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C anada’s federal auditor general released their first report 
on Canada’s response to the COVID-19 pandemic on 
Mar. 25, 2021. The report identified systemic failures that 

date back decades, failings that have been documented in 3 pre-
vious reports that identified problems in how the federal govern-
ment, provinces and territories work together.1 There will be 
many more pandemic postmortems that arrive at the same con-
clusion, just as they did after the outbreak of severe acute respi-
ratory syndrome (SARS).2 There will be calls for change, for devel-
oping new covenants between our orders of government, and 
promises of a new era of cooperation will be made. Sadly, after 
an initial flurry of activity, nothing substantive is likely to change.

At the root of this “Groundhog Day” scenario lies the reality 
that Canada is a highly decentralized federation and much of the 
responsibility for managing public health is at the provincial and 
territorial level. The federal government has generally had 
2 options available to develop pan-Canadian approaches: the use 
of legislation or conditional funding to compel provinces and ter-
ritories to align themselves or a more collaborative approach. The 
approach taken by the federal government to manage public 
health has historically been to collaborate rather than dictate, 
characterized by a reluctance to use the Emergencies Act to 
address public health emergencies.3 This is partly out of recogni-
tion that without provincial and territorial co-operation, federal 
mandates will be ineffective and that, in practice, the responsibil-
ity for managing threats to public health lies at the provincial and 
territorial level. This collaborative approach has limits, however, 
as exemplified by the lack of progress in developing a harmo-
nized, Canada-wide approach to pandemics.4

However, another option for the federal government to consider 
exists: formal interprovincial and interterritorial collaboration.5 This 
approach was successful after one of Canada’s biggest public health 
crises, the tainted blood scandal. Canadian Blood Services, which 
was created after the Commission of Inquiry on the Blood System in 
Canada (Krever Inquiry), is an independent not-for-profit corpora-
tion, funded by participating provinces and territories, and man-
dated to deliver integrated transfusion and transplantation prod-
ucts and services. The provincial and territorial ministers of health 
(excluding Quebec) serve as the members (“shareholders”) of the 
corporation and appoint an independent board of directors to 

oversee governance. The governance framework ensures opera-
tional independence of the corporation. Quebec opted out and has 
its own operator (Héma-Québec), but there is strong collaboration 
between the 2 organizations, both of which are regulated by Health 
Canada under the federal Food and Drugs Act. By most measures, 
the reform of the Canadian blood system has been a success.6

This model could be applied to Canada’s fragmented immun
ization systems.7 Although there have been efforts at coordina-
tion, each province and territory creates its own vaccination 
schedules and keeps track of who has been vaccinated in its own 
way. Provincial and territorial databases often use different termi-
nology, which makes it challenging to coordinate pan-Canadian 
disease surveillance and mass immunization responses — not to 
mention the practical impact on patient care when people move 
from 1 region to another.

Creating Canadian Immunization Services using the model of 
Canadian Blood Services could address some of these chal-
lenges. The federal minister of health would work with the prov-
inces and territories to develop a memorandum of understand-
ing to outline roles and responsibilities for the new entity. The 
federal government could participate in the entity as an equal 
partner, given the importance of vaccination to Canadians under 
its jurisdiction. The participating governments would have con-
trol over Canadian Immunization Services and oversee the orga-
nization as its corporate members. They would fund the entity to 
procure all vaccines in bulk on their behalf. Vaccine surveillance 
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KEY POINTS
•	 Canada’s response to the COVID-19 pandemic has been plagued 

by many of the same challenges that have affected its response 
to public health threats over the past 2 decades.

•	 These challenges largely relate to how the federal, provincial 
and territorial governments work together in a federal system in 
which responsibility for public health duties is provincial, 
territorial or local, but pan-Canadian coordination is critical.

•	 Creating a Canadian Immunization Services using the model for 
the Canadian Blood Services could address historical challenges 
related to variability in immunization practices and sharing of 
data across Canada.



CO
M

M
EN

TARY

	 CMAJ  |  JULY 19, 2021  |  VOLUME 193  |  ISSUE 28	 E1093

and management of the vaccine supply chain would be facili-
tated by having a single entity manage vaccination on behalf of 
participating members, using a common data standard to facili-
tate interprovincial and interterritorial data sharing.8 The entity 
would be able to consolidate expertise from across the country, 
unencumbered by governmental hiring rules.

There would be some challenges to this solution. The entity 
would need to work with provincial and territorial members to 
determine the best way to distribute and manage vaccine deliv-
eries and administration because each province and territory will 
have existing approaches. Determining how scarce vaccines are 
to be allocated in the event of a pandemic could be challenging, 
and rules could be established to guide this during the interpan-
demic period. Provinces and territories may opt out, analogous 
to Quebec creating its own blood system operator. However, the 
federal government could incentivize joining the entity by pro-
viding support for research and development. Responses do 
need to be customized for local environments (e.g., accommoda-
tion for the different approaches to vaccine provision used by the 
provinces and territories.)

Canadian Immunization Services, if successful, could go on to 
serve as a model for other public health functions that have strug-
gled under the current federal approach to public health, including 
disease surveillance.9 The approach would likely work best for activ-
ities for which responsibilities primarily fall under provincial and 

territorial jurisdiction, but there is a need for pan-Canadian harmo-
nization. If we hope for public health to be better prepared for the 
next pandemic, now is the time to implement needed changes.
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