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Abstract
Background: This paper contrasts and examines the perceptions of policy communities on the dynamics and factors 
shaping intersectoral collaboration in governance of health emergencies, drawing on the example of public space 
regulation during COVID-19 in four Canadian provinces, with the goal of exploring variation and perceived quality of 
policy responses. 
Methods: We compared public space regulation in four Canadian provinces—British Columbia (BC), Nova Scotia (NS), 
Ontario (ON) and Québec (QC)—during COVID-19 from 2020 to 2022. The study was designed as a comparative, 
qualitative, and explanatory case study, utilizing in-depth interviews and documents. We conducted 103 interviews with 
a diverse range of stakeholders, including senior government and non-government leaders, reviewed selected policy 
documents, and media reports. We utilized multisite qualitative analysis to analyze our data and develop within- and 
cross-case themes.
Results: Respondents reported vastly different provincial approaches to intersectoral collaboration within government 
and with non-governmental stakeholders in the management of public spaces, ranging from higher (BC, NS) to 
lower (ON, QC) levels of collaboration in governance, as reflected in the access of government and non-government 
stakeholders to key decision-makers and decision-making forums and processes, the transparency of those processes, 
and responsiveness to their input. Institutional frameworks, political factors and organizational culture and capacity were 
the major distinguishing factors between these provincial approaches to collaboration. Disparities in access to decision-
makers were reported, with business interests and certain civil society organizations experiencing easier access compared 
to other public interest groups.
Conclusion: Public health challenges are increasingly complex and intersectoral. Research on intersectoral collaboration 
must examine collaboration dynamics within and outside government holistically, rather than exploring these dynamics in 
siloes. Stakeholder engagement which combines institutional structures and inclusive stakeholder engagement within and 
outside government is crucial to managing complex policy processes during crisis and beyond.
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Introduction 

Health emergencies, such as the COVID-19 pandemic, 
present governments at national, sub-national and local levels 
with complex health and public policy choices. In the case 
of COVID-19, policy responses in healthcare, public health 
and social policy varied extensively across the globe and even 
within countries.1-3 Scholars have engaged in comparative 
analyses of the factors driving variation in pandemic policy 
decisions, as well as the processes through which governments 
at different levels arrived at these outcomes.4,5 Within this 
domain, a fruitful area of research has emerged around how 
collaboration in governance structures and processes, across 
levels of government and between government and non-

government actors, including interest groups, can help explain 
variation in policy processes and outcomes during health 
crises.6-8 This research is particularly crucial given that health 
policy is increasingly complex and intersectoral, especially in 
health emergencies and amidst the climate crisis.9

Governance refers to structures and processes applied 
both formally and informally to distribute decision-making 
and accountability amongst actors that comprise a particular 
policy system.10 Distinct from normative conceptualizations 
of governance (eg, “good” governance), research on health 
governance arrangements focuses on the “architecture of 
relationships” and the behaviors, actions and incentives of 
actors within this architecture in formal and informal ways.10 
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During crises, governance arrangements are subjected to 
strain and pressure, involving an expanded set of actors and 
competing incentives, with uncertainty playing a central role 
in shaping decision trajectories.11 The concept of collaborative 
governance helps in unpacking health governance during 
crises, given the overlapping and intersecting sectors 
and jurisdictional dynamics at play.12 The role of non-
governmental actors, such as non-profit organizations or 
interest groups – “membership organizations working to 
obtain political influence”13 – and their interactions with 
different levels of government is a crucially important aspect 
of collaborative governance. 

Existing research on intersectoral collaboration in 
COVID-19 policy responses yields compelling insights. 
Subnational jurisdictions within federal contexts such as 
Canada, the United States, and India saw considerable 
heterogeneity in the nature and timing of public health 
measures and social policy in response to the pandemic.14-16 
The domain of intersectoral collaboration draws on diverse 
theoretical traditions, and scholars studying these dynamics 
have applied concepts such as polycentric governance, multi-
level governance, governance capacity, and governance 
networks to examine how governments coordinated internally, 
ie, horizontally between sectors8 and vertically at different 
levels of jurisdictional focus, identifying factors such as levels 
of regional and municipal autonomy,17,18 individual and team 
innovations,17,19 and past experiences with crisis.11 Some 
literature is available on engagement between government and 
non-government actors representing different constituencies, 
including interest groups, during periods of crisis, termed as 
“viral lobbying” by Crepaz and colleagues.20 Business interest 
groups in the European Union, for example, had far greater 
access to policy-makers during the pandemic compared with 
non-profit organizations, underscoring that representation 

during periods of crisis remains deeply unequal.21 Access 
to decision-makers does not mirror active involvement in 
crisis response, however. In many countries, community 
organizations have been essential partners in managing food 
supply and safety, supporting access to testing and vaccination, 
and other safety net gaps, in many jurisdictions.5,22,23 

Important gaps remain in our understanding of collaboration 
and intersectoral governance in health, particularly in the 
context of crisis. First, much of the existing work in this 
domain, including governance outside of crises, focuses on 
formal governance structures and institutional arrangements, 
with comparatively less attention to the dynamic processes 
and actor-based interactions through which collaboration 
is enacted in practice.24 As Kork and colleagues observe, 
scholarly understanding through thick description of both 
the perceived and actual dynamics of collaboration in crisis 
governance also remains surprisingly limited. There is a 
need for in-depth exploration of the “context, purposes, 
choices, and motivations”25 of those policy actors engaging 
in collaboration, an analytic approach that has been less 
commonly applied in health crises.26 Second, relatively few 
studies have examined collaboration within and beyond 
government in an integrated, holistic manner, limiting our 
ability to understand intersectoral collaboration as a system 
rather than as a set of isolated sector-based arrangements. 
Approaching intersectoral collaboration in health from a 
system lens can yield crucial insights on cross-cutting values, 
behaviors and actions from the actors driving these processes. 
Further, public administration scholars have illustrated 
patterns of interest group engagement that cuts across levels 
of government, revealing a complex, network-oriented view of 
decision-making that foregrounds issues of power and access,27 
an analytic approach that has been less commonly applied in 
health crises.26 Third, driving institutional arrangements, how 

Implications for policy makers
•	 Siloed approaches to strengthening intersectoral collaboration (within government or sectors, or with non-government stakeholders) do not 

reflect complex realities of how government and non-government actors traverse decision-making pathways.
•	 Need for more nuanced approaches to understanding both the perceived benefits and potential risks associated with different models of 

collaboration.
•	 Developing transparent approaches to engaging a diversity of non-government stakeholders (eg, industry, civil society organizations, faith 

communities, etc) is required to develop trust and confidence in decision-making. 
•	 Balancing collaborative governance and conflict management is an area for further exploration, given the possibility for regulatory capture in 

intersectoral governance.

Implications for the public
This study examined intersectoral action during COVID-19 in four Canadian provinces, particularly regarding collaboration within and across 
government and non-government stakeholders on non-pharmaceutical interventions. Respondents perceived vastly different approaches to 
intersectoral collaboration across Canadian provinces, which we examined through perceptions on access of government and non-government 
stakeholders to key decision-makers and decision-making forums, and the transparency and responsiveness of those decision-makers and forums. 
Institutional frameworks, organizational culture and capacity and political support were the major factors shaping provincial approaches to 
collaboration. Non-government stakeholders reported higher levels of collaboration in British Columbia (BC) and government stakeholders reported 
similar approaches in Nova Scotia (NS), while in Ontario (ON) and Québec (QC), decision-making processes were viewed as less collaborative. This 
study contributes key learnings on collaboration dynamics that cut across sectors and levels of government, and around the challenge of unequal 
access by certain non-governmental stakeholders, raising questions about whose voices count in decision-making during health emergencies. 
Combining formal structures for stakeholder engagement, alongside inclusive relationship building, is crucial to managing complex policy processes 
during crisis and beyond. This study provides important insights on policy dynamics that ultimately impact health outcomes, public trust, citizen 
compliance, and other aspects of public policy related to health emergencies, such as economic recovery.

Key Messages 
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these evolved and differed across contexts, and what might 
be learnt from these experiences for future emergencies 
and intersectoral collaboration (ie, collaborations between 
two or more government policy domains, often involving 
public, private and/or non-profit sectors).14 Fourth, relatively 
limited attention has been paid to how the intersections of 
institutional, organizational, and political factors shape the 
formation and functioning of intersectoral collaboration,28 
particularly during crisis. Finally, comparative explorations of 
intersectoral governance in federal and decentralized contexts 
have been sporadic; for health emergencies, this is a particular 
gap given the transboundary nature of health crises.29 

Drawing on a comparative analysis of decision-making in 
four Canadian provinces during the COVID-19 pandemic, 
the focus of this paper is to contrast and examine the 
perceptions of policy communities on the dynamics and 
factors shaping intersectoral collaboration in governance of 
public space regulation during COVID-19, and to explore 
how these might explain variation and perceived quality 
of policy responses across these provinces. The Canadian 
response to the pandemic was characterized by considerable 
variation in the nature and application of public health 
restrictions and measures across Canadian provinces, shaped 
by its federal institutional framework and decentralized 
approach to health emergencies,14,30 and therefore offering 
a useful context for examining these issues. Public space 
regulation was one of the foremost concerns for governments 
across various stages of the pandemic when developing 
and implementing non-pharmaceutical interventions to 
limit COVID-19 transmission,3,31 and is an instructive case 
as it involved a diverse group of stakeholders in and out of 
government. Public spaces broadly refer to those which 
individuals can access for free (eg, public parks, public 
recreation, faith-based spaces) or for a fee (eg, restaurants, 
entertainment, fitness, etc). Our focus in this paper is not to 
investigate the impact of governance of this policy domain 

on health or societal outcomes; rather, we seek to explore the 
dynamics of governance and what these arrangements might 
tell us about perceived strengths and weaknesses of various 
approaches to intersectoral collaboration during health 
emergencies, yielding valuable insights on the dynamics 
shaping policy choices, which in turn have wideranging 
impacts not only on health outcomes, but also on public trust, 
citizen compliance and other aspects of public policy related 
to health emergencies, such as economic recovery.

This study combines two theoretical approaches and 
applies them to the study of intersectoral collaboration at the 
subnational level during COVID-19. First, we use a framework 
developed on the interconnections of institutions, politics 
and organizations on governance, developed specifically for 
examining the influence of these factors on upstream decision-
making during COVID-19 (Figure).6,32 Second, we use 
analytic categories inductively derived from the collaborative 
governance literature,33 particularly governance network 
theory28,34 which conceptualizes policy-making as occurring 
through interactions among public and non-governmental 
actors. These categories capture key dimensions of dynamics: 
intra-governmental collaboration, cross-sector collaboration 
with non-governmental stakeholders, and the perceived 
impacts of these interactions on policy outcomes.33,35

Methods 
This study is part of a comparative project involving four 
Canadian provinces—British Columbia (BC), Nova Scotia 
(NS), Ontario (ON) and Québec (QC)—which aimed 
to explore the institutional, political, organizational and 
governance-related factors shaping COVID-19 policy. 
The study was designed as a comparative, qualitative and 
explanatory case study36 focused on the provincial response to 
COVID-19 in two policy domains – public spaces and testing 
– during the period between the early stages of the pandemic 
in 2020 up until early 2022. Four provinces in Canada were 

Figure. Framework on Institutions, Politics, Organizations and Governance, and Health Emergency Response.6,32
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selected purposively to reflect a diversity of institutional, 
political and health systems contexts, geographies, and other 
factors (Table 1). In this paper, we draw on findings from 
research within this project that focused on public spaces. 
Research on the testing domain and on organizational 
dynamics in the COVID-19 response have been published 
separately. 

Ethics approvals were received from each university 
involved in the study.

Data Collection
We used two qualitative data sources for this analysis – in-
depth interviews and documents. Research teams located 
within each provinces oversaw and conducted data collection 
and analysis for their respective jurisdictions. Interviews 
were conducted between December 2022 to February 2024 
with senior decision-makers and organizational leaders in 
and outside of government. Purposive sampling was used to 
identify individuals with direct and also diverse experiences 
in decision-making and policy implementation related to 
the COVID-19 response working in government, quasi-
government organizations and non-government organizations 
(eg, industry associations, representative organizations, non-
profit organizations). Stakeholder categories were defined a 
priori by the project team to ensure coverage of key groups 
across provinces, while preserving flexibility to incorporate 
context-specific actors relevant to particular settings (eg, 
perspectives on the First Nations Health Authority in BC). A 
priori knowledge, document review and snowball sampling 
were used to identify potential respondents. 103 interviews 
were conducted in total (Table 2). Respondent categories 
were largely consistent across the provinces. Interviews lasted 
approximately 60-80 minutes and were audio-recorded, with 
a few exceptions where respondents requested that verbatim 
notes were taken instead of a recording (n = 2). Interviews were 
conducted in English in BC, NS, and ON; in QC, interviews 

were conducted in French. A semi-structured interview guide 
was used across all four sites and adapted for each context. 
Interviews were transcribed and de-identified to ensure 
participant confidentiality. Relevant sections of transcripts in 
French were translated into English by two bilingual members 
of the QC team.

Document review consisted of policy documents and news 
media reports in English and French, and were selected and 
analyzed using the READ (Ready materials, Extract data, 
Analyse data, Distil) approach.38 These documents were used 
to shed light on the policy timeline, key junctures, policy 
actors, and content of measures for regulation of public space, 
both to inform interview preparation and to triangulate with 
interview data. Documents published between January 2020 
to June 2022 were collected from government websites, news 
portals, non-government organization websites, and through 
Google and PubMed database searches. Approximately 180 
documents were included, such as public health orders, 
news media, reports, press releases, and letters produced by 
government or non-government organizations. Documents 
in this analysis were included if they had substantive content 
pertaining to regulation of public space and excluded if they 
pertained only to domains that were not public spaces, per the 
definition in our study (eg, agricultural industry).

Data Analysis
The first step in data analysis was reviewing documents in 
order to (1) map key organizations involved in the response 
from within and outside of government; (2) identify 
potential respondents for in-depth interviews; (3) construct a 
timeline of major epidemiological and policy milestones; (4) 
develop an emerging understanding of policy processes and 
stakeholder perspectives. The second step involved a group-
based approach to analyzing interview data at two levels 
– provincial and cross-provincial. In this phase, thematic 
analysis was used to interpret our data, beginning with coding 

Table 1. Political Organization and Characteristics by Province

Province Population 2020 Political Structure 2020-2022 Role and Independence of Public Health Officials37

BC 5.1 million (StatCan 
2026)

NDP (2018-2022)
Majority government, 57 out of 87 seats 
(Elections BC 2026)

CMOH offers advice as senior public servant but also has independent 
mandate to report to the public and/or legislature. Typically exercises 
relatively strong independent communications role in practice.

NS 984 000 (StatCan 
2026)

Liberal Party (2013-2021)
Reduced majority, 26 out of 55 seats
Conservative Progressive Party (2021) 
Majority government, 31 out of 55 seats 
(NS Legislature 2026)

CMOH operates in traditional senior public servant role, supporting and 
advising government on technical and high-level policy issues. Typically has 
a strategic or day-to-day role in managing public health functions. 
May have a statutory mandate to issue independent reports but does not 
usually exercise a strong public advocacy role in practice.

ON 14.7 million 
(StatCan 2026)

Progressive Conservative Party (2018-2022)
Majority government, 76 out of 124 seats 
(Legislative Assembly of ON 2026)

CMOH operates in traditional senior public servant role, supporting and 
advising government on technical and high-level policy issues. Typically has 
a strategic or day-to-day role in managing public health functions. 
May have a statutory mandate to issue independent reports but does not 
usually exercise a strong public advocacy role in practice.

QC 8.5 million (StatCan 
2026)

CAQ (2018-2022)
Majority government, 74 out of 125 seats 
(National Assembly of QC 2026)

CMOH operates in a traditional senior public servant role, supporting and 
advising government on technical and high-level policy issues. Typically has 
a strategic or day-to-day role in managing public health functions. 
May have a statutory mandate to issue independent reports but does not 
usually exercise a strong public advocacy role in practice.

Abbreviations: BC, British Columbia; NS, Nova Scotia; ON, Ontario; QC, Québec; NDP, New Democratic Party; CAQ, Coalition Avenir Québec; CMOH, Chief 
Medical Officer of Health.
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all interview transcripts using CAQDAS software (NVivo 
and Dedoose) through a combined inductive and deductive 
approach, the latter drawing on theoretical frameworks 
described above.

Interviews with QC participants were coded in their 
original French-language version. Coded segments were 
then translated to English by one fully bilingual member of 
the research team (SU) and validated by another fluently 
bilingual team member (LG). The extensive experience of 
both these team members in research on QC and Canadian 
health systems assured the accuracy of translated terms and 
concepts of their comparability with terms employed in 
English-language provinces. Recognizing that translation 
could pose challenges for capturing the full meaning of 
data from QC participants, the aforementioned steps, and 
transparency about those decisions, helped ensure these 
interview perspectives were integrated as accurately and 
meaningfully as possible into the analysis.39 

A multisite qualitative analysis approach was utilized 
with the following steps. First, all four teams used a shared 
codebook for pilot coding of five transcripts, drawing on a 
codebook developed during formative research on this topic 
in BC40 and site-based adaptations of the codebook through 
line-by-line coding.41,42 Codebooks from each site were 
compared across contexts and led to the development of a 
shared codebook across all sites. De-identified datasets were 
also merged for cross-case comparison to aid overall theme 
development. Datasets that emerged from coding were shared 
to support theme development within and across sites. For 
this specific analysis, three members of the analysts examined 
codes pertaining to collaboration within government, 
collaboration with non-governmental actors, institutional 
arrangements, political factors and organizational dynamics 
from each site and developed cross-site themes. Inductive 
thematic saturation for this specific analysis was achieved 
through sustained engagement with coded data, providing a 
foundation for the development of core analytical arguments 
presented here. Data saturation was met when thematic 
consistencies emerged across and within the cases about the 
patterns and implications of collaborative governance within 
government and between government and non-government 
actors. These themes were then discussed and finalized 
through repeated team meetings with the cross-provincial 
team. Member checking was conducted with selected 
respondents and findings were modified based on feedback 

where the research team viewed such changes as appropriate.43 
In line with reflexive qualitative praxis,44 the research 

team considered, individually and collectively, how our 
preexisting assumptions about governance of the COVID-19 
pandemic, particularly as residents of each province who 
experienced the policy decisions we were studying, shaped 
our choices during data collection and analysis. The aim was 
not to bracket-out our interpretive role, but to ensure our 
experiences and assumptions were not unduly influencing 
the direction and conclusions of the study.45 Our within and 
cross-provincial reflexive dialogues surfaced, for example, the 
value of soliciting input from non-government stakeholders 
and challenged preconceptions about the stringency of each 
provincial response, borne of our own experience of living 
through restrictions to public space in these settings. 

Results 
Provincial governments in Canada included in this study were 
perceived by respondents to have adopted vastly different 
approaches to collaboration within and outside government 
in the management of public spaces (summary of policy 
decisions in Table 3), ranging from relatively higher levels of 
collaboration (BC, NS) to lower levels of collaboration (ON, 
QC) (Table 4). We conceptualize levels of collaboration based 
on two factors: (1) access of non-decision-makers to decision-
making forums and processes, and (2) transparency and 
responsiveness of decision-makers to non-decision-makers. 
The first factor was assessed by identifying key decision-
makers in each province (eg, cabinet, provincial health 
officer) and determining the proximity of non-decision-
makers within and outside of government to those decision-
makers, including the forums (eg, working groups, tables) and 
quality (eg, direct one-on-one communication versus reliance 
on interlocutors) of those interactions. The second factor 
was assessed based on the degree to which non-decision-
makers had access to information about the processes of and 
justifications for decision-making and the extent to which 
decision-makers solicited and responded to information 
shared by non-decision-makers within and outside of 
government. Provinces with higher levels of collaborative 
governance were those where non-decision-makers had more 
sustained and direct access to key decision-makers and more 
information about and input on decision-making processes. 
These dynamics were taken as an indication that multiple 
sectors and levels of government, as well as non-government 

Table 2. Interview Respondents

Province

No. of Interviews

Total
Government (Senior Civil Servants, 

Public Health, Health/Hospitals, 
Elected Officials)

Business 
Associations Civil Society Groups Academics

BC 
18 (2021–2022; pilot study, BC 
only)
31 (2022–2024) 

35 8 4 2

NS 14 14 - - -

ON 16 12 3 - 1

QC 24 19 2 - 3

Abbreviations: BC, British Columbia; NS, Nova Scotia; ON, Ontario; QC, Québec.



Sriram et al

 International Journal of Health Policy and Management, 2026;15:96046

Table 3. Major Public Space Measures/Clusters by Province, 2020-2022

Province Date  Description  

BC

March 16 – April 8, 2020  Initial response: closures, physical distancing, restrictions on gatherings 

May 7 – June 30, 2020   First summer restart: re-opening, expansion of service areas (patios)

September 9 – December 30, 2020 Response to second wave: restrictions on gatherings, mask order, enforcement penalties 
strengthened, complete shutdown of nightclubs, New Year’s shutdown

March 29 – April 30, 2021  Third round of heightened restrictions: “Circuit Breaker,” non-essential services restricted, 
cancellation of religious services, masks in fitness facilities 

May 25 – July 5, 2021  Second summer restart: increased gathering capacity, emergency state lifted, extended liquor 
services, religious gatherings allowed 

August 12 – December 29, 2021  Response to fourth wave: vaccine-related orders, mask mandate in all indoor spaces, gathering 
capacity limited, full return to school delayed   

March 10 – March 22, 2022 “Back to Normal”: lifting of restrictions on gatherings, masks, vaccines

NS

March 15 – April 15, 2020  Initial response: closures, physical distancing, restrictions on gatherings 

May 1 – July 3, 2020 First restart: re-opening of businesses

November 24, 2020 – February 7, 2021 Response to second wave: gathering restrictions, mask order, holiday restrictions

May 28 – September 15, 2021 Phased reopening: public space, gathering restrictions lifted

December 13, 2021 – January 26, 2022 Response to third wave: restrictions on sports and schools, gathering limits

February 14 – March 21, 2022 Re-opening: Provincewide restrictions eased 

ON

March16 – April 26, 2020  Initial response: closures, physical distancing, cancellation of major events

May 1 – August 14, 2020 Re-opening plan: business restrictions eased, increased fitness facility capacity

September 8, 2020 – May 20, 2021 Response to second and third waves: multiple lockdowns, emergency brakes, stay-at-home orders, 
mask mandate, gathering restrictions, business restrictions

June 11 – October 8, 2021 Return to re-opening: vaccine passport for indoor spaces, capacity limits lifted

December 17, 2021 – January 3, 2022 Provincewide shutdown: Capacity limits, restrictions on business hours

February 16 – March 1, 2022 Return to re-opening: stay-at-home order and capacity limits lifted, masks and vaccines required

QC

March 16 – April 8, 2020  Initial response: closures, prohibition of gatherings, physical distancing

June 2020 First re-opening: gradual resumption of non-essential services and sports, limited public and 
private indoor gatherings 

March – May 2021 Temporary restrictions amid re-opening (implementation of special emergency measures by region 
and municipality): limited school and business opening, curfew lifted

December 2021 Renewed restrictions: temporary closure of schools and non-essential services, ban on gatherings, 
curfew instituted

January – February 2022 Re-opening: Return to schooling, re-opening of certain businesses and indoor spaces, 
authorization of private gatherings, curfew lifted

Abbreviations: BC, British Columbia; NS, Nova Scotia; ON, Ontario; QC, Québec.

stakeholders, participated substantively in governance of the 
response.

The underlying reasons for these distinct approaches were 
noted to be institutional (eg, authority for public health to 
take independent decisions in an emergency), political (eg, 
collaboration in decision-making, support for health officials) 
and organizational (eg, team culture, previous experience with 
coordination). These patterns and approaches were far from 
static – in fact, the level of coordination and access within 
government and between government and non-government 
actors evolved considerably across waves of the pandemic, 
shaped by epidemiological, political, economic, and societal 
factors.

Institutional Structures and Organizational Culture Fostered 
Inclusive and Transparent Coordination Within Government 
The impetus for collaboration within government originated 
in both institutional structures for crisis decision-making 

and the organizational culture around cross-sectoral inputs. 
Across each of the provinces, the locus of provincial-
level decision-making for COVID-19 varied considerably, 
reflecting province-specific institutional frameworks for 
addressing public health emergencies, but moving beyond 
these frameworks as they adapted to changing scenarios and 
context. 

In BC, respondents were overwhelmingly clear that the 
Provincial Health Officer (PHO) played their de jure role 
as a central authority in emergency decision-making, in 
close coordination with the Premier and Minister of Health. 
In the case of public space measures, the centrality of the 
PHO and the Minister of Health within decision-making 
structures in BC – supported by the Premier – appeared to 
anchor a flexible or nimble approach to coordination across 
the different sectors and ministries within government 
involved in this domain (BC-1, BC-3, BC-6, BC-11, BC-14). 
The Office of the PHO (OPHO) and the Ministry of Health 
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Table 4. Summary of Findings and Illustrative Quotes

Analytic Categories Definition Findings Illustrative Quotes

Collaboration within 
government 

Collaboration between 
two or more units 
within government, 
including within and 
across policy domains 
(eg, health, public 
safety, commerce)

•	 Institutional structures and organizational 
culture facilitated or hampered 
collaboration across sectors.

•	 In BC and NS, existence of institutionalized 
structures (eg, tables, working groups) 
supplemented by regular direct 
communication.

•	In ON and QC, perception of opaque, 
closed-off communication within 
government.

•	 Provinces varied in authority given to 
health officials to lead and/or coordinate 
response within government.

“Even though the plans were there, my argument is always that’s because no emergency is typical. And in fact, if you do enough work and help 
them into management, you realize that one needs flexibility within that structure. And that is not taught in incident command structure and 
emergency management” [BC-1, Public health official].
“It became a very, very complicated and controversial issue, as well, because within Cabinet, of course, everyone had their responsibility, and 
nobody wanted anything in their sector to be shut down or limited in any way” [ON-7, provincial health official].
“That was a pretty easy decision for the CMOH (National director of public health), Premier and Minister of health to say "we're putting Quebec on 
pause." But when it came to reopening little by little, what bit do you open? And commercial, financial, socio-political interests make themselves 
heard. We kept making science-based recommendations supported as much as possible by the literature. But the decisions were taken within 
government. And god only knows who had the most influence on government. We saw that there were political games going on because some 
things just didn't make sense” [QC-10 Provincial public health officer].
“Size matters absolutely. Like I mean, the fact that all of our Public Health doctors, and all of our ID [Infectious Disease] doctors know each other 
and they know who we are in the bureaucracy, and in Nova Scotia Health. You wouldn't see that necessarily in another province with a bigger 
workforce, and that text or phone call away does provide a different access” [NS, health official].

Collaboration 
between 
governments and 
non-government 
stakeholders 

Collaboration between 
government and 
stakeholders outside of 
government, including 
for-profit private sector 
industries and non-
profit organizations

•	 Provinces varied in which venues 
engagement took place with non-
governmental stakeholders (eg, direct 
conversations, working tables, etc).

•	 Transparency of those processes varied 
between provinces, with BC and NS 
having more open engagement with non-
governmental stakeholders.

•	 Role of public health involvement in 
engagement with non-government 
stakeholders varied (greater in BC and NS).

•	 More limited engagement with public 
interest or civil society groups when 
compared with business interests. 

“So, you know, we had a good ally, I believe, in government. And that was not that was not the case everywhere else, by the way. So BC, was unique 
in that regard” [BC-5, non-profit representative organization].
“We recognize the huge impact this was having on the hospitality industry, generally; in hotels, and in concert halls, and theaters... everything, 
because we had all of those voices around the table with our Cabinet ministers. They all did their job and spoke up for their stakeholders. But it was 
still— it was a health decision, at the end of the day, that had to rule” [ON-7 health official].
“There was a lot of pressure from every quarter - unions, chambers of commerce, culture industries, sports, religious groups. Many accommodations 
were made for religious groups that were not made for culture, so it's deeply political: a movie theatre isn't more risky than a mosque but we said 
yes to the mosque and no to the movie theatre” [QC-12, regional health official].
“Again, that would be primarily in the Public Health workstream. But our communications team… it's not possible for us to engage everybody, and 
so we placed the accountability on certain teams. The trick was to identify what teams we would create for a small business or, you know, industrial 
sector, or certain health professions, academic communities and things, and essentially provide the broad parameters that they had to design to, 
and then those plans would be approved by Public Health” [NS, government official].

Perceived impacts on 
policy 

Perceptions around 
the influence of 
collaboration on public 
policy decisions 

•	 Diversity of inputs into public policy 
decisions yielded considerations beyond 
virus transmission and impacts on the 
healthcare system.

•	 Sensitivity of public policy to 
implementation considerations within 
sectors (eg, modifying language in public 
space regulations to optimize feasibility 
and clarity).

“So we saw that government obviously doesn't have the expertise to run the industry, they have the expertise in terms of public guidelines, 
health guidelines. But it was just it was magic. It truly was magic. Had we been sitting, waiting for WorkSafe slash [PHO]’s office to reopen our 
industry, I think it would have been a failure, because they don't know. They don't know the practical side of what can be done” [BC-2, industry 
representative].
“And so, there was a lot of hand wringing about it. Could you make it rational? I don't know. I don't know. I actually stayed away from that process 
as much as I could, because it was really painful, right? And if something was outdoors, is the Maid of the Mist a -- or something like that, if it's an 
outdoor event, is that an essential business that's allowed? So, all of those kind of went through, kind of a policy grinder inside government, trying 
to meet with the spirit of the lockdown. And this spirit of the word essential. And sometimes things got on the list. And then, obviously, there was 
some lobbying somewhere, and they got moved” [ON-02].
“We learned about public health directives at the same time as everyone else, during the triumvirate - Premier, Health, Public health - press 
conference. There was nothing communicated in writing, and the website was only updated a few days later. But it was up to us to implement the 
directive/order. I never got the feeling that they consulted experts in education, in ethics, in psychology to diversify the expertise around the table 
and consider the various impacts of decisions and reduce collateral impacts” [QC-08, provincial public health officer].
“I think that the new government also coincided with just a broader public shift, Pandemic fatigue, elevated risk tolerance… we started to realize 
omicron for many people is not a serious illness. So we really need to start moving to the principle of least restrictive means, and really be 
considering what we're doing from public… and if the steps we've taken in the past have been appropriate” [NS, health official]. 

Abbreviations: BC, British Columbia; NS, Nova Scotia; ON, Ontario; QC, Québec; CMOH, Chief Medical Officer of Health.
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were closely engaged in decision-making and stakeholder 
management, with the OPHO taking on a key role in 
developing guidance on public space measures (BC-1, BC-3, 
BC-12, BC-14). This flexible approach enabled OPHO and 
Ministry team members to engage directly with actors inside 
and outside government, without substantially expanding 
intra-governmental veto points, while tailoring public spaces 
guidance to sector-specific requirements and acting nimbly, 
or with speed. Temporary forums that served as virtual 
sites of engagement, termed as “tables” or working groups, 
involving ministries and non-governmental/representative 
organizations or institutionalized structures such as 
Emergency Management BC (EMBC) were also key venues in 
coordination and implementation (BC-3, BC-4, BC-7, BC-8, 
BC-14, BC-17, BC-20, BC-21, BC-22, BC-26). This type of 
structure, in addition to regular public and behind the scenes 
communication from key leaders in BC, was seen as crucial to 
help facilitate connections with the wide range of stakeholders 
impacted by regulations to public spaces. 

“The EMBC table became the space where we were actually 
going to coordinate across government, to then take the PHO 
decisions, and use that particular table, to then exactly as you 
say, each ministry would have their own key stakeholders, 
and that they would be then responsible for helping with 
across government, implementation and management of the 
stakeholders...” [BC-14, provincial health official].
However, not all policy pertaining to public spaces emerged 

from the health sector. In some cases, industry stakeholders 
initiated discussions on measures with their related ministries, 
without prompting from health authorities (BC-1, BC-6). 
Closures and mask mandates were in some cases ordered by 
ministries other than health, such as the Ministry of Public 
Safety (BC-26, BC-6, BC-14, Ministry of Public Safety Order 
2021). The key role of sectors outside of health in managing 
the response to the pandemic – in domains such as public 
spaces - departed from health and public emergencies that 
the BC government had experience in or had developed 
preparedness plans to address (eg, the more common 
outbreak control model). 

Some participants noted disagreements within public 
health (eg, between OPHO and regional health authorities) 
and with other sectors of government (BC-4, BC-11, BC-20, 
Human Rights Commission Letter 2022) about how to balance 
health with other sectors’ priorities as the pandemic wore on. 
Engagement with First Nations, Métis and Inuit communities 
(Indigenous peoples in Canada) was also initially seen as 
tokenistic, but evolved over the course of the pandemic to be 
more meaningful and collaborative. The presence of the First 
Nations Health Authority in BC was seen as an institutional 
lever in driving participation. 

“I think initially … there was a lot of eye rolling when we 
showed up, right? It was like, Oh, God, here they are. But 
over time, I think a couple of things happened. They just got 
tired of not listening, because we were going to be there and 
say it anyway. But I think there was also a, hey, you know, 
they’re somethings, things that make sense and we can really 
work together on this, it doesn’t have to be an us v. them, it 
can be a collective view. And we saw things adapt over time” 

[BC-27, provincial health official].
In NS, while public health’s role in decision-making was 

elevated, similar to BC, political leadership played a pivotal 
role in decision-making around public spaces and processes 
were also perceived as open within government. Political 
leaders drew primarily on recommendations from public 
health and other government officials tasked with COVID-19 
response functions; however, these leaders also engaged with 
other senior government decision-makers (NS-5, NS-26). 
Temporary committees were instituted to facilitate this type 
of engagement across sectors (NS-5). Respondents described 
how one of the Premiers who served during the pandemic 
played a particularly important role as a “challenge function” 
in trying to determine the rationale behind restrictions. 

“So Premier McNeil would be a great challenge function 
to say, okay, I’m listening to what you’re recommending but 
I don’t get why the kids playing basketball have to wear the 
masks but the other things don’t have to, and so it would 
actually be like a good policy conversation about how does 
this make sense? So I think largely, that government, I don’t 
want to say deferred to Public Health. But I would say really 
leaned on and supported Public Health recommendations. 
We had three premiers, remember, so Premier one really did 
that” [NS-7, political leader].
In ON and QC, decision-making processes within 

government were viewed by many participants as insular and 
opaque when compared with respondent perspectives from 
BC and NS. In ON, respondents noted that decision-making 
was largely in the domain of the Premier and Cabinet, with 
limited transparency into processes or consultations (ON-7, 
ON-9). A Command Table, and later, a Central Coordinating 
Table that brought together leadership of Ontario Health 
and the Chief Medical Officer of Health in the province, 
was tasked with providing recommendations to Cabinet 
(ON-2, ON-7). The dynamics of decision-making and 
authority within Cabinet varied over time (ON-2, ON-4, 
ON-9). Within Cabinet, health officials and other non-health 
officials that were seen as more ‘effective’ appeared to take 
dominant positions at various points in time, which impacted 
the regulation of public spaces (ON-4, ON-7, ON-9). The 
prominence of the role of health officials also appeared to 
shift throughout the pandemic.

“Government decision-making happens behind the 
curtain; I will provide input; I typically might not even find 
out about what the decision is until it’s publicly announced. 
It’s quite different. We don’t know about the conversations 
that are happening; we don’t know, necessarily, about who 
else the government has spoken to, unless we hear about it” 
[ON-9, public health official].
One of the challenges identified by respondents were 

restricted and uneven information flows to and from key 
decision-making units, such as the Ministry of Health. For 
example, some respondents perceived the Ministry of Health 
in ON to be closed-off to communication and engagement 
with other sectors. 

“Ministry of Health almost became like MI6 [British 
intelligence agency], during this period. It was very difficult 
to get an answer out of anybody … it was very difficult to get 
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questions answered” [(ON-17, government official)]. 
The approach in QC was similar to that of ON, in that 

decisions were taken through closed-door meetings led by 
the Premier and Cabinet officials, assessing inputs given by 
multiple constituencies, including the equivalent of the Chief 
Medical Officer of Health in QC, the Directeur National de 
Santé Publique, and also private consultants (QC-9, QC-
19). Respondents noted that in reopening decisions around 
public spaces, industry and other interests began to lobby 
for particular measures, resulting in what one respondent 
termed “political games” (QC-10). QC was also unique in its 
enforcement of a curfew at different periods in 2021 and 2022, 
criticized by some as a unilateral measure that exacerbated 
inequalities for particular communities and restricting 
individuals’ access to public spaces.46 Daily or periodic 
announcements from elected officials also began to influence 
decision-making. This became more evident as the province 
moved closer to elections in 2022 (QC-18). 

“The decision-making process was iterative through 
interactions between public health, the health network, the 
national director of public health as intermediary between 
these experts on the scientific side, and on the other side, 
the political actors. Ultimately, decisions were taken by 
political authorities; when a decision was less popular, it 
was sometimes attributed to public health. There were some 
tensions” [QC-19, provincial public health official]. 

Provinces Were Divided in the Extent and Quality of Engagement 
With Non-government Stakeholders
Engagement with non-governmental organizations, 
specifically associations representing various groupings of 
industry, was crucial to developing and implementing public 
space regulations in all provinces. However, there were 
two distinguishing factors: the locus of engagement with 
non-governmental stakeholders and transparency of those 
processes (ie, direct relationships or conversations, working 
groups), and the engagement of public health officials in these 
discussions with non-governmental stakeholders. 

In BC, there was widespread agreement amongst 
respondents that non-governmental stakeholders, particularly 
certain segments of industry and non-profits, were given 
significant voice in shaping policy pertaining to public spaces. 
Non-government respondents noted that their perspectives 
were respected within discussions, repeatedly mentioned how 
this was distinct from their counterparts in other provinces. 

“BC had the strongest relationship with government and 
decision-makers of any of the provinces....except maybe 
some of the Maritime Provinces, they sort of came to that. 
But early on, we formed a real trust relationship between 
us and the various decision-makers in government” [BC-8, 
industry representative].
In BC, the process of engaging with these stakeholders 

took multiple pathways. Non-governmental stakeholders 
noted that they drew upon pre-existing relationships within 
government to help build an entry point to public health 
officials (BC-2, BC-4, BC-5, BC-7, BC-21). Over the first few 
months of the pandemic, a system of coalitions and “industry 
tables” was established, supplemented by smaller tables that 

focused on particular constituencies, such as hospitality 
and small business (BC-3, BC-4, BC-7, BC-8, BC-17, BC-
20, BC-21, BC-22, BC-26). Access points to government by 
non-governmental stakeholders were multiple, with several 
respondents noting bilateral relationships with OPHO (BC-
2, BC-5, BC-8, BC-16, BC-21, BC-24, BC-27), but with 
additional pathways through other government units within 
and outside the health sector (BC-3, BC-5, BC-6, BC-8, BC-
14, BC-17, BC-21). For the faith community, engagement was 
handled in a highly structured manner through a series of 
facilitated dialogues (BC-10).47

“So we saw that government obviously doesn’t have the 
expertise to run the industry, they have the expertise in terms 
of public guidelines, health guidelines. But it was just it was 
magic. It truly was magic. Had we been sitting, waiting for 
WorkSafe slash [OPHO] to reopen our industry, I think it 
would have been a failure, because they don’t know. They 
don’t know the practical side of what can be done” [BC-2, 
industry representative].
Respondents noted that this type of collaborative 

approach was anchored in trust and mutual learning, but 
that it also shifted over time. Public health officials learned 
quickly that engaging non-government stakeholders early 
in the development and communication of measures, and 
supporting them through implementation, was going to be 
crucial to sustaining an effective response strategy. Trust was 
gained in some relationships, leading to some stakeholders 
having a consistent and constructive relationship with public 
health officials (BC-3, BC-4, BC-10), including improvements 
to public health orders48-50 (BC-20, BC-21). In some instances, 
trust eroded due to factors such as leakage of information, legal 
action, or what were perceived as sudden policy decisions (eg, 
decision to halt hospitality activities during New Years’ Eve of 
2021) (BC-6, BC-7, BC-21, BC-23). Broader questions were 
raised about unequal access to government, particularly in 
limited access for public interest or civil society groups (BC-
12).

Interviews with government respondents in NS also report 
a collaborative approach to engaging non-governmental 
actors in policy processes, with one participant reflecting 
that both the “small” nature of the province and more limited 
resources meant that relationships between government and 
non-government stakeholders were important to achieving a 
successful response (NS-4, NS-26). 

“The expectation was that those actors would help us 
ensure compliance with those measures, and advise us on 
when they needed to be changed. So the approach was just 
that, you know, based on the reality that we had limited 
resources, and we were a small province, and we needed to 
work with our civil society in that way” [NS-26, provincial 
government official]. 
However, respondents did note that opposition to public 

health measures became more visible from various non-
governmental sectors as the pandemic wore on (NS-11).

“So Rankin had the biggest wave yet to that point. That’s 
really the third wave, the delta wave, the third wave in a 
spring of 21. And so the previous summer we had the beautiful 
Atlantic bubble, and it was great, people were getting over it, 
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the tourism sector, all the various sectors, were really railing 
against things at that point. Restaurants, tourism, definitely 
arts and culture, all of them” [NS-7, political leader].
In ON, the process of developing relationships between 

government and non-governmental representatives appeared 
comparatively slower, with one respondent from an industry 
association noting that “the first 15 months of the pandemic 
was about access and flow of information” (ON-17). The depth 
of these relationships, specifically in terms of listening to and 
engaging with feedback from non-governmental stakeholders, 
also appeared to be less robust in ON when compared with BC 
and NS. Public health officials at the provincial level also do 
not appear to have been engaged in discussions or negotiations 
with non-government stakeholders. These dynamics had a 
direct impact on the quality of public policy that emerged 
from these processes. Respondents from the health sector for 
example noted that these were “painful” processes (ON-2) of 
determining the application of measures to different sectors. 
Stakeholders outside of government struggled to gain a clear 
reading of what was occurring within government (ON-6). 
One respondent from the business sector noted that they were 
both not consulted on policy measures and they also wanted 
to stay away from policy negotiations around public spaces 
because of its public health impact (ON-16). 

“We weren’t consulted, I know that there were various 
organizations were doing lobbying efforts towards it. We 
stayed out of that, because it was, we saw it as a, public 
health response. But I do know other organizations, were 
in, there lobbying for different things” [ON-16, industry 
representative].
As the pandemic progressed, other ministries in the ON 

government began to serve as conduits for concerns from 
various industries (ON-16). Another pattern that emerged in 
ON was the role of the media in shaping policy decisions, 
particularly in spotlighting issues that were not receiving 
policy attention from the point of view of particular 
constituencies (ON-16). 

“When wave three was emerging, that was the first wave that 
I saw really big pushback from other ministries. Certainly, a lot 
of lobbying from industry, really pushing back on keeping the 
measures in place” [ON-4, provincial health officer]. 

QC was similarly viewed as being more closed to engagement 
to certain types of non-governmental stakeholders, with 
relative degrees of openness depending on the category of 
stakeholder. Civil society organizations had very limited 
engagement provincially, while industry groups attempting 
to “intervene” (QC-24) and had more communication, but 
little room for negotiation. Consulting firms on the other 
hand were actively involved in multiple aspects of pandemic 
policy-making, including around the lifting of public health 
measures (Canadian Broadcasting Corporation 2022).

“Other association, notably gyms and campgrounds tried 
to intervene. But government was strict, very strict. Our 
organisations didn’t have much influence” [QC-24, industry 
association].
As noted by one participant, “public participation in 

decision-making is difficult in normal times. These channels 
have to be pre-established if they’re going to work during crises. 

I didn’t see much of it” [QC-13, regional public health official]. 

Discussion
Health policy challenges are increasingly complex, with few 
issues remaining the sole remit of health or other specific unit 
within government. It is now well-established that obstacles 
to effective collaboration between and with sectors outside of 
health, levels of governments, and non-governmental actors 
contribute to persistent health inequalities.24 These challenges 
are heightened during periods of crisis. In federal countries 
such as Canada, the complexity of governance in a federal and 
decentralized context have presented additional challenges 
to governance,51 particularly during health emergencies.5 
Research that examines collaborative governance during crisis 
from a holistic and relational standpoint, and importantly, 
situates these patterns in institutional, organizational and 
political contexts, is an emerging area of scholarship. Using 
the regulation of public spaces during COVID-19 in four 
Canadian provinces, we deepen theoretical and empirical 
understandings of intersectoral collaboration and governance 
in health emergencies. By focusing on a policy domain that 
traverses governmental and non-governmental actors, we 
generate comparative insights into how these approaches 
were perceived to shape policy choices and by extension, 
health and societal outcomes.

Our research confirms that Canadian provinces differed 
vastly in their approach to intersectoral collaboration in 
governance25 in the regulation of public spaces. We found that 
differing approaches to collaboration across the provinces 
could be assessed through the access of non-decision-makers 
to decision-making forums and processes, the transparency 
of those processes, and the responsiveness of decision-makers 
to non-decision-makers. In BC, the OPHO and select cabinet 
officials (eg, Premier, Minister of Health) shared decision-
making responsibility, while in NS, ON, and QC, cabinet 
official retained central control over decision-making. In BC 
and NS, decision-makers engaged substantively with non-
decision-makers in government (eg, public health officials in 
the NS case, non-health ministries in the BC case) and non-
government organizations through bilateral communciations 
and committees. This engagement generated transparency 
and responsiveness on the part of decision-makers; that 
is, non-decision-makers were generally informed about 
the processes of decision-making and their input was, at 
minimum, seriously considered, if not directly integrated 
into decisions. The opposite was perceived to be true by 
respondents in ON and QC, where non-decision-making 
government and non-government stakeholders appear to 
have inconsistent engagement with decision-makers, even if 
formal committees existed, and limited access to information 
about decision-making processes and justifications, including 
the extent to which stakeholder input was addressed. 

We posit that a combination of institutional frameworks, 
organizational culture and capacity and political support 
fostered higher levels of collaboration within and outside 
government in BC and NS (the latter as reported by government 
respondents), while these same factors constrained 
collaboration in ON and QC. Such factors have been identified 
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previously in analysis on COVID-19 governance6,7,52 and 
in theory on intersectoral collaboration.28 However, few 
empirically driven studies have taken a comparative approach 
using robust empirical data, particularly in federal contexts, 
which allowed us to deepen and nuance these insights. 
Canadian federalism presents a particularly interesting case 
for exploration5 given the highly decentralized nature of 
public health and healthcare.53 Prior research has highlighted 
extremely heterogenous approaches to state-non-goverment 
relationships in provincial politics and policy-making.54 In 
this study, we show how institutional, organizational and 
political factors distinctly shaped approaches to collaboration, 
such as independence of public health authorities, existence of 
First Nations’ health authorities, experience of coordination 
in previous emergencies, existing and new organizational 
mechanisms to coordinate stakeholders, leadership style, 
and individuals’ willingness to work collaboratively. What is 
important is that they amounted to a qualitative difference in 
levels of access to decision-makers and more importantly, a 
bi-directional flow of information between parties. The result 
was a perceived willingness to adopt policy approaches that, 
from the perspective of respondents, considered a broader 
range of inputs beyond transmission and hospitalization and 
resulted in policy more attuned to implementation realities.

The question that follows is why? What might explain vastly 
different approaches to intersectoral collaboration taken by 
these provinces? Zooming out, it is evident that no one causal 
factor can explain these differences. Each province’s unique 
institutional structure for public health is certainly a factor, 
as demonstrated by the varied roles of public health offices 
displayed in Table 1. Organizational culture evidently varied 
considerably across the provinces, with more collaborative 
leadership styles and team cultures playing a crucial role in 
participation across policy communities. Each province also 
navigated unique political contexts, although it is evident 
that in provinces such as BC where public health officials 
had considerable independence, political support was a 
key facilitator of their efforts. Connecting these factors is a 
value-laden choice of acknowledging the political nature of 
COVID-19 policy. In BC and NS, there appears to have been 
more willingness to openly approach COVID-19 policy as a 
political set of decisions (ie, a willingness to engage with the 
trade-offs on various public health measures and other public 
policy decisions). In ON and QC, while policy-making was 
no less political, there was an opacity to decision-making 
that was, in the view of some respondents, under the guise 
of being a health-forward decision-making process. It is also 
important to recognize the myriad other factors that shape 
decision-making, such as population size, economic context, 
and governance capacity.

One of the key findings from this study is complicating 
understandings of access. Existing studies on the role of non-
governmental stakeholders in shaping pandemic response 
have largely drawn on large-N survey data.20,21 Through direct 
accounts from respondents, our study provides institutional, 
organizational and political context for how access takes 
place in practice during health emergencies. We illustrate 
that intersectoral collaboration during health crisis traverses 

multiple sectors and levels within and beyond government, 
calling for a broader analytical lens to more effectively 
understand the dynamics at play. We find that approaches 
to communication, transparency and relationships were not 
specific to internal dynamics within government or between 
siloes of government and non-government stakeholders. 
The locus of decision-making, involvement of public health 
leadership, the well worn ways in which power circulated 
prior to the pandemic, and the open or closed nature of access, 
diffused across the system, with important implications on 
access, and therefore, the types of policy that is put forward.55 
Emerson and colleagues35 have advanced similar notions 
of systems approaches to collaborative governance that 
center specific “collaboration dynamics,” such as principled 
engagement, shared motivation and capacity for joint action, 
and we encourage more research that adopts this framing to 
studying how collaboration dynamics evolve and shift during 
periods of crisis in a range of settings. While not the scope of 
this research, there are also important questions about how 
these relationships evolve after crisis; are there “residual” 
benefits to non-emergency periods?

Examining the institutional and organizational aspects 
more closely, our findings have particular relevance for the 
study of the balance between institutional structures and 
actor agency in intersectoral collaboration for health. Health 
governance scholarship that has unpacked the relationship 
between “hard” and “soft” mechanisms of governance,56 
and between the agency of individual policy actors and 
institutional structures57 is informative for interpreting this 
finding. “Hard” mechanisms for coordination, including 
formal organizational relationships and increased and/or 
redistributed resources and “soft” mechanisms including 
individual or organizational-level commitments to 
leadership, network building and communication were both 
seen as crucial to effective pandemic response strategy56 

and in other health domains.57 Our findings build on these 
studies by bringing the role of interest groups in; “hard” 
mechanisms for coordination within and outside government 
(eg, new or existing tables or working groups including with 
interest groups) created the conditions under which “soft” 
mechanisms of coordination, such as trust-building, shared 
purpose and collaborative leadership approaches, could 
flourish under challenging conditions, with actors that do not 
typically engage closely together in policy.

Even in situations where respondents perceived higher 
levels of collaboration (eg, access, transparency, sustained 
cooperation, coalition building), there remained disparities 
in access to decision-makers. The available literature on the 
politics of interest groups at the national and subnational levels 
during COVID-19 suggests that interest groups representing 
economic sectors secured access to decision-makers more 
effectively than those representing societal interests.21,58 Our 
findings build on this literature by confirming that some 
interest groups, largely representing economic interests, did 
develop productive working relationships with government, 
but that access varied with societal groups (eg, more access for 
faith communities over other constituencies). Such disparities 
in access were not limited to non-governmental stakeholders. 
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In BC, respondents noted that First Nations experienced 
hesitancy and inaction earlier on in decision-making 
communities (although this evolved to be more collaborative). 
Pursuing collaborative governance meant decision-makers 
had to manage relationships and interests and balance health 
and societal policy objectives. In the context of a protracted 
emergency response, this necessitated difficult choices that 
would aggravate particular constituencies, particularly 
those groups that are not well-organized or resourced. 
From an equity standpoint, this raises important questions 
about building more inclusive structures for participation 
that encourage engagement with constituencies with fewer 
organizational resources but are no less affected.20 The 
scope for regulatory capture is also important to recognize 
in conditions of unequal access, as evidenced in numerous 
domains of health policy.59

It is important to note some limitations to this study. First, 
participants were discussing their perspectives on episodes 
that had occurred during a period of high pressure and 
therefore, there is the potential for some retrospective recall 
bias. Further challenges with recall are possible due to the fact 
that respondents were describing events months or years in 
the past. Second, as with many qualitative studies, the data 
were shaped by sampling constraints such as respondent 
unavailability, and certain perspectives may therefore be 
absent from the analysis. In particular, perspectives from non-
government stakeholders were underrepresented, especially 
in the NS case, which relied entirely on government accounts, 
and from those organizations representing community 
and marginalized group interests. We recognize that these 
perspectives would strengthen the credibility of the analysis, 
particularly with respect to grouping BC and NS as provinces 
that collaboratively engaged non-government stakeholders. 
That is, interviews with NS non-government stakeholders 
may differ in their accounts of inclusion as compared to 
government interviewees. To the extent possible, we mitigated 
these concerns through a rigorous process of triangulation 
across respondents and with data sources such as documents. 
Third, as is typical in qualitative research, the analysts’ co-
constructive role in development of themes requires readers 
to interpret our findings with appropriate caution. Fourth, 
the translation of study materials may have introduced some 
interpretive bias; however, the analysts’ strong bilingual 
capabilities and familiarity with the Canadian healthcare 
and public health systems helped minimize this risk. Finally, 
this study focuses on four Canadian provinces and therefore, 
readers should contextualize these findings when considering 
their application to other settings.

Although this study did not seek to assess policy 
effectiveness, our analysis shows a difference in perception 
regarding transparency, communication, and engagement 
across these contexts. Exploring these learnings are important 
for several reasons. First, there is growing concern about 
declining trust in government officials and public health 
leaders,60 including regarding the rationale behind policy 
decisions that extend beyond traditional health domains,61 
such as the regulations discussed here affecting public space 
and mobility. Second, the quality of intersectoral collaboration 

and governance has implications that extend well beyond 
crisis response. Finally, as health policy becomes increasingly 
complex and interdependent,9 there is a need for more 
nuanced approaches to understanding both the perceived 
benefits and potential risks associated with different models 
of collaboration. Attending to and learning from these models 
of collaboration is therefore critical for informing improved 
governance strategies in crises and beyond, particularly in 
federal contexts such as Canada where province-specific 
strategies cannot impede from cross-provincial diffusion of 
disease or other emergencies.

Our research has several policy and practice implications. 
First, practical guidance on intersectoral health governance 
is increasing,62 and would benefit from integrating these 
and other findings on the realities of how government and 
non-government networks traverse sectors and levels of 
government to collaborate. Literature on trust, network 
building, and collaboration dynamics, are important areas 
to consider.35 Second, further understanding of how to 
balance collaborative governance and conflict management is 
urgently required, given the possibility for regulatory capture 
in health governance. Third, understanding how to build up 
collaborative governance through public interest groups (eg, 
civil society organizations), Indigenous governance units, 
and the legislature, will enrich knowledge on participatory 
governance. Finally, additional research on ‘best practices’ in 
collaboration within government is urgently needed globally 
given the growing complexity of public health challenges.

Conclusion
This paper advances scholarship on the dynamics of 
intersectoral collaboration in governing health emergencies, by 
contrasting the experiences of four Canadian provinces in the 
regulation of public spaces during the COVID-19 pandemic. 
Provincial approaches to collaboration within and outside 
government varied from proactive and inclusive to reactive 
and guarded. Drivers behind these differences included 
institutional frameworks, political factors and organizational 
culture and capacity. Robust stakeholder consultation and 
management within and outside government is crucial to 
managing complex policy challenges, including during crises.

Acknowledgements
Thanks to Aidan Bodner, Maxwell Cameron, Noel Guscott, 
David Patrick, Toktam Movassagh, Candice Ruck, and 
Camille Trapé. Thanks also to our participants for their time 
and insights.

Disclosure of artificial intelligence (AI) use
Not applicable.

Ethical issues 
The studies were conducted in accordance with the local legislation and 
institutional requirements. The participants provided their written informed 
consent to participate in this study. The research project as a whole received 
ethics approval from the Science and Health Research Ethics Board at the 
University of British Columbia (Research Ethics Board: H21- 03474). Approvals 
were also received from the university ethics boards of co-principal investigators 
in each province: the Research Ethics Board at Dalhousie University, NS 
(decision 2022–6103); the Institutional Review Ethics Board, University of 
Toronto (Protocol number: 00042662); and the Comité d’éthique de la recherche 



Sriram et al

          International Journal of Health Policy and Management, 2026;15:9604 13

en sciences et en santé, Université de Montréal, Québec (decision 2022–1582).

Conflicts of interest 
Authors declare that they have no conflicts of interest. 

Data availability statement
To protect participants’ identities, data from this study is confidential and not 
available for review.

Authors’ contributions 
Conceptualization: Veena Sriram, Leah Shipton, Sara Allin, Lara Gautier, 
Katherine Fierlbeck, and Peter Berman.
Data curation: Veena Sriram, Leah Shipton, Sara Allin, Lara Gautier, Katherine 
Fierlbeck, Alessia Montecalvo, and Susan Usher.
Formal analysis: Veena Sriram, Leah Shipton, Lara Gautier, Alessia Montecalvo, 
and Susan Usher.
Funding acquisition: Sara Allin, Katherine Fierlbeck, and Peter Berman.
Investigation: Veena Sriram, Leah Shipton, Sara Allin, Lara Gautier, Katherine 
Fierlbeck, Alessia Montecalvo, Susan Usher, and Peter Berman.
Methodology: Veena Sriram, Leah Shipton, Lara Gautier, and Susan Usher.
Project administration: Veena Sriram, Leah Shipton, and Peter Berman.
Supervision: Veena Sriram, Leah Shipton, Sara Allin, Lara Gautier, Katherine 
Fierlbeck, and Peter Berman.
Writing–original draft: Veena Sriram and Leah Shipton.
Writing–review & editing: Veena Sriram, Leah Shipton, Sara Allin, Lara Gautier, 
Katherine Fierlbeck, Alessia Montecalvo, Susan Usher, and Peter Berman.

Funding statement 
This article was written with the assistance of the Canadian Institutes of Health 
Research (CIHR) (Grant number: 470167).

Authors’ affiliations
1School of Population and Public Health, University of British Columbia, 
Vancouver, BC, Canada. 2School of Public Policy and Global Affairs, University of 
British Columbia, Vancouver, BC, Canada. 3School of Public Policy, Simon Fraser 
University, Vancouver, BC, Canada. 4Institute of Health Policy, Management and 
Evaluation, University of Toronto, Toronto, ON, Canada. 5Department of Health 
Management, Policy and Evaluation, School of Public Health, Université de 
Montréal, Montréal, QC, Canada. 6Department of Political Science, Dalhousie 
University, Halifax, NS, Canada. 7Department of Equity, Ethics and Policy, McGill 
University, Montréal, QC, Canada.

References
1.	 Weible CM, Nohrstedt D, Cairney P, et al. COVID-19 and the policy 

sciences: initial reactions and perspectives. Policy Sci. 2020;53(2):225-
241. doi:10.1007/s11077-020-09381-4 

2.	 Chiang YA, Pacca L, Vable A, Carton T, Pletcher MJ, Hamad R. 
Trajectories and patterns of US counties’ policy responses to the 
COVID-19 pandemic: a sequence analysis approach. SSM Popul Health. 
2025;29:101734. doi:10.1016/j.ssmph.2024.101734  

3.	 Agyapon-Ntra K, McSharry PE. A global analysis of the effectiveness of 
policy responses to COVID-19. Sci Rep. 2023;13(1):5629. doi:10.1038/
s41598-023-31709-2 

4.	 Greer SL, King EJ, da Fonseca EM, Peralta-Santos A. The comparative 
politics of COVID-19: The need to understand government responses. 
Global Public Health. 2020;15(9):1413-1416. doi:10.1080/17441692.202
0.1783340 

5.	 Fierlbeck K, Gautier L, Usher S, Allin S, Sriram V, Berman P. Testing 
“the science”: A comparative analysis of COVID-19 testing policy across 
four Canadian provinces. Soc Sci Med. 2025;371:117880. doi:10.1016/j.
socscimed.2025.117880  

6.	 Brubacher LJ, Hasan MdZ, Sriram V, et al. Investigating the influence 
of institutions, politics, organizations, and governance on the COVID-19 
response in British Columbia, Canada: a jurisdictional case study protocol. 
Health Res Policy Syst. 2022;20(1):74. doi:10.1186/s12961-022-00868-5 

7.	 Christensen T, Lægreid P. Balancing governance capacity and legitimacy: 
how the Norwegian government handled the COVID-19 crisis as a high 
performer. Public Adm Rev. 2020;80(5):774-779. doi:10.1111/puar.13241 

8.	 Kork AA, Paananen H, Kihlström L, Tynkkynen LK. Frames of cooperation: 
interactional dynamics of pandemic governance networks. Public Manag 
Rev. 2025;1-33. doi:10.1080/14719037.2025.2557860 

9.	 Buse K, Tomson G, Kuruvilla S, et al. Tackling the politics of intersectoral 

action for the health of people and planet. BMJ. 2022;376:e068124. 
doi:10.1136/bmj-2021-068124 

10.	 Barbazza E, Tello JE. A review of health governance: definitions, 
dimensions and tools to govern. Health Policy. 2014;116(1):1-11. 
doi:10.1016/j.healthpol.2014.01.007  

11.	 Christensen T, Ma L. Comparing SARS and COVID-19: challenges of 
governance capacity and legitimacy. Public Organization Review. 2021; 
21(4):629-645. doi:10.1007/s11115-021-00510-y 

12.	 Torfing J. Governance Networks. In: Levi-Faur D, ed. The Oxford 
Handbook of Governance. Oxford University Press; 2012. doi:10.1093/
oxfordhb/9780199560530.013.0007  

13.	 Binderkrantz A. Different groups, different strategies: how interest groups 
pursue their political ambitions. Scan Polit Stud. 2008;31(2):173-200. 
doi:10.1111/j.1467-9477.2008.00201.x 

14.	 Bubela T, Flood CM, McGrail K, Straus SE, Mishra S. How Canada’s 
decentralised COVID-19 response affected public health data and 
decision making. BMJ. 2023;382:e075665. doi:10.1136/bmj-2023-075665 

15.	 Steytler N. Federalism Under Pressure: Federal ‘Health’ Factors and ‘Co-
morbidities.’ In: Comparative Federalism and COVID-19: Combating the 
Pandemic. Routledge; 2022.

16.	 Lynch J, Gollust SE. Introduction to “Subnational COVID-19 
Politics and Policy.” J Health Polit Policy Law. 2021;46(6):925-928. 
doi:10.1215/03616878-9349086  

17.	 Jüptner P, Klimovský D. Vertical and horizontal intergovernmental 
relations during the first wave of the COVID-19 crisis: experience from the 
extremely fragmented CEE countries. Local Gov Stud. 2022;48(2):232-
350. doi:10.1080/03003930.2021.1944858 

18.	 Kuhlmann S, Franzke J. Multi-level responses to COVID-19: crisis 
coordination in Germany from an intergovernmental perspective. Local 
Gov Stud. 2022;48(2):312-334. doi:10.1080/03003930.2021.1904398 

19.	 Carlitz R, Yamanis T, Mollel H. Coping with denialism: how street-level 
bureaucrats adapted and responded to COVID-19 in Tanzania. J Health 
Polit Policy Law. 2021;46(6):989-1017. doi:10.1215/03616878-9349128 

20.	 Crepaz M, Junk WM, Hanegraaff M, Berkhout J. Viral Lobbying: 
Strategies, Access and Influence During the COVID-19 Pandemic. 1st 
ed. Vol. 3. Berlin/Boston: De Gruyter; 2022.  doi:10.1515/9783110783148 

21.	 Junk WM, Crepaz M, Hanegraaff M, Berkhout J, Aizenberg E. Changes 
in interest group access in times of crisis: no pain, no (lobby) gain. J Eur 
Public Policy. 2022;29(9):1374-1394. doi:10.1080/13501763.2021.19689
36 

22.	 Li B, Qian J, Xu J, Li Y. Collaborative governance in emergencies: 
Community food supply in COVID-19 in Wuhan, China. Urban Governance. 
2022;2(1):188-196. doi:10.1016/j.ugj.2022.03.002 

23.	 Jeong BG, Kim SJ. The government and civil society collaboration against 
COVID-19 in South Korea: a single or multiple actor play? Nonprofit Policy 
Forum. 2021;12(1):165-187. doi:10.1515/npf-2020-0051 

24.	 Such E, Smith K, Woods HB, Meier P. Governance of intersectoral 
collaborations for population health and to reduce health inequalities 
in high-income countries: a complexity-informed systematic  review. 
Int J Health Policy Manag. 2022;11(12):2780-2792. doi:10.34172/
ijhpm.2022.6550  

25.	 Wanna J. Collaborative Government: Meanings, Dimensions, Drivers 
and Outcomes. In: Collaborative Governance: A new era of public policy 
in Australia. Canberra, Australia: ANU ePress; 2008. doi:10.22459/
CG.12.2008.01 

26.	 Leeson PT, Thompson HA. Chapter 23: COVID-19 and the interest group 
approach to government. In: Handbook on the Political Economy of Health 
Systems. Cheltenham, UK: Edward Elgar Publishing; 2023:397-411.  doi:
10.4337/9781800885066.00032 

27.	 Beyers J, Braun C. Ties that count: explaining interest group access 
to policymakers. J Public Policy. 2014;34(1):93-121. doi:10.1017/
S0143814X13000263 

28.	 Klijn EH, Koppenjan JFM.  Governance network theory: past, present and 
future. Policy Polit. 2012;40(4):187-206. 

29.	 Carroll BJ, Brummel L, Toshkov D, Yesilkagit K. Multilevel governance and 
responses to the COVID-19 pandemic: a systematic literature review. Reg 
Fed Stud. 2025;35(2):305-326.  doi:10.1080/13597566.2023.2292997 

30.	 Cameron-Blake E, Breton C, Sim P. Variation in the Canadian provincial 
and territorial responses to COVID-19 [BSG-WP-2021/039]. 2021. 
(BSG Working Paper Series). https://www.bsg.ox.ac.uk/sites/default/
files/2021-03/BSG-WP-2021-039.pdf. 

31.	 Honey-Rosés J, Anguelovski I, Chireh V, et al. The impact of COVID-19 

https://doi.org/10.1007/s11077-020-09381-4
https://doi.org/10.1016/j.ssmph.2024.101734
https://doi.org/10.1038/s41598-023-31709-2
https://doi.org/10.1038/s41598-023-31709-2
https://doi.org/10.1080/17441692.2020.1783340
https://doi.org/10.1080/17441692.2020.1783340
https://doi.org/10.1016/j.socscimed.2025.117880
https://doi.org/10.1016/j.socscimed.2025.117880
https://doi.org/10.1186/s12961-022-00868-5
https://doi.org/10.1111/puar.13241
https://doi.org/10.1080/14719037.2025.2557860
https://doi.org/10.1136/bmj-2021-068124
https://doi.org/10.1016/j.healthpol.2014.01.007
https://doi.org/10.1007/s11115-021-00510-y
https://doi.org/10.1093/oxfordhb/9780199560530.013.0007
https://doi.org/10.1093/oxfordhb/9780199560530.013.0007
https://doi.org/10.1111/j.1467-9477.2008.00201.x
https://doi.org/10.1136/bmj-2023-075665
https://doi.org/10.1215/03616878-9349086
https://doi.org/10.1080/03003930.2021.1944858
https://doi.org/10.1080/03003930.2021.1904398
https://doi.org/10.1215/03616878-9349128
https://doi.org/10.1515/9783110783148
https://doi.org/10.1080/13501763.2021.1968936
https://doi.org/10.1080/13501763.2021.1968936
https://doi.org/10.1016/j.ugj.2022.03.002
https://doi.org/10.1515/npf-2020-0051
https://doi.org/10.34172/ijhpm.2022.6550
https://doi.org/10.34172/ijhpm.2022.6550
https://doi.org/10.22459/CG.12.2008.01
https://doi.org/10.22459/CG.12.2008.01
https://doi.org/10.4337/9781800885066.00032
https://doi.org/10.1017/S0143814X13000263
https://doi.org/10.1017/S0143814X13000263
https://doi.org/10.1080/13597566.2023.2292997
https://www.bsg.ox.ac.uk/sites/default/files/2021-03/BSG-WP-2021-039.pdf
https://www.bsg.ox.ac.uk/sites/default/files/2021-03/BSG-WP-2021-039.pdf


Sriram et al

 International Journal of Health Policy and Management, 2026;15:960414

on public space: an early review of the emerging questions – design, 
perceptions and inequities. Cities Health. 2020;5:1-17. doi:10.1080/237
48834.2020.1780074 

32.	 Berman P, Cameron MA, Gaurav S, et al. Improving the response to 
future pandemics requires an improved understanding of the role played 
by institutions, politics, organization, and governance. PLOS Glob Public 
Health. 2023;3(1):e0001501. doi:10.1371/journal.pgph.0001501

33.	 Ansell C, Gash A. Collaborative governance in theory and practice. J 
Public Adm Res Theory. 2008;18(4):543-571. doi:10.1093/jopart/mum032 

34.	 Sørensen E, Torfing J. Theoretical approaches to governance network 
dynamics. In: Sørensen E, Torfing J, eds. Theories of Democratic 
Network Governance. London: Palgrave Macmillan UK; 2007:25-42. 
doi:10.1057/9780230625006_2  

35.	 Emerson K, Nabatchi T, Balogh S. An integrative framework for 
collaborative governance. J Public Adm Res Theory. 2012;22(1):1-29. 
doi:10.1093/jopart/mur011 

36.	 Yin R. Case Study Research Design and Methods. 5th ed. SAGE 
Publications; 2014.

37.	 Cassola A, Fafard P, Nagi R, Hoffman SJ. Tensions and opportunities in the 
roles of senior public health officials in Canada: a qualitative study. Health 
Policy. 2022;126(10):988-995.  doi:10.1016/j.healthpol.2022.07.009 

38.	 Dalglish SL, Khalid H, McMahon SA. Document analysis in health policy 
research: the READ approach. Health Policy Plan. 2020;35(10):1424-
1431. doi:10.1093/heapol/czaa064 

39.	 Abfalter D, Mueller-Seeger J, Raich M. Translation decisions in qualitative 
research: a systematic framework. Int J Soc Res Methodol. 2021; 
24(4):469-486. doi:10.1080/13645579.2020.1805549 

40.	 Brubacher LJ, Hasan MZ, Sriram V, et al. Investigating the influence of 
institutions, politics, organizations, and governance on the COVID-19 
response in British Columbia, Canada: a jurisdictional case study protocol. 
Health Res Policy Syst. 2022;20(1):74. doi:10.1186/s12961-022-00868-5

41.	 Jenkins EK, Slemon A, Haines-Saah RJ, Oliffe J. A guide to multisite 
qualitative analysis. Qual Health Res. 2018;28(12):1969-1977. 
doi:10.1177/1049732318786703  

42.	 DeCuir-Gunby J, Marshall P, Mcculloch A. Developing and using 
a codebook for the analysis of interview data: an example from a 
professional development research project. Field methods. 2011;23:136-
155. doi:10.1177/1525822X10388468 

43.	 Gilson L, Hanson K, Sheikh K, Agyepong IA, Ssengooba F, Bennett 
S. Building the field of health policy and systems research: social 
science matters. PLoS Med. 2011;8(8):e1001079. doi:10.1371/journal.
pmed.1001079 

44.	 Mays N, Pope C. Qualitative research in health care. Assessing quality 
in qualitative research. BMJ. 2000;320(7226):50-52. doi:10.1136/
bmj.320.7226.50 

45.	 Sandelowski M. Sample size in qualitative research. Res Nurs Health. 
1995;18(2):179-183. doi:10.1002/nur.4770180211 

46.	 Gouvernement du Québec,. Montreal’s 2022 point-in-time count of people 
experiencing homelessness - Indigenous Populations. 2024.  https://
santepubliquemontreal.ca/sites/drsp/files/media/document/DRSP_
Pub_2025_02_04_Fascicule7_PopulationsAutochtones_EN.pdf. 

47.	 SFU Morris J. Wosk Centre for Dialogue. Faith and Spiritual Leaders 
Dialogue Series. 2021. https://www.sfu.ca/content/dam/sfu/dialogue/
ImagesAndFiles/SharedLearningPage/EventReports/PDFs/Faith%20
and%20Spiritual%20Leaders%20Dialogue%20Series-%20Internal%20
Report.pdf. 

48.	 Office of the Provincial Health Officer. Restaurants, Coffee Shops, Cafes, 
Cafeterias and Licensed Premises, Including Pubs, Bars, Lounges, 

Nightclubs and Tasting Rooms. 2020. https://www2.gov.bc.ca/assets/
gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-
officer/covid-19/archived-docs/pho_order_nightclubs_food_drink_
july_31_2020.pdf. 

49.	 Office of the Provincial Health Officer. Variance of the Gatherings and 
Events Order of the Provincial Health Officer to Permit Inside Worship 
Services – June 15, 2021. 2021. https://www2.gov.bc.ca/assets/gov/
health/about-bc-s-health-care-system/office-of-the-provincial-health-
officer/covid-19/archived-docs/covid-19-variance-indoor-worship-
june-15-2021.pdf. 

50.	 Office of the Provincial Health Officer. Variance of the Gatherings and 
Events Order of the Provincial Health Officer to Permit Inside Worship 
Services – May 26, 2021. 2021. https://www2.gov.bc.ca/assets/gov/
health/about-bc-s-health-care-system/office-of-the-provincial-health-
officer/covid-19/archived-docs/covid-19-variance-outdoor-worship-
may-26-2021.pdf. 

51.	 Fierlbeck K. Public health and collaborative governance. Can Public Adm. 
2010;53(1):1–19.  doi:10.1111/j.1754-7121.2010.00110.x 

52.	 Baum F, Musolino C, Freeman T, et al. Thinking politically about intersectoral 
action: ideas, interests and institutions shaping political dimensions of 
governing during COVID-19. Health Policy Plan. 2024;39(Suppl 2):i75-i92. 
doi:10.1093/heapol/czae047 

53.	 Migone AR. Trust, but customize: federalism’s impact on the Canadian 
COVID-19 response. Policy Soc. 2020;39(3):382-402. doi:10.1080/1449
4035.2020.1783788 

54.	 Atkinson M, Béland D, Marchildon G, Mcnutt K, Phillips P, Rasmussen 
K. Governance and Public Policy in Canada: A View from the Provinces. 
University of Toronto Press; 2013.

55.	 Eady G, Rasmussen A. The unequal effects of the COVID-19 pandemic 
on political interest representation. Polit Behav. 2022;1-25. doi:10.1007/
s11109-022-09842-x  

56.	 Turner S, Segura C, Niño N. Implementing COVID-19 surveillance 
through inter-organizational coordination: a qualitative study of three 
cities in Colombia. Health Policy Plan. 2022;37(2):232-242. doi:10.1093/
heapol/czab145 

57.	 Thow AM, Harris P, Lencucha R. Vision, relationships, patience … 
and power: A qualitative analysis of how policy agents scale up cross-
sectoral policy for nutrition. Soc Sci Med. 2025;372:117939. doi:10.1016/j.
socscimed.2025.117939 

58.	 Beaujoin C, Gautier L, Gagnon-Dufresne MC, et al. “It felt like building a 
plane while in flight”: the consideration of social inequalities in the design 
and planning of a contact-tracing intervention for COVID-19 in Montreal, 
Quebec. Can J Public Health. 2023;114(3):346-357. doi:10.17269/
s41997-023-00759-4 

59.	 Lacy-Nichols J, Williams O. “Part of the solution”: Food corporation 
strategies for regulatory capture and legitimacy. Int J Health Policy 
Manag. 2021;10(12):845-856. doi:10.34172/ijhpm.2021.111  

60.	 Perlis RH, Ognyanova K, Uslu A, et al. Trust in physicians and 
hospitals during the COVID-19 pandemic in a 50-state survey of 
US adults. JAMA Netw Open. 2024;7(7):e2424984. doi:10.1001/
jamanetworkopen.2024.24984 

61.	 SteelFisher GK, Findling MG, Caporello HL, et al. Trust in US federal, 
state, and local public health agencies during COVID-19: responses 
and policy implications. Health Aff (Millwood). 2023;42(3):328-337. 
doi:10.1377/hlthaff.2022.01204 

62.	 World Health Organization (WHO). Working together for equity and 
healthier populations: sustainable multisectoral collaboration based on 
Health in All Policies approaches. Geneva, Switzerland: WHO; 2023.

https://doi.org/10.1080/23748834.2020.1780074
https://doi.org/10.1080/23748834.2020.1780074
https://doi.org/10.1371/journal.pgph.0001501 
https://doi.org/10.1093/jopart/mum032
https://doi.org/10.1057/9780230625006_2
https://doi.org/10.1093/jopart/mur011
https://doi.org/10.1016/j.healthpol.2022.07.009
https://doi.org/10.1093/heapol/czaa064
https://doi.org/10.1080/13645579.2020.1805549
https://doi.org/10.1186/s12961-022-00868-5 
https://doi.org/10.1177/1049732318786703
https://doi.org/10.1177/1525822X10388468
https://doi.org/10.1371/journal.pmed.1001079
https://doi.org/10.1371/journal.pmed.1001079
https://doi.org/10.1136/bmj.320.7226.50
https://doi.org/10.1136/bmj.320.7226.50
https://doi.org/10.1002/nur.4770180211
https://santepubliquemontreal.ca/sites/drsp/files/media/document/DRSP_Pub_2025_02_04_Fascicule7_PopulationsAutochtones_EN.pdf
https://santepubliquemontreal.ca/sites/drsp/files/media/document/DRSP_Pub_2025_02_04_Fascicule7_PopulationsAutochtones_EN.pdf
https://santepubliquemontreal.ca/sites/drsp/files/media/document/DRSP_Pub_2025_02_04_Fascicule7_PopulationsAutochtones_EN.pdf
https://www.sfu.ca/content/dam/sfu/dialogue/ImagesAndFiles/SharedLearningPage/EventReports/PDFs/Faith and Spiritual Leaders Dialogue Series- Internal Report.pdf
https://www.sfu.ca/content/dam/sfu/dialogue/ImagesAndFiles/SharedLearningPage/EventReports/PDFs/Faith and Spiritual Leaders Dialogue Series- Internal Report.pdf
https://www.sfu.ca/content/dam/sfu/dialogue/ImagesAndFiles/SharedLearningPage/EventReports/PDFs/Faith and Spiritual Leaders Dialogue Series- Internal Report.pdf
https://www.sfu.ca/content/dam/sfu/dialogue/ImagesAndFiles/SharedLearningPage/EventReports/PDFs/Faith and Spiritual Leaders Dialogue Series- Internal Report.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/pho_order_nightclubs_food_drink_july_31_2020.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/pho_order_nightclubs_food_drink_july_31_2020.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/pho_order_nightclubs_food_drink_july_31_2020.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/pho_order_nightclubs_food_drink_july_31_2020.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/covid-19-variance-indoor-worship-june-15-2021.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/covid-19-variance-indoor-worship-june-15-2021.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/covid-19-variance-indoor-worship-june-15-2021.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/covid-19-variance-indoor-worship-june-15-2021.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/covid-19-variance-outdoor-worship-may-26-2021.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/covid-19-variance-outdoor-worship-may-26-2021.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/covid-19-variance-outdoor-worship-may-26-2021.pdf
https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/covid-19/archived-docs/covid-19-variance-outdoor-worship-may-26-2021.pdf
https://doi.org/10.1111/j.1754-7121.2010.00110.x
https://doi.org/10.1093/heapol/czae047
https://doi.org/10.1080/14494035.2020.1783788
https://doi.org/10.1080/14494035.2020.1783788
https://doi.org/10.1007/s11109-022-09842-x
https://doi.org/10.1007/s11109-022-09842-x
https://doi.org/10.1093/heapol/czab145
https://doi.org/10.1093/heapol/czab145
https://doi.org/10.1016/j.socscimed.2025.117939
https://doi.org/10.1016/j.socscimed.2025.117939
https://doi.org/10.17269/s41997-023-00759-4
https://doi.org/10.17269/s41997-023-00759-4
https://doi.org/10.34172/ijhpm.2021.111
https://doi.org/10.1001/jamanetworkopen.2024.24984
https://doi.org/10.1001/jamanetworkopen.2024.24984
https://doi.org/10.1377/hlthaff.2022.01204

