must be a strong working 
relationship in order for the system to work.

■■ It was cited that the Government of Alberta has been overly involved 
in the operations of AHS. It was also cited that, at times, the AHS 
Board has been too involved in day-to-day management of the 
AHS organization.
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■■ AHS has made some progress in decentralizing decision-making 
through the creation of Zones, so that decisions are made closer 
to the patient, resident or citizen. However, much more needs 
to be done. Decision-making remains too centralized, reporting 
relationships are not clear and delegation of authority is not 
broad enough.

■■ The process of appointing members to the AHS Board has not always 
followed best practice and has not been transparent.

■■ Joint decision-making and problem-solving mechanisms between 
Alberta Health and AHS are presently not sufficient.

■■ The lack of a consistent issues management process compounds 
the confusion around roles and responsibilities. Consequently, issues 
management can consume significant amounts of time of senior 
executives in Alberta Health and AHS, and of the Minister and the 
Minister’s office.

■■ There is confusion and disagreement about the roles that Alberta 
Health and AHS should be playing with respect to specific areas of 
health service, such as: public health; laboratory services; mental 
health and addiction services; and primary care.

■■ There is duplication and overlap between Alberta Health and AHS 
in areas such as: workforce planning; information technology; 
performance reporting; and monitoring.

■■ Stability in the health system has been elusive. In addition to 
structural change, turnover in personnel at all levels has impacted the 
system, including frequent changes in the senior leadership of Alberta 
Health, AHS, the AHS Board and the Minister.

■■ The Government of Alberta’s five-year funding commitment to 
AHS has been well received since it has provided the system with 
financial predictability.

■■ AHS has undertaken encouraging efforts to engage physicians in 
helping lead and  shape the direction of the health system. However, 
physicians remain relatively disengaged, especially those that have 
less frequent interaction with AHS.
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The Issue
Over time, systemic problems and challenges in the health system too 
often have been answered by multiple restructuring efforts, rather than 
examining the issues fully, identifying the root causes and applying 
solutions based on evidence and experience.

Restructuring has been undertaken in the past without full consideration 
of the reason for doing it, the risks of doing it, alternatives to doing it and 
the implementation strategy necessary to do it right. Each restructuring 
has compromised the working relationships that have managed to 
develop over time and in some cases has exacerbated the systemic 
problems and challenges.

It has also been exhausting, in terms of energy and capital. Too often the 
focus of people and resources has been placed on restructuring the 
system, diverting energy away from addressing the root challenges in the 
system. It has also diverted attention away from developing innovative 
ways of delivering quality services to Albertans.

The cumulative effects of restructuring have been lingering change 
management issues, chronic instability and confusion about the roles 
and responsibilities of major players in the health system.

Bringing about effective governance is a step in the right direction 
towards resolving the underlying problems and challenges in the health 
system. It is a necessary but not sufficient condition for addressing 
these issues.

Finding appropriate solutions to the problems and challenges will require 
stability, leadership, capacity building and innovation. The solutions in a 
resource-constrained environment will be challenging and by their very 
nature incremental in their impact. But they are needed if Albertans are 
to maintain trust and confidence in the quality, availability and financial 
sustainability of the system.

The Task Force’s report sets the stage for this future work. Its 
suggestions and recommendations outline the processes by which 
the major players in the health system can begin to foster enhanced 
working relationships, address root issues in the system and develop 
solutions to improve health outcomes for Albertans. It is urgent that 
the parties involved in the health system assess and implement these 
recommendations in a timely fashion.

The cumulative effects 
of restructuring have 
been lingering change 
management issues, 
chronic instability and 
confusion about the 
roles and responsibilities 
of major players in the 
health system.

Finding appropriate 
solutions to the problems 
and challenges 
will require stability, 
leadership, capacity 
building and innovation.
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THE KIND OF SYSTEM WE WANT
Aspirations for Alberta’s Health System
Effective governance plays an important role in helping Alberta’s 
health system to achieve the desired outcomes and to remain strong 
and sustainable. Given this, the Task Force has articulated a series 
of aspirations for Alberta’s health system, informed by the views of 
interviewees. The capacity to realize these aspirations is driven by the 
governance of the health system.

In addition, the government has adopted Results-Based Budgeting 
and has articulated aspirations for this process including: delivery of 
high quality health services; evidence-based decision-making; value for 
money in operations; and a collaborative team-based work force. The 
aspirations set out below are consistent with this process.

ALBERTA’S HEALTH SYSTEM:
■■ Contributes to the health status of the overall population, which 

is financially sustainable and of which all Albertans are proud;

■■ Is one where Albertans are at the centre of the delivery 
of service and where there is seamless delivery along the 
care spectrum;

■■ Demonstrates improvements in health quality and safety in 
critical areas of need;

■■ Encourages innovation in all its aspects;

■■ Fully integrates education and research;

■■ Attracts and retains high talent management and staff, health 
professionals, clinicians, educators and researchers to work 
within the system;

■■ Is led by a highly effective Alberta Health and AHS, which is the 
envy of government and health delivery systems worldwide;

■■ Includes a high performing board of AHS;

■■ Is one where physicians at all levels see themselves as full 
partners in the delivery of care with AHS;

■■ Has effective governance at the system level and where AHS 
and Alberta Health work in partnership under the overall 
guidance of the Minister of Health.
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Guiding Principles
As touchstones for its analysis and recommendations, the Task 
Force developed a set of guiding principles that should underlie the 
governance of Alberta’s health system.4 Consistent adherence to these 
principles will serve the health system well and will serve the best 
interests of all Albertans.

■■ Leadership. Achieving significant and lasting change is difficult to 
accomplish in health care. Transformational change requires leaders 
who have a shared vision of what can be accomplished and who 
work together to bring about needed change. Leaders need to focus 
on the things that are standing in the way of change. Such leadership 
is required throughout the partner organizations.

■■ Partnerships. The key organizations involved in the success of 
Alberta’s health system are partners working together to improve 
health outcomes. Each has different roles and responsibilities, but the 
importance of strong, effective and lasting partnerships is understood 
and demonstrated. The partners are aligned around the strategic and 
operational plans for health and wellness. Processes and protocols 
for establishing, maintaining and assessing the effectiveness of these 
partnerships are in place. Sustainable partnerships are characterized 
by high degrees of trust that come about from the partners having 
confidence in and respect for each other.

■■ Transparency and Accountability. Partners in the health system are 
committed to transparency and accountability in the execution of 
their duties. Governance processes are established, clear, accessible 
by the public and followed by the partners. The partners understand 
the importance of accountability to the public for their actions 
and performance.

■■ Patient-Centered Focus. The focus of partners in the health system 
is always on the clients of the system, whether they be patients, 
residents or citizens. The impact on the clients of decisions and 
actions must always be the first consideration.

4 These principles are based on the report: CCA-FCI, Canadian Healthcare Association. (2004). 
Excellence in Canada’s Health System — Principles for Governance, Management, Accountability and 
Shared Responsibility. Ottawa, ON.
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Elements of Effective Governance
Consistent with the aspirations and guiding principles outlined above, 
the Task Force has examined each of the key organizational players in 
Alberta’s health system:

■■ the AHS Board;

■■ AHS;

■■ Alberta Health; and

■■ the Minister of Health.

To provide a framework for improved governance, the Task Force has 
developed Elements of Effective Governance for each of the above 
players. These are focused on the key factors which the Task Force feels 
are important in developing the next stage of governance of Alberta’s 
health system.

The Elements are described in much the same way as the Accreditation 
Canada Governance Standards5 or the Canadian Coalition for Good 
Governance guidelines for Building High Performance Boards.6 The 
Elements serve as normative factors against which an organization can 
assess itself.

The Task Force developed the Elements of Effective Governance 
based on the work of other organizations, such as those mentioned 
above, as well as on best practices and the experiences of Task Force 
members. Much of the evidence of the relationship between effective 
governance and organizational outcomes is qualitative in nature. While 
there is a need for more robust research on the link between governance 
and outcomes, there is ample evidence of a number of very public 
cases where ineffective governance oversight contributed to poor 
organizational outcomes.

In addition, the Task Force has examined the relationship of physicians 
with AHS. To support the enhancement of this relationship, the Task 
Force has developed Elements of Effective Physician Engagement. 
These are intended to serve a purpose similar to the Elements of 
Effective Governance.

5 Accreditation Canada. Governance Standards. Ottawa, ON.

6 Canadian Coalition for Good Governance. (2010). Building High Performance Boards. Toronto, ON.
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The Task Force has attempted to provide the desired clarity, but in doing 
so found it was necessary to not only look at roles and responsibilities 
but also at how they are carried out. It is possible to have clarity on 
roles and responsibilities but still end up with inefficiencies if the 
responsibilities are not executed properly. In other words, the behaviours 
must match the responsibilities. It is also possible to have clarity on 
roles and responsibilities and have them executed properly, but still have 
inefficiencies due to inhibiting factors such as insufficient resources.

Thus it is important to examine the alignment of roles and 
responsibilities, authorities and accountabilities with resourcing and 
other factors, as well as behaviours. It is for this reason that the Task 
Force goes beyond a strict examination of roles and responsibilities in its 
analysis and recommendations.
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THE ALBERTA HEALTH SERVICES 
BOARD
The AHS Board is responsible for governance and oversight of the AHS 
organization, which has a substantial budget and is the major provider of 
health services in the province.

The Task Force identified six Elements of Effective Governance for the 
AHS Board, recognizing the critical role it plays in the governance of 
Alberta’s overall health system.

1 . There is a clear commitment on the part of the Minister to 
deliver health services, as outlined in the Regional Health 
Authorities Act, through a health authority overseen by a 
board appointed by the Minister .

AHS is an agency of the Government of Alberta created under the 
Regional Heath Authorities Act (RHA).7 The RHA stipulates that a health 
region is administered by a regional health authority, overseen by a 
board, and it outlines the health authority’s responsibilities and powers. 
The RHA states that the Minister of Health may provide direction to 
the health authority, and that the health authority is accountable to the 
Minister for its performance.

The Government’s intent with respect to the governance of its agencies 
is also expressed in other legislation. This includes the Alberta Public 
Agencies Governance Act (APAGA).8 The APAGA states that Ministers 
of the Crown are accountable to the public for the activities and 
performance of agencies in their ministries.

A companion piece to the APAGA is the Public Agencies Governance 
Framework.9 This document defines an agency as an organization:

■■ established by government but not part of a government department;

■■ that has been given responsibility to perform a public function;

■■ that is accountable to government;

■■ that has some degree of autonomy from government; and

■■ for which the government holds the primary power of appointment.

7 Regional Health Authorities Act, RSA 2000, c. R-10.

8 Alberta Public Agencies Governance Act, S.A. 2009, A-31.5. This statute was passed by the Alberta 
Legislature but has not yet been proclaimed.

9 Agency Governance Secretariat. (2008). Public Agencies Governance Framework. Government of 
Alberta. Edmonton, AB.
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Provincial legislation clearly states that health services are delivered 
through an agency of government, and describes the nature, powers 
and duties of an agency. Despite this, individuals interviewed by the Task 
Force expressed confusion about whether the government truly wants 
health services to be delivered by an agency. This confusion was raised 
in the context of excessive involvement and control by government. 
Some board members in particular felt that in too many instances, AHS 
has been managed by the government as if there were no AHS Board 
in place.

There are clear benefits, for the Minister and for the government, to 
having health services delivered through an agency overseen by a board. 
Key benefits include the ability of a board to:

■■ Bring independent thought and challenge to the agency;

■■ Bring the expertise of experienced, knowledgeable board members to 
bear on the governance of a large and complex organization;

■■ Provide a broad community perspective through the inclusion of 
diverse board members;

■■ Support the CEO with advice and counsel from experienced 
board members;

■■ Provide a buffer between government and the agency with respect to 
political influence on decision-making;

■■ Provide a sense of confidence on the part of the public that the 
agency is overseen by an autonomous, high quality, competent board 
with a singular focus on improving health outcomes.

Since responsibility rests with the agency, a board can also take the lead 
in addressing operational issues that may occur in the agency, along with 
associated public and political pressures.

There are important implications of utilizing an agency governed by a 
board. These include the following:

■■ The agency is a separate legal entity.

■■ Board members have statutory obligations with respect to their 
fiduciary responsibilities. These include: the duty of loyalty and duty 
of care to act in the best interests of the corporation, and oversight 
for the financial and quality performance of the organization.

There are clear benefits, 
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■■ The Minister delegates authority to the agency to carry out its work 
consistent with statutes and regulations. This delegation needs to be 
allowed to work.

■■ The agency’s board is accountable to the Minister. A framework 
needs to be in place to underpin this accountability.

The Task Force is aware that there are other ways to structure and 
oversee the delivery of health services to Albertans. For example, the 
government could choose to deliver health services directly through a 
government department or could employ some form of advisory body. 
Consistent with its mandate, the Task Force restricted itself to making 
recommendations within the context of the current governance structure.

The current structure for the delivery of health services is a viable 
structure in principle. The challenge going forward is to ensure it is viable 
structure in practice.

2 . There is clear understanding of corporate governance in 
the context of an incorporated agency of government, such 
as AHS .

Governance can be defined as the leadership, stewardship and oversight 
of an organization, including the monitoring of delegated responsibilities. 
It involves the direction of an organization’s activities and includes policy-
making, decision-making processes and accountability mechanisms. 
It also includes operating values, behaviours and other elements of 
organizational culture.10

The goal of effective governance is a robust, well-run organization that 
achieves peak performance and is accountable.11

Corporate governance refers to the governance of a legal entity which 
is incorporated under federal or provincial legislation. In this respect, 
the corporate governance of a private sector corporation and that of an 
incorporated, provincial Crown agency are no different. Board members 
have the same duties in law. These include a duty of loyalty and a duty 
of care to the organization on whose board they serve. Once appointed 
to a board, an individual board member owes fiduciary responsibilities 
to the board and organization regardless of the individual’s background, 

10 This definition is based on that used in the Governance Development Program of the Canadian 
Healthcare Association. http://www.cha.ca/cha-learning/courses/governance-development-program/

11 Board Resourcing and Development Office, Office of the Premier. (2005). Governance and Disclosure 
Guidelines for Governing Boards of British Columbia Public Sector Organizations. Government of 
British Columbia. Victoria, BC.
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constituency or interests. A board member is not to view his or her role 
as representing a particular stakeholder group or geographic area.

When established by a government, an agency is expected to serve the 
public interest. This is accomplished through an “authority-accountability 
cycle”, depicted in Figure 1.12

The responsible Minister is accountable to the public, through the 
Legislature, for the agency’s performance against clearly defined 
government objectives. Through legislation, the Minister delegates 
authority to the agency to carry out its mandate. The board of the agency 
is accountable to the Minister. It is therefore essential that agencies have 
a clear mandate and governance framework.

The boards of private sector corporations act in the best interests of the 
corporation. They set strategy and policy, oversee the performance of 
the CEO and operate to maximize value for shareholders.

Boards of Crown agencies act in the best interests of the agency. They 
too set organizational strategy and policy and oversee the performance 
of the CEO. However, the agency must operate within the mandate, 
authority and direction given by government. In other words, an agency’s 
autonomy is bounded by its mandate and any other legislation that 
confers responsibilities and accountability upon the agency.

The government, in turn, represents Albertans’ interests and is 
accountable to the public. This accountability necessitates the 
government’s involvement in goal setting and monitoring, within the 
formalized governance framework of the Crown agency, to ensure the 
agency’s board acts in the best interest of the public and delivers on 
its mandate.

Beyond this, the governance roles and the responsibilities of boards in 
private sector corporations and Crown agencies should be viewed as 
similar. In both contexts, the board in its operations requires a degree of 
autonomy from its shareholders.

There are nuances in Crown agencies, however, when compared to 
private sector corporations. The Task Force acknowledges that while 
the government delegates the delivery of health services to an agency, 
the government remains accountable to Albertans for the stewardship 
of the health system and public funds allocated to fund health services. 

12 Figure taken from: Board Governance Review Task Force. (2007). At A Crossroads: The Report of the 
Board Governance Review Task Force. Government of Alberta. Edmonton, AB.
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This means the agency must remain responsive to the government. 
However, it does not mean the agency must be operationally directed by 
government. The rules of corporate governance must be followed, and 
the autonomy of the agency’s board respected. Likewise, the board must 
meet its obligations to the corporation and deliver quality health services 
to Albertans.

In delegating authority to the agency, the Minister retains certain controls. 
The Minister provides the broad strategic directions of the government, 
annually approves AHS’ Health Plan and monitors AHS’ performance. 
Under the RHA, the Minister can give the agency certain direction.13 
Boards of Crown agencies need to be responsive to the Minister and 
to the Legislature, but should otherwise have appropriate autonomy. It 
is important that board members understand the bounded limitations 
described in legislation, as well as the nuances when considering joining 
the board of an agency.

The Task Force finds the following:

■■ Given that the Alberta government has established an arm’s length 
agency in legislation to deliver health services, the Minister’s key 
roles in the health system are to: set high level goals; ensure a 
proper plan is in place to meet those goals; monitor progress in 
achieving those goals; and remain ready to respond to significant, 
material, unanticipated events that would impact the achievement 
of those goals, such as a public health emergency or a change in 
government priorities.

■■ The main mechanism for accountability of the AHS Board to the 
Minister is the Health Plan. The AHS Board presents a Health Plan to 
the Minister, which the Minister can approve, change or reject.

■■ The AHS Board must provide extensive regular, standardized 
reporting. The Minister monitors and holds the agency accountable 
through performance indicators and assesses achievement 
of the Health Plan against the financial resources provided by 
the government.

Within these parameters and assurances of accountability, the AHS 
Board requires the necessary degree of autonomy in which to operate.

It should be remembered that the government has ultimate authority 
over the AHS Board, since government controls the appointment of AHS 
Board members. If the government is unhappy with the performance of 

13 Regional Health Authorities Act, RSA 2000, c. R-10, s. 8.
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the AHS Board, it has the power to remove members or not reappoint 
them when their terms end. This is the proper action in corporate 
governance in response to poor board performance. If the shareholders 
of a private sector corporation are unhappy with performance, directors 
of the company’s board can be removed by shareholders.

There may be some instances where the government will express its 
views and concerns to the AHS Board. The AHS Board should then 
review the situation and determine if corrective action needs to be taken. 
This should not be characterized as a failure in governance, but as the 
government acting on behalf of Albertans as shareholder of the agency. 
The AHS Board should not characterize this government involvement 
as interference, but as an appropriate exercise of the government’s 
oversight role. A failure in governance is when the government disagrees 
with a decision of the AHS Board and imposes its will on the agency.

3 . There is a clear delineation of the authority, role and 
responsibilities, and accountabilities of the AHS Board .

A board must have the authority required to discharge its oversight 
and stewardship obligations. Clarity of the board’s role and a clear 
understanding of its responsibilities are required to enable any agency 
to do its job. Several documents of the Government of Alberta state the 
need for role clarity.14

In its interviews, the Task Force heard that the role and responsibilities of 
the AHS Board are not well understood by many stakeholders, including 
physicians, front-line staff, Alberta Health, the media and Albertans 
generally. This causes confusion about who has the authority to make 
decisions. In this section the Task Force aims to provide better clarity.

Role
The role of the AHS Board is to govern the business and operations 
of AHS.

14 Board Governance Review Task Force. (2007). At A Crossroads: The Report of the Board Governance 
Review Task Force. Government of Alberta. Edmonton, AB. See also: Agency Governance Secretariat. 
(2008). Public Agencies Governance Framework. Government of Alberta. Edmonton, AB. Also: Alberta 
Public Agencies Governance Act, S.A. 2009, A-31.5.
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Legislated Responsibilities
The legislated responsibilities of the AHS Board are described in 
section 5 of the RHA as follows:

Subject to this Act and the regulations, a regional health authority

(a) shall:

(i) promote and protect the health of the population in the health 
region and work toward the prevention of disease and injury,

(ii) assess on an ongoing basis the health needs of the 
health region,

(iii) determine priorities in the provision of health services in the 
health region and allocate resources accordingly,

(iv) ensure that reasonable access to quality health services is 
provided in and through the health region,

(v) promote the provision of health services in a manner that is 
responsive to the needs of individuals and communities and 
supports the integration of services and facilities in the health 
region, and

(b) has final authority in the health region in respect of the matters 
referred to in clause (a).

These responsibilities were put in place in 1994 when the RHA was 
enacted and they were applicable to all regional health authorities at 
that time. AHS was created as a single, province-wide health authority 
in 2008, and is subject to the responsibilities of section 5 of RHA unless 
otherwise limited by regulations.

The Task Force believes that the scope of responsibilities outlined in 
section 5 of the RHA is appropriate. There is no reason to believe at 
this time that the responsibilities that applied to the nine regional health 
authorities should not apply to AHS. These responsibilities form the 
foundation of an integrated health system. A highly functioning integrated 
health system is best delivered by those most qualified in the delivery 
of health services and who are closest to the patient, resident or citizen. 
The Task Force suggests that future decisions about the scope of AHS’ 
mandated responsibilities should be guided by the principle of providing 
comprehensive, integrated service across the continuum of care. This is 
more fully expanded upon in Element 3 of the “Alberta Health Services” 
chapter, as well as in Appendix 9.
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Under the RHA, the AHS Board is responsible for setting out the role 
and relationships of Health Advisory Councils (HACs) in its Health Plan.15 
HACs are linked to AHS Zones and report through to a committee of the 
AHS Board. The Task Force believes this an appropriate structure.

The mandate of the Task Force did not include examining the 
effectiveness of the HACs. However, this came up in the course of 
interviews, which leads the Task Force to suggest that every effort 
be made to ensure the HACs are an effective means of two-way 
communication and linkage between AHS and communities.

Governance Responsibilities
Since the AHS Board is responsible for oversight and not operations, 
it needs to have in place the people and systems that permit effective 
control, management and monitoring of AHS’ risks and performance.

The AHS Board’s primary responsibility is the hiring, performance, 
compensation and succession of the CEO. Its overall governance 
responsibilities can be grouped into the following categories.

■■ Strategic planning;

■■ Financial performance;

■■ Quality of care and safety;

■■ Risk management performance;

■■ Management performance;

■■ Board performance;

■■ Community relations performance;

■■ Partner relations performance.

Further definition of each of these categories can be found in 
Appendix 7.

15 These are referred to as “community health councils” in the Regional Health Authorities Act.
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Authority
The AHS Board has the authority under section 6 of the RHA to delegate 
the delivery of services to the AHS organization, through the CEO. This 
delegation of authority is described in the AHS Board’s Delegation of 
Authority Policy16 and in the Alberta Health Services Terms of Reference 
for the President and CEO.17

The Task Force believes there must be correlation between AHS’ 
responsibilities and authority. As the APAGA states, “...public agencies 
are responsible for their activities and for the fulfillment of their 
mandates, and are accountable to their responsible Minister respecting 
their activities, successes and failures…”

The AHS Board requires an appropriate degree of authority to operate in 
an autonomous manner in order to carry out its mandate. This authority 
comes with a series of checks and balances, which are built into the RHA 
and outlined elsewhere in this report.

There is no formulaic way of determining the appropriate degree of 
authority. For this reason, it is important that the Minister and the Chair 
of the AHS Board have an effective working relationship that will facilitate 
the right balance between the authority required by the AHS Board and 
the accountability required by the Minister.

Accountability
Accountability is the obligation to answer for a responsibility conferred.18

The accountability of the AHS Board is clear: it is accountable to 
the Minister. A number of mechanisms are in place to facilitate 
this accountability:

■■ Under the RHA, the AHS Board is required to submit a Health Plan in 
which the AHS Board proposes how it will carry out its responsibilities 
and how it will measure its performance.19 The Minister may request 
changes to the Health Plan before granting approval.

■■ The AHS Board provides quarterly reports to the Minister on 
its performance.

16 Alberta Health Services. (2010). AHS General Bylaws. (Approved August 2008 and Amended 
December 2010). Hereinafter referred to as the “Delegation of Authority Policy”.

17 Alberta Health Services. (2009). AHS Terms of Reference for the President and CEO. (Approved June 
20 2009). Hereinafter referred to as the “CEO Terms of Reference”.

18 Auditor General of Canada. (2004). Performance Audit Manual. Government of Canada. Ottawa, ON.

19 Regional Health Authorities Act, RSA 2000, c. R-10, s. 9(4).
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■■ The Minister can request that the AHS Board change its Health Plan 
during the year, or otherwise provide direction.

■■ The AHS Board is required to submit an Annual Report and Financial 
Statements to the Minister.20 The Minister may also request other 
reports or returns. In addition, there is extensive reporting by AHS to 
Alberta Health on programs, specific grants and other targets on a 
regular basis.

4 . The process for recruiting and appointing board members is 
transparent, non-partisan, competency-based and follows 
best practice .

Section 13(1) of the APAGA states that the process by which a member 
is recruited to a public agency must identify any skills, knowledge, 
experience or attributes required of the member before recruitment 
begins. Further, the selection of a person for appointment as a member 
should be based on an assessment of the extent to which the person 
possesses the identical skills, knowledge, experience or attributes.

The Public Agencies Governance Framework, adopted by the 
Government of Alberta in February 2008, articulates six principles 
that form the basis of all agency appointment processes. These are: 
Competency; Agency Engagement; Transparency and Openness; 
Consistency; Timelines; and Diversity.

All of these principles are important, but the competency of members 
is paramount. Getting the right people on a board is the foundation 
upon which good governance is built. Literature supports this view. The 
Canadian Coalition for Good Governance states, “We believe the single 
most important corporate governance requirement is to have directors 
of quality, both individually and as a whole.”21 Various provincial reviews, 
and reports of provincial Auditors General, have made the same point.

The Public Agency Governance Framework states it is important for 
agencies to develop competency matrices to identify skill requirements 
of the board. This matrix should be endorsed by the Minister.

The Task Force heard it is not clear how some appointments have 
been made to the AHS Board. As well, it is not clear against which 
competencies, skills and experiences prospective members have been 

20 Regional Health Authorities Act, RSA 2000, c. R-10, s. 14.

21 Canadian Coalition for Good Governance. (2010). Building High Performance Boards. Toronto, ON.
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evaluated, despite the fact that the AHS Board has developed a board 
competency matrix.

The current Alberta Health Services Mandate and Roles Document 
outlines a process for the recruitment and appointment of members to 
the AHS Board.22 In the opinion of the Task Force, it does not contain 
all elements of best practice for an agency such as AHS. In some areas 
it is not consistent with the process outlined in the Public Agencies 
Governance Framework or the APAGA.

The Task Force believes the AHS Board should adopt and make publicly 
available a board appointment process. Furthermore, the AHS Board 
should take the lead in the management of this process, which should 
include the following steps:

■■ Under the direction of the AHS Board, the Governance Committee 
should maintain and annually review a skills, experience and 
competency matrix. The Chair of the AHS Board should ensure the 
Minister endorses the matrix.

■■ The Governance Committee should anticipate vacancies in advance, 
and keep the Chair and the rest of the AHS Board apprised. When 
vacancies arise, the AHS Board should use the matrix to identify the 
competencies required of the new member(s).

■■ The AHS Board should determine the process to be used for posting 
vacancies, and whether professional recruiters should be engaged. At 
a minimum, and for purposes of transparency, all vacancies should be 
publicly advertised by AHS.

■■ The AHS Board should determine how applications will be screened 
and document the process to be used. This process should respect 
the six principles articulated in the Public Agencies Governance 
Framework and include:

■– Who will review the applications;

■– Who will conduct the interviews;

■– How candidates will be evaluated;

■– At what point candidates will undergo criminal, conflict of interest 
and financial screening and reference checking;

■– The number of candidates that will be recommended to the 
Minister; and

22 Government of Alberta. (2010). Alberta Health Services Mandate and Roles Document. Edmonton, AB. 
(Hereinafter referred to as “AHS Mandate and Roles Document”.)
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■– A recognition that the Minister will make the final decision 
on appointments.

■■ Following their appointment, the Chair will review with the AHS Board 
the competencies of the new members and how they fit the needs 
identified by the AHS Board at the outset of the process.

The RHA clearly states that board member appointments are made by 
the Minister. It is therefore important that the Minister is fully apprised 
as vacancies arise; that the Minister agrees with the process described 
above; and that the Minister’s level of involvement is determined at the 
outset of the process. It is the responsibility of the Chair of the AHS 
Board to ensure this happens.

The AHS Board should also build and maintain an “ever-green” list of 
suitable candidates to fill planned and unplanned vacancies.

5 . The Chair of the AHS Board plays an important leadership 
role in the governance of AHS .

The chair of an agency such as AHS has three important leadership roles 
to play.

First, it is clear from research on high performing boards that effective 
board performance is the responsibility of the Chair. The Chair’s 
leadership in this endeavor is critical. In this role, the Chair:

■■ Sets the tone for meetings and ensures proper processes 
are followed.

■■ Plays a lead role in facilitating discussion and building consensus, 
and ensuring efficient and effective use of board members’ time 
at meetings.

■■ Takes the lead in creating a professional tone, maintaining respectful 
interpersonal relationships, and ensuring all viewpoints are solicited 
and considered. The dynamics of the board and how members 
work together impact the effectiveness of the board and the Chair 
influences this more than any other member.

■■ Creates a culture of trust, openness and candor.

■■ Is a strong leader, but must not be overly directive with members.

■■ Must not intrude in the organization’s management and should ensure 
that management does not intrude into governance.

The chair of an agency 
such as AHS has three 
important leadership roles 
to play.
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board performance
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■■ Accepts that the AHS Board is accountable to the Minister and 
oversees the AHS Board’s compliance within the legislated 
accountability framework.

The second leadership role for the Chair is acting as the primary liaison 
of the AHS Board with the CEO and senior management. In this role, 
the Chair:

■■ Serves as a coach to the CEO and provides the AHS Board’s 
feedback to the CEO after each meeting and otherwise as necessary.

■■ Focuses the AHS Board’s attention and discussion on the strategic 
priorities and performance of AHS and away from operational details.

■■ Does not intrude and does not allow members to intrude on the 
authorities delegated to the CEO, providing the CEO with the 
autonomy needed to manage the day-to-day affairs of AHS.

■■ Takes the lead in the evaluation of the performance of the CEO.

The third area of leadership is unique to the chairs of Crown agencies. 
The Chair of AHS must be the primary liaison and link between the 
Minister and AHS. In this role, the Chair:

■■ Personally fosters an effective and collaborative working relationship 
with the Minister. This requires ensuring there are processes in place 
to provide the Minister with the information and advice the Minister 
needs to fulfill government’s accountability to the Legislature and 
to Albertans.

■■ Serves as the bridge between government policy and the AHS 
organization, which implements that policy.

■■ Understands the public sector context and remains sensitive to 
AHS Board decisions that may have political overtones, keeping the 
Minister apprised as necessary.

■■ Is willing to protect the autonomy of the AHS Board and defend the 
authority it has been given to exercise its mandate. In so doing, the 
Chair accepts accountability for decisions taken by the AHS Board 
and is willing to speak publicly to defend those decisions if necessary.

The Task Force believes that in order for any Chair of the AHS Board to 
be effective, he or she should have the following attributes.

■■ Available time to do the job properly;

■■ Understanding and experience with governance, particularly in the 
public sector context;
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■■ Integrity;

■■ Demonstrated strength in communication and leadership skills;

■■ Strong facilitation skills;

■■ The intellectual capacity to understand complex issues;

■■ The courage to accept accountability and the need to set and monitor 
standards of performance;

■■ The ability to prepare effective agendas and chair productive 
board meetings;

■■ The ability to constructively challenge views and opinions;

■■ Empathy for fellow members; and

■■ The ability to manage members with different strengths and 
capacity levels.

The process used to select a Chair of the AHS Board should ensure 
that the successful candidate embodies as many of these attributes 
as possible.

6 . All board processes are directed at the development of a high 
performing board .

The most important element in the creation of a high performing board is 
to ensure its members are the most competent and qualified for the task 
at hand. While recognizing that the appointment of members to the AHS 
Board is the responsibility of government, the AHS Board must have 
input into the appointment of its members, as outlined in Element 4. As 
described in Element 5, a strong and competent Chair is critical to the 
performance of the AHS Board.

In addition, the following elements contribute to the creation of a high 
performing board:

■■ Orientation;

■■ Ongoing education;

■■ Governance manual;

■■ Appropriate size and committee structure;

■■ Terms of Reference;

■■ Policies, including a Code of Conduct;

■■ Appropriate meeting frequency and agendas;

■■ Evaluations.

The most important 
element in the creation of 
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These elements are elaborated on in Appendix 8 of the report.

The Task Force learned that the AHS Board has in place many elements 
of the processes described above, with some not as well developed as 
others. The AHS Board should develop a profile of a high performing 
board and work towards its achievement.23

RECOMMENDATION

1
That the Minister of Health confirm his commitment to deliver health 
services through a health authority, Alberta Health Services, overseen by 
a board appointed by the Minister, and that the necessary governance 
processes are put in place to support this commitment.

■■ Within the context of a publicly-funded agency of government, 
the AHS Board be given the necessary autonomy to carry out its 
delegated authority, supported by a clear mandate and governance 
framework.

RECOMMENDATION

2
That the authority conferred on the AHS Board in section 5 of the 
Regional Health Authorities Act, which deals with the scope of 
responsibilities, be confirmed by the Minister as the primary building 
block for an integrated health system.

RECOMMENDATION

3
That the Minister and the AHS Board adopt a procedure for the 
recruitment and selection of new board members that is competency-
based, non-partisan, transparent, follows best practice and is followed 
on a consistent basis.

23 There are a number of reports that provide information on the characteristics of high performance 
boards including: Governance in Large Nonprofit Health Systems (2012), Commonwealth Centre for 
Governance Studies; The Healthy NHS Board, Principles of Good Governance (2010), NHS National 
Leadership Council, UK; Accreditation Canada, Governance Standards (2012); Canadian Coalition 
for Good Governance, (2010) Building a High Performance Board; Governance Centre of Excellence, 
Ontario Hospital Association, Guide to Good Governance, 2nd edition. See also: Sonnenfeld, J.A. (2002). 
What Makes Great Boards Great. Harvard Business Review, September 2002, 106-113.
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ALBERTA HEALTH SERVICES
The AHS organization has almost 100,000 employees, including 
approximately 91,500 direct employees and approximately 7,900 staff 
working in wholly-owned subsidiaries. In 2011-2012, it had an annual 
budget of $11.791 billion.24 The organization is led by a CEO who is 
appointed by the AHS Board. AHS delivers or contracts a continuum of 
health services in communities across the province, interfacing with 
many independent health professionals and external organizations.

The Task Force identified five Elements of Effective Governance for the 
AHS organization.

1 . The AHS Board clearly delegates authority to the CEO of 
AHS to execute the Health Plan, and empowers the CEO to 
allocate resources within the approved budget .

Consistent with the authority-accountability cycle, the AHS Board 
delegates authority to the CEO, who is accountable to the AHS Board.25

The CEO is delegated authority to supervise the business and affairs 
of AHS. It is the CEO’s responsibility to put into action the strategies 
approved by the AHS Board, and to build an organization that can meet 
the targets set out in the Health Plan within the parameters of the budget 
approved by the AHS Board.

In order to deliver on the Health Plan and other strategies, and to allow 
for innovation within the organization, the CEO and senior management 
must have the flexibility to pilot new ways of doing things and to evaluate 
successes and failures with evidence-based research. This means they 
need to be given the autonomy they require to execute on the Health 
Plan and fulfill their responsibilities.

The AHS Board and the government need to provide this autonomy. The 
AHS Board needs to provide oversight, without becoming involved in 
day-to-day operations.

Likewise, the government needs to be supportive of the CEO and senior 
management in the delivery of the Health Plan. In interviews, the Task 
Force heard that government concerns about AHS’ performance have 

24 Alberta Health Services. (2012). Alberta Health Services Annual Report 2011-2012. Edmonton, AB.

25 This is expressed in the AHS Board’s Delegation of Authority Policy. The AHS Board has also approved 
a CEO Terms of Reference.
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led to a tendency on the part of the government to become overly 
involved in AHS’ operations.

The Task Force acknowledges that the Minister needs to interact with 
the CEO, given the Minister’s overall accountability for the health system. 
However, Ministerial Directives and major directions to AHS should be 
provided in writing through the Chair of the AHS Board. This will enable 
the CEO to maintain focus on achieving the commitments made in the 
Health Plan, while ensuring responsiveness to the Minister’s need for 
information on a timely basis.

The CEO is accountable to the AHS Board for all aspects of the 
performance of AHS. Consistent with the Delegation of Authority Policy, 
the CEO is required to notify the AHS Board should he or she feel it will 
not be possible to achieve performance requirements in the Health Plan. 
In addition, the CEO reports to the AHS Board on the performance of 
AHS on a regular, prescribed basis.

2 . The Health Plan, once approved, remains stable with any 
material changes ideally being mutually agreed upon between 
AHS and the Minister .

The Health Plan is a critical document. It establishes the areas of service, 
priorities and performance measures for AHS, and provides AHS with the 
authority to allocate resources and delegate the achievement of the plan 
throughout the organization. Since AHS receives its mandate from the 
government, the Health Plan needs to be aligned with the priorities and 
strategic direction of government.

The Health Plan serves as the guide that enables the entire AHS 
organization to align around its priorities and performance indicators. 
The key to achieving sustained, improved results is to have alignment 
both horizontally and vertically. There needs to be line of sight between 
the system performance targets of the CEO and those of AHS’ front-
line workers.

The Task Force acknowledges that material changes in the Health Plan 
can occur due to environmental factors such a changed fiscal situation 
or a shift in government priorities. Such changes will have an impact on 
the performance commitments made in the Health Plan.

In interviews, the Task Force heard that in the past there have been 
requests to make changes to Health Plans through Ministerial Directives, 
letters from the Minister and Restricted Grants from government. 
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Restricted Grants are designed to provide additional funding for 
improvements in highly focused areas. Changes such as these may 
well be required or desired. However, it needs to be understood that 
such changes can be disruptive and may require human and financial 
resources to be reallocated from other commitments in the Health 
Plan. Changes to the Health Plan also have an impact throughout the 
organization and can be challenging for front-line managers who have 
agreed to performance targets as part of their commitment to targets in 
the Health Plan.

The Task Force believes that every effort should be made to keep 
material changes to the approved Health Plan to a minimum. When 
changes are necessary their implications should be considered, and 
the changes need to be carefully planned, properly resourced and 
communicated to all affected parties. Furthermore, when changes are 
made to the Health Plan, AHS should reflect these changes and their 
implications in its Annual Report.

3 . AHS is structured, aligned and resourced to deliver a 
continuum of health services in an integrated manner .

Integrated health refers to providing health services in seamless ways, 
both horizontally and vertically, across the overall health delivery 
system and relevant public service agencies. Integrated health focuses 
on meeting the needs of the patient, resident or citizen, regardless of 
whether the services are delivered through health providers or public 
service agencies. Additional information on the concept of integrated 
health is provided in Appendix 9.

One of the main benefits of having a single, province-wide health 
authority is the enhanced ability to attain a fully integrated health system. 
A single authority allows the implementation of common standards, the 
realization of efficiencies that come with scale and the sharing of clinical 
expertise across the province.

However, the experiences of other countries, as discussed in Appendix 
6, demonstrate there are risks to the single authority structure that 
need to be mitigated. These include: service inequities; a centralized 
bureaucracy; diminished lines of sight between patients, health 
professionals and decision makers; and lack of engagement of health 
professionals and communities.
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In interviews, the Task Force learned that while progress has been made 
since 2008, decision-making at AHS remains too centralized. Too many 
decisions have to be made by senior management, resulting in long 
delays and other inefficiencies.

The Task Force heard positive comments about the implementation of 
a Zone structure within AHS.26 This has been an important step towards 
decentralizing decision-making closer to the community. A major 
change such as this takes years to fully implement. While progress has 
been made in implementing the Zone structure, much work remains to 
be done to realize its full potential. The Task Force suggests that AHS 
accelerate its efforts in this regard. As AHS’ Zone structure evolves it 
can make use of opportunities to integrate health services within and 
among Zones, consistent with the strategic focus of the Minister and the 
operational plans of AHS.

The creation of Strategic Clinical Networks (SCNs) is another important 
initiative in decentralization. A dyad, or partnership, comprised of a vice-
president and senior medical director, leads each SCN.27 Membership 
of these province-wide teams will include clinicians, strategy and 
administrative leads, communities, government, patients and academic 
partners. Each SCN will aim to facilitate a seamless approach, with 
teams from primary care to specialty care and acute care to community 
care, with the goal of improving integration and delivering patient- and 
family-centered services. This initiative is at the very early stages of 
implementation. It will require focus, resources and integration to enable 
SCNs to achieve their potential.

These decentralization measures are positive steps towards delivering 
care as close as possible to the patient, resident or citizen. To support 
them, AHS needs to remain focused on the goal of integration and 
place emphasis on developing an effective organizational culture that 
embraces patient- and family-centered service delivery.

Integration needs to be kept in mind at two key levels. At the strategic 
level, the AHS Board and senior management need to provide direction 
and establish policies that enable integration in AHS’ operations. At the 
local level, integration should be a guiding philosophy that underpins 

26 In 2009, AHS established five geographic Zones: North, Edmonton, Central, Calgary, and South. 
According to AHS, the Zones exist “so that communities are more directly connected to their local health 
systems and decisions can be made closer to where care is provided. www.albertahealthservices.ca 

27 Six SCNs were launched in June 2012. These are the: Addiction and Mental Health SCN; Bone and 
Joint SCN; Cancer Care SCN; Cardiovascular Health and Stroke SCN; Obesity, Diabetes and Nutrition 
SCN; and Seniors’ Health SCN. Six additional SCNs are expected to be launched in 2013.
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innovative front-line delivery of health services, with a goal of providing 
equitable access to health services throughout the province.

To continue developing a culture that embraces patient- and family-
centered service delivery, AHS needs to ensure its structure, expertise 
and resources are appropriately balanced across the continuum of care. 
The Task Force learned that in some service areas there is not a clear 
line of sight between those who provide the services and the senior 
management and AHS Board. This leads to a view that these service 
areas do not receive the necessary attention from the senior leadership 
levels of AHS. Balance needs to be established across all service delivery 
areas (acute and non-acute) and this needs to be reflected by the AHS 
Board with appropriate visibility, oversight and reporting.

The development of an effective organizational culture also requires 
stability in leadership. In interviews, the Task Force heard there has 
been a lack of stability in AHS due to numerous changes in the senior 
management team, including the senior human resource and finance 
positions. As outlined in The Roles of Leaders in High Performing 
Healthcare Systems,28 strong leadership and continuity of leadership are 
important for achieving strategies and goals. It is therefore essential that 
AHS continues to attract and retain a high level of management talent in 
order to develop a high performing senior management team.

The goal of integrated health is achievable in Alberta. To achieve this, 
AHS needs to ensure that it is internally aligned around this goal and 
that it works in partnership with Albert Health and a wide variety of other 
organizations throughout the province.

4 . AHS works effectively with Alberta Health as partners in 
improving health outcomes for Albertans .

While AHS and Alberta Health have different roles and responsibilities 
within the system, they must work together on a wide variety of matters. 
The overall health system will not achieve the desired health outcomes 
for Albertans unless the two organizations are working together in an 
efficient and effective manner.

28 Baker, G. Ross. (2011). The roles of leaders in high-performing health care systems. London, UK: The 
King’s Fund.
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In a very real sense, AHS and Alberta Health are ‘joined at the hip’. 
There needs to be a collaborative working relationship between the two 
organizations, based on a mutual understanding of their respective roles 
and responsibilities, and characterized by a culture of trust, candor, 
openness and respect. AHS must do its part to support such a culture. 
This subject is dealt with further in the chapter, “Working Together 
as Partners”.

5 . AHS reports on its performance on a timely basis and there 
is clarity between the AHS Board and the Government on the 
desired performance measures .

AHS has a comprehensive performance reporting system in place, as 
can be seen on its website.29 The organization reports on its performance 
in its key service areas and on some 50 indicators on a quarterly basis. 
This reporting contributes to transparency, enabling the public to see 
AHS’ progress in achieving the targets established in the Health Plan 
and areas where improvement is required. The indicators AHS reports 
on, and the performance targets, are largely those committed to when 
the government developed the five-year funding commitment to AHS 
in 2008.

The Task Force learned there is a need to bring clarity to the 
government’s desires and requirements around performance reporting. 
It was said that the complexity of the existing quarterly reporting 
process should be reviewed. There was also a concern expressed that 
AHS’ quarterly reports could leave the impression that progress is not 
being achieved, since in many cases performance does not change on 
a quarterly basis or even on an annual basis. Improvement in health 
outcomes requires focused and sustained effort over long periods 
of time.

There are multiple users of AHS’ performance reports. Those users who 
are internal to AHS require more detailed information than those who 
are external to AHS, such as the government, partner organizations 
and the public. The Task Force suggests that as a first step in aligning 
performance reporting around needs and requirements, AHS and the 
government agree on the performance measures required by government 
and on how and when they should be reported. AHS can then revise its 
performance reporting accordingly.

29 www.albertahealthservices.ca 
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RECOMMENDATION

4
That the CEO be given the autonomy required to execute the Health 
Plan, and be held accountable for meeting its performance targets.

RECOMMENDATION

5
That AHS ensure its structure, expertise and resources are appropriately 
balanced across the continuum of health services.

■■ This balance is reflected in appropriate visibility, oversight 
and reporting.

■■ Decision-making needs to be as close to the patient, resident or 
citizen as is feasible.
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ALBERTA HEALTH
In this section, the Task Force explores five Elements of Effective 
Governance for Alberta Health, recognizing that it now interfaces with a 
single health authority.

The Task Force acknowledges that Alberta Health has responsibility 
for the entire health system and interacts with a range of delivery 
organizations, health providers and other organizations across the 
province. However, consistent with the Task Force’s mandate, this 
section focuses on Alberta Health’s relationship with AHS.

1 . There is a clear delineation of the role and responsibilities, 
authority and accountability of Alberta Health .

Role
Alberta Health plays a central leadership role in the health system in a 
number of important ways. This includes: a legislative and regulatory 
role; the development of public policy; monitoring and assurance; and 
providing overall strategic guidance. Alberta Health’s role includes setting 
standards and ensuring compliance with these standards, to ensure 
health services delivered to Albertans are safe and of high quality. Alberta 
Health also administers the Alberta Health Care Insurance Plan, which 
provides universal access to medically necessary hospital and health 
services, and the Government of Alberta Drug Program.

Like other government ministries, Alberta Health has a vital role in 
supporting the Minister in the context of the Minister’s accountability to 
the Legislature. Examples of this are Question Period and committees 
such as Public Accounts.

Through its interviews, the Task Force learned there is confusion and 
misunderstanding of the role of Alberta Health. One view was that 
Alberta Health operates as if AHS is not a separate agency with a board 
and delegated authority. It was said that Alberta Health is too often overly 
involved in the operational aspects of AHS. The Task Force believes the 
root of these issues is not so much the role of Alberta Health itself, but 
how that role is at times described, interpreted and carried out.

Since the 2008 restructuring took place in the absence of a well-
executed implementation plan, it is not surprising that confusion exists. 
A number of the activities carried out by Alberta Health when there were 
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nine regional health authorities became redundant with the shift to a 
single health authority. In addition, there have been a number of changes 
at the ministerial and senior executive levels at Alberta Health over the 
past few years. This has led to different articulations of Alberta Health’s 
role and how it should execute that role.

Indeed, in reviewing various documents the Task Force understood how 
easily confusion can be created. The role of Alberta Health is not stated 
consistently on the ministry’s website, or in its mission statements, 
business plans and other publications. Further confusing matters, Alberta 
Health’s role relative to AHS is sometimes portrayed as a straight-line 
reporting relationship, suggesting that AHS reports to Alberta Health.

It is important to develop an agreed-upon role definition for Alberta 
Health and then ensure its responsibilities and business plan are aligned 
with this role.

The Task Force feels that the following role description provides a 
useful working definition. This definition is informed by comments 
heard in Task Force interviews, the roles of health departments in other 
jurisdictions and, in large part, the role descriptions found in Alberta 
Health documentation:

The role of the Ministry of Health is to provide leadership for the 
health system by setting the legislative framework, strategic policy 
direction, priorities and standards for the health system, and to 
provide assurance through appropriate accountability, funding and 
measuring and monitoring of health system performance.

Once agreed upon, it is important for Alberta Health to consistently state 
its defined role in all its documentation and communications.

This bears emphasizing. In the course of its work, it became evident to 
the Task Force that the general public is not clear about the roles of the 
Minister, Alberta Health and AHS. Some government communications 
have compounded this confusion. For example, the Task Force notes 
that communications have not been consistent about which organization 
is responsible for certain aspects of the health system. Occasionally, 
communications leave the impression that Alberta Health directly 
delivers health services and manages the day-to-day operation of the 
health system.

The roles of the Minister, Alberta Health and AHS need to be clearly 
and consistently communicated to stakeholders and the public. 
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Otherwise, stakeholders and the public will remain confused about each 
organization’s respective roles and this will continue to make governance 
of the health system difficult. Communications from Alberta Health and 
AHS should be seen as opportunities to raise awareness and provide 
clarity to Albertans about the organizations’ respective roles.

Responsibilities
The Task Force found little disagreement on key areas of responsibility 
for Alberta Health. These include: public policy; monitoring and 
assurance; funding; and standards and compliance and preparing 
legislation. However, there is confusion about the interpretation of these 
responsibilities and how they are executed. The Task Force aims to 
provide broad guidance in this regard.

The descriptions outlined below are the result of reviewing internal 
documents, interviews and other discussions, and literature on the 
subject.30

(a) Public Policy

Strategy and policy appear to be used interchangeably in the lexicon of 
Alberta Health’s responsibilities. Titles of ministry publications can also 
use the terms interchangeably. It may be helpful to use the word ”policy” 
as the key descriptor. In Task Force interviews, it was suggested that 
there are three broad types of public policy:

■■ Strategic policy — Sets overall direction for an organization.

■– Organizationally, this could be government-wide or for a particular 
ministry or sector (e.g., health, education, etc.)

■– It often requires Cabinet approval to take effect, particularly if it is 
entitled a “Framework” or a “Strategy”.

■– One would normally expect to see a strategic policy encompass or 
frame multiple program and operational policies.

■– Examples of strategic policies include the Government of Alberta’s 
Aging Population Policy Framework and Social Policy Framework.

■■ Program policy — Establishes parameters, describes eligibility for 
programs, sets targets and employs resources to achieve specific 
results for a program.

30 Veillard, J.H.M., Brown, A.D., Baris, E., Permanand, G. and Klazinga, N.S. (2011). Health system 
stewardship of National Ministries in the WHO European region: Concepts, functions and assessment 
framework. Health Policy (in press).
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■– This can be created within a ministry or directly by AHS, 
depending on which organization is delivering the program.

■– It may require approval by a Cabinet level decision-making body 
in order to have force, but could also simply require Ministerial 
approval depending on its nature and content.

■– It is usually found as part of a “Plan” or “Action Plan”, but is 
sometimes found as part of a “Strategy”.

■– Examples of program policies include the Mental Health and 
Addiction Strategy and the Tobacco Reduction Strategy.

■■ Operational policy — Determines how an organization delivers its 
functions, including internal management of the organization.

■– This is substantially undertaken within a delivery arm (e.g., an 
agency such as AHS) or through programs within a department if 
the government directly operates or delivers the program.

While the broad definitions above may be helpful, Alberta Health should 
take the lead in developing appropriate definitions, including examples, 
and ensure these are well understood within Alberta Health and AHS and 
put into practice.

Assuming the above definitions, strategic policy is the responsibility of 
Alberta Health. Operational policy is the responsibility of AHS. However, 
each organization should see the other as a useful resource and partner 
appropriately in the development of these policies.

Program policy is truly a point of interface between setting direction and 
structuring delivery, and it is the area that causes the most confusion. 
When Alberta Health takes the lead in developing program policy, AHS 
should be involved in its development because AHS will usually be 
involved in all or part of the policy’s implementation. Both organizations 
need to work ‘hand in glove’ in this respect.

(b) Monitoring and Assurance

An important responsibility of Alberta Health is monitoring the 
performance of the overall health system against the goals of the 
government. These are reflected in the targets set out in AHS’ Health 
Plan and in the Business Plan of Alberta Health. Alberta Health provides 
important expertise in analyzing and interpreting data from AHS and 
other sources, including Alberta Health’s own data, in order to provide a 
full report to the Minister on the performance of the health system.

Strategic policy is the 
responsibility of Alberta 
Health. Operational policy 
is the responsibility of 
AHS
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The monitoring process needs to be efficient and effective. The Task 
Force heard comments about inefficiencies in the monitoring process; 
for instance, that duplication of work between Alberta Health and AHS 
occurs, and that performance data has at times been difficult to obtain. 
The Task Force feels this is a symptom of the broader need for a shared 
understanding between Alberta Health and AHS about their respective 
roles in the monitoring process. Clarity on this front will lead to a higher 
level of confidence and trust between the two organizations.

It is the responsibility of Alberta Health to provide assurance to Albertans 
about the quality of Alberta’s health system. This assurance can only be 
provided through: appropriate monitoring of the performance of AHS; 
AHS publicly reporting on its own performance; and Alberta Health 
ensuring its overall monitoring enables the Minister to report on the 
performance of the broader health system.

AHS’ and Alberta Health’s Enterprise Risk Management (ERM) 
frameworks are also important tools in providing assurance. Together, 
these ERM frameworks enable Alberta Health to provide the Minister with 
assurance through the results of stress testing and a regular assessment 
and mitigation framework approach to risk. ERM will be strongest if 
Alberta Health and AHS share risk management practices and stress 
testing results, to prepare for and mitigate system risks.

The Office of the Auditor General also has a role in audit and assurance 
through its annual audit and regular systems reviews of AHS.

(c) Funding

Section 19 of the RHA states that, “The Minister may, in the amounts, 
in the manner, and subject to the terms and conditions the Minister 
considers appropriate, provide grants or other payments to a regional 
health authority or provincial board in carrying out its functions.”31 

In 2012-2013, Alberta Health manages a budget of approximately $16.6 
billion. The majority of these funds ($10.479 billion in 2012-2013) go to 
AHS for operations. A further $1.1 billion is provided to AHS in 2012-
2013 in the form of Restricted Grants.32

31 Regional Health Authorities Act, RSA 2000, c. R-10, s. 19.

32 Alberta Health. (2012). Health Funding – Allocations for 2012-2013. Government of Alberta. Edmonton, 
AB. Retrieved on November 28, 2012 at http://www.health.alberta.ca/about/health-funding.html 
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Alberta Health also manages a budget and payment management 
system for physicians, both fee-for-service and Alternate 
Relationship Plans.

In addition to direct physician funding responsibilities, Alberta Health 
funds allied practitioner programs which provide health services for 
Albertans. These programs include optometry, dental, podiatry and 
pharmacy services. Some of these services, such as cancer drugs, high 
cost drugs, podiatry and on call services, involve significant coordination 
and management by AHS.

Starting in the 2010-2011 fiscal year, the Government of Alberta and AHS 
entered into a five-year funding commitment. This includes guaranteed 
annual increases in funding of six percent in each of 2010-2011, 2011-
2012 and 2012-2013; and 4.5 percent in each of 2013-2014 and 2014-
2015, to the unrestricted base operating grant.33 The Task Force heard 
that the five-year predictable funding arrangement is a positive step that 
has assisted AHS in making medium- and long-term targets attainable. It 
is suggested that the government continue to provide long-term, stable 
funding to AHS once the current commitment ends in 2014-2015.

Through a collaborative process with AHS and Alberta Infrastructure, 
Alberta Health has responsibility for determining the priorities for 
health capital investments and requesting capital funding through the 
government’s budget process. The Health Capital Plan and associated 
project funding are jointly managed by Alberta Health and Alberta 
Infrastructure. AHS provides Alberta Health with its capital plan in 
support of its Health Plan. Some interviewees felt that the overall process 
should be more transparent, since capital spending can and does have 
an impact on AHS’s operating budget.

Alberta Health takes the lead on behalf of the Government of Alberta 
to ensure that the strategic objectives of workforce compensation 
agreements for the health system are consistent with government 
direction. Alberta Health needs to work with AHS to ensure government 
objectives are met.

33 Alberta Health and Wellness. (2011). Alberta Health Annual Report 2010-2011. Government of Alberta. 
Edmonton, AB.
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(d) Standards, Compliance and Legislation

Alberta Health provides guidance to the Minister on health legislation. It 
is responsible for proposing necessary legislation and ensuring statutes 
and regulations remain current. Alberta Health has responsibility for an 
extensive list of statutes and regulations.

Legislation sets out Alberta Health’s role in setting standards in the health 
system. While Alberta Health provides oversight, AHS is responsible 
for monitoring to ensure compliance with established standards such 
as: Continuing Care Compliance; Infection Prevention and Control 
Standards; and Emergency Health Services Standards. Alberta Health 
has a registrar and licensing responsibility in relation to Accommodation 
Standards and Emergency Health Services (Ambulance).

Authority
There are numerous statutes and regulations that prescribe the authority 
of the Minister and Alberta Health. A number of them are discussed here.

A ministry is organized under section 2 of the Government Organization 
Act (GOA),34 where authority is given to the Lieutenant Governor in 
Council to establish departments of the Government that are to be 
administered by Ministers.

The authority for a ministry to act flows through the Minister. The 
Minister’s authority in this regard comes from section 8 of the GOA which 
says, “A Minister may establish or operate any programs and services 
the Minister considers desirable in order to carry out matters under the 
Minister’s administration.”

More specifically in the context of health, section 16 of the RHA gives 
authority to the Minister to provide health services:35

“The Minister may if the Minister considers that it is in the public 
interest to do so

a) provide or arrange for the provision of health services in any area 
of Alberta, whether or not health services are also being provided 
in that area by any other government, person or authority, and

b) do any other thing that the Minister considers necessary to 
promote and ensure the provision of health services in Alberta.”

34 Government Organization Act, RSA 2000, c. G-10, s.2.

35 Regional Health Authorities Act, RSA 2000, c. R-10, s. 16.
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The Minister can also delegate this authority to Alberta Health.

Section 12 of the Public Health Act gives a description of public health 
and other health services the Minister, and by extension the Department, 
provides:36

“The Minister may provide to any person any health promotional, 
preventive, diagnostic, treatment, rehabilitative or palliative services, 
supplies, equipment and care and any drugs, medicines and 
biological agents prescribed in the regulations.”

Accountability
As a government ministry, Alberta Health is accountable to the Minister. 
The Minister is accountable to Albertans through the Legislature for 
the effective operation of the ministry, stewardship of resources and 
the performance of the health system. This accountability is outlined 
in various statutes. The best example is the GAA, which sets out the 
requirements for ministry business and fiscal plans. These plans outline 
the priorities and goals the ministry intends to achieve and the financial 
resources required.37 The Deputy Minister of Health provides leadership 
to the Ministry in the context of a dual reporting role: the Deputy Minister 
is accountable to the Minister of Health, but reports to the Deputy 
Minister of Executive Council.

Alberta Health and AHS are each required to provide an annual report 
that describes progress made in achieving priorities and goals stated 
in their respective plans. The annual report must include a comparison 
of the actual performance results to the expected targets and an 
explanation of any significant variances.

The level of reporting for Alberta Health and AHS should flow from their 
respective roles, responsibilities and accountabilities. Reporting by 
Alberta Health should thus focus at the strategic outcomes level. For 
example, this could include reporting on: the health of Albertans; the 
health system as a whole; and progress in achieving the stated goals of 
government’s strategic health policy.

Reporting by AHS should be more operational in nature. For example, 
this could include reporting on: inputs to the health system; the quality 
of health services (accessibility, acceptability, effectiveness, efficiency, 

36 Public Health Act, RSA 2000, c. P-37, s.12.

37 Government Accountability Act, RSA 2000, c. G-7.
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safety, appropriateness38); and measures that demonstrate the efficiency 
of AHS’ operations. AHS would be expected to report on more measures 
than Alberta Health, and these would be more granular in nature.

2 . Alberta Health provides a strategic framework that outlines 
the priorities of Government, with clearly articulated 
outcomes, and which are of a sufficiently long time horizon to 
provide policy stability .

Essential to building a strong health system is the ability of Alberta Health 
to lead in the formulation of strategic policy, since this is one of its critical 
roles. This requires putting in place the right talent and resources to build 
a centre of public policy excellence.

Becoming the Best: Alberta’s 5-Year Health Action Plan (2010-2015)39 
is the current strategic plan for the health system. It was accompanied 
by the Government of Alberta’s five-year funding commitment to AHS.40 
Alberta Health led the development of Becoming the Best, with AHS 
participation. It is the opinion of the Task Force that the document falls 
short of a high-level strategic framework. Becoming the Best outlines 
what it calls strategies, but these are tactical in nature.

The Task Force believes the health system would benefit from the 
development of a policy framework that is more strategic. Ideally, this 
framework would articulate the government’s strategic goals, desired 
outcomes and policy directions for the health system. It would provide 
direction to AHS (i.e., “what” should be accomplished), enabling AHS to 
determine the best plans and tactics in line with that direction (i.e., “how” 
it should be accomplished).

As the halfway point of Becoming the Best approaches, the Task 
Force encourages Alberta Health to develop a new, long-term strategic 
framework for the Alberta health system as a key priority. It should give 
guidance to the various parts of the health system, including AHS. AHS 
should participate in the development of this framework.

38 The Health Quality Council of Alberta deems quality to include these six concepts.

39 Alberta Health. (2010). Becoming the Best: Alberta’s 5-Year Health Action Plan. Edmonton: Government 
of Alberta. (Hereinafter referred to as “Becoming the Best”.)

40 Also released concurrently were the Alberta Health System Performance Measures, which set out 50 
measures for which AHS is accountable in return for receiving predictable funding.

The Task Force 
encourages Alberta 
Health to develop a 
new, long-term strategic 
framework for the Alberta 
health system as a key 
priority.



WORKING TOGETHER TO BUILD A HIGH PERFORMANCE HEALTH SYSTEM 
Report of the Health Governance Review Task Force

February 2013  © 2013 Government of Alberta 52

The current Business Plan for Alberta Health sets out the goals, priorities 
and performance measures of the department. The Business Plan 
outlines four priority goals, each with a number of specific initiatives and 
performance measures:41

■■ Enhanced health system accountability and performance;

■■ Strengthened public health and healthy living;

■■ Appropriate health workforce development and utilization; and

■■ Excellence in health care.

The Task Force makes two observations.

First, Alberta Health works with various parts of the health system in 
accomplishing the goals of its Business Plan. AHS is involved with many 
of the initiatives. The Task Force would like to draw attention to two 
specific goals where both Alberta Health and AHS carry out activities: 
public health and healthy living; and workforce development and 
utilization. The Task Force heard numerous comments about the need for 
clarity on the specific responsibilities of each organization in these two 
areas. At the present time, there is overlap and duplication of activities 
between the organizations in both areas.

Second, it is important to ensure there is a common understanding of 
where the ‘hand off’ is between Alberta Health (policy development 
and strategic guidance) and AHS (implementation and operations) in 
various areas of the Business Plan. This requires clearer language in the 
Business Plan.

In addition, the Task Force suggests that Alberta Health undertake efforts 
to ensure that the AHS Board is aware of Alberta Health’s Business Plan. 
Likewise, the AHS Board and the AHS organization bear responsibility 
for ensuring they have a full understanding of Alberta Health’s 
Business Plan.

3 . Alberta Health’s organizational structure, core competencies, 
processes and staffing are aligned with the ministry’s role 
and responsibilities .

With the creation of AHS, some functions and responsibilities previously 
carried out by Alberta Health became unnecessary. This included the 
need to coordinate the activities of nine regional health authorities 

41 Alberta Health and Wellness. (2012). Alberta Health and Wellness Business Plan 2012-15. Government 
of Alberta. Edmonton, AB. Retrieved at http://www.finance.alberta.ca/publications/budget/
budget2012/health-wellness.pdf 
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and three province-wide organizations. The overall plan to implement 
the single health authority should have included a review of the 
responsibilities of Alberta Health and of any changes needed in the 
structure and resourcing of the department.

The completion of the work of the Task Force provides an opportunity 
to undertake such a review. The Government of Alberta’s Results-Based 
Budgeting initiative, and the work this will entail for Alberta Health, 
provides support for such a review.

Assuming there is agreement by Alberta Health on its role and 
responsibilities as described by the Task Force, Alberta Health should 
ensure that its structure, core competencies, process and staffing are 
appropriately aligned.

The Task Force reviewed Saskatchewan’s experience in this regard. 
In 2009, Saskatchewan’s Patient First Review Commissioner 
recommended, “That the Ministry of Health move forward with 
organizational changes that will enable it to assume more of a strategist-
integrator-steward role for the health system.”42

In making this recommendation, the report made a number of 
points including:

■■ The Ministry needs to set out a vision and strategy that will guide 
the system;

■■ The effectiveness of the interface between the Ministry, health 
regions, Cancer Agency and SAHO is critical;

■■ The Ministry of Health should concentrate on setting strategy, 
priorities and standards of performance and monitor outcomes in a 
transparent manner to achieve public accountability;

■■ The Ministry’s organizational structure should be re-aligned to support 
a transformational change agenda.

The Task Force explored the progress of these recommendations in 
Saskatchewan and found there have been changes in the role and 
activities of the Ministry since 2009.43 In particular, new processes have 
been put in place to engage health system leaders in determining health 
system goals and priorities.

42 Dagnone, T. (2009). For Patients’ Sake: Patients First Review Commissioner’s Report to the 
Saskatchewan Minister of Health. Government of Saskatchewan. Regina, SK.

43 Through discussion between a member of the Task Force’s Resource Team and an official of the 
Government of Saskatchewan.
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For example, a Provincial Leadership Team has been created, comprised 
of the Deputy Minister and Assistant Deputy Ministers of Saskatchewan’s 
health ministry; the CEOs and board chairs of Saskatchewan’s regional 
health authorities, Health Quality Council, Cancer Agency, 3S Health, 
and eHealth Saskatchewan; and three physician representatives. This 
represents a total of 40 health system leaders. At this level, system goals, 
plans and performance measures are agreed upon. Structural changes 
within the ministry have been undertaken to align ministry functions with 
priorities and to place a greater emphasis on the ministry’s role as a 
strategist-integrator-steward.

The Saskatchewan example, with its regional health authority structure, 
is not entirely applicable to Alberta. However, it is useful in demonstrating 
one approach to working in better alignment with the defined role and 
responsibilities of the ministry, while pursuing integration and developing 
effective linkages with partners in the health system.

4 . Alberta Health ensures the integration of health policy with 
other ministries that have responsibilities related to overall 
health and wellness, and works collaboratively with AHS on 
these matters .

Factors such as where we live, the state of our environment, our income 
and education level and our relationships with friends and family have 
considerable impacts on our health. These are typically referred to as 
the social determinants of health. Many of these factors are the focus 
of various government ministries, which all have roles to play in the 
improvement of health outcomes for Albertans. These other ministries 
will necessarily be involved in many areas impacting health, including 
public health matters, prevention and promotion.

The Government of Alberta has instituted a new Cabinet committee 
comprised of Ministers responsible for social and health matters and a 
parallel committee structure of Deputy Ministers. This is an important 
organizational step towards coordination and integration of policy across 
multiple ministries.

The Task Force heard that, at times, AHS senior executives and the AHS 
Board feel they need to work with other government ministries (outside 
of Alberta Health) about issues within AHS’s operational responsibilities. 
The protocols for this type of engagement should be made clear to 
all parties.
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5 . Alberta Health works effectively with AHS as partners in 
improving health outcomes for Albertans .

A principle underlying the Task Force’s work is that Alberta Health and 
AHS are partners working together to improve health outcomes for 
Albertans. Sustainable partnerships are characterized by high degrees of 
trust, candor, openness and respect. They come about from the partners 
having confidence in each other, supported by processes, frameworks 
and protocols that reflect the roles, responsibilities and accountabilities 
of each. As such, Alberta Health needs to be a leader alongside AHS in 
the creation of a supportive and collaborative working relationship.

The Task Force understands the partnership with AHS is not always 
one of equals, in that the Minister has broad authority to direct AHS. 
However, Alberta Health should approach its responsibilities and its 
relationship with AHS collaboratively to achieve shared outcomes that 
benefit all Albertans.

RECOMMENDATION

6
That the Minister and Ministry clarify Alberta Health’s role and 
responsibilities as a leader in providing strategic policy direction, setting 
standards and providing assurance to the health system, and execute 
these accordingly.

■■ Alberta Health develops on behalf of the government a long-term, 
high-level strategic framework for Alberta’s health system.

RECOMMENDATION

7
That Alberta Health ensure its organizational structure, resourcing and 
core competencies align with its clarified role and responsibilities.
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THE MINISTER OF HEALTH
A Minister of Health has three types of responsibility: legislative, political 
management and stewardship of the health system.44

The Legislature provides a clear line of sight between the Minister and 
Albertans. The Minister is accountable to legislative processes such as 
Question Period and legislative committees (e.g., Treasury Board, Public 
Accounts), where the Minister is regularly required to have detailed 
information on all aspects of the health system. The insight gleaned from 
international experiences shows this is critical. In other jurisdictions, 
there have been concerns about a ‘democratic deficit’ in instances where 
elected officials were seen to be under-informed about the state of health 
systems under their purview. More information on the experiences of 
other countries can be found in Appendix 6.

The political management responsibility of the Minister consists of two 
key functions. First, on behalf of the Premier and Cabinet, the Minister 
is responsible for the policy direction of the health ministry. Second, the 
Minister’s role is to carry to the ministry and to Cabinet a perception of 
whether the policies being pursued by the government, and in particular 
by the health ministry, are being well received by the public.

With respect to stewardship of the health system, the responsibilities 
of the Minister did not change with the creation of AHS. However, the 
creation of AHS did bring about changed relationships among the key 
players: the AHS Board, AHS, Alberta Health and the Minister. Prior to 
2008, the Minister was responsible for nine regional health authorities 
and three province-wide organizations, each with their own board. 
After 2008, the Minister was responsible for one health authority with 
one board. Thus, the nature of the work of the Minister changed. 
For example:

■■ One authority, AHS, became responsible for the delivery of health 
services for the entire province pursuant to the RHA. The Minister had 
to approve only one Health Plan and deal on an ongoing basis with 
only one authority instead of the previous 12. The proximity of the 
authority to the Minister thus became very close.

44 Blakeney, Allan and Borins, Sandford (1992). Political Management in Canada. Toronto. McGraw-
Hill Ryerson. Also see: Veillard, JHM, Brown, AD, Baris, E, Permanand, G and Klazinga, NS. (2011) 
Health system stewardship of National Ministries in the WHO European region: Concepts, functions 
and assessment framework. Health Policy (in press). Also see: Saltman RB, Ferroussier-Davies O. 
The concept of stewardship in health policy (200). Bulletin of the World Health Organization 2000; 
78(6):732-9.

Minister of Health 
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■■ Prior to 2008, regional issues could be appropriately dealt with 
at a regional or local level. After 2008, these could easily become 
province-wide issues in the public eye.

In other chapters of this report, the Task Force offers recommendations 
to the AHS Board, AHS and Alberta Health to establish structures 
and processes to accommodate the changes brought about by the 
creation of a single health authority. In this chapter, the Task Force offers 
suggestions for a Minister of Health, independent of whomever holds 
the office.

1 . Government-wide and Ministerial priorities are clearly 
articulated, supported with appropriate resourcing, contain 
performance expectations and are reported on at least 
annually .

Government-wide priorities, along with Ministerial priorities for the health 
system, need to be clearly stated so that they can be translated into 
policy and subsequently into deliverables. These priorities should be 
contained in Alberta Health’s Business Plan and subsequently reflected 
in AHS’ Health Plan.

It is also important there be agreement among the Minister, Alberta 
Health and AHS on the performance metrics to be used by the Minister 
in reporting on priority issues, as well as the overall performance of the 
health system. If the Minister is to respect the autonomy of AHS, the 
Minister must be assured that AHS’ accountability will be measured and 
reported on in a manner consistent with the Minister’s accountability 
to Albertans.

2 . There is clarity on the delegation of authority from the 
Minister to AHS for the delivery of health services and the 
related accountability of AHS to the Minister .

Earlier in this report the Task Force describes the authority-accountability 
cycle, in which the Minister delegates authority to AHS to deliver health 
services for which it is responsible. AHS’ Health Plan, approved by 
the Minister, is the document that outlines the plans and performance 
metrics for which AHS is accountable to the Minister. AHS reports to 
the Minister on its performance on a regular basis. The Minister, in turn, 
reports to the public through the Legislature.

Consistent with the authority-accountability cycle, and given its checks 
and balances, the Task Force believes the government needs to provide 
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AHS with the degree of autonomy that AHS requires to execute its 
mandate, as constituted under the RHA.

There is no formulaic prescription for determining the appropriate 
degree of autonomy. The Minister needs to have confidence that AHS 
is delivering on its mandate consistent with its delegated authority. 
AHS earns and maintains this confidence through regular performance 
reporting to the Minister.

The Privy Council Office of the Government of Canada has produced 
a resource entitled, Accountable Government: A Guide for Ministers 
and Ministers of State, 2011.45 A section of the PCO Guide deals with 
ministers who have responsibility for portfolio organizations such as 
agencies and Crown corporations. It provides useful information and 
guidelines for ministers, their immediate staff, deputy ministers and 
agencies on their interactions amongst each other and in working with 
both parliamentary and constituency matters.

Such a document could prove helpful to all parties for whom an 
understanding of the role of a Minister of Health is important to carrying 
out their own responsibilities.

Recognizing that a Minister can delegate many responsibilities to 
Alberta Health through the Deputy Minister, the Task Force believes it is 
important there be clarity about what delegation has been put in place. 
This is consistent with the PCO Guide, which states: “it is important that 
the Minister provide clear guidance to all agency heads on his or her 
expectations of the portfolio integration role of the deputy. This role must 
not infringe upon the arm’s-length relationship to the portfolio.…” Here 
again, a document similar to the PCO Guide could aid in understanding 
roles and responsibilities of the key players and would facilitate effective 
working relationships.

3 . Changes to the Health Plan of a material nature are managed 
through the delegated authority and are planned and 
resourced accordingly .

Changes to the approved Health Plan are sometimes necessary and 
desired. Changes of a material nature by definition are disruptive to the 
original plan and must be carefully managed. The Task Force learned that 
Ministerial Directives are sometimes used to direct changes. However, 

45 Privy Council Office. (2011). Accountable Government: A Guide for Ministers and Ministers of State. 
Government of Canada. Ottawa, ON. (Hereinafter referred to as “PCO Guide”.)  
http://www.pm.gc.ca/grfx/docs/guidemin_e.pdf 
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government can also use other means, such as letters or Restricted 
Grants, to incent AHS to change in focused areas.

AHS is a large and complex organization. Once the Health Plan is 
approved, AHS’ objectives and performance targets are assigned 
throughout the organization both horizontally and vertically. Managers 
are held accountable for achieving performance targets in their areas 
of responsibility. The overall aim is to achieve alignment throughout 
the organization.

The Task Force feels that, when they are necessary, changes to the 
Health Plan of a material nature need to be carefully planned. This 
includes considering and addressing the opportunity costs of such 
changes to the system. Ideally, the Health Plan should remain stable, 
with changes kept to a minimum, so that the benefits of predictable 
funding to AHS can be fully realized.

While the Minister has the authority,46 the Task Force feels that Ministerial 
Directives should be used judiciously in favour of other means of 
communicating government directions. However, if Ministerial Directives 
are to be used, the following practices should be observed, based on 
best practices found in literature:47

■■ A Minister should consult the Board prior to issuing a 
Ministerial Directive.

■■ Any Ministerial Directives given should be formally documented and 
made public.

■■ If the AHS Board receives informal direction (e.g., verbal 
communication), the AHS Board should clarify the meaning and intent 
of this direction and ensure that a formal Ministerial Directive is put 
in place.

■■ Ministerial Directives should be reported in the AHS annual report if 
they impact on the successful achievement of previous strategies or 
goals laid out in the Health Plan.

46 Under s.8 of the RHA, “the Minister may give directions to a regional health authority for the purpose of 
providing priorities and guidelines for it to follow.” Further, section 9 of the RHA Regulations states that 
“a regional health authority shall comply with all directives.”

47 Canadian Institute of Chartered Accountants. (2007). 20 Questions Directors Should Ask About Crown 
Corporation Governance. 
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4 . There is an effective and collaborative relationship between 
the Minister and the Chair of the AHS Board .

Given the authority-accountability cycle, it is important there be an 
effective working relationship between the Minister and the Chair of the 
AHS Board. The Minister is responsible for appointing the Chair of the 
AHS Board. The Chair plays a leadership role in the governance of AHS; 
an important part of this leadership is the working relationship with the 
Minister. These two individuals need to agree on the operational aspects 
of the authority-accountability cycle, including the autonomy of the AHS 
Board. Ongoing dialogue between the two individuals is the basis of 
maintaining a productive relationship.

5 . Protocols that are in place to guide governance processes, 
issues management and external communications are 
consistent and aligned with the authority-accountability 
cycle .

Effective working relationships between the Minister and AHS 
are based on developing and following a variety of processes. 
These include governance processes, issues management and 
external communications.

The appointment of members to the AHS Board is a critical governance 
process. In the chapter, “The Alberta Health Services Board”, the 
Task Force recommended a process which builds on that described 
in the Public Agencies Governance Framework. This process leaves 
responsibility for the appointment of board members with the Minister, 
but with active involvement of the AHS Board in managing the 
nominating process.

Given the importance of health, its visibility in the public eye and the 
complexity of the operation of the system, it should not be unexpected 
that issues will arise which will become public. It is important there be 
a process that anticipates potential issues and deals with them in an 
appropriate manner when they occur. This is often referred to as issues 
management. All leading organizations in the public and private sectors 
have such processes in place. The point of such a process is to provide 
the public with confidence in the health system and its management. The 
Minister plays a key role in this regard, and this role must be supported 
by an efficient and effective issues management process.
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A related process is the external communication of ongoing health 
information by AHS, the Board and the Minister. It is important that this 
communication be coordinated to avoid confusion in the public about the 
roles of the key players.

Given there is now one province-wide health authority, the Minister (and 
Alberta Health) and AHS have province-wide mandates. In light of this, 
it is critical that issues management and the external communication 
of information are coordinated among the major players, to help avoid 
public confusion about their respective roles.

Accordingly, the major players need to have agreed-upon protocols 
and processes in place to guide issues management and external 
communication of information. Ongoing attention should be paid to 
these protocols and processes, and they should be regularly reviewed to 
ensure they remain effective.

RECOMMENDATION

8
That every effort be made by the Minister and Alberta Health to support 
AHS achieving the targets set out in the Health Plan, and that clear 
protocols be put in place to communicate and support any material 
changes to the Health Plan if these become necessary.
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WORKING TOGETHER AS PARTNERS
Many organizations and individuals in the public, private and non-profit 
sectors are involved in the overall health system. However, Alberta Health 
and AHS are by far the two most significant. Their relationship sets the 
stage for all of the complex interactions that occur throughout the 
system.

The Task Force believes that the overall effectiveness of the health 
system depends on Alberta Health and AHS working together as 
partners to improve health outcomes. While there are examples of 
excellent cooperation between the two organizations, there is not 
excellence everywhere and this is what is needed.

Strong leadership will be required to enable the development of a strong 
working relationship between the two organizations. Rather than viewing 
each other as two separate organizations, they must view themselves as 
two integral parts of one system. The system has one overall goal: the 
improvement of health outcomes for all Albertans. The system has only 
one set of clients: Albertans.

The system will only be successful if both organizations are highly 
effective in carrying out their respective roles and responsibilities, and 
then working together effectively where they need to be in achieving the 
common goal. A metaphor would be that of an aircraft controller and the 
cockpit crew of an aircraft, with the common goal of passenger comfort 
and safety. Each work for different organizations, each are highly trained 
professionals, and they have a trusting, interdependent relationship in 
ensuring a successful outcome for the client.48

In this chapter, the Task Force describes five Elements of Effective 
Governance that will contribute to an enhanced working relationship 
between Alberta Health and AHS.

48 The concept of specialization and integration is a central theme of the field of organizational design. 
See for example: Galbraith, J. and Kazanjian, R. (1986). Strategy Implementation: Structure, Systems, 
Processes, 2nd Edition. West Publishing Company.
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1 . A collaboratively developed Mandate and Roles document 
clearly sets out the authorities, roles and responsibilities, and 
accountabilities of AHS, Alberta Health and the Minister .

An important building block for an effective relationship is the Mandate 
and Roles document that is developed collaboratively by the partners. 
This document identifies the roles and responsibilities of each of the 
parties and outlines mechanisms for working together. The APAGA 
requires that each government agency have such a document and it 
outlines what needs to be included in the document.

The Task Force learned much about the existing AHS Mandate and Roles 
Document. The parties began work on it in the spring of 2008 and it was 
signed in December 2010 by the then Minister of Health and the Chair of 
the AHS Board. It was viewed by many interviewees as going beyond the 
legislation, overly legalistic, confusing and not an appropriate portrayal of 
roles and responsibilities.

No one interviewed by the Task Force expressed satisfaction with the 
current AHS Mandate and Roles Document as the basis for building a 
new relationship. Interviewees stressed the importance of creating a new 
Mandate and Roles document as soon as possible.

The Task Force believes it is not its role to create a new Mandate and 
Roles document for the parties. Rather, the parties need to develop it 
themselves. This point is clearly stated in the APAGA. Only by developing 
the document together will the parties work through issues and come to 
agreement on the characteristics of their working relationship.

However, the Task Force offers some guidelines which may be useful to 
the parties as they go about their work:

■■ The roles, responsibilities and relationships are based on the 
following principles:

■– The Minister, through the Legislative Assembly, is accountable to 
Albertans for the health system;

■– As set out in the RHA, AHS is accountable to the Minister for the 
delivery and operation of the health system in Alberta;

■– With respect to autonomy and accountability, the parties build 
trust and work together in collaboration, coordination and 
cooperation as partners in achieving the vision of building a health 
system of which Albertans can be proud.

An important building 
block for an effective 
relationship is the 
Mandate and Roles 
document that is 
developed collaboratively 
by the partners.
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■■ The intent of the document should be to interpret the legislation 
but should not add additional requirements for either party that go 
beyond the intent of legislation.

■■ The document should be shorter rather than longer, containing the 
key elements required. If expansion of elements is required, this 
should be accomplished through protocols and policies or in other 
specific agreements.

■■ The document should include the desired behaviours that are 
necessary for an effective partnership. These behaviours include trust, 
transparency and candor.

■■ The Task Force feels it is important to develop the new Mandate and 
Roles document as soon as possible, recognizing that the existing 
AHS Mandate and Roles Document will expire on February 28, 2013.

2 . There are processes for the senior leadership of the system 
to facilitate coordination and decision-making at the system 
level .

The Task Force believes that stronger governance processes need to be 
put in place at the senior leadership level of the system. The issues that 
face the system, and which have been discussed in this report, have 
been present for a long time. In order to improve the performance of the 
system, effective governance at the system level is essential.

To facilitate this, the Task Force recommends two senior governance 
mechanisms. The first would see the Minister convene a regular 
meeting of the Deputy Minister of Health, the CEO and the Chair of 
the AHS Board. The initial priority of this group will be to oversee the 
implementation of a recommended Action Plan. This will take some time 
to complete. The group should meet in an ongoing manner to deal with 
emerging integration issues, reinforcing the desired culture and fostering 
innovation to assist the system in becoming high-performing.

One of the challenges in dealing with systemic issues has been the 
extensive amount of turnover of the key players at the most senior level. 
Since 2008 there has been significant change in the four most senior 
positions. Each position has had three incumbents between 2008 and 
October 2012. Continuity is important in understanding the background 
to issues, solving problems and providing a base line of what needs to 
happen to bring about change.



WORKING TOGETHER TO BUILD A HIGH PERFORMANCE HEALTH SYSTEM 
Report of the Health Governance Review Task Force

© 2013 Government of Alberta  February 201367

The key elements of the Action Plan being recommended by the Task 
Force are outlined below.

KEY ELEMENTS OF THE ACTION PLAN

■■ The development and approval of a new Mandate and 
Roles document .

■■ Resolving responsibilities for AHS and Alberta Health in critical 
areas in the scope of health services provided to Albertans . The 
Task Force learned in its interviews that there is confusion and lack 
of agreement about the role each organization should be playing in 
certain service areas. While some areas of service delivery are clear, 
others are not, such as:

■– Public health including health promotion and disease prevention;

■– Laboratory services;

■– Mental health and addiction services;

■– Primary care services.

In clarifying the two organizations’ responsibilities in these service 
areas, the parties should be guided by the principle of providing 
comprehensive, integrated services across the continuum of care.

Clarification of the respective responsibilities of AHS and Alberta Health 
will allow each organization to assess the resources devoted to a 
particular service area, with a view to rationalizing and making better use 
of resources elsewhere.

■■ There are a number of areas of activity that require attention . In 
interviews conducted by the Task Force, it was reported that there is 
duplication and overlap in areas that include:

■– Workforce planning;

■– Information technology;

■– Monitoring and assurance;

■– Health system planning; and

■– The synchronization of planning cycles.

Each organization engages in its own work in the above examples, 
each to meet its own needs. More effective coordination and 
collaboration in these areas can lead to significant savings and the 
opportunity to reallocate resources to other areas of need.

The issues outlined are 
well known. The fact 
that they have lingered 
so long after the 2008 
restructuring is due to 
a number of factors, 
including: changes in the 
leadership group; the lack 
of a governance forum to 
deal with the issues; and 
the unfortunate reality that 
the urgent often overtakes 
the important.
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The issues outlined above, and others, are well known. The fact that they 
have lingered so long after the 2008 restructuring is due to a number 
of factors, including: changes in the leadership group; the lack of a 
governance forum to deal with the issues; and the unfortunate reality that 
the urgent often overtakes the important.

The Action Plan is similar to an implementation plan for a complex 
merger of multiple organizations. There is a large body of knowledge 
with examples of what is required to ensure the effective integration of 
organizations after a merger. In fact, significant work is typically done 
prior to a merger in developing an integration plan.

The second governance mechanism suggested by the Task Force 
would comprise the senior leadership teams of Alberta Health and AHS. 
This group is, in fact, already in place and has met a number of times. 
A priority assignment for this group is the detailed development and 
implementation of the Action Plan described above.

On an ongoing basis, this senior group would deal with more operational 
issues that will naturally occur in the course of business. However, in 
the early stages they must remain focused on the implementation of the 
Action Plan. The group must become a high performance work team. It 
needs to demonstrate the desired operating protocols and culture that 
are needed throughout both organizations.

Effective bilateral relations at the senior levels and throughout the system 
are also important. The key bilateral relationships at the senior level 
where there needs to be ongoing communication are:

■■ The Minister and the Chair of the AHS Board; and

■■ The Deputy Minister and the CEO of AHS.

As stated earlier, the Minister needs to interact with the CEO of AHS in 
order to fulfill the Minister’s accountability to the Legislature.

There needs to be ongoing communication between the two 
organizations at all levels in the normal course of business. However, 
the Task Force learned that too often there is confusion and 
misunderstanding about the type of communication that takes place. The 
confusion includes communications that involve one organization giving 
instructions to the other, as well as requests for information where the 
purpose or degree of urgency is not clear. The Task Force heard about 
requests for information that required extensive work on an urgent basis, 
often by senior people, only to subsequently go unused.
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As part of the process of building an effective partnership, it may prove 
helpful to provide some general protocols with respect to types of 
communication. An important part of these protocols would honour 
the principle of accountability within an organization. If orders are 
given from one organization to the other, it should be done through the 
governance structure.

3 . Processes are in place to enable, encourage and recognize 
collaborative work between AHS and Alberta Health .

Alberta Health and AHS are certainly not starting from scratch in building 
a collaborative environment. Indeed, the Task Force learned of a number 
of examples of excellent collaboration. The challenge is to move beyond 
pockets of excellence to overall excellence.

This is not a simple task. It is instructive to briefly examine the literature 
on partnerships, collaborative initiatives and alliances, to understand why 
partnerships often fail and what needs to be done to facilitate success. 
Examples from the private, public and non-profit sectors provide 
useful lessons.

One study, based on the experiences of companies that have participated 
in 20 or more alliances, found that poor or damaged working relationships 
were consistently found to be the main contributor to failed partnerships.49

The studies suggest that an effective partnership is based on how well 
the parties jointly manage both operational and relationship challenges. 
Operational challenges as they apply to Alberta Health and AHS would 
include: commitments to specific performance targets; objectives in 
the Health Plan; and financial targets. Relationship considerations 
include: effective governance management; building trust and mutual 
respect; creating open and quality communications; defining mutual 
accountability; understanding each other’s objectives; and developing 
a collaborative perspective. A number of these factors were mentioned 
during the Task Force’s interviews as problems with the existing state of 
the relationship between Alberta Health and AHS.

Working within partnership frameworks has long been a practice in 
the health field. Health care providers work in partnership with many 
health and social service non-profit agencies. This experience provides 

49 Ertel, Weiss, Visioni. Managing Alliance Relationships — Ten Key Corporate Conditions; A Cross 
Industry Study of How to Build and Manage Successful Alliances, Vantage Partners, Cambridge, MA, 
2001; and Weiss, Keen, Kilman, Managing Alliances for Business Results: Lessons Learned from 
Leading Companies, Vantage Partners, Cambridge, MA, 2006. 
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valuable insight.50 While partnerships in the health sector vary in many 
ways and are strongly dependent on the history of past relationships, 
there are underlying principles for creating and maintaining successful 
partnerships.51 These principles may well be helpful to Alberta Health 
and AHS.

The Task Force feels that a number of things can be put in place to 
enhance the collaborative relationship between Alberta Health and AHS.

A first priority is to create the desired culture that will underpin the 
development of an enhanced collaborative relationship. The Task Force 
believes that Alberta Health and AHS should give consideration to 
building a capacity between them that will provide leaders in all parts 
of the system, and at all levels, with the skills needed to work in a 
collaborative environment. This should not be viewed as a cost to the 
system, but as an investment in helping leaders develop collaboration as 
a core competency as well as other leadership skills.

The LEADS in a Caring Environment program could well provide a useful 
framework to follow. This Canadian initiative features five dimensions 
of leadership in the health sector including: Lead Self, Engage Others, 
Achieve Results, Develop Coalitions, and System Transformation. The 
Develop Coalitions dimension outlines the leadership skills that the Task 
Force feels are essential for the partnership between Alberta Health and 
AHS.52

AHS has already adopted the LEADS model as its leadership 
development framework. This could provide a useful resource for both 
organizations to build their partnership capacity.

A second priority is to ensure that all inter-organization initiatives, such 
as the development of a new policy initiative, are based on established 
governance processes put in place before the initiative commences. 
Further, an evaluation should be undertaken of the effectiveness of 
the collaboration.

Third, the parties need to develop a project management framework 
which would be used in all inter-organization initiatives. This will provide 
the discipline needed to move complex projects through to completion in 
a timely manner.

50 Dowling, B, Powell, M, and Glendinning, C. (2004). “Conceptualising successful partnerships.” Health 
and Social Care in the Community, 12(4):309-17. Oxford, UK: Blackwell Publishing Ltd.

51 Wildridge, Childs, Cawthra and Madge. “How to create successful partnerships — a review of the 
literature.” Health Information and Libraries Journal (2004), 21, pp 3-19.

52 LEADS in a Caring Environment Framework. www.chlnet.ca 
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Fourth, the parties should ensure there are a variety of support 
mechanisms in place to enable and encourage a collaborative working 
environment between the two organizations. Building a skill development 
capacity, as discussed above, is one such mechanism. Another is to 
build collaboration into job specifications and performance management 
such that collaborative activities are recognized.

4 . There is a highly responsive issues management process 
in place with strong leadership, clear protocols and regular 
reviews of effectiveness .

Issues management is about effective communication of information 
between the key players in the health system to ensure that the public 
has confidence in the system. Large organizations with public visibility 
have highly sophisticated issues management processes. Such 
processes are particularly important to Crown agencies and government 
which operate as part of an overall system. The delivery of health 
services fits this profile.

During its interviews the Task Force heard a number of comments about 
staff spending too much time putting out fires in the management of 
issues that become public. These cases run the risk of undermining 
public confidence in the health system.

The need for highly responsive issues management is important for 
the health system in Alberta given that there is now one major provider 
(AHS). This has led to a blurring of the roles of the provider, Alberta 
Health and the Minister in the eyes of the public. Issues that previously 
would have been managed at a regional level are now raised to a 
province-wide level. This can lead to an inefficient use of resources.

For this reason, the Task Force believes that issues management needs 
to remain a priority and that there are clear protocols in place along with 
regular reviews of the effectiveness of the protocols.

Task Force believes that 
issues management 
needs to remain a priority 
and that there are clear 
protocols in place along 
with regular reviews of 
the effectiveness of the 
protocols.
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5 . Governance practices and the working relationship 
between the Minister, Alberta Health and AHS are self-
assessed regularly, and are periodically reviewed by an 
independent party .

Instilling a culture of effectively working across organizational boundaries 
is a long-term undertaking. It requires a commitment on the part of 
the parties to put the building blocks in place that will lead to the 
desired culture. One of these building blocks is a process to monitor 
the effectiveness of the collaborative relationship and to seek ways of 
improving it.

The Task Force believes it is important to undertake a regular 
assessment of the relationship and to develop plans to improve it. 
Periodically, such an assessment should be carried out by a third party.

RECOMMENDATION

9
That the leadership of the health system establish processes that 
reinforce a culture of collaboration between AHS and Alberta 
Health including:

■■ Establishing governance mechanisms to facilitate problem solving 
and decision-making at the system level.

■■ Implementing the Working Together Action Plan.

■■ Capacity building throughout the system to encourage, enable and 
recognize collaborative work.

That relationships throughout the Alberta health system be based on the 
same culture of collaboration.

This chapter has focused on the relationship between Alberta Health 
and AHS. There are countless other relationships that exist across 
Alberta’s health system. This includes interactions among private and 
non-profit health service providers, health professionals and thousands 
of community agencies. The relationships among these organizations 
should be based on the same philosophy of collaboration the Task Force 
encourages between Alberta Health and AHS, so that the entire health 
system benefits from strong partnerships at the provincial, regional and 
community levels.
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PHYSICIAN RELATIONS
There are 8,378 physicians registered in Alberta.53 Most are independent 
practitioners receiving remuneration through fees from Alberta Health, 
using hospital and other facilities for patient care needs as necessary. 
Some physicians are employed by AHS in facilities or in leadership 
positions.

Most physicians are not employees of AHS. However, physicians play a 
key role in the health system, so their engagement in the health system 
is important whether they are part of AHS medical staff or practitioners 
in the community. The diversity of their roles in the system creates 
challenges for their effective engagement in with the system.

The Task Force has focused its examination on the relationship between 
physicians and AHS, as specified in its Terms of Reference. Physicians 
also have important relationships with the Minister and Alberta Health, 
who manage the budget for physician compensation.

The Task Force has identified four Elements of Effective 
Physician Engagement.

1 . AHS and physicians work together to build a culture of 
mutual trust and collaboration by acknowledging their 
mutual accountability to patients, each other, the health 
system and society as a whole .

Through its interview process the Task Force heard the following:

■■ Following the creation of AHS in 2008, physicians perceived 
that AHS deliberately excluded physicians from leadership roles 
and from participation in decision-making. This has led to deep-
seated feelings of frustration and disenfranchisement among the 
medical staff. The reorganization also disrupted existing pathways 
of communication; the situation was made worse by significant 
changes in AHS personnel.

■■ Similar perceptions arose upon the establishment of regional 
health authorities in 1994. Over time, there was improvement in 
relationships and perceptions, prior to the establishment of AHS. 
One view expressed to the Task Force, based on this experience, is 
that time and structural stability alone will improve relationships.

53 As of September 30, 2012. College of Physicians and Surgeons of Alberta. (2012). Quarterly Update 
Physician Resources in Alberta — July 01, 2012 to September 30, 2012. Edmonton, AB. 
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■■ Overall, from the physicians’ perspective the relationship with AHS 
is improving. However, physicians’ relationship with government 
is under pressure as negotiations for a new fee arrangement 
are underway.

The HQCA report provided detailed evidence and analysis of physician 
feelings of disengagement and frustration.54 AHS recognizes that 
physician engagement is at a low level; this was documented in its staff 
and physician engagement surveys of 2009-10 and 2011-12. Physician 
overall engagement scores were 26 percent in 2009-10 and 39 percent 
in 2011-12. These compared with staff overall engagement scores of 35 
percent and 52 percent, respectively. The AHS target for each group in 
2011-12 was 54 percent. The benchmark for each group, based on third 
party data, was 76 percent.55

The Task Force heard that physicians who work closely with AHS 
facilities have a better understanding of and engagement with AHS than 
physicians who are primarily community-based. Community-based 
physicians work independently and may not feel as deep a cultural 
connection to AHS or its goals. It will be more challenging to involve 
them in the evolution of the culture.

The desired culture of collaboration between those who govern, lead and 
manage the health system and physicians who practice in the system 
is based on recognition that they share the vision of optimum health for 
the population and care for its patients. Thus they work with a common 
purpose. The rewards for effective collaboration include better outcomes 
for patients and populations, and high levels of satisfaction for all parties.

For several decades in health systems in North America and the United 
Kingdom, relations between administrators and physicians have often 
been strained. The root of this prevalent tension is the perception of a 
clash between the administrators’ push for reform of the health system 
and the physicians’ traditional autonomy of practice. Physicians are often 
suspicious of the motives behind health reform activities as being driven 
by cost-cutting imperatives; administrators often view physicians as 
resisting or obstructing needed evolutionary changes and conflicted by 
financial interests.

54 Health Quality Council of Alberta. (2012). Review of the Quality of Care and Safety of Patients 
Requiring Access to Emergency Department Care and Cancer Surgery and the Role and Process of 
Physician Advocacy. Edmonton, AB.

55 AHS Q1 Performance Report 2012/13, http://www.albertahealthservices.ca/Publications/ahs-pub-pr-
2012-09-performance-report.pdf
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Fortunately, there are significant trends for policy makers to recognize 
the importance of active engagement of physicians as partners in 
health system operation and evolutionary change, and for physicians 
to recognize their responsibility to be leaders and participants in such 
activities. Also, physicians collectively, if not yet uniformly as individuals, 
acknowledge that, in addition to their traditional fiduciary responsibilities 
to their individual patients, they have a responsibility to society and the 
health system at large.

Significantly, the Canadian Medical Association (CMA) has tabled a 
position paper on this subject. Explicit in the cultural shift described is 
the requirement for physicians to accept participatory and decision-
making roles in evolutionary change. Reciprocally, the CMA calls for the 
health system to prepare physicians appropriately for these roles. Among 
key CMA recommendations in the position paper are:56

Physicians should be provided with the leadership tools they need, 
and the support required, to enable them to participate individually 
and collectively in discussions on the transformation of Canada’s 
health care system.

Physicians need to be provided with meaningful opportunities for 
input at all levels of decision-making, with committed and reliable 
partners, and must be included as valued collaborators in the 
decision-making process.

Physicians have to recognize and acknowledge their individual and 
collective obligations (as one member of the health care team and 
as members of a profession) and accountabilities to their patients, to 
their colleagues and to the health care system and society.

Much has been written on the approach to building a harmonious health 
organization with physicians and managers working together towards 
continuous improvement in the system. An examination of organizations 
acknowledged as high performing yields a cluster of characteristics for 
each organization to which their success is attributed. These clusters are 
unique to each organization while overlapping with those of others.

The Institute for Healthcare Improvement (IHI) conducted a thorough 
survey and analysis involving multiple organizations. It published a 
landmark white paper, Engaging Physicians in a Shared Quality Agenda, 

56 The Evolving Professional Relationship between Canadian Physicians and our Health Care System: 
Where do we stand? Canadian Medical Association 2012. http://policybase.cma.ca/dbtw-wpd/Policypdf/
PD12-04.pdf 
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as a distillate of its findings and as a guide for organizations in their 
efforts to promote physician engagement.57 Based on its analysis, IHI 
developed the IHI Framework for Engaging Physicians in Quality and 
Safety. This Framework has been used by several organizations in the 
United States. Within six primary elements, the Framework lists 23 
specific actions and discusses in detail each action and its application. 

Taitz et. al., based on a qualitative research project examining a sample 
of ten high performing hospitals in the United States, drew attention 
to the usefulness of a “physician compact”. This approach was 
implemented by four of the ten hospitals as a specific tool to increase 
awareness of the mutual accountabilities of the organization and 
physicians.58

The Virginia Mason Medical Center (VMMC) has commented favourably 
on some ten years’ experience with use of a physician compact and 
advocates its use by others. In two columns, the one-page VMMC 
Physician Compact lists the organization’s responsibilities and 
the physician’s responsibilities. VMMC points out that successful 
implementation requires not simply creating and handing out the 
document, but actually living by its tenets over time.59 This can 
significantly assist in building a culture of mutual trust.

In Canada, the Ottawa Hospital has recently implemented such a 
compact. Developed collaboratively between its executive and its 
medical staff, this one-page document summarizes succinctly the 
Hospital’s and physicians’ mutual accountabilities.60 Each physician 
receives this document, and it is signed by the CEO on behalf of the 
hospital and by the physician and his or her medical department head.

It is evident to the Task Force that much needs to be done to achieve 
the optimum culture of respect and trust. The IHI and other organizations 
recognized as leaders in the field emphasize that beyond stated 
commitment, sustained efforts are required to build this culture. In 
effect, there must be diligence and persistence in “walking the talk”. The 
habitual attitudes and behaviours of persons in positions of influence that 
contribute to organizational culture are not readily or rapidly changed. 

57 Institute for Healthcare Improvement. Innovation Series 2007: Engaging Physicians in a Shared Quality 
Agenda, 2007.

58 Taitz J.M. et. al. (2012). BMJ Qual Saf, 21:722-728.

59 Team Medicine: Virginia Mason Blog. Accessed on 05 November 2012. http://virginiamasonblog.
org/2012/05/30/part-1-would-you-like-to-improve-your-organizations-relationship-with-your-physicians/

60 Scott C.G. et. al. (2012). Healthcare Quarterly, 15:50-53.
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These observations pertain to physicians as well as to governors, leaders 
and managers.

The HQCA report recommended building a “just culture” within AHS. In 
addressing this recommendation, emphasizing and living up to the tenets 
of the Alberta Health Services Code of Conduct61 and Safe Disclosure/
Whistleblower Policy,62 and advertising the AHS Ethics and Compliance 
Office, will be important enablers to build this culture in AHS.

Whereas the work to build the desired culture is multifaceted, as 
described for example in the IHI Framework, a specific action that AHS 
might consider is development of a physician compact. This can be 
an effective tool to bring the key elements of the two-way commitment 
between AHS and its physicians into the consciousness of each leader, 
manager and physician.

2 . AHS processes and structures enable and encourage 
physician engagement with corresponding commitment and 
accountability by physicians to patients, colleagues, AHS and 
the overall health system .

There is ample evidence derived from observational studies that 
physician engagement is a critical success factor contributing to health 
system performance; necessary though not sufficient for delivering high 
quality, patient-focused care and for continuous improvement in quality 
of care. Nurturing a high level of physician engagement is a conspicuous 
feature of high performing health organizations.63, 64

It is important to recognize that engagement between an organization 
and its medical staff involves mutual commitment and accountability. 
This two-way nature is emphasized by Spurgeon’s definition of physician 
engagement:65

61 Alberta Health Services. (2012). Alberta Health Services Code of Conduct. Edmonton, AB. 
(Hereinafter referred to as “AHS Code of Conduct”.) Retrieved on November 17, 2012 at http://www.
albertahealthservices.ca/pub-code-of-conduct.pdf 

62 Alberta Health Services. (2009). Safe Disclosure/Whistleblower Policy. (Hereinafter referred to as “Safe 
Disclosure Policy”.) Retrieved on November 17, 2012 at http://www.albertahealthservices.ca/Policies/
ahs-pol-safe-disclosure.pdf

63 Clark, J. (2012). Medical Engagement: Too Important to be Left to Chance. London, UK: The King’s 
Fund. Retrieved at http://www.kingsfund.org.uk/sites/files/kf/medical-engagement-nhs-john-clark-
leadership-review2012-paper.pdf 

64 Dickenson, H. et. al. (2008). Engaging Doctors in Leadership: Review of the Literature. UK: University of 
Birmingham and NHS Institute for Innovation and Improvement.

65 Spurgeon, P. et. al. (2008). “Developing a medical engagement scale (MES).” The International Journal 
of Clinical Leadership, 16: 213-223.
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“…the active and positive contribution of doctors within their normal 
working roles to maintaining and enhancing the performance of the 
organization which itself recognizes this commitment in supporting 
high quality care”

The Alberta Health Services Medical Staff Bylaws were approved in 
February 2011.66 They were developed by AHS in collaboration with 
the Alberta Medical Association (AMA), the College of Physician and 
Surgeons of Alberta (CPSA), the Council of Medical Staff Presidents and 
the Alberta Dental Association, with extensive consultation and input 
from impacted groups.67 The Medical Staff Bylaws explicitly address the 
interaction of AHS and the medical staff for provision of health services. 
In so doing, they describe the relationship of a well-engaged medical 
staff and the health system. Excerpts from the Medical Staff Bylaws 
illustrate this. The overarching joint nature of the relationship is captured 
in the introductory paragraph of Part 4:

4.0.1 The Medical Staff and AHS share joint responsibility and 
accountability for the provision of health services to Albertans 
in a Patient-centered system. This Part of the Bylaws describes 
the joint responsibilities and accountabilities of the AHS and the 
Medical Staff, as well as the individual Practitioner’s responsibilities 
and accountability.

The accountability to each other of the partners is emphasized:

4.0.3 Within the medical governance and organizational structure 
jointly established by AHS and the Medical Staff, the Medical Staff are 
expected to provide Patient services in a professional and competent 
manner, and to collaborate with, and contribute expert advice 
to, AHS.

4.0.4 Within the medical governance and organizational structure 
jointly established by AHS and the Medical Staff, AHS is expected to 
consider the impact of decisions relating to the delivery of health care 
services on individual Practitioners, groups of Practitioners, and the 
Medical Staff generally; and shall facilitate Practitioner and Medical 
Staff input into the deliberation and decision processes.

66 Alberta Health Services. (2011). The Alberta Health Services Medical Staff Bylaws. Approved and 
effective as of 28 February 2011. Edmonton, AB. (Hereinafter referred to as the “Medical Staff Bylaws”.)

67 Alberta Health Services. (2011). The Alberta Health Services Medical Staff Bylaws. Approved and 
effective as of 28 February 2011. Edmonton, AB.
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AHS has adopted and implemented a dyad leadership model, wherein 
programs and structures at multiple levels of the organization are 
jointly led by a physician and a non-physician, with closely aligned and 
overlapping responsibilities, accountabilities and annual performance 
targets. Typically the dyad leaders report respectively to a physician 
and a non-physician leader, constituting a higher-level dyad. This dyad 
model of leadership is employed in the AHS Zones and in many clinical 
programs. The dyad leadership model was employed in several of the 
former health regions prior to 2008 and was viewed as successful. A 
review and analysis of the theoretical background and practice of dyad 
leadership is provided by Saxena’s dissertation.68

The Task Force heard that the medical staff saw the deployment of the 
dyad model as a positive move by AHS. On the other hand, the Task 
Force also heard that physicians appointed to leadership roles often 
felt that their colleagues viewed them as having “gone over to the dark 
side” since they now represented the organization. Physician leaders 
noted that personal conflict could occur when their colleagues expected 
them to advocate a particular position, while the leaders’ appreciation of 
system priorities led them to support a different position. In this context, 
the Task Force notes the importance placed by the IHI on selecting for 
leadership roles physicians who had high “street credibility” with their 
physician peers. Such individuals are better positioned to maintain 
the trust of the physicians while acting in the best overall interests of 
the organization.

The Task Force heard in its interviews that AHS operated as a heavily 
top-down organization, wherein decisions were only made at the 
executive level or above. This perception existed among physicians as 
well as staff in general. More recently, AHS has expressed its intention to 
decentralize significant decision-making authority, particularly to its five 
geographically-defined Zones. This is viewed positively by physicians. 
Recently, a pilot project has been launched to decentralize decision-
making to the level of a single hospital.

The Zone medical staff structure comprises a number of clinical 
departments, each headed by a physician who reports to Zone Medical 
Director, thus providing physician input into the dyad leadership of the 
Zone (the Zone Medical Director and the Zone Senior Vice President), 
supported by committees and representatives in each Zone.

68 Saxena A. (2011). Dyad Leadership in Health Care: Aspects Relevant to Saskatoon Health Region. A 
Dissertation Submitted to the Robert Kennedy College and the University of Wales in Partial Fulfillment 
of the Requirements for the Degree of Master of Business Administration, 2011.
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The development of SCNs as AHS’s principal mechanism for major input 
of clinical staff (including medical staff) into innovation, also received 
favourable comment relative to physician engagement during the Task 
Force interviews.

The Task Force recognizes that AHS pays appropriate attention to 
physician engagement in its policies (e.g., its Medical Staff Bylaws) 
and in its strategies and structures (e.g., dyad leadership, SCNs). 
However, it appears that there is a disconnect between this framework 
and achievement of the desired effect. Contributing factors may 
include: failure of communication channels; skepticism or cynicism of a 
disengaged physician community; and persisting negative attitudes and 
behaviours of some administrators and physicians. Again, the Task Force 
draws attention to the need for sustained attention on the part of both 
AHS and its medical staff to effect the behavioural changes necessary 
for the policies, strategies and structures to achieve the desired goal of 
optimum engagement.

3 . Physicians are properly trained and given opportunities 
to gain experience in multidisciplinary teams and 
leadership positions to ensure they are better prepared 
for effective participation in teams and for succession to 
leadership positions .

Traditionally, undergraduate and postgraduate medical training have 
been heavily focused on the acquisition of clinical knowledge and skills 
needed for practice as an individual physician. Physicians’ preparation 
for interaction with each other and with other health professionals was 
acquired through practical exposure to clinical practice in their clinical 
clerkships, internships and residency programs. Scant attention has 
been paid to formal training as participants in interdisciplinary teams 
or for succession to leadership positions (e.g., in clinical departments 
and programs or in hospital administration). Although medical 
education curricula are evolving, it is probable that the vast majority of 
physicians currently in practice in Alberta have had little such formal 
training. Therefore it is incumbent on AHS to encourage and support 
opportunities for medical staff to acquire knowledge and skills in quality 
improvement, management and leadership, so that there are cadres 
of talented candidates for participation in and leadership of quality 
improvement teams and administrative committees, and for succession 
to organizational management and leadership positions.
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The Royal College of Physicians and Surgeons of Canada (RCPSC) is 
the physician body responsible for: developing standards for achieving 
and maintaining competence as specialist physicians; accrediting 
postgraduate medical specialist training programs; and certificating 
medical specialists. RCPSC developed the respected CanMEDS 
Framework,69 which defines and describes the central role of a physician 
as a Medical Expert, and how this role draws on the competencies of six 
other key roles: Communicator, Collaborator, Manager, Health Advocate, 
Scholar and Professional. The CanMEDS Framework has been endorsed 
by the Canadian College of Family Physicians (CCFP) and is respected 
by the CMA. The roles of Collaborator and Manager are directly relevant 
to quality improvement and leadership.

With regard to the role of Collaborator, the CanMEDS definition is:

“As Collaborators, physicians work within a healthcare team to 
achieve optimal patient care.”

Key competencies are:

■■ Participate effectively and appropriately in an interprofessional 
healthcare team;

■■ Effectively work with other health professionals to prevent, negotiate 
and resolve interprofessional conflict.

With regard to the role of Manager, the CanMEDS definition is:

“As Managers, physicians are integral participants in healthcare 
organizations, organizing sustainable practices, making decisions 
about allocating resources, and contributing to the effectiveness of 
the healthcare system.”

Key competencies are:

■■ Participate in activities that contribute to the effectiveness of their 
healthcare organization and systems;

■■ Manage their practice and career effectively;

■■ Allocate finite healthcare resources appropriately;

■■ Serve in administration and leadership roles, as appropriate.

The RCPSC has noted that medical training programs are typically 
deficient in preparing physicians for participation in quality improvement 
activities and for succession to leadership roles.

69 Royal College of Physicians and Surgeons of Canada: CanMEDS. http://www.royalcollege.ca/portal/
page/portal/rc/canmeds 
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The Task Force believes it is important to foster appropriate educational 
opportunities and activities for medical trainees and for medical staff. 
This will allow physicians to expand their role beyond that of Medical 
Expert (with a focus solely on the patient) and expand the competencies 
of six other key roles: Communicator, Collaborator, Manager, Health 
Advocate, Scholar and Professional. By developing collaborative and 
leadership skills, physicians will be able to increase their valuable 
contribution to the health system.

4 . Physician advocacy forms part of a quality improvement 
culture wherein physicians advocate effectively and 
responsibly through clearly understood channels for their 
patients or for health system and societal improvements .

The ability of physicians to advocate for the best care for their patients 
is of paramount importance to physicians. Advocacy for individual 
patients is recognized as a professional responsibility of the physician. 
The RCPSC has enshrined this principle in its delineation of core 
competencies. Recently, physician bodies have emphasized that 
physicians also have a responsibility to advocate for the best interests 
of society as a whole as well as for the individual patient. This has been 
stated by the RCPSC (2005)70 and by the CMA (2012).71

AHS, in its role as provider of health services across the continuum of 
care, has a responsibility to act in the best interests of the health system, 
which necessarily involves allocating finite resources. AHS is held 
accountable for its performance and must weigh competing interests 
within the system, including those of physicians advocating on behalf of 
their patients.

The Task Force heard that after the creation of AHS there was a 
widespread perception among the physician community that their voices 
were not heard by AHS when they tried to raise concerns about patient 
care. This contributed to the disengagement and dissatisfaction that 
was reflected in the staff and physician engagement surveys conducted 
by AHS.

70 Royal College of Physicians and Surgeons of Canada: CanMEDS.

71 Canadian Medical Association. (2012). The Evolving Professional Relationship between Canadian 
Physicians and our Health Care System: Where do we stand? Ottawa, ON. 
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The HQCA review of the role and process of physician advocacy 
and physician intimidation also found that significant proportions of 
physicians also described feeling unprepared for effective advocacy and 
unsure of the appropriate avenues for advocacy.72

In its interviews, the Task Force heard comments about physician 
advocacy issues, including intimidation. In addition to comments about 
intimidation by non-physician administrators, the Task Force heard that 
sometimes the intimidator was a physician in a leadership position. 
One of the features of the situation in Alberta was that some physicians 
or physician groups, frustrated in their attempts to influence change 
through AHS channels, would go to media or to the level of the Minister. 
Whereas such activities were sometimes successful in effecting the 
change desired by the advocates, they had the effect of disrupting 
AHS’s efforts to use due process to set and address priorities among 
competing needs in the system.

AHS has recently emphasized that it is “unequivocally committed to 
encouraging and supporting effective and responsible physician and 
Practitioner advocacy for patients and the health system”. Indeed, 
the rights of physicians to advocate are enshrined in the Medical 
Staff Bylaws:73

4.2.3 Patient Advocacy

Individual members of the Medical Staff have the right and the 
responsibility to advocate on behalf of their Patients. In doing so, 
Practitioners should advocate in a manner that is consistent with the 
values and principles of their regulatory College, their professional 
association and AHS. When advocating as individuals, Practitioners 
who hold medical administrative leadership roles within AHS shall 
articulate clearly that they are not speaking as representatives of 
AHS. Advocacy should respect the principles of honesty, fairness, 
transparency, accountability and professionalism. Practitioners are 
encouraged to first advocate or enquire about the matter internally 
within AHS before making public statements.

72 Health Quality Council of Alberta. (2012). Review of the Quality of Care and Safety of Patients 
Requiring Access to Emergency Department Care and Cancer Surgery and the Role and Process of 
Physician Advocacy. Edmonton, AB.

73 Alberta Health Services. (2011). The Alberta Health Services Medical Staff Bylaws. Approved and 
effective as of 28 February 2011. Edmonton, AB.
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For staff and physicians, the AHS Code of Conduct provides a 
framework to help guide responsible behaviour of all parties.74 The 
Safe Disclosure Policy guarantees the ability of an individual to report 
improper activity such as intimidation.75 The AHS Compliance Officer can 
be contacted if individuals feel that their concerns are not being dealt 
with through his or her reporting chain of command.

Among recent actions to address the specific issue of physician 
advocacy, AHS has:

■■ established the Physician Advocacy Working Group, which is 
recommending initiatives to improve the advocacy situation;76 and

■■ launched a provincial, toll-free Practitioner Advocacy Assistance Line 
(PAAL) as a central point of contact for AHS Practitioners to share 
concerns or advise AHS of challenges in advocating for patients.77 
AHS launched PAAL after consulting with physicians and the AHS 
Provincial Practitioner Executive Committee.

Furthermore, in response to the recommendations of the HQCA report, 
AHS, the CPSA and the AMA are working together to develop education 
supports for physician advocacy and to effectively engage the physician 
community to disseminate this knowledge. One concern is that some 
physicians with community-based practices are not members of AHS 
Medical Staff and therefore do not have an official relationship with AHS 
or access to advocacy channels through AHS’s policies and structures. 
The Task Force encourages the AHS, CPSA and AMA to include this 
group of physicians in their considerations and plans.

The Task Force believes that the AHS bylaws provide an appropriate 
framework for empowered and effective physician advocacy. The AHS 
response to concerns about physician advocacy was appropriate 
in its intent. However, the Task Force is concerned that diffusion 
of understanding and acceptance throughout the large physician 
community may be suboptimal.

74 Alberta Health Services. AHS Code of Conduct. Edmonton, AB. Retrieved on November 17, 2012 at 
http://www.albertahealthservices.ca/pub-code-of-conduct.pdf 

75 Alberta Health Services. AHS Safe Disclosure/Whistleblower Policy. Edmonton, AB. Retrieved on 
November 17, 2012 at http://www.albertahealthservices.ca/Policies/ahs-pol-safe-disclosure.pdf 

76 Alberta Health Services. (2012). AHS Q1 Performance Report 2012/13. Edmonton, AB. Retrieved at 
http://www.albertahealthservices.ca/Publications/ahs-pub-pr-2012-09-performance-report.pdf.

77 http://www.albertahealthservices.ca/paal.asp Retrieved on November 7, 2012.
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It is also important that AHS ensures its administrative and physician 
leaders, when presented with concerns from physicians, respond in a 
timely fashion and apply principles of organizational justice. For example, 
even when the response to advocacy recommendations is negative, 
communication to the advocate that a desired action will not be taken, 
together with an explanation of the reasons for this response, will avoid 
criticisms that the advocate has not been heard or that the organization 
does not care.

Physicians also have responsibilities within the advocacy process to 
use appropriate channels. Advocacy should start at the lowest level 
and move up as necessary. Making public the advocacy issue can 
have unwanted secondary consequences, such as undermining public 
confidence in the system or creating imbalances in the allocation of 
resources. In the HQCA report, physicians indicated they did not always 
welcome reallocation of funds towards a publicly-advocated position 
because of negative resource implications for other facets of the health 
system.

The Task Force has reviewed the recommendations made by the 
HQCA in its report on physician advocacy. The Task Force notes that 
these recommendations have been accepted by the Government of 
Alberta and by AHS, and that work to address these recommendations 
is underway.

As channels and guidelines for responsible and appropriate advocacy 
are clarified by AHS, the CPSA and the AMA, the Task Force urges 
physicians to adopt and sustain practices that respect this framework. 
Physician advocacy will be most effective when reciprocal attention to 
mutually accepted standards becomes the norm.

Summary
It is important to have stability in the health system. Interpersonal 
relationships are key to problem solving, advocacy and engagement. 
It will take time to reestablish these relationships and to change the 
culture to embrace physician engagement and advocacy as a quality 
improvement strategy. Once achieved, optimum engagement of medical 
staff with their organization could result in the following outcomes:

■■ the organization values the contributions of its medical staff to quality, 
safety and continuous improvement of the organization’s population 
health and patient care programs;
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■■ physicians are proud to be associated with the organization and feel 
that the organization counts on and appreciates their advice and their 
contributions to service delivery;

■■ the organization actively encourages and supports the participation of 
physicians in patient-centered care, in team-based service planning 
and delivery and in leadership roles;

■■ physicians are motivated to excel in individual and team-based 
activities to achieve excellent patient and population-based 
outcomes; and

■■ a respectful and trusting culture underpins the interactions among 
governors, leaders, managers, staff and physicians.

RECOMMENDATION

10
That AHS continue to develop and implement strategies to engage 
physicians, and in collaboration with physicians, identify current 
behavioural barriers that hamper the effectiveness of its policies and 
structures and the two-way communication necessary for success.
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LIST OF RECOMMENDATIONS

RECOMMENDATION

1
That the Minister of Health confirm his commitment to deliver health 
services through a health authority, Alberta Health Services, overseen by 
a board appointed by the Minister, and that the necessary governance 
processes are put in place to support this commitment.

■■ Within the context of a publicly-funded agency of government, 
the AHS Board be given the necessary autonomy to carry out its 
delegated authority, supported by a clear mandate and governance 
framework.

RECOMMENDATION

2
That the authority conferred on the AHS Board in section 5 of the 
Regional Health Authorities Act, which deals with the scope of 
responsibilities, be confirmed by the Minister as the primary building 
block for an integrated health system.

RECOMMENDATION

3
That the Minister and the AHS Board adopt a procedure for the 
recruitment and selection of new board members that is competency-
based, non-partisan, transparent, follows best practice and is followed 
on a consistent basis.

RECOMMENDATION

4
That the CEO be given the autonomy required to execute the Health 
Plan, and be held accountable for meeting its performance targets.

RECOMMENDATION

5
That AHS ensure its structure, expertise and resources are appropriately 
balanced across the continuum of health services.

■■ This balance is reflected in appropriate visibility, oversight 
and reporting.

■■ Decision-making needs to be as close to the patient, resident or 
citizen as is feasible.
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RECOMMENDATION

6
That the Minister and Ministry clarify Alberta Health’s role and 
responsibilities as a leader in providing strategic policy direction, setting 
standards and providing assurance to the health system, and execute 
these accordingly.

■■ Alberta Health develops on behalf of the government a long-term, 
high-level strategic framework for Alberta’s health system.

RECOMMENDATION

7
That Alberta Health ensure its organizational structure, resourcing and 
core competencies align with its clarified role and responsibilities.

RECOMMENDATION

8
That every effort be made by the Minister and Alberta Health to support 
AHS achieving the targets set out in the Health Plan, and that clear 
protocols be put in place to communicate and support any material 
changes to the Health Plan if these become necessary.

 
RECOMMENDATION

9
That the leadership of the health system establish processes that 
reinforce a culture of collaboration between AHS and Alberta 
Health including:

■■ Establishing governance mechanisms to facilitate problem solving 
and decision-making at the system level.

■■ Implementing the Working Together Action Plan.

■■ Capacity building throughout the system to encourage, enable and 
recognize collaborative work.

That relationships throughout the Alberta health system be based on the 
same culture of collaboration.

RECOMMENDATION

10
That AHS continue to develop and implement strategies to engage 
physicians, and in collaboration with physicians, identify current 
behavioural barriers that hamper the effectiveness of its policies and 
structures and the two-way communication necessary for success.
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APPENDIX 1: 
TASK FORCE MEMBERSHIP

Members of the Health System Governance Review 
Task Force
James R. Nininger, Ph.D., Chair

Linda Hohol, Vice Chair

Dr. Anthony Fields, CM, MA, MD, FRCPC, FACP78

Michael Percy, Ph.D.

John Vogelzang, FACHE

Biographies of Task Force Members

James R . Nininger, Ph .D ., Chair
Dr. Nininger is active in the field of the governance of health 
organizations. In addition to serving as Chair of the Health System 
Governance Review Task Force in Alberta, he is a faculty member with 
the Canadian Patient Safety Institute on governance and quality. As 
well, he served as Chair of the Community for Excellence in Health 
Governance, a web-based governance initiative.

From 1978 to 2001, Dr. Nininger was President and Chief Executive 
Officer of the Conference Board of Canada. The Conference Board 
is Canada’s premier independent research organization in the areas 
of economics, management and public policy. In 2001, the Board 
had a staff of 215 and an operating budget of $30 million. From 
2001 until 2003, he was a Visiting Fellow at the Canadian Centre for 
Management Development.

Prior to joining the Conference Board, Dr. Nininger was on the faculty of 
the School of Business at Queen’s University. In addition to teaching, he 
was actively involved in research and consulting.

In June 1999, he received an Honorary Degree from the University of 
Ottawa. In October 2001, he received the Honorary Associate Award, the 
Conference Board of Canada’s highest honour.

78 Dr. Fields recused his membership in October 2012, following his appointment as Chair of the Health 
Quality Council of Alberta.
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Dr. Nininger is actively involved in community activities, serving on the 
boards of the Community Foundation of Ottawa, where he served as 
Chair of the Board, as well as the Ottawa Hospital, where he has been 
vice-chair and chair of the management resources and compensation, 
governance and nominating committees. In January 2004, he was 
appointed to the board of directors of the newly created Canadian 
Patient Safety Institute.

Presently, Dr. Nininger serves on the Board of Management of the 
Canada Revenue Agency. His other recent corporate board involvement 
has included Power Corporation of Canada and Canadian Pacific 
Railway Company. In all of his board involvements he has taken an active 
interest in corporate governance.

Linda Hohol, Vice-Chair
Linda Hohol was President of the TSX Venture Exchange from 2002 
to 2007, where she led the day-to-day operations of Canada’s public 
venture capital marketplace, a market that provides emerging companies 
with access to capital while offering investors a quality market in which 
to make investments. During her five years as President she improved 
the brand and credibility of the exchange, and expanded its reach to 
serve thousands of publicly-traded companies across Canada. Prior to 
this role, Ms. Hohol had a distinguished 26-year career with CIBC, where 
she held a number of executive positions, including Senior Vice President 
Alberta and NWT and Executive Vice President Wealth Management.

In 2007, Ms. Hohol was one of a three-member task force that 
authored At A Crossroads: The Report of the Board Governance 
Review Task Force. That task force  was asked by the Premier of 
Alberta to review the governance of Alberta’s numerous agencies 
and provide recommendations for improvement. As a result of this 
work, in 2008 the Government of Alberta created the Public Agencies 
Governance Framework.

Ms. Hohol is an active community volunteer, including co-chairing 
the United Way of Calgary’s fundraising campaign in 2006, raising 
$50,000,000 and chairing its Board of Directors in 2009. She has served 
on numerous boards over the years in the private, public and non-
profit sectors. She served on the Alberta Health Services board from 
its inception in May 2008 until November 2010. She currently serves on 
a number of  boards, including: Export Development Canada, Canada 
Foundation for Innovation, Canadian Western Bank, United Way of 
Calgary, NAV Canada and EllisDon Construction.
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Dr . Anthony Fields, CM, MA, MD, FRCPC, FACP
Dr. Anthony Fields, Professor Emeritus, Department of Oncology, 
University of Alberta, is a medical oncologist and a part-time member of 
the medical staff of Alberta Health Services. He retired in 2011 from his 
appointments as vice president, Alberta Health Services-Cancer Care 
and Professor, Department of Oncology, University of Alberta.

Dr. Fields attended school in his native Barbados, studied natural 
sciences at the University of Cambridge, and medicine at the University 
of Alberta. He trained in internal medicine and medical oncology in the 
University of Toronto system. He joined the faculty of the University of 
Alberta and the medical staff of the Cross Cancer Institute in Edmonton 
in 1980. While with Alberta Health Services as Vice President, Cancer 
Care, he was responsible for Alberta’s tertiary and associate cancer 
centres, community oncology programs and cancer research programs. 
He previously held various administrative positions within the former 
Alberta Cancer Board, including Director of the Cross Cancer Institute 
and Vice President, Medical Affairs & Community Oncology. At the 
University of Alberta, he served as Director of the interdepartmental 
Division of Oncology, and at the inception of the Department of Oncology 
he was its acting chair.

Dr. Fields was appointed chair of the board of directors of the Health 
Quality Council of Alberta in 2012. He also serves as Chair of Alberta 
Health Services’ Provincial Advisory Council on Cancer. On the national 
scene, he is chair of the Expert Review Committee of the Pan-Canadian 
Oncology Drug Review. In the past, he spearheaded the development of 
Alberta’s network of community cancer centres and community oncology 
programs. He is a past president and chair of the board of directors of 
the National Cancer Institute of Canada and has served on the boards 
of the Canadian Cancer Society, the Canadian Breast Cancer Research 
Alliance, the Canadian Oncology Society and the Canadian Association 
of Provincial Cancer Agencies, also as a member of the Council of 
the Canadian Strategy for Cancer Control. His service to professional 
organizations includes previous appointments as President of the 
Canadian Association of Medical Oncologists, Councillor (University of 
Alberta Chapter) of the Alpha Omega Alpha Honor Medical Society, and 
Governor (Alberta Region) of the American College of Physicians.

Dr. Fields has been recognized for his work by several honours and 
awards, including an honorary doctorate of Athabasca University, the 
Distinguished Alumni Award of the University of Alberta, the R.M. Taylor 
Medal and Award of the Canadian Cancer Society and the National 
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Cancer Institute of Canada, the Certificate for Meritorious Service of the 
College of Physicians and Surgeons of Alberta, and the Alberta Medical 
Association Medal for Distinguished Service. In Alberta’s centennial year 
he was named one of Alberta’s 100 Physicians of the Century. Most 
recently, in 2012, he was appointed a Member of the Order of Canada.

Michael Percy, Ph .D .
Dr. Michael Percy was born in Banff, Alberta. He completed his B.A. at 
the University of Victoria and received his MA and Ph.D. in economics 
from Queen’s University.

Dr. Percy was Dean of the Alberta School of Business from 1997 to 
2011. He is an economist and Professor of Strategic Management in 
the Alberta School of Business. He has published extensively in the 
area of public policy, trade and international and regional economic 
development. He is an active commentator on current public policy 
issues and teaches in a number of executive development programs. 
He has participated on a number of advisory panels for the federal and 
provincial governments including several provincial health care advisory 
panels. He was also a member of the Expert Panel on Equalization and 
Territorial Funding Formula.

He currently serves on the boards of Epcor, K-Bro Linen Systems, 
Sawridge Group, and Alberta Treasury Branches, as well on the Northern 
Alberta Military Museum Initiative. He was formerly on the boards 
of Matrikon, Timber Holdings and STARS. He was President of the 
Edmonton Chamber of Commerce in 2002 and was also a member of the 
Legislative Assembly of the Province of Alberta from 1993 to 1997, where 
he served as the Liberal Opposition Finance critic.
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John Vogelzang, FACHE
John Vogelzang has had a long, successful career in health service 
administration culminating in his appointment as President and CEO of 
the David Thompson Health region from 1997- 2008.

He has served in numerous related provincial posts, including: Chair of 
the Council of Chief Executive Officers of Alberta; Chair of the Provincial 
Labour Relations Committee; and Vice-Chair of the Liability Protective 
Plan, to name just a few. He has also been a member of a Provincial Task 
Force on Ambulance Service and chaired a provincial committee on rural 
hospital funding appointed by the Minister of Health.

John has also served as an original member of the Executive Training 
in Research Application (EXTRA) Advisory Council. He currently serves 
as Vice-Chair of HealthPRO Canada, a national health procurement 
company with an annual volume approaching $2 billion.

Internationally, John has served two terms as a Regent of the American 
College of Health Executives and was awarded the Regents Award for 
Excellence in administration and his contribution to the profession. John 
is also a Life Member of the Canadian College of Health Leaders.

He remains active in health consulting and community volunteerism.

Members of the Resource Team
The following individuals comprised the Resource Team that assisted the 
Task Force in its work:

Joan Hertz, QC, ICD.D.

Don Philippon, Ph.D., FCCHL

Mike Reid, B.Sc. in Eng., LL.B.

Aaron Thiem, MA
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APPENDIX 2: 
TERMS OF REFERENCE
The HQCA recommended:79

“The Government of Alberta establish a task force, similar to the one 
that released At a Crossroads: The Report of the Board Governance 
Review Task Force, to review and make recommendations to the 
Government of Alberta to clearly delineate the lines of authority, roles 
and responsibilities, and accountabilities between the Minister of 
Health and Wellness, the Department of Health and Wellness, Alberta 
Health Services (including the appointment of the Board of Directors), 
and the medical profession.”

As part of the Government of Alberta’s response to the HQCA’s 
recommendations, the Government of Alberta announced on February 
28, 2012 that it would create a task force on health system governance.

On July 11, 2012, the Minister of Health formally established the Health 
System Governance Review Task Force.

Two major goals were set out for the Task Force:

■■ To make recommendations to the Minister of Health to improve 
governance and accountability within Alberta’s health system, and to 
provide clarity on roles and responsibilities, specifically with respect 
to the Alberta Health Services Board, Alberta Health Services, Alberta 
Health and the Minister of Health; and

■■ To make recommendations to the Minister of Health that may be 
provided to the Alberta Health Services Board regarding its operations 
in relation to governance practices, specifically with respect to the 
appointment process and the relationship between physicians and 
Alberta Health Services.

79 Health Quality Council of Alberta. (2012). Review of the Quality of Care and Safety of Patients 
Requiring Access to Emergency Department Care and Cancer Surgery and the Role and Process of 
Physician Advocacy. Edmonton, AB.
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APPENDIX 3: 
HISTORY OF HEALTH SYSTEM 
STRUCTURAL CHANGES
In its report, the HQCA observed that restructuring of Alberta’s health 
system had contributed to the blurring of roles among individuals and 
organizations in the system. This view was further validated by the Task 
Force in the course of its interviews.

While the creation of AHS in 2008 was perhaps the most significant 
restructuring of Alberta’s health system, it certainly was not the first. 
The system has undergone substantial evolution over many decades. 
With each restructuring has come issues of change management 
and challenges in integrating people, assets and processes. It is not 
surprising that without the necessary attention to change management 
the roles and responsibilities of major players in the system have 
become confused.

To help understand the state of governance in Alberta’s health system 
today, it is useful to recall major milestones in the system’s evolution. 
These are set out below.80

Local Hospital 
Districts 17 RHAs (1994) 9 RHAs (2003)

1 RHA (2008) 
5 Zones (2009

80 The history outlined in this Appendix is drawn from information provided in: Health Quality Council of 
Alberta. (2012). Review of the Quality of Care and Safety of Patients Requiring Access to Emergency 
Department Care and Cancer Surgery and the Role and Process of Physician Advocacy. Edmonton, 
AB. Also see: Philippon, D. and Wasylyshyn, S. (1996). Health-care reform in Alberta. Canadian Public 
Administration, 39(1):70-84. Toronto, ON: Institute of Public Administration of Canada.
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Pre-1994
Prior to 1994, governance of Alberta’s health system was decentralized, 
with a variety of governing boards in place for individual facilities. At one 
point in time, the province’s health ministry managed a collection of 128 
hospital boards, 25 public health boards and 40 long-term care boards.

1994
In March 1994, Bill 20, the Regional Health Authorities Act, was tabled 
in the Alberta Legislature. The bill outlined the powers of regional health 
authorities and articulated policy directions in a number of areas. The 
Regional Health Authorities Act received royal asset at the end of 
June 1994.

The provincial government introduced 17 health regions with appointed 
boards, to manage operational decision-making at the local level. The 
boundaries of the 17 regional health authorities were finalized in April 
1994. Following a year of transition, the regional health authorities 
officially assumed full responsibility for the delivery of health services at 
the end of March 1995.

The Government of Alberta also determined that cancer services and 
mental health services should be handled through provincial board 
structures. The Alberta Cancer Board continued as a province-wide 
board. A new Provincial Mental Health Board was established, initially 
for a two year period. However, a long term goal was to integrate mental 
health services with other services in the regions.

2003
On April 1, 2003, the Government of Alberta consolidated the health 
regions, resulting in nine regional health authorities. Board members 
of the regional health authorities were appointed by the Government 
of Alberta.

As part of this restructuring, mental health services and associated 
budgets were transferred to the regional health authorities. The Alberta 
Mental Health Board continued to provide policy and planning advice to 
the health minister. The Alberta Cancer Board continued as a provincial 
board for cancer services.
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2008
On May 15, 2008, the Government of Alberta announced the creation 
of a single health authority for the purpose of delivering health services 
for the entire province. AHS replaced the existing nine regional health 
authorities, the Alberta Mental Health Board, the Alberta Cancer Board, 
and the Alberta Alcohol and Drug Abuse Commission.81

The goals of this restructuring were stated by the Government of Alberta 
to be:

■■ Improvement of accountability and governance;

■■ Improved management of services;

■■ Increased level of health and safety across the province; and

■■ Standardized provincial health care so all citizens have equal 
access to all care and services.

A transitional AHS Board was established, which served as the board 
for all of the regions and province-wide organizations subject to the 
restructuring. The Board was comprised of a Chair and six members 
who were appointed by and accountable to the Minister. The Board was 
to establish a process to recruit additional board members to develop a 
permanent, competency-based, 15-member board of directors. It was 
also to recruit a CEO.

2009
On April 1, 2009, AHS became a formal legal entity and became 
responsible for health service delivery for the entire province. AHS was 
established as a regional health authority under the Regional Health 
Authorities Act. The AHS Board expanded to 15 permanent members 
and AHS appointed a permanent CEO.

81 Alberta Health and Wellness. (2008). One provincial board to govern Alberta’s health system 
[Press release]. Retrieved from http://alberta.ca/acn/200805/23523ED9498C0-0827-451C-
E98A0B8430DC1879.html
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APPENDIX 4: 
THE HEALTH SYSTEM TODAY
As context for the Task Force’s findings and recommendations, it is 
helpful to broadly outline the governance structure of Alberta’s health 
system today.

The Legislative Framework
Presently, over 30 separate statutes and more than 100 separate 
regulations underpin the many facets of Alberta’s health system. This 
includes legislation that:

■■ empowers and regulates health professionals;

■■ authorizes the establishment, operation and review of health facilities;

■■ provides for the delivery of public health and mental health services;

■■ regulates the collection and use of health information; and

■■ creates the architecture for Alberta’s publicly-funded health system.

Certain pieces of health legislation are particularly relevant with respect 
to governance of the health system. These include the following:

■■ Government Organization Act (GOA)82 — The GOA brings clear 
expression to the Crown authority that was given to the Minister of 
Health upon appointment to Cabinet. It spells out the areas in which 
the Minister is entitled to use that authority, from the perspective of 
organizing the Government of Alberta. Under the GOA, the Minister of 
Health is designated ministerial responsibility for the Department of 
Health (i.e. Alberta Health). The Minister is also made responsible for 
certain legislation and thereby given additional powers and authorities 
under that legislation. The GOA also gives the Minister broad 
authority to create boards, committees and councils, and to establish 
programs the Minister deems desirable. It also empowers the Minister 
to delegate any power, duty or function to any person. In essence, the 
GOA gives the Minister of Heath ultimate authority and accountability 
for Alberta’s health system.

■■ Regional Health Authorities Act (RHA)83 — The RHA provides some of 
the fundamental governance architecture of Alberta’s health system. It 

82 Government Organization Act, RSA 2000, c. G-10.

83 Regional Health Authorities Act, RSA 2000, c. R-10.
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authorizes the Minister of Health to create one or more health regions 
and requires the Minister to appoint persons to the health authority. 
The RHA is the enabling legislation behind AHS and its designation as 
the health authority for a single province-wide health region. The RHA 
sets out a number of responsibilities for AHS, including: assessing the 
health needs of the health region; determining priorities in providing 
health services; and submitting a Health Plan for consideration 
and approval by the Minister. The RHA empowers the Minister to 
give directions to AHS for the purposes of providing priorities and 
guidelines to AHS or to coordinate the work of AHS with that of 
the Government of Alberta. Through the RHA, an unbroken line of 
reporting and accountability is established from AHS to the Minister 
of Health.

■■ Alberta Public Agencies Governance Act (APAGA)84 — The APAGA 
is designed to support responsible, consistent and transparent 
governance of public sector agencies. A companion piece to the 
APAGA is the Government of Alberta’s Public Agencies Governance 
Framework,85 which is now in use across government. The APAGA 
requires that all agencies of government have a publicly-available 
Mandate and Roles document and a Code of Conduct and use a 
competency-based recruitment process. Consistent with this, a key 
component of Alberta’s health system governance is the Alberta 
Health Services Mandate and Roles Document, signed on December 
2, 2010.86 This document aims to articulate the roles and relationships 
among the Minister of Health, the Deputy Minister of Health, Alberta 
Health, the AHS Board, the CEO of AHS and other individuals and 
organizations that link with the health system.

In addition, there are several other statutes that establish, define and 
regulate the provision of publicly-funded health services. These include 
the following:

■■ Alberta Health Care Insurance Act — Governs the payment of 
physicians for insured physician services under the Alberta Health 
Care Insurance Plan;87

84 Alberta Public Agencies Governance Act, S.A. 2009, c.A-31.5. Not yet proclaimed at the time of writing.

85 Agency Governance Secretariat. (2008). Public Agencies Governance Framework. Government of 
Alberta. Edmonton, AB.

86 Government of Alberta. (2010). Alberta Health Services Mandate and Roles Document. Edmonton, AB. 

87 Alberta Health Care Insurance Act, RSA 2000, c. A-20.
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■■ Health Care Protection Act — Prohibits private hospitals and queue 
jumping;88

■■ Hospitals Act — Governs the approval and operation of hospitals 
within the health system;89

■■ Nursing Homes Act — Governs the approval and operation of 
a nursing home, including continuing care and long-term care 
facilities;90 and

■■ Public Health Act — A central part of the health system, this 
legislation is key to the management of public health emergencies, 
to the provision of home care and to the regulation of communicable 
diseases and public facilities such as restaurants and swimming 
pools. It has paramountcy over all other legislation.91

Together these Acts:

■■ Establish a public health care plan that assures Albertans they will 
receive benefits for physician and hospital services;

■■ Provide for the operation of approved hospitals;

■■ Require physicians or dentists who receive public payment for insured 
services to be opted into the public plan;

■■ Prohibit private hospitals, queue jumping, extra billing and user fees;

■■ Make limited provision for private surgical facilities;

■■ Provide for the prevention of disease and the promotion of 
population health;

■■ Provide “basic care services” to residents of nursing homes; and

■■ Commit to preserve the principles of the Canada Health Act (i.e., 
universality, comprehensiveness, accessibility, portability and 
public administration).

88 Health Care Protection Act, RSA 2000, c. H-1.

89 Hospitals Act, RSA 2000, c. H-12.

90 Nursing Homes Act, RSA 2000, c. N-7.

91 Public Health Act, RSA 2000, c. P-37.
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The Key Players
Alberta’s health system is complex, with many organizations participating 
in and interfacing with the system. These include: a variety of private, 
non-profit and faith-based health providers; academic institutions; 
professional colleges and associations; labs; diagnostic clinics; advisory 
and review bodies (such as the HQCA and the Health Facilities Review 
Committee); and many others. Thousands of physicians practice 
medicine in Alberta.92 While some are employed by AHS, the vast 
majority are independent and community-based, and bill Alberta Health 
for the services they provide to patients. All physicians, however, have 
some interaction with AHS and the services it provides.

When it comes to governance of the health system, the following are 
key players:

■■ The Minister of Health — A Minister of the Crown, the Minister of 
Health is accountable to the Alberta Legislature and, through the 
Legislature, to the public. The Minister provides oversight for the 
entire health system and has ultimate authority for the system.

■■ Alberta Health — Alberta Health is comprised of members of 
Alberta’s public service who support the Minister to discharge 
the Minister’s role. Alberta Health is led by the Deputy Minister, to 
whom the Minister delegates the necessary authority to fulfill the 
duties of the ministry. Through the Deputy Minister, Alberta Health is 
accountable to the Minister of Health. Alberta Health has 1073 full-
time equivalent employees and manages a budget of approximately 
$16.6 billion.93

■■ AHS — The single health authority for the province-wide health 
region. Created in 2008, AHS has a staff of approximately 90,000 
individuals, led by a CEO who reports to the AHS Board. The majority 
of Alberta Health’s budget is allocated to AHS to deliver health 
services to Albertans.

■■ The AHS Board — Appointed by the Minister of Health, the AHS 
Board is comprised of a Chair and 14 other board members. The AHS 
Board provides governance and oversight of AHS and is accountable 
to the Minister.

92 As of September 30, 2012, 8378 physicians are registered in the province. College of Physicians and 
Surgeons of Alberta. (2012). Quarterly Update Physician Resources in Alberta — July 01, 2012 to 
September 30, 2012. Edmonton, AB.

93 Alberta Treasury Board and Finance. (2012). Budget 2012 — Investing in People. Government of 
Alberta. Edmonton, AB. Employees of Alberta Seniors and Community Supports became part of Alberta 
Health upon a government reorganization in 2012.
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APPENDIX 5: 
TRENDS IN GOVERNANCE
For Alberta to have a high-quality health system that meets the needs 
and retains the confidence of Albertans, it is essential the system’s 
governance is contemporary in its philosophy, structure and processes. 
In assessing the present governance landscape and developing 
recommendations for improvement, the Task Force considered current 
trends and best practices in governance.

Governance in the Private Sector
Governance in the private sector has been shaped by events over many 
decades. Major milestones in the evolution of corporate governance 
have often occurred in the wake of negative events, such as corporate 
failures and financial scandals.

The failure of Confederation Life, a major and apparently stable life 
insurance company, served as a key catalyst for the development of 
governance guidelines in Canada. The Toronto Stock Exchange launched 
a Committee on Corporate Governance in Canada, whose report in 
1994 outlined 14 governance guidelines for corporate boards.94 As follow 
up to the report, the Toronto Stock Exchange introduced governance 
disclosure requirements in 1995.

Corporate governance was further influenced by major financial 
scandals in the United States involving Enron, Worldcom and others. In 
response to these scandals, the United States government enacted the 
Sarbanes-Oxley Act in 2002.95 This Act introduced sweeping governance 
rules, which have been followed by companies in Canada and around 
the world.

The Canadian Securities Administrators96 further informed corporate 
governance in Canada with its 2005 release of National Policy 58-201 
Corporate Governance Guidelines.97

94 Toronto Stock Exchange Committee on Corporate Governance in Canada. (1994). Where Were the 
Directors? Guidelines for Improved Corporate Governance in Canada. Toronto, ON.

95 Sarbanes Oxley Act. Pub.L. 107-204, 116 Stat. 745, enacted July 30, 2002.

96 The Canadian Securities Administrators is the council of securities regulators of Canada’s provinces 
and territories.

97 Canadian Securities Administrators. (2005). National Policy 58-201 Corporate Governance 
Guidelines. Retrieved at http://www.albertasecurities.com/securitiesLaw/Regulatory%20
Instruments/5/9211/_1806203_v1_-_NATIONAL_POLICY_58-201_-_CORPORATE_GOVERNANC.pdf 
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A number of national organizations in Canada have also contributed 
to the growing body of knowledge about what constitutes effective 
governance. These include the Conference Board of Canada,98 the 
Institute of Corporate Directors and the Canadian Coalition for Good 
Governance.99

While corporate governance is always evolving, the Task Force has 
identified a number of trends and practices consistently noted in 
the literature as important for effective governance. These include 
the following:

■■ Clear roles and responsibilities . High performing boards have clear 
roles and responsibilities that are well understood by directors and 
by the organization’s senior management. The board is responsible 
for setting overall strategic vision and direction of the organization, 
hiring the CEO and providing management oversight. Management is 
responsible for developing and implementing an appropriate business 
strategy to help achieve the vision set by the board, consistent with 
the board’s direction.

■■ Competency-based boards . Directors of a board should have the 
right skills and experience, individually and collectively, to carry out 
their fiduciary duties and make decisions in the best interests of the 
organization. Boards should also be diverse, with directors from a 
wide range of backgrounds, including directors who have significant, 
relevant industry expertise.

■■ Independence of directors . The majority of directors of a corporate 
board should be independent from the management of the 
organization and from each other. This helps ensure that directors are 
able to exercise impartial judgement and make independent decisions 
about the organization and its management.

■■ Separating the chair of the board from the CEO . The chair of 
a board and the CEO are very distinct functions. The chair leads 
the board, making sure the board provides strategic direction and 
effective oversight of the organization’s management. The CEO 
leads the organization’s management, implements the organization’s 
business strategy and reports to the board. Separating these roles 
avoids conflicts of interest and provides clear lines of accountability. 

98 Conference Board of Canada. (2009). Corporate Governance Handbook: Legal Standards and Board 
Practices (Third Edition). Ottawa, ON.

99 Canadian Coalition for Good Governance. (2010). Building High Performance Boards. Toronto, ON.
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It also helps a board maintain its oversight focus and avoid straying 
into management.

■■ Effective management of risk . Increased attention to risk 
management helps an organization stay on track towards achieving 
its desired outcomes. The board should have a full understanding 
of the risks of the organization’s business. This includes financial 
risk, but also many non-financial risks to which organizations are 
often exposed. Processes should be in place to identify, monitor and 
manage all potential sources of risk, including the use of an Enterprise 
Risk Management framework.

■■ Board performance . Processes should be in place to evaluate the 
performance of the board, its committees and individual directors. 
Board and committees should also have work plans. Board member 
orientation and director development plans are an important part of 
ongoing board development.

■■ Ethics and Integrity . The board is responsible for overseeing 
the design, implementation and assessment of a comprehensive 
ethics, integrity, conflict of interest and compliance policy for the 
organization, which includes the board.

Governance in Public Sector Organizations
Crown agencies (including Crown corporations) operate in a different 
context than corporations in the private sector.

These agencies are usually created pursuant to legislation, from 
which the agency derives its authority, mandate and role description. 
Legislation will often also prescribe other responsibilities, forms of 
reporting, government approvals and accountability documents that 
are required from the agency. These legislated responsibilities place 
different constraints on the board than those seen in the private sector. 
The board of a Crown agency is accountable to a minister, who in turn is 
accountable through the Legislature or Parliament to citizens.

Political realities intertwine with the work and governance of the Crown 
agency. Members of the board are often appointed by the government. 
The direction and priorities of the Crown agency can be suddenly 
impacted by political responses to public concerns. Since the minister 
is accountable to the Legislature or Parliament with its associated 
political processes (such as Question Period), it is important there is a 
strong relationship and good communication between the board of the 
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agency (through the chair) and the minister. This includes a robust issues 
management structure.

While the environment in which a Crown agency operates is different 
than that of the private sector, the legal duty of loyalty and duty of care 
to the agency and the attendant fiduciary obligations for board members 
are no different than in the private sector. Against this backdrop, the 
corporate governance trends of Crown agencies are largely similar 
to those in the private sector, but involve some additional, unique 
considerations. These have been discussed in a number of reports.

In 2005, the Treasury Board of Canada Secretariat released Meeting 
the Expectations of Canadians: Review of the Governance Framework 
for Canada’s Crown Corporations.100 This report set out more than 30 
measures to strengthen oversight, management and accountability and 
to increase transparency in Crown corporations.

British Columbia,101 Ontario,102 and Alberta have similarly issued 
documents aimed at ensuring the governance of Crown agencies 
is effective. Noteworthy resources include the BC government’s 
Governance and Disclosure Guidelines for Governing Boards of British 
Columbia Public Sector Organizations,103 and Shareholder’s Expectations 
For British Columbia Crown Agencies.104

In 2007, the Government of Alberta established a Board Governance 
Review Task Force. Its report made 15 recommendations to enhance the 
transparency, accountability and governance of Government of Alberta 
agencies.105 In response, the Government of Alberta in 2008 developed 
the APAGA and the Public Agencies Governance Framework.

100 Treasury Board of Canada Secretariat. (2005). Meeting the Expectations of Canadians: Review of the 
Governance Framework for Canada’s Crown Corporations. Government of Canada. Ottawa, ON.

101 The Government of British Columbia has developed several publications provided through its Crown 
Agencies Resource Office. See http://www.gov.bc.ca/caro/publications/index.html 

102 Burak, R. (2010). Report of the Special Advisor on Agencies. (2010). Government of Ontario. Toronto, 
ON. Retrieved at http://www.mgs.gov.on.ca/stdprodconsume/groups/content/@mgs/@aboutmin/
documents/resourcelist/stdprod_083454.pdf 

103 Board Resourcing and Development Office, Office of the Premier. (2005). Governance and 
Disclosure Guidelines for Governing Boards of British Columbia Public Sector Organizations. 
Government of British Columbia. Victoria, BC. Retrieved at http://www.fin.gov.bc.ca/brdo/governance/
corporateguidelines.pdf

104 Crown Agencies Resource Office, Ministry of Finance. (2011). Shareholder’s Expectations For British 
Columbia Crown Agencies. Government of British Columbia. Victoria, BC. Retrieved at 
http://www.gov.bc.ca/caro/attachments/shareholders_manual_apr2011.pdf 

105 Board Governance Task Force. (2007). At A Crossroads — The Report of the Board Governance 
Review Task Force. Government of Alberta. Edmonton, AB.
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A review of this material reveals some trends in the governance of 
Crown agencies:

■■ Clear relationships and accountability . The roles and 
responsibilities of the Crown agency should be clear relative to 
those of the Minister to which the agency reports. Directors of the 
Crown agency should understand the expectations being set out 
by government and the span of control they have over the Crown 
agency’s direction and affairs. Similarly, a clear accountability 
structure should be established for the Crown agency, recognizing 
that the agency is responsible for the use of public funds.

■■ Higher standards of governance . Expectations of directors of 
Crown agencies are higher than in the past. As corporate governance 
has become more robust in the private sector in response to scandals 
and inquiries, there has been a direction for Crown agencies to 
follow suit.

■■ Independence of directors . The directors of a Crown agency should 
be independent of the government to which the agency reports. 
Ideally, government officials such as Deputy Ministers and Assistant 
Deputy Ministers should not be appointed as directors, and if they are 
it should be as ex-officio members. This helps ensure the directors 
of the Crown agency can make decisions in the best interests of 
the agency.

■■ Transparent appointment processes . Just as in the private sector, 
it is essential that the directors of the Crown agency have the skills, 
experience and aptitude to fulfill their responsibilities and act in the 
agency’s best interests. To facilitate the assembly of this kind of 
board, there has been a shift away from a purely political appointment 
process. Instead, the trend is toward open, transparent recruitment 
and appointment processes that are competency-based.

■■ Enhanced transparency . Recognizing that Crown agencies 
are managing public funds and discharging functions that have 
been delegated by government, there is an emphasis on greater 
transparency in Crown agencies. This often includes making the 
Crown agency subject to freedom of information legislation and 
other processes used by government to provide transparency to the 
general public.
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■■ Risk management . The board has overall responsibility for ensuring 
that an Enterprise Risk Management process is in place, and that 
it participates in the identification of risks and ensures that risk 
mitigation strategies are in place and assessed regularly.

■■ Ethics and integrity . Similar to private sector practices, the board is 
responsible for overseeing the implementation and assessment of a 
comprehensive ethics, integrity and conflict of interest policy.

Governance in the Health Sector
Corporate governance in the health sector has been influenced by 
developments in corporate governance in the private and public sectors.

As a highly visible and prominent area of public policy, health is a 
particularly sensitive area. Rising concerns about the sustainability of 
health systems have led to demands for greater accountability about 
how public dollars are spent on health services and the value received 
for those dollars. At the same time, there is an increased focus on quality 
of care and the safety of patients and staff. Ongoing issues such as 
access to health services and the capacity of the health workforce further 
complicate the landscape.

All of these factors have contributed to the need for highly effective 
governance in Canadian health systems. This has been recognized by 
various provinces and organizations, which have undertaken efforts in 
recent years to examine and improve health governance. These include 
the Report of the Manitoba Regional Health Authority External Review 
Committee,106 Prince Edward Island’s Health Governance Advisory 
Council Report in 2009,107 and the Government of Saskatchewan Ministry 
of Health’s Board Governance Manual, Building Better Governance.108 
Accreditation Canada has developed its Governance Standards along 
with a Governing Functioning Tool (2012).109 The Ontario Hospital 
Association has published the second edition of its Guide to Good 

106 Regional Health Authority External Review Committee. (2008). Report of the Manitoba Regional Health 
Authority External Review Committee. Government of Manitoba. Winnipeg, MB. Retrieved at http://www.
gov.mb.ca/health/rha/docs/report0208.pdf 

107 Health Governance Advisory Council. (2009). Health Governance Advisory Council Final Report. 
Government of Prince Edward Island. Charlottetown, PE. Retrieved at http://www.gov.pe.ca/photos/
original/health_adv_09.pdf 

108 Ministry of Health. Building Better Governance: Guide to Corporate Governance in the Saskatchewan 
Health Sector. Government of Saskatchewan. Regina, SK. Retrieved at http://www.health.gov.sk.ca/
board-governance-toolkit 

109 Accreditation Canada. Governance Standards. Ottawa, ON. 
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Governance.110 Quebec’s Institute for Governance of Private and Public 
Organizations in a 2008 report, Ensuring Healthy Governance,111 found 
that governance of the province’s health and social service organizations 
was not at the level needed and made recommendations to improve 
the situation.

Generally, trends in health system governance have tracked those in the 
private sector and Crown agencies. In addition, there are some trends 
that relate specifically to health. These include:

■■ Clear roles and responsibilities between the health authority and 
the government . Every report and study stresses the importance of 
the need for clarity of the roles, responsibilities and accountabilities of 
health authorities. As well, there have been calls for clarity around the 
responsibility of the health ministry and health authorities.

■■ Accountability and accountability agreements . There has been 
a trend towards governments requiring accountability agreements 
between the health organization and the government, signed by the 
board chair and the CEO. These agreements typically specify both 
financial targets and quality measures.

■■ Emphasis on quality and patient safety . There has been an 
increased focus on quality of care and the safety of patients and 
residents. This has led to boards examining how they provide 
oversight in this important area, including quality committees of the 
board and quality and safety plans.

■■ Stronger board appointment processes . Nearly every provincial 
Auditor General, as well as independent reviews, have stressed the 
need for enhanced processes for board appointments, including 
transparency in the process.

■■ Performance management . There has been increased attention to 
the area of performance management and measurement. There is a 
need to ensure that there is line of sight from the board’s performance 
measures through the executive and management levels to front-line 
staff who interact with patients and residents.

110 Ontario Hospital Association. Guide to Good Governance, Second Edition. Toronto, ON.

111 Working Group On the Governance of Health and Social Services Institutions in Quebec. (2008). 
Ensuring Healthy Governance. Institute for Governance of Private and Public Organizations. Montreal, 
QC. Retrieved at http://www.igopp.org/IMG/pdf/Rapportfinalsurlagouvernance-ang.pdf 
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■■ Determinants of health . It is now well accepted that there are a 
wide variety of factors that impact the health of individuals which 
extend beyond the health portfolio and the governance of health 
organizations. These issues include education, poverty, housing, the 
environment, transportation and other aspects of social and physical 
well-being. Thus, health is in many ways a government-wide matter 
and health boards need to understand how to deal with this.

As health issues become increasingly complex, jurisdictions are aiming 
to incorporate these trends into their governance processes. There is 
growing recognition that effective governance is essential to helping 
ensure health systems continue to meet the needs of citizens and retain 
public confidence.
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APPENDIX 6: 
EXPERIENCES OF OTHER 
COUNTRIES
The Task Force examined the experience of other countries pertaining to 
roles of government departments and health authorities. Four countries 
were examined: the United Kingdom (England), Ireland, New Zealand and 
Sweden. These countries were selected because they either had a single 
health authority structure or had regional boards with oversight provided 
by a national board. While the examination was limited in its scope, a 
number of observations are possible.

General Observations
Three general observations are important to better understand how the 
international experience might help inform the work of the Task Force.

1. There is really no close comparator with respect to a jurisdiction that 
has one health authority.

2. Even with the two closest examples – England with the National 
Health Service (NHS) and Ireland with its Health Service Executive 
(HSE) — there are two very important differences:

■– Neither of these countries has given such a broad role to a health 
authority as has Alberta. For example, the role of the NHS in 
England and HSE in Ireland is largely circumscribed by the roles of 
many other statutory agencies.

■– Neither of these countries has retained direct control over the 
delivery of services to the extent that exists in Alberta. With the 
NHS, Primary Care Trusts (PCTs) and NHS Trusts take delivery and 
resource allocation decisions to a regional or local level. In fact, in 
England, PCTs are currently being dismantled and will be replaced 
by Clinical Commissioning Groups, which will push decision-
making about program delivery even further to a local/regional 
level. In Ireland there are four major regions, each with a decision-
making structure affecting services in that region. In addition, there 
is a strong tradition in Ireland of voluntary organizations providing 
health services, so in each region much of the service delivery is 
contracted out to these organizations under service agreements. 
Alberta stands apart and while the zone concept has been 
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introduced it is not yet a key integrating decision-making structure 
at a regional or local level.

3. The extent of decision-making at a regional/zonal/local level is 
critical to a discussion on roles and responsibilities for Alberta 
Health and AHS. International experience suggests that roles and 
responsibilities must be embraced by providers and citizens. Without 
meaningful engagement at a regional/zonal/local level it will be 
difficult to develop the necessary respect and legitimacy for an overall 
governance structure.

4. The Ireland situation is worthy of special comment in that the 
governance structure in the past few years has been somewhat 
similar to Alberta. In 2004, a newly elected government replaced 
the existing 10 health regional boards with one authority (the HSE). 
However, in 2011 another newly elected government proceeded 
to dismantle that structure in two steps. First, the HSE board was 
replaced by a directorate composed of officials and a director 
general who reports to the minister. Second, in 2014 the HSE will be 
abolished and replaced with a new arm’s-length agency responsible 
for purchasing service from local trusts/boards. Legislation to 
implement this restructuring was tabled in parliament in September 
2012. Reasons given for dismantling the HSE structure include: 
the perceived democratic deficit whereby the minister did not have 
sufficient control over the system; persistent service inequities across 
the country; the perceived bureaucratic operating behaviour of HSE; 
the loss of a line of sight between HSE central decision makers and 
services at the local level; and financial deficits in HSE.

Specific Observations

1 . Need to manage the role relationships between government 
and the health authority .

All jurisdictions reviewed reveal ongoing tensions between the 
government, as represented by the minister and the department, and 
health authorities created to operate the delivery system. While the 
strategic direction function is clearly one to be led by government, 
and operational delivery is to be led by the authority, balancing 
these roles is critical. Keeping government too distant from overall 
operational accountability can run the risks of a “democratic deficit”, 
but having government too close runs the risk of giving the authority 
insufficient latitude to do its work.
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2 . Accountability is dependent on clarity of roles and 
collaboration .

While there is an accepted role distinction whereby strategic policy 
direction is the role of government and operational responsibility is 
the role of the health authority, in practice these roles need to be 
executed in a collaborative manner.

3 . A partnership model is critical .

Government and the authority need to work as partners recognizing 
where each has a primary role, but jointly contributing actively to 
development of overall vision, strategies to be executed, performance 
expectations, measurement criteria, reporting processes and 
issues management.

4 . Governance structures take time to gain legitimacy and 
acceptance .

While it is becoming clear there is no one right health system 
governance structure, whatever structure is selected takes time 
to develop credibility, legitimacy and acceptance on a number of 
fronts, including with health professionals, the public, elected officials 
and communities. Recent governance reviews in both Sweden and 
New Zealand concluded that while there were imperfections in their 
structures, the existing governance arrangements that had been 
in place for some time provided a sounder basis to pursue health 
system improvement than invoking more structural change. However, 
developing this legitimacy is not automatic. It takes time and 
perseverance to stay the course so that consistent patterns begin to 
create new norms of behaviour.

5 . Pushing decision-making to relevant community levels is 
critical .

A governance structure can only gain credibility and legitimacy if 
health professionals working within the system and communities 
being served have a sense of engagement.
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6 . Reducing the operational latitude of the health authority 
diminishes effectiveness .

While political realities may need to be factored in, the more decisions 
taken by government that impact on operational matters, the less 
effective the health authority can be. The Ireland experience stands 
out in this regard as service location and staffing protections did not 
permit the authority to make necessary changes, and in the end, 
expectations could not be met.

7 . Single authority structures need to address service inequities .

While service inequities among regions can be problematic, such 
inequities across geographic locations become totally exposed in a 
single health authority system. Accordingly, a health authority in a 
single authority system needs to put in place strategies to address 
these inequities and/or develop clear messaging to the public as to 
why they exist.

8 . Single authorities must counteract the “centralist and 
bureaucratic“ label .

All large organizations need to be sensitive to how their decision-
making processes actually function and how these processes are 
perceived. Particular attention is needed to processes that engage 
health professionals and communities.

9 . Standard-setting and overall system design functions benefit 
from some independence .

There are risks to having the standards-setting functions and 
some system design functions (e.g., IT, health workforce planning) 
too closely tied to either the government or the authority. Most 
international jurisdictions establish professional bodies to provide 
guidance in these areas.

10 . Monitoring functions need to be exercised by independent 
organizations .

While best practice will lead the authority to closely monitor its own 
operations, external monitoring is also needed to provide credibility. 
While government needs to closely review the monitoring results, 
there are risks with government doing monitoring on its own. The 
UK (England) experience has clearly called into question whether 
a government department can consistently carry out this role, 
particularly if bad news is involved.
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11 . Health authorities must reconcile their purchaser and 
provider roles .

Increasingly, health systems are separating the purchaser and 
provider functions where there is a sufficient range and choice in 
service providers. Purchasing, or “commissioning” as it is known 
in England, is the function of deciding upon service delivery 
priorities and seeking out the most efficient and effective way to 
provide those services by contracting with provider organizations. 
Authorities need to consciously consider how they can make the 
best resource allocation decisions that inspire innovation, efficiency 
and effectiveness. The two single authority structures looked at in 
this review, England and Ireland, are both going in that direction. The 
downside of an authority also being the provider is that it can become 
burdened with decisions that protect its own service provision 
infrastructure, thereby foregoing opportunities for more innovative 
and effective service arrangements. However, such a structure 
can only work where there are sufficient choices that can be made 
among providers.
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APPENDIX 7: 
BOARD GOVERNANCE 
RESPONSIBILITIES
The following is a list of major governance responsibilities for boards 
of directors. The list was developed by the Task Force from a variety 
of sources.

■■ Strategic planning . The board is responsible for overseeing the 
development of a strategic plan that supports the overall direction of 
the organization and the priorities of government.

■■ Financial performance . The board has ultimate responsibility for 
financial performance, including: establishing financial targets; 
ensuring budgets are aligned with plan objectives; approving financial 
metrics; approving financial policies; ensuring financial controls are in 
place; reviewing performance; and becoming financially literate.

■■ Quality of care and safety . The board has ultimate responsibility 
for quality of care and patient safety, including: approving a quality 
framework; approving quality metrics; ensuring that a quality plan is in 
place; reviewing performance; and becoming quality literate.

■■ Risk management performance . The board has ultimate 
responsibility for the organization’s risk management performance, 
including: identifying key risks facing the organization; assessing the 
risks in a risk matrix; and monitoring risk mitigation.

■■ Management performance . The board has ultimate responsibility 
for ensuring high levels of executive management performance, 
including: hiring the CEO; specifying performance expectations and 
reviewing the performance of the CEO; determining compensation; 
and personal development plans. The board also: ensures that 
a talent management program is in place including succession 
planning; approves senior management appointments; and 
periodically reviews the organizational structure to ensure that it is 
aligned with the organization’s strategy and operational plans.

■■ Board performance . The board has ultimate responsibility for 
its own performance, including: carrying out its role in the board 
appointment process; assessing board, committee and individual 
board member assessment; developing board and committee work 
plans; planning board retreats; and carrying out board and individual 
director development.
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■■ Community relations performance . This includes: determining 
community needs; ensuring plans are in place to deal with priority 
needs as resources permit; and reporting to the community 
on performance.

■■ Partner relations performance . This includes identifying the 
organization’s key health system partners and overseeing the 
development of effective relationships with key partners.
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APPENDIX 8: 
ELEMENTS OF A HIGH 
PERFORMING BOARD
The following is a list of elements of high performing boards. The list was 
developed by the Task Force from a variety of sources.

■■ Board orientation needs to be detailed and robust. It should include 
an orientation manual, as well as allocation of sufficient time for 
meetings with all members of the senior management team and the 
chairs of all board committees.

■■ The orientation of members needs to include education about the 
unique duties and considerations that come with serving as a board 
member of a Crown agency. Even if the member has experience 
serving as a director of a private corporation or a non-profit 
organization, the member would benefit from a specific understanding 
of governance as it pertains to a government agency.

■■ Ongoing education of individual board members, and the board 
collectively, should be regularly scheduled. The content needs to 
ensure that members continually update their skills and knowledge of 
the agency, its business and key executives, and to address ongoing 
and emerging issues in other areas such as governance, audit, 
compensation practices and risk management.

■■ The board has adequate resources and support from management 
in order for it to effectively discharge its oversight responsibilities. 
This includes funds for a corporate secretary and for ongoing training 
and development.

■■ The board needs to be of an appropriate size – large enough to 
divide the various board and committee duties among the directors, 
but small enough to allow open, candid and responsible discussion 
and debate.

■■ Members need to have staggered terms to ensure continuity 
and renewal.

■■ The board needs to structure its committees around its oversight 
responsibilities and ensure committee membership includes those 
with appropriate expertise in the specific areas of responsibility.
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■■ The chair, the board, board committees, board members and 
the President and CEO should all have board-approved terms of 
reference outlining their responsibilities and expectations.

■■ Work plans should be constructed from the terms of reference of 
the board and its committees. These work plans should be used to 
create agendas for the board and the committees over the course of a 
calendar year. Work plans ensure the work and responsibilities of the 
board are committed to and carried out.

■■ Appropriate policies must be in place to guide the board’s activities 
and to give direction to management in the delegation of authorities.

■■ A code of conduct and conflict of interest policy are in place and 
signed off by members annually.

■■ The board should have a governance manual, which includes its 
principles and philosophy, board policies and methods of operation. 
A good example of this is the manual developed by The Canadian 
Patient Safety Institute.112

■■ Meeting frequency needs to be carefully considered and decided 
upon. The board needs to meet often enough so that its discussions 
and decision-making are thorough and well considered. However, 
it needs to be mindful of the time that management must spend in 
preparing and planning for meetings.

■■ Agendas should be well planned, with enough time given for 
discussion before important decisions need to be made. Consent 
agendas should be used. Committees and the board should allocate 
time for in-camera discussion at every meeting.

■■ Performance evaluations for the chair, members, committees and the 
board as a whole should be conducted annually. Feedback should be 
provided and used to improve performance.

112 The Canadian Patient Safety Institute. (2009). Board of Directors Governance Manual 3rd Edition. 
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APPENDIX 9: 
INTEGRATED HEALTH SYSTEMS
Much has been written on integrated health systems and it can be 
defined in a number of ways. Dr. Dennis Kodner, an expert on integration, 
describes the concept in this way:113

“Integrated care is essential to sustaining our health systems. It is a 
multi-level, multi-modal, demand-driven and patient centred strategy 
designed to address complex and costly health needs by achieving 
better coordination of services across the entire care continuum. 
Not an end in itself, integrated care is a means of optimizing system 
performance and attaining quality patient outcomes.

Integrated care is often also known as coordinated care, 
comprehensive care, seamless care, and transmural care and is 
a worldwide trend in health care reforms and new organizational 
arrangements. Health and social service delivery is typically divided 
into silos of programs or practice, not necessarily in line with the 
needs of the patient/client.

Horizontal integration is the linking of similar levels of care, e.g. multi-
professional teams. Vertical integration is the linking of different levels 
of care, e.g. primary, secondary and tertiary care. Continuity of care is 
the concept of addressing the health and social services system from 
the patient/client’s perspective seamlessly across the system with the 
focus on the patient/client’s needs. Continuity of care could include 
information (records), transitions from acute to primary care (specialist 
to generalist), or provider continuity (staying with the same provider 
and building a trusting relationship).

The coordination of care and management of chronic conditions are 
practical applications of an integrated system. These improve patient 
experience in the system, lead to better quality outcomes, and have 
improved efficiency from a cost perspective.”

With integration, a culture of teamwork and collaboration emerges, with a 
focus on the patient, resident or citizen.

113 Kodner, D. (2009). “All Together Now, a Conceptual Exploration of Integrated Care.” Healthcare 
Quarterly, 2009(13). See also: Proceedings of the National Symposium on Integrated Care, Health 
Council of Canada, October 10, 2012.



WORKING TOGETHER TO BUILD A HIGH PERFORMANCE HEALTH SYSTEM 
Report of the Health Governance Review Task Force

© 2013 Government of Alberta  February 2013123

Achieving a fully integrated health system is not easy. Strategies need to 
be put in place to underpin that objective.

This point is underscored in two important studies. The first is Ten 
Important Principles for Successful Health System Integration, wherein 
the authors identify the following requirements of an integrated system:114

1. Comprehensive care across the continuum of care;

2. Patient focus;

3. Geographic coverage and rostering;

4. Standardized delivery of care through interprofessional teams;

5. Performance management;

6. Information systems;

7. Organizational culture and leadership;

8. Physician integration;

9. Governance structure; and

10. Financial management.

The other is The Roles of Leaders in High Performing Healthcare 
Systems, which identifies the common characteristics found in high 
performing health systems:115

■■ Consistent leadership that embraces common goals and aligns 
activities throughout the organisation.

■■ Quality and system improvement as a core strategy.

■■ Organisational capacities and skills to support 
performance improvement.

■■ Robust primary care teams at the centre of the delivery system.

■■ Engaging patients in their care and in the design of care.

■■ Promoting professional cultures that support teamwork, continuous 
improvement and patient engagement.

■■ More effective integration of care that promotes seamless 
care transitions.

■■ Information as a platform for guiding improvement.

114 Suter et. al., Ten Key Principles for Successful Health System Integration. Law and Governance 13(6), 
16-23. Longwoods Publishing.

115 Baker, G. Ross. (2011). The roles of leaders in high-performing health care systems. London, UK: The 
King’s Fund. See also: Baker, R. et. al. (2009). High Performance Health Care Systems, Delivering 
Quality by Design. Toronto, ON: Longwoods Publishing Company.
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■■ Effective learning strategies and methods to test improvements and 
scale up.

■■ Providing an enabling environment buffering short-term factors that 
undermine success.

These two studies demonstrate how complicated and difficult it is to 
achieve the goal of a fully integrated system.
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