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S u m m a r y

Life Before Pharmacare

In the fall of 2007, the Canadian Health Coalition (CHC) began a series of 
groundbreaking hearings in communities across the country. It was the first time 
that public hearings had been organized to deal specifically with Canadians’ 
experiences and insights regarding the cost, effectiveness, appropriateness, and 
availability of prescription drugs.

This report features the stories told by people who appeared at the hearings. 
For example, Gretta Ross of Sarnia, Ontario, who said: “The burden of a loved 
one being sick in front of you and going down with dementia, is enough. Last 
year we were $6,000 in debt with drug bills. Now we are faced with losing our 
home. We both worked hard all our lives and I don’t think that’s right.”

Over 250 people made presentations at the hearings. Many spoke of their 
personal experiences with injuries, illnesses, and chronic conditions that require 
prescription drugs. Doctors, nurses, pharmacists, and social workers spoke 
about the difficulties faced by their patients and clients because prescription 
drugs are not within reach.

The stories collected in this report will help explain to politicians, policy-
makers and journalists why we urgently need a national drug plan and better 
management of pharmaceuticals in health care.

Canadians tend to believe that everyone is taken care of when it comes to 
prescription drugs. We think that elderly people are covered by provincial drug 
plans; that people in need are covered by social assistance; and that working 
people get drug coverage through employer benefit plans. But the hearings, and 
much research in the field, show this is not the case. Many Canadians do not 
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have drug coverage of any kind, and those who do are facing exorbitant and 
ever-increasing costs.

Medicare, our universal, public health care insurance plan, was introduced 
over 40 years ago. Since then, pharmaceuticals have fundamentally changed the 
nature of health care and yet they are still not included in Medicare.

Instead, we have a patchwork of private and public plans that are full of holes, 
leaving many Canadians without comprehensive drug coverage. Some people 
can afford to pay for drug insurance or the drugs themselves, but others cannot. 
This situation is reminiscent of the days before Medicare, so this report is called 
“Life Before Pharmacare.”

At the end of this report, there is a list of recommended actions needed to 
rectify this inequity. At the top of the list is a call for a universal public drug plan 
that would be cost-shared by federal and provincial governments and employers, 
and administered by provinces and territories.

This is what many people at the hearings called for. In the words of Philip 
Lillies of Moncton, whose wife who suffers from multiple sclerosis: “Efficiency 
is one of the strongest arguments for implementing a comprehensive, universal 
pharmacare program. The hodge-podge of programs that attempt to substitute 
for it is not only unfair; they are also costly both in a financial sense and a social 
sense.”

For information on the Canadian Health Coalition’s Pharmacare Campaign, 
visit www.healthcoalition.ca/pharmacare-now.html.

http://www.healthcoalition.ca/pharmacare-now.html
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1 	 Canadians Speak Up About 
the Suffering Caused by 
Inaction on Pharmacare

In the fall of 2007, the Canadian Health Coalition (CHC) began a series of 
groundbreaking hearings in communities across Canada. It was the first time 
that public hearings had been organized to deal specifically with Canadians’ 
experiences and insights regarding the cost, effectiveness, appropriateness, and 
availability of prescription drugs. Hearings were open to everyone with an inter-
est in a public drug insurance plan. The stories collected in this report will help 
explain to politicians, policy-makers and journalists why Canadians urgently 
need a national drug plan and better management of pharmaceuticals in health 
care.

As the hearings moved from British Columbia to the Northwest Territories 
to Newfoundland, Canadians from all walks of life spoke about the impact on 
their lives of the rising cost of pharmaceuticals. Many wondered why drugs are 
covered by provincial health care plans if a person is hospitalized, but it’s pay-
as-you-go as soon as a patient is discharged. Others asked if prescription drugs 
have become the answer for almost all medical ailments when in many cases 
other less expensive treatments would be more effective. Still others were frus-
trated by a confusing patchwork of provincial drug plans that meant a person’s 
prescriptions were covered in one province but not in another.

In total, over 250 people made presentations during the hearings. Many 
spoke of their personal experiences with injuries, illnesses, and chronic condi-
tions that require prescription drugs. Doctors, nurses, pharmacists, and social 
workers spoke about the difficulties faced by their patients and clients because 
prescription drugs are not within reach. Some presenters spoke as representa-
tives of organizations such as social planning councils, political parties, unions, 
and advocacy groups.
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As the hearings stretched from October 2007 through to the end of March, 
2008, and moved from Victoria and Saskatoon to Sarnia and St. John’s, it became 
clear that in all parts of Canada people are going without necessary prescription 
drugs because they cannot afford to pay for them. It also became clear that there 
were a number of reasons for this. Some people simply don’t earn enough money 
to pay for the necessities of life and a hefty monthly payment for prescription 
drugs. Others found themselves out of work because of a serious illness and yet 
too young for pension benefits that would have included drug coverage. People 
with disabilities often had to choose either to stay on income assistance or go to 
work and lose their drug coverage. Even employees with health benefits at work 
found that their drug plan covered only part of their costs and then disappeared 
if they were laid off or retired.

Before Canada established a universal, public health care insurance plan in 
the 1960s, it was common to hear these sorts of stories about access to physicians, 
hospitals, and necessary medical treatment. In the intervening years, the role 
of pharmaceuticals in health care has expanded dramatically, and prescription 
drugs now play an essential role in maintaining our health.1 But pharmaceuticals 
are not included in Medicare, our universal health care insurance plan.

So it’s not surprising that we are hearing more and more stories about in-
equity when it comes to access to pharmaceuticals. Nor is it surprising that the 
answer to the inequity is a universal public Pharmacare program. Many people 
at the hearings called for one. And, like their predecessors who spoke up in the 
pre-Medicare days, they provided plenty of evidence that a universal public 
Pharmacare program is not only essential to our health, but would also cut back 
on drug costs for everyone – individuals, employers, and governments.

A special meeting was held in Quebec to discuss the particular pros and cons 
of that province’s drug program. Everyone in Quebec is covered at some level for 
drugs, but it is a hybrid combination of private insurance plans at the workplace 
and a public program for everyone else. Quebeckers are experiencing the same 
problems as people elsewhere with rising costs and unequal access, and also call 
for a universal and public Pharmacare program to bring Medicare up to date.
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2 	The Reasons for Inequity

Prescription drug costs have been skyrocketing over the last 10 years, rising 
on average by 11% a year, at least three times the rate of inflation. They have 
been rising quickly because pharmaceutical companies are very skilled at keep-
ing prices, sales and profits high. They are among the most profitable companies 
in the world. The drug companies claim that research costs are high, but they 
spend three times more on advertising and promoting drugs than they do on 
research.

At the hearings, Reg Anstey from the Newfoundland and Labrador Federa-
tion of Labour described the “legal drug trade” as follows: “There’s no reason in 
this country why anyone who needs life-saving drugs shouldn’t have them. Our 
real problem is the legal drug trade, which probably produces more money for 
those who are in the legal trade than any of the illegal stuff we hear about on the 
news. Their profits are astronomical. And I think it’s a system designed to cost a 
lot of money to the end consumer.”

“The way business is conducted in the legal drug trade is really quite shock-
ing. From the drug sales people – I should call them ‘drug dealers’ – who show 
up in a doctor’s office. We all know there are all kinds of comps [free samples] 
left all over hell’s half acre to get the doctors to write prescriptions. And it isn’t 
just advertising… Everything from free dinners to free trips so that the ‘scrips 
get written,” he added.

According to Health Canada, only 15% of newly approved drugs are an 
improvement or a breakthrough over existing drugs. The other 85% are “me-too” 
drugs, just a different version of what already exists, but at a higher price and 
with monopoly price protection for 20 years. Massive advertising and promo-
tion campaigns then create a demand for the “new” drug. For example, Lipitor 
is a drug used to reduce cholesterol. It is the top selling drug in Canada, at over 
9 million prescriptions a year. Alan Cassels and Joel Lexchin showed that, if 
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Lipitor was replaced with a less expensive, but therapeutically equivalent drug, 
the savings would amount to almost $220 million a year.

And that’s just for one drug. We are wasting enormous amounts of money 
by prescribing Lipitor and other high-priced drugs, instead of less expensive 
alternatives.

The issue is not just the cost of particular drugs, but also the wide prescribing 
of drugs to healthy people. Most Canadians taking drugs to reduce cholesterol do 
not have a heart condition, but are taking it as a preventative. Meanwhile, there 
is a major controversy about whether these drugs are effective in preventing 
heart conditions, particularly given the serious side-effects.

Governments, work-based benefit plans, and individuals are all struggling 
because of the inflated cost of drugs. Reg Anstey said: “I find it appalling that 
in this country the drug companies are taking more and more of the money 
spent on health care. At the end of the day, when you having a rising drug cost 
that is way beyond inflation, it really means that something else has to suffer, 
whether you are an individual or a workers’ insurance plan, or a health authority, 
you have to make tough choices because too much money is going to the drug 
companies.”

Rising costs are also punching holes in our inequitable patchwork of public 
and private drug plans. Obtaining coverage for drugs is not determined by need, 
but by where you live and work. In Manitoba, for example, only 9% of the popu-
lation qualify for government reimbursement of drug costs, whereas in Quebec 
43% qualify.2 And although up to 75% of Canadians have private insurance 
coverage, usually through their employers,3 many Canadians don’t have access 
to workplace health care benefits or government subsidization of drugs. The ris-
ing cost of drugs also means higher premiums and deductibles for claimants of 
work-based plans. Drugs now account for 70 to 80% of the cost of those benefit 
packages, and premiums are rising by 15% each year.4 Employers are pressing to 
contain costs, and health care benefits have become a major source of conten-
tion between unions and employers.

The situation is eerily similar to the years just before Medicare was established 
as a national insurance plan. In 1961, 53% of Canadians were enrolled in some 
kind of medical insurance plan. However, of that number only 9% had coverage 
for in-hospital professional services, which meant the remaining 44% did not 
have comprehensive coverage. Another 8 million Canadians had no coverage 
whatsoever.5 If they had to consult a doctor, they paid out of their own pocket. If 
they couldn’t afford the fees, they had to convince the doctor to treat them gratis. 
Or they simply went without necessary medical treatments and procedures.

As you will read in the pages that follow, it is clear that many people today are 
facing the same situation when it comes to prescription drugs.

“There’s no reason in this 
country why anyone who needs 
life-saving drugs shouldn’t have 
them. Our real problem is the 
legal drug trade, which probably 
produces more money for those 
who are in the legal trade than 
any of the illegal stuff we hear 
about on the news. Their profits 
are astronomical. And I think it’s 
a system designed to cost a lot 
of money to the end consumer. 
The way business is conducted 
in the legal drug trade is really 
quite shocking. From the drug 
sales people (I should call them 
‘drug dealers’) who show up in 
a doctor’s office, we all know 
there are all kinds of comps 
[free samples] left all over hell’s 
half acre to get the doctors to 
write prescriptions. And it isn’t 
just advertising. Everything 
from free dinners to free trips 
so that the ‘scrips get written. 
So it is a business where drugs 
are pushed.

“And so you combine that 
system with the patent laws, 
which really means that the 
drug companies can charge off 
their research and marketing 
costs forever and eternity. At 
the end of the day, it isn’t any 
wonder that drug costs are 
escalating rapidly. Then there’s 
the regulations that prohibit 
generic drugs that make it all 
the worse. A lot of the cost is 
because these companies, in 
my view, are well connected. 
There are very good lobbyists in 
Ottawa. It’s not easy to change 
the system that these drug 
companies operate under in 
this country.”

— Reg Anstey, St. John’s, 
Newfoundland & Labrador 
Federation of Labour
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3 	Problems Caused by 
Excessive Drug Costs and 
the Patchwork Approach

Speaker after speaker at the hearings said that they could not afford their 
drugs, and they talked about the difficulties and confusion they encounter in the 
patchwork of public programs and private plans. It didn’t seem to be a matter 
of people falling through the cracks. It’s a costly patchwork full of holes that is 
designed to exclude rather than include people.

Retirees, young people, and the chronically ill are among those affected. But 
overall, the experiences of people across the country when it comes to buying 
and using pharmaceuticals fall into 10 categories.

Low-income families and retirees who don’t qualify for government •	
support and must pay for their own medications.

People with chronic illnesses, such as diabetes and asthma, that are •	
not covered by provincial plans, and who must buy supplies and 
medications themselves.

People caught in government regulations and red tape that discour-•	
age access to the programs that exist.

Workers and their families who have partial coverage for drugs in •	
their work-based plan, but must pay a significant proportion of the 
cost themselves.

Laid-off workers who lose their drug plans along with their jobs.•	

People who are prescribed expensive medications, when much •	
cheaper equivalent drugs are available, or when treatments other 
than drugs would be appropriate and should be made available.
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People who cannot move from one part of Canada to another be-•	
cause provincial drug programs vary widely in what they provide.

Older people under 65 who are not eligible for provincial drug •	
programs that only start at 65 years, and workers who cannot take 
early retirement for that reason.

Young people who have no drug coverage, because they have entry-•	
level and part-time jobs that don’t provide drug insurance at work.

People in some provinces who need expensive, life-sustaining drugs •	
that are not covered by their provincial government plans.

There is a prevailing myth that Canadians who do not have a drug coverage 
plan through their employment are covered by various provincial drug plans 
and income assistance programs that provide drug coverage. In this scenario, no 
one goes without the pharmaceuticals that they need. But evidence presented at 
the hearings showed there are many people who do indeed go without the drugs 
they need. Others pay sizeable sums out of their own pockets, even if it means 
going without something else that they or their families need.

A recent study published in the Canadian Medical Association Journal 
(CMAJ) found that seniors pay 35% or less of their prescription costs in two 
provinces, but elsewhere they may pay as much as 100%. The study also found 
that, with few exceptions, non-seniors pay more than 35% of their prescription 
costs in every province. Most social assistance recipients pay 35% or less of their 
prescription costs in five provinces and pay no costs in the other five.6

The study compared costs for individuals with various illnesses in all the 
provinces. In an example of a patient with congestive heart failure, out-of-pocket 
costs for a prescription costing $1,283 varied between $74 and $1,332 across the 
provinces.7

People who came to the hearings spoke passionately about the need for 
Pharmacare because the prevailing myth of drug coverage for all is not a reality 
in their lives. What follows is the shape and sound of the problem as they see 
it, in all corners of Canada. People also came forward with solutions that would 
help them individually – and, they hope, all Canadians.

“The burden of a loved one 
being sick in front of you and 
going down with dementia, 
is enough. Last year we were 
$6,000 in debt with drug bills. 
Now we are faced with losing 
our home. We both worked 
hard all our lives, and I don’t 
think that’s right.”

— Gretta Ross, 
Sarnia, Ontario
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4 	Stories from Across Canada

The Low Income Trap

John Cox lives in Halifax. At one point in his life he had to choose between taking 
a job to support himself, and obtaining his medications; he couldn’t have both. 
How did this happen? Cox has a disability that requires anti-psychotic medica-
tions. They were covered when he was receiving social assistance, but when he 
decided to go to work, he had to pay for the medications himself. Since he couldn’t 
afford them, he stopped taking them and suffered severe consequences.

Cox is still working and manages to control his condition because his em-
ployer allows him to work flexible hours.

“…I know a lot of people on assistance in Nova Scotia, and across the country. 
Everyone will say to you they want to work. But many of these same people will 
say they can’t work. They need their meds to stay well enough to work, but are 
denied them when they do,” Cox told the hearings.

In Toronto, the Street Health Community Nursing Foundation conducted 
a study on homeless people, with particular emphasis on health issues. Among 
other things, the study found that, in the past year, 32% of the homeless people 
surveyed had not been able to obtain the prescribed medication they needed.

“The hard part is when they prescribe over-the-counter stuff or tell you that 
you have to get more diabetic test strips – the stuff you have to apply for. And no 
one will even give you two bus tickets to get to the doctor’s. You spend all your 
money on diabetic supplies, the extra food, the over-the-counter stuff,” said one 
respondent.

Brenda Young lives in PEI. She told the hearings that she and her husband 
work hard to support themselves and their two teenaged children. But they live 
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pay cheque to pay cheque, and for that reason cannot afford the $225 a month 
needed to pay for a drug coverage plan.

“I have neurofibromatosis. When I go for surgery, everything is covered. But 
as soon as I am out of the hospital, there is no money for ongoing drugs or 
physical therapy… If the children need prescriptions, I sometimes have to tell 
them to wait until pay-day,” Young told the hearings.

In London, Ontario, Robert Buchanan of the Canadian Auto Workers 
(CAW) spoke out on behalf of health care workers who do not get any drug 
coverage through their employers. “Many of these people work in low-paying 
jobs only 20-24 hours a week. They do not have a benefits package, so they have 
to pay for any drugs themselves. A Pharmacare plan is essential for these people,” 
Buchanan told the hearings.

In Edmonton, John Kolkman of the Edmonton Social Planning Council 
said Pharmacare would be most helpful for the working poor. “In Edmonton,” 
Kolkman said,” 60% of people with low incomes are not on government support. 
These people are also the least likely to have prescription drug coverage.”

The Ontario government estimates that 19 per cent of the population of that 
province, or nearly 2.5 million people, lack adequate insurance. According to a 
published study out of Toronto’s Hospital for Sick Children, a significant number 
of children lack timely access to necessary medications because of economic 
problems. Studies also show that the poorest fifth of the Canadian population 
spends more money out-of-pocket on prescription drugs than the richest fifth.8

Chronically High Costs

According to the World Health Organization (WHO), 60 per cent of all deaths 
world wide are due to chronic diseases – heart disease, stroke, cancer, diabetes 
and chronic respiratory diseases. In Canada, chronic diseases are projected to 
account for 89 per cent of all deaths. WHO also forecasts that over the next ten 
years deaths from chronic disease will increase by 15 per cent. Most markedly, 
deaths from diabetes will increase by 44 per cent.9

The Canadian Diabetes Association reports that more than two million Can-
adians have diabetes today, and more than three million will be diagnosed by 
2010. By 2011, more than 50% of Canadians will be age 40 or over and therefore 
considered at risk of type-2 diabetes.10

According to the 2000-01 Canadian Community Health Survey, asthma af-
fects 2.2 million people or 8.5% of Canadians 12 years of age and over. Asthma 
rates are increasing, especially among adult women. The Canadian Cancer 
Society estimates that 159,900 new cases of cancer and 72,700 deaths will occur 
in Canada in 2007. The Heart and Stroke Foundation reports that cardiovascular 
disease accounts for the death of more Canadians than any other disease. The 
Public Health Agency of Canada also includes mental illness and arthritis as 
categories of chronic diseases.

“I am a single mother. I 
work nights in a centre for 
delinquents. I earn $275 net 
per week...

Each month, my health 
issues force me to purchase 
a number of drugs. When 
you add the cost of my 
drugs to the various items 
I require, I have to spend a 
total of $5,031.25 per year. 
Consequently, I have $8,000 
left to live on... Each day, I 
am stressed... If there was a 
program to pay our drugs, 
several people who live in a 
similar situation would not 
have to spend their life in 
the red, scared of tomorrow 
and afraid of the future. A 
Pharmacare program would 
enable me to stay healthy 
and continue to work, which 
would be good for me and for 
society.”

— Réjeanne Roy, Petit-
Rocher, New Brunswick
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This means millions of people live with chronic diseases that require special 
supplies and medications to ease symptoms and pain. Some people have more 
than one chronic disease. Since these diseases can usually be managed without 
long periods of hospitalization, people with chronic diseases must find a way 
to cover the costs of the medications and supplies they need throughout their 
lives.

In its bi-annual survey of diabetes in Canada, the Canadian Diabetes As-
sociation states: “The greatest challenge for Canadians living with diabetes re-
mains affordability and access to diabetes medications, devices and supplies. The 
out-of-pocket costs… required to manage diabetes in each province or territory 
varies dramatically across the country. It still matters where you live in Canada, 
if you have diabetes.”11

Tracy Gilles, 33, lives in Charlottetown, PEI, and has had diabetes for 30 
years. Last year she had one of her husband’s kidneys implanted because hers 
were failing. She is spending $1,000 a month on treatment and is denied public 
coverage.

Tracy is not alone when it comes to financial problems associated with dia-
betes. Almost one in four (24%) of members of the Canadian Diabetes Associa-
tion reported they could not afford to purchase and could not access through 
their insurance plan the diabetes drugs, supplies, or devices that their doctor 
recommended.12

Joan Barry, a nurse practitioner at the Saskatoon Community Clinic, has many 
diabetic patients. “The costs of the illness are overwhelming to many people who 
do not have insurance coverage or financial assistance,” she was quoted as saying 
in a brief presented to the hearings. “Older insulins are available at reasonable 
costs, but the most effective new insulins are not covered by the provincial drug 
plan and are cost-prohibitive to many people.”

Bill Swan of Halifax has suffered from severe asthma for most of his life. He 
told the hearings that he was spending $150 to $200 a month for medications 
over 20 years ago. When he went to an insurance company to see if he could 
purchase a plan that would help defray the costs, he was denied because he had a 
“pre-existing condition” – asthma. “I got so angry that I stopped taking the drugs 
and then I had to be admitted to hospital,” he told the hearings.

“We need Pharmacare because people like me will never be able to get drug 
coverage through private insurance plans,” Swan said.

Louise Dufour, an Aboriginal counselor at the Saskatoon Community Clinic, 
spoke for the grandmothers she works with: “Among our grandmothers’ group 
participants there are individuals with heart disease, diabetes, high blood pres-
sure, rheumatoid arthritis, vision loss, and limited mobility. Therefore, with 
some having multiple diseases, these Aboriginal grandmothers often cannot 
afford all their medications. At times they have to make decisions about which 
medications to get that month and also about what they need most – meds or 
their special diet food.”

“I am 33 years old and I have 
been a diabetic for 30 years. 
Tomorrow I have to go for my 
very last laser surgery on my 
eyes before I eventually go 
blind. A year and a half ago 
my husband donated a kidney 
to me because my kidneys 
were failing….

“Right now there are 
several medications I should 
be taking, but I’m not. And 
I’m hoping we’ll be able to 
afford them before I damage 
the new kidney…	

“According to the govern-
ment, we make too much 
money to qualify for drug 
coverage. But I don’t know 
too many people who can 
take $1,000 a month off their 
net income and not have it 
have an effect. I think there’s 
something wrong. And I also 
think I’m not unique. We 
need to start to look at the 
stories behind the numbers… 
Generally it’s the sickest of 
the sick who have to deal 
with all this stuff. The people 
who need it the most are the 
people least able to fight for 
it. And it is a fight.”

— Tracy Gilles,  
Charlottetown, PEI
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Caught in Government Red Tape

Since there are no federal guidelines or laws that currently cover outpatient 
drug reimbursement policies, provinces and territories establish and fund their 
own plans. This creates an inconsistent patchwork that requires people seeking 
coverage for drug costs to wrestle with complicated regulations and red tape. 
The regulations can be confusing and the red tape often means that people miss 
out on coverage for seemingly arbitrary reasons. In PEI, for example, the govern-
ment runs 29 separate pharmaceutical programs targeted to specific groups.

Even though every senior 65 years and older is covered by a provincially 
funded drug plan, the extent of the coverage varies from province to province, 
with a complex mix of eligibility rules, deductibles, and co-payments. Coverage 
is especially limited in the Atlantic provinces.

Gerry and Lucette Goheen of Sudbury, Ontario, are both seniors with mul-
tiple health issues. They are enrolled in Ontario’s drug plan for seniors, but find 
that ensuring they get the pharmaceuticals they need is almost a full-time job.

“We pay a set amount for each prescription that is accepted by the plan, 
plus we have to pay a deductible at the start of each year. But we have quite a 
few drugs that are not covered and there are others that have to be applied for 
separately, and even then they do not accept our doctor’s word that we need the 
required drugs. Then there are some they finally agree to cover, but then they 
have an expiry date on them,” the Goheens reported to the hearings.

There are also a variety of plans for non-seniors, aged 18 to 65 years. New 
Brunswick, Nova Scotia, and Newfoundland and Labrador do not offer public 
insurance for this age group. Prince Edward Island offers reimbursement to 
those whose annual household income is less than $22,000.

In most provinces, special plans for families with very low incomes are 
available. British Columbia, Alberta, Manitoba, Prince Edward Island, and 
Newfoundland and Labrador offer full reimbursement of drug costs to social 
assistance recipients. Ontario, New Brunswick, Nova Scotia, and Quebec have 
variable reimbursement policies.13

Rebekah Peters is the Clinical Director and Nurse Practitioner at the Saul 
Sair Health Centre in Winnipeg. She told the hearings about one of her patients, 
John, and the difficulty he has getting the medications he needs.

“He stays in our (homeless) shelter and gets a wake-up call at 6 a.m. so he 
can go to work… Because he is not on social assistance, does not have work with 
benefits, and his pharmacare deductible might as well be a million dollars, he 
has no way to pay for medications,” Peters told the hearings.

When John developed glaucoma and needed medication so he could keep 
working, he discovered it would cost $80 a month, money he didn’t have. Peters 
intervened and convinced a drug company to provide a year’s supply; otherwise 
he would have gone without.

Christina Osmond from Newfoundland and Labrador told the story of her 
daughter, who has diabetes and in 2000 needed an insulin pump in order to 
control her blood sugar levels. The pump cost $5,000 and was not covered by the 
provincial government plan. In 2007, Osmond’s daughter needed another pump 
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– the price had risen to $7,000 – and it still wasn’t covered by the provincial 
plan.

“The new Low-Income Drug Program just brought in for low-income families 
does not cover the insulin pump supplies or the pump for her... so back to square 
one!” Osmond said.

A pharmacist in Saskatoon summed up the confusion that has become stan-
dard procedure for health professionals tangled in the red tape of provincial drug 
plans: “You have never experienced true frustration until you have had to meet 
all the requirements of entering an Alberta Blue Cross insurance on a Zadall 
computer system using a Saskatchewan formulary for the client who lives in 
B.C. Lack of standardization of computer systems, formularies, and increasing 
numbers of generic brands have made a morass of life in the pharmacy.”

Ponying Up for a Work-based Plan

Work-based plans for drug coverage, often negotiated by unions, cover 58% of 
workers and their families.14 These workers are insured in group plans, most 
commonly through private insurance companies. In total, 16 million people, half 
the population of Canada, have some kind of coverage through a work-based 
plan. The plans vary by how much workers contribute to the premiums, what 
percentage of drug costs are covered, and the deductibles charged. Drug cover-
age is lost if the worker leaves or is laid off, and only a minority of workers are 
covered by their drug plan once they retire.

Although work-based drug plans are of assistance to employees who require 
drug coverage, the cost to both employer and employee has been rising steadily. 
Even the professionals who administer these programs admit that the increasing 
cost of drugs is being borne by employees as employers seek ways to reduce their 
contributions. In an article in Benefits Canada, a magazine aimed at sponsors 
of employee benefit and pension plans, Shawn O’Brien, who works with AON 
Consulting, wrote:

Plan sponsors have traditionally been applying budget expense 
management principles to their corporate drug benefit programs. 
That’s because, as sponsors struggle with the annual costs 
associated with their drug programs, they seek mechanisms that 
require minimal administrative effort and are easily understood by 
plan members, as well as yielding the highest direct cost savings. 
This often results in increases in co-insurance levels that penalize 
participants without focusing on the core causes of increased drug 
expenditure.

Unfortunately, there is more focus on the bottom line than on the 
value of the drug program. And it has resulted in benefit levels being 
negotiated from one plan year to the next with little consideration of 
the influence on health outcomes.15
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Wendy Sol, Administrative Vice-President of the Communications, Energy 
and Paperworkers Union of Canada (CEP), told the hearings in Saskatoon that 
medical needs don’t change from one workplace to another, and yet coverage is 
a patchwork affair. Sol then went on to cite the case of Gil Musso, a technician 
with Group Telecom, who lives in Manitoba.

At one point, Musso’s employer paid all the premium costs for his benefit 
plan. This was important because Musso’s wife needed expensive prescriptions 
in order to deal with her multiple sclerosis. But then things changed. Group 
Telecom was bought by Bell Canada and Musso’s benefits were transferred to a 
“Flex Benefits Plan.” Each employee was allowed $500 a year to purchase health 
and drug coverage. When the $500 worth of coverage was used up, workers had 
to pay any additional cost for coverage.

For Musso, this was devastating. He and his family now face drug costs of 
more than $1,600 a month.

Tom Graham, in a written submission from the Canadian Union of Public 
Employees Saskatchewan, pointed out that extended health benefit plans are 
not only more expensive than a single public plan, but they also create terrible 
inequities in the workforce. For example, many people working in some of the 
poorest-paid jobs in the public sector – child care centres, group homes, and 
activity centers – don’t have any drug plan coverage in the workplace. The few 
who do have some coverage pay 50% of the premiums.

Many of the unionized workers who appeared at the hearings described how 
their employers were dealing with increasing drug costs by pressing hard in 
negotiations to pass on the costs to them. This means workers paying more of 
the premiums for their drug plans, or just having to pay more at the pharmacy 
counter. Unfortunately, those workers and family members with medical condi-
tions that require expensive pharmaceuticals pay the highest price of all. And as 
drug costs continue to spiral upwards, employers will continue their pressure 
to reduce costs, and more workers will find their health plans and their drug 
coverage reduced.

“We need a plan for everyone – a plan based on your health needs, and not 
where you work,” says Wendy Sol of CEP.

Laid Off from the Drug Plan

At age 57, Irene Ian’s husband was “retired” from the company where he had 
worked for 30 years at a reduced pension and no benefits. Irene herself was 
laid off from her job in 2001 and, because of health problems, was not able to 
work on a regular basis. She is now 59 and estimates that her medications cost 
$25,000 to $30,000 a year. Her husband also needs drugs for high blood pressure, 
cholesterol, and acid reflux.

They could have paid $2,500 a year to buy into the basic benefit package 
offered by the company her husband used to work for. But the cost of their 
medications is so high they would have reached the drug coverage ceiling after 
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two months. So there was no advantage in taking out the coverage, as they would 
still have to pay for their prescriptions for the rest of the year.

Sandra Whirehead of the Bakery, Confectionary, Tobacco Workers and Grain 
Millers International Union told the hearings in Halifax what happened to work-
ers when Hershey closed its Nova Scotia plant in 2007, laid off 600 workers, and 
left them with only a few months of drug coverage.

“A number of those people are on highly prescribed medications... They have 
no idea what is going to happen to them. One woman told me she was thinking 
of divorcing her husband so she could go on welfare and have her drugs covered. 
That’s a pretty dramatic step,” Whirehead said.

Ritchie Mihalick, a national representative with CEP who lives in Sudbury, 
pointed out that CEP, Steelworkers, and many other unions have had thousands 
of members laid off due to mill closures.

“These union brothers and sisters are told to go home. They have no job, 
with most of them losing their benefits shortly after. They are without a job and 
a financial burden put on them for the cost of any medication they may require. 
In one-industry towns and older work forces, these people have to make a choice 
between their medication and bread on the table. I don’t have to tell you which 
one they pick,” said Mihalick.

Paying the Price for New and Expensive Drugs

Mary Lowther of Mesachie Lake, B.C., told the hearings about her son who at 
4 years of age was still incontinent and misbehaving badly. When she took him 
to a doctor, he prescribed Ritalin, a medication often prescribed for children 
diagnosed with Attention Deficit Hyperactivity Disorder (ADHD). But when she 
took her son to see a doctor who used vitamins and diet in conjunction with 
other treatments, he suggested her son had a food allergy. Lowther put her son 
on a special diet and began vitamin therapy. Within four days, he was continent 
and his other symptoms had disappeared.

Since so many Canadians have to pay for medications, either directly out of 
their own pockets or through their taxes, it is essential that appropriate drugs are 
prescribed in order to keep costs down.

The 1985 World Health Organization Conference of Experts on the Rational 
Use of Drugs stated: “Rational use of drugs requires that patients receive medica-
tions appropriate to their clinical needs, in doses that meet their own individual 
requirements for an adequate period of time, and at the lowest cost to them and 
their community.”

It is clear, however, that marketing by pharmaceutical companies often results 
in physicians prescribing the latest, most expensive medications when existing, 
less expensive brands would be just as effective. In some cases these “tried and 
true” drugs that have been widely prescribed for years are not only better value, 
but safer than the less-tested, most recent drug to come on the market. In some 

“Most people are too proud 
to say they can’t afford it. So 
they go quietly away from 
the pharmacy counter.”

— Don Mullins, Halifax,  
Nova Scotia, Community 
Advocates Network
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cases physicians could prescribe other treatments than drugs, such as diets, food 
restrictions and exercise, but choose to prescribe expensive medications.

An analysis of drug prescriptions and drug costs conducted by Alan Cassels 
and Joel Lexchin found that, if physicians were to prescribe the less expensive 
tried-and-true drugs instead of the more recent 10 top-selling drugs, costs would 
be reduced by 45% without compromising clinical outcomes.16

Why are doctors writing prescriptions for costly drugs when there are less 
expensive products that are equally safe and effective? According to the authors, 
most doctors are simply unaware of the costs. Another major factor is that doc-
tors rely too much on information given to them by the pharmaceutical com-
panies. Doctors are influenced by the extensive marketing and sales promotions 
conducted by the drug companies.17

The doctors may be unaware of the costs, but patients without drug coverage 
know them only too well.

Linda Segal told the hearings in Victoria that she was prescribed Fosamax 
because she has osteoporosis. Fosamax is not covered by B.C.’s drug benefits 
program, so she had to pay for it. And to make matters worse, the Fosamax 
contributed to the development of hiatal hernia because one of her doctors 
wasn’t aware of its side-effects.

Marian in Saskatchewan (she didn’t want her full name used) told the CHC 
about her experience with inappropriate prescription drugs. After taking one 
for eight weeks, she began to feel ill. “I was then given another drug to fix the 
problems the other drugs caused, and this cycling of drugs went on for many 
months, until I developed another condition for which I was given yet another 
drug to treat that which was creating more problems,” Marian said. In the end, 
she stopped taking all the drugs, and found that her health started to improve.

“Older drugs that had been used seemed to be safer and more cost-effective 
than the newer, stronger drugs. However, they are no longer being prescribed 
by doctors. It is puzzling to me why they are no longer the drugs of choice,” she 
added.

Cecelie Hewitt is with the NWT Council of People with Disabilities. She told 
the hearings that some of the people she works with find that the drugs for which 
they have coverage don’t work for them. But they are stuck with the ineffective 
drugs because they can’t afford to pay for better ones. She also provided the 
example of a man with chronic pain who requested coverage for a $110 machine 
that would have helped him. His request was denied, so he continues to use 
expensive pain medication which is covered by the provincial drug plan.

Both Hewitt and Gillian Burles, another NWT resident, spoke of the par-
ticular problems northerners have regarding visiting doctors known as “locums.” 
One doctor will prescribe one medication, but when the patient goes back with 
concerns about it, he or she has to deal with a different doctor. As a result, pa-
tients often end up with medications they don’t need, or that don’t help them.

“My husband – just this last 
month – took my daughter 
to our family doctor. But she 
wasn’t there, so there was a 
locum covering off for her. 
And our concern was that 
she might have asthma. So 
this doctor prescribed her 
products well in excess of 
$100. We do have some drug 
coverage from my husband’s 
employer. What shocked me 
was that he prescribed her 
the medication and then, 
three weeks later, arranged 
for the test as to whether or 
not she actually had asthma. 
So I looked at the side-effects 
and said she is not taking this 
until we actually have the 
test. This was an expensive 
new drug, which made me 
wonder how much they have 
actually tested it on children. 
As it turned out, she didn’t 
have asthma. It bothers me 
significantly that my daugh-
ter was prescribed expensive 
medication, and as it turned 
out, there was no diagnosis 
and not even a test.”

— Gillian Burles, Yellowknife, 
Northwest Territories
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The Cost of a Move to a Different Province

As discussed earlier in this paper, there is a patchwork of drug plans organized 
and subsidized by each provincial and territorial government. In the Northwest 
Territories, for example, the Non-Insured Health Benefits program funds 
prescription and over-the-counter medications that are not covered by other 
private or provincial /territorial health insurance plans. In Alberta, antiretroviral 
drugs are dispensed to patients diagnosed as HIV positive without deductible or 
complicated reimbursement programs. In Quebec, everyone who is not covered 
by a work based plan is covered automatically by the public drug program, which 
therefore covers 43% of the population. By comparison, in Manitoba, only 9% of 
the population qualifies for the provincial drug plan.18

But what if a person with drug coverage in one province moves to another 
part of the country to be with family or get a new job? Many people have found 
out the hard way that moving to another province means an increase in drug 
costs.

Nicholas Lane and his family moved from Quebec to New Brunswick and 
found that monthly drug costs escalated. “My wife was already on Nexium for a 
stomach ulcer, and the cost became about $85. She cut down and immediately 
suffered,” Lane wrote in a submission to CHC. Eventually, she was prescribed 10 
different prescriptions. “If my wife and two kids took all that was prescribed and 
dosage required, we’d be paying $450 a month, perhaps more…”

Albert Gelinas moved from Alberta to Ontario for a new job and realized 
that he would have to pay for the antiretroviral drugs that he had received for 
free in Alberta. He also found that the red tape made for lengthy applications 
and delayed payments.

“My own experience with the Trillium Drug Program has left me totally 
disgusted with the process, and now I do not even bother to send in receipts for 
reimbursement or acknowledge the program. It is not worth my time to send 
receipts back and forth and justify my expenses or argue over what drugs are 
covered or not. I made it through a second bankruptcy largely due to unexpected 
drug costs so now I just pay my monthly ‘fine’ (20% of drug costs) and avoid 
unnecessary stress of dealing with government programs which are supposed to 
help but in reality do not,” Gelinas wrote in an email to the CHC.

Retirees often consider moving to another part of the country so they can be 
with family or enjoy warmer weather. But before they move, they must consider 
if they can afford the drugs they need in their new location. Or they have to 
consider moving to a province or territory where drug costs are covered.

Bonnie Thoen is 50 years old, lives in Saskatoon and has had type-1 diabetes 
since she was seven. She told the hearings she needs a minimum of $500 a month 
for diabetic supplies. But if she moved to the Northwest Territories, the infusion 
pump she needs would be covered by the NWT drug plan, whereas in Saskatch-
ewan it is not.

“I will not be able to retire in this province. I have to look at where my costs 
for diabetes are covered,” Thoen told the hearings. “… I live in Canada and I want 
to stay in Saskatchewan if that is my choice.”
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Drug Coverage in the Pre-Retirement Years

Gerry LeBlanc, Program Coordinator for the Steelworkers Toronto Area Council 
Injured Workers Program, told the hearings in Toronto that many workers find 
themselves stuck in a kind of “limbo” when it comes to drug coverage. He cited 
the example of one work site where it became obvious that many workers were 
suffering from the same occupational disease.

The Ontario Workplace Safety and Insurance Board agreed that the workers 
needed to be moved from that site and offered retraining for younger workers 
and compensation based on loss of wages for older workers. But, according to 
LeBlanc, many of the older workers opted to stay at work because, if they didn’t, 
they would lose their drug coverage.

“People were willing to stay at work and further damage their health because 
leaving meant losing access to medications, or a new pair of glasses for one 
of their kids, or drugs for a spouse. These people earn too much money to be 
covered under Ontario’s drug coverage plan, but not enough that they can forgo 
the drug coverage provided through an employee benefit plan. So they keep 
working,” LeBlanc said. “It seems absurd.”

In Moncton, New Brunswick, Connie Tanaka told the hearings that she 
struggles every month to pay for the drugs she needs to alleviate the symptoms 
of Crohn’s disease. Connie is 59 and developed Crohn’s about 15 years ago. 
Her income consists of a small disability pension and a widow’s pension. She 
struggled to work part-time, but found she couldn’t. She doesn’t qualify for New 
Brunswick’s drug coverage plan because she has more than $1,000 dollars in the 
bank. She knows that she will eventually have to take a means test if she wants 
coverage, and that will entail accounting for every penny of a small amount of 
money her husband left her when he died.

Len Carter of Kitchener, Ontario, told the hearings about a friend who was 
caught in limbo when she went blind at the age of 55. She was the manager of a 
set of retail outlets in southwestern Ontario. But she had to give up that work, 
and a good income, because of the blindness. Because she wasn’t yet 65, she 
didn’t qualify for Ontario’s Seniors Drug Plan. “The Trillium plan is a compli-
cated maze to get through, especially for a blind person,” said Carter. And as we 
have seen with other presentations to the hearings, the Trillium plan requires 
that people pay up front for their drugs and then wait up to three or four months 
for reimbursement.

What happens when an employee over 50 years of age is forced into early 
retirement as an alternative to being laid off? Or when his/her health makes it 
impossible to continue working? As Gerry LeBlanc said, these people find them-
selves stuck in limbo: too old to obtain employment that offers drug coverage 
and too young to qualify for provincial seniors’ drug coverage.

Fifty-four-year-old George Rozon of Edmonton, a member of the Communi-
cations, Energy and Paperworkers Union, is afraid he will find himself stuck in 
limbo when he has to take early retirement in less than a year. A diabetic for 44 
years, Rozon has had heart bypass surgery and undergone a kidney transplant. 
The Alberta government covers the cost of his anti-rejection drugs, but other 

“I have been insulin dependent, 
a diabetic, for forty-four years. 
What came with that were the 
side-effects. I had a heart attack 
in 1999. My kidneys failed. In 
2001 I had a kidney transplant. 
And there’s a raft of drugs that 
I take. In fact, in 2006, the total 
cost between my wife and I was 
just over $11,000. I had a benefit 
plan at work which was quite 
good. Unfortunately my health 
didn’t allow me to go back to 
work. I’m only 54 years old. So 
now I have a 10-year period 
without benefits.

“When we attempt to go to 
the other insurance companies 
– even expecting to pay outra-
geous premiums to have some 
sort of coverage – they won’t 
cover me simply because of ‘pre-
existing’ conditions. In a nutshell, 
it is a very grim view of retire-
ment. I used to have this dream 
about when I retire I’ll travel and 
I’ll visit places I’ve never seen. 
Instead I have to think about 
whether I can afford to pay for 
my drugs. Another problem is 
that when I retire I’d like to move 
to Halifax to be close to my wife’s 
family and the grandchildren. But 
I have to check on whether the 
Nova Scotia government will pay 
for my drugs before I can move.

“I mentioned earlier that 
being in the labour movement I 
have conversations with people 
who are retiring and losing 
benefits. That’s widespread. 
You can go in any direction in 
this country and find the same 
circumstance. I’m not unusual. 
There’s literally thousands of 
people like us.”

— George Rozon, Edmonton, 
Alberta, Communications, 
Energy and Paperworkers 
Union of Canada, Local 1118
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drugs for him and his wife cost $11,000 last year. His drug plan at work covers 
80% of this, while Rozon himself pays the other $180 a month. But what will 
happen when he retires?

“I won’t be covered by my drug plan at work and will still need $900 a month 
for drugs,” says Rozon. “Do I pay for the drugs, or put food on the table, fix-up 
the house? It’s almost criminal when you think of the wealth in this country.”

Young Adults Shut Out of Drug Coverage

According to a 2007 Statistics Canada report, today’s young people face a labour 
market that is quite different from that of their parents. Full-year full-time work, 
for young men in particular, has declined. Today’s young people also face an in-
creasing wage gap between newly hired employees and those with more experi-
ence; more temporary jobs for newly hired workers; and fewer employees covered 
by registered pension plans, meaning that new hires are entirely responsible for 
saving for their own retirement without the backup of an employer-sponsored 
pension plan.19 Many young people are also involved in post-secondary educa-
tion for a longer time than previous generations. They have to take part-time, 
temporary work rather than full-time work for several years so they can go to 
school. This kind of employment means they also go without employer-based 
drug coverage plans.

Wendy Renaud, a social worker in the trauma unit at Foothills Hospital in 
Calgary, told the hearings about a 25-year-old construction worker who re-
quired surgery after he was assaulted and stabbed. When he was sent home a 
few days later, he stopped taking antibiotics and painkillers because he couldn’t 
afford them. Within days he was back in the hospital with a serious infection that 
required an even longer hospital stay.

Renaud said this case is not an isolated one. “This individual had a very low 
income. He worked day to day on a cash basis, so had nothing like a health bene-
fits plan. He could have gone to Social Services and applied for drug coverage, 
but due to his weakness and the fact he didn’t have transportation, he couldn’t do 
that. So subsequently there was a cost to the health care system that very much 
outweighed the cost of a prescription,” Renaud said.

In Saskatchewan, the story of a young man with a mental illness came to 
light. Peter is 25 and can work part-time if he is on medication. But his medica-
tion costs $1,000 a month and is paid for by his parents, although they do not 
have a drug insurance plan.

Lena Sutton spoke for the Steelworkers Organization of Active Retirees in 
Hamilton, Ontario. She told the hearings that many retirees with drug coverage 
are paying prescription costs for family members because no government plan 
will cover the cost.

“We also have members who subsidize family members’ drug costs because 
the company drug plans will only cover a yearly cost of probably $5,000 and the 
medication might run as high as $2,500 a month,” she said.
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Part-time, temporary work for young people has become a norm for many 
of them. And yet, as hospital stays shorten and drug costs rise, they are often 
left to fend for themselves when it comes to the medications they need. Or their 
parents have to help pay.

Life-Sustaining Drugs Not Covered by Provincial Plans

Dr. Decker Butzner is head of pediatric gastroenterology and nutrition at the 
Alberta Children’s Hospital in Calgary. His responsibilities include a clinic which 
attends to 355 children from across southern Alberta who have inflammatory 
bowel disease. He told the hearings about his frustrating experiences obtaining 
coverage for his patients for a drug called infliximab (also known as Remicade) 
that is used to treat inflammatory bowel diseases such as Crohn’s disease. About 
5-10% of Dr. Butzner’s patients require the medication. It costs $940 a vial, and 
most patients need three vials per treatment. Treatment usually costs about 
$23,000 the first year, and about $17,500 the second year.

Even though the drug was first reported to be effective in 1998 and pediatri-
cians were prescribing it for their patients by 2002, in 2004 Dr. Butzner still had 
write to Alberta Health and Wellness and Blue Cross (the Alberta government’s 
private insurance partner) every time he prescribed it for a patient. He also dis-
covered that Alberta Blue Cross was willing to cover the cost of the drug if the 
applicant was already enrolled in a private group insurance plan, which meant 
there would be a co-payer. If the applicant only had the basic Alberta Blue Cross 
plan, coverage was denied.

According to Dr. Butzner, Blue Cross said coverage was denied because the 
drug hadn’t yet been approved for use in children. And yet, if the applicant had 
a co-payer, coverage was approved regardless of the patient’s age. It wasn’t until 
2005 that the drug was approved for use by children in Alberta. It took until 2007 
before Health Canada approved it on a national basis.

New and experimental drugs for rare diseases are often extremely expensive. 
Darren Nesbit of Sarnia, Ontario, knows from experience just how expensive 
they can be. He has a rare and fatal genetic disorder known as Fabry’s Disease. 
Thirty-one-year-old Nesbit found a life-saving treatment in the U.S and for 10 
years was a human test subject.

In 2005, the drug was approved for use in Canada and the drug company 
withdrew its supply of experimental medication. Nesbit then discovered that it 
would cost $300,000 a year to keep him alive. At first the Ontario government 
wasn’t willing to cover the cost, so Nesbit took his fight to the federal govern-
ment. In the end, the federal and provincial governments agreed to sponsor 
an independent post-market study for the drug, thereby covering the cost of 
Nesbit’s treatment.

“I can finally think about living healthy instead of how I will manage the huge 
cost of the treatment,” Nesbit told the hearings.

“I’d like to share with you the 
difficulties I have faced during 
the transition period of finish-
ing my master’s degree, when 
I was covered under a drug 
plan through the university, 
to being unemployed, job 
searching and student loan 
debt. And then being diag-
nosed with a mental illness. 
And needing to scrounge 
around for money to pay over 
$200 a month in prescription 
drugs. The last six months 
have been very hard for me in 
my personal life and became 
even worse financially. It was 
very difficult knowing I’d have 
to put more money on my 
credit card for prescription 
drugs and getting even 
further in debt. Even now, I 
have started a job that has 
drug benefits but I have to 
wait three months to access 
benefits.”

— Nicole Wazir, 
Kitchener, Ontario
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Khaled Salam of the Aids Committee of Ottawa told the hearings that his 
agency deals with many people who require a cocktail of drugs because they 
are HIV positive. “This cocktail can cost up to $2,000 a month,” he said. Under 
Ontario’s Disability Support Program, the full cost of the drugs is covered. But 
if a person is working, they have to cover all or part of the cost themselves. 
Even the Trillium drug plan causes hardship, he said, because people with low 
incomes simply don’t have the money to pay up front and reimbursement can 
take months.

In Vancouver, Ken Buchanan, secretary of B.C. Persons with AIDS Society, 
praised B.C.’s pharmacare program because it includes a plan that pays for the 
entire cost of purchase and distribution of all HIV/AIDS drugs prescribed to 
B.C. residents. There is a similar program in Alberta, which again highlights the 
discrepancies across the country when it comes to drug coverage – even for 
life-sustaining drugs.

But Buchanan also pointed out that, while B.C.’s pharmacare program covers 
the cost of antiretrovirals, it doesn’t cover all drugs required by HIV patients. 
Drugs such as antibiotics, antifungals and chemotherapy agents, as well drugs 
to deal with pain and depression, are handled through community pharmacies. 
“The ease or difficulty of access depends on the particular drug, as well as the 
circumstances of the individual,” Buchanan told the hearings.
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5	 Drug Insurance in Québec

The Quebec drug plan is sometimes described as universal, because it does 
ensure some level of coverage for everyone in the province. However, it is not 
universal in the sense that everyone receives the same access to drugs. It is in fact 
a hybrid public-private plan that provides different levels of coverage to different 
people. Everyone who has access to a private plan, generally through work, is ob-
liged to subscribe to that plan and to have his/her spouse and children covered 
under it. The rest of the population is covered by a public drug plan. At present, 
there are 4.3 million people covered under private plans and 3.2 million covered 
under the public system.

There are major differences between the public and private plans. For 
example:

Under private plans, drugs are not provided free to children under •	
the age of 18 or to students aged 18-21 as they are under the public 
system.

Under private plans, people are required to pay cumulative taxes of •	
11.35% on their premiums, whereas this is not the case under the 
public system.

Premiums are not the same under private plans as under the public •	
system, for comparable incomes. They can cost twice as much with 
private insurers. This situation is a particular hardship for low-wage 
or part-time employees.

Even within the public system, there are major variations. Maximum contri-
butions are calculated according to the source of income instead of the amount. 
For example, a person receiving social assistance pays a maximum of $16.67 per 
month, an elderly person receiving the partial guaranteed income supplement 
pays a maximum of $46.47 per month. However, a low-income employee whose 



life before Pharmacare 27

income comes from a job has to pay a monthly maximum of $71.42 – even if the 
real income is identical to that of the elderly person in terms of dollars.20

Apart from these inequalities for individuals, there are other problems with 
the mixed private and public system. The private system covers the so-called 
“good risks,” those people who are working and most likely to be healthy. This 
leaves the public system covering the so-called “bad risks,” including people on 
social assistance, people with disabilities who are not working, and the elderly 
– people who are more likely to need drugs. Instead of a single universal system 
that pools the risk across the whole population, the private insurance sector is 
advantaged, while the public sector carries the most costly part of the popula-
tion. No financial cross-subsidization is permitted to rectify this imbalance.21

Across Canada, private plans have a disastrous track record in terms of 
controlling costs. The Mellon Group estimated that the average growth of insur-
ance costs for Canadian companies would increase by 15.1% in 2005, while the 
increase in 2004 was estimated at 15.6%. The escalating cost of drugs is very 
real. Drugs are the most inflationary part of the overall health care system. Drug 
expenditures are exerting enormous pressure on our health care and social ser-
vices systems and pose a direct threat to our access to these essential services.

Quebec’s Coalition Solidarité Santé is comprised of 52 union, community, 
religious, and citizen organizations and was formed in 1991 to defend the right 
to health and health care for everyone. The Coalition calls for a drug policy in 
Quebec based upon the health of the public, rather than the commercial interests 
of the pharmaceutical industry. In the opinion of Coalition Solidarité Santé, “a 
universal and public drug plan, which must be accompanied by an effective drug 
policy, is the best way to ensure accessibility, equality, optimal use, and control 
of costs.”22

“The situations we encounter 
most frequently are of a 
financial nature -- at least two 
requests for financial assist-
ance per month.  We give 
assistance and we receive 
great help from a pharmacy 
and doctors (the pharmacy 
helps by giving quantities of 
generic meds and doctors 
review their prescriptions). 
We also provide a quantity 
of meds and products like 
acetaminophen tablets, 
bandages, etc.  Our social 
workers also have a good 
knowledge of income secur-
ity and know how to obtain 
financial assistance.  In 
short, from what I have seen 
elsewhere, the Clinic and its 
partners compensate pretty 
well for this problematic 
situation, although it remains 
that the access to medication 
is difficult.   In the end, the 
users still have to come to 
the Clinic and ask clearly for 
what they need, etc...

— Luc, Montreal, Quebec, 
Pointe Saint-Charles 
Community Clinic
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6 	Conclusion

When Medicare was first introduced over 40 years ago, prescription drugs 
were not as important to the day-to-day lives of Canadians or the health care 
system in general as they are now. Today, prescription drugs provide relief from 
many of our regular aches and pains. They protect children from illnesses, cure 
diseases that once were a death sentence, and help manage the chronic health 
conditions of thousands of Canadians. Pharmaceuticals have also replaced the 
need for some intensive surgeries and have helped to reduce recovery times, 
often allowing people to recover at home rather than in hospitals. There’s no 
question that pharmaceuticals have fundamentally changed the nature of health 
care in Canada.

But the many benefits of prescription drugs will only be fully realized if they 
are integrated into our health care system in a way that ensures they are ap-
propriately prescribed and utilized, and are within reach of everyone who needs 
them.

People from across Canada presented evidence at the Canadian Health 
Coalition hearings that the rising cost of drugs prevents them from obtaining 
the treatments they need. Presenters also pointed to the disparities in coverage 
across the country, and they criticized their provincial government plan for be-
ing bureaucratic and confusing. They also questioned the cost and effectiveness 
of work-based drug plans.

In his wide-ranging 2002 report on Canada’s health care system, former 
Saskatchewan premier Roy Romanow found that, in spite of considerable efforts 
by provinces and territories, drug costs are increasing and taking up a larger 
share of health care budgets across the country. Furthermore, prescription 
drugs continue to be on the sidelines of Canada’s health care system rather than 
integrated, as they should be, with primary health care and with other aspects of 
the health care system.23
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The situation regarding Canadians’ access to necessary prescription drugs 
is eerily similar to the years just before Medicare was established as a national 
insurance plan. At that time, people who had to consult a doctor often paid 
out of their own pocket. If they couldn’t afford the fees, they had to convince 
the doctor to treat them free of charge. Or they simply went without necessary 
medical treatments and procedures. This is exactly what is happening today 
when it comes to prescription drugs. Canadians often go without the drugs they 
need because they can’t afford to pay for them, or they persuade a doctor or a 
pharmaceutical company to give them free samples or supplies.

Many Canadians who spoke at the hearings or submitted papers strongly 
suggested that we need a universal Pharmacare plan if we are to eliminate the 
inequities that people deal with on a daily basis when it comes to access to pre-
scription drugs. Pharmacare would not only improve access to necessary drugs, 
but would reduce costs through a more efficient and controlled system.

Allan Blakeney, a former premier of Saskatchewan who also served in Pre-
mier Tommy Douglas’s cabinet, reminded people at the hearings that coverage 
of prescription drugs was always part of the Douglas vision of a universal health 
care insurance plan.

In the words of Philip Lillies who lives in Moncton with his wife who suffers 
from multiple sclerosis: “Efficiency is one of the strongest arguments for imple-
menting a comprehensive, universal Pharmacare program. The hodge-podge of 
programs that attempt to substitute for it are not only unfair, but are also costly 
both in a financial sense and a social sense.”

Ken Buchanan, secretary of the B.C. Persons with AIDS Society, told the 
hearings: “Something must be done, and done now. If not, costs will continue 
to rise, access to essential pharmaceuticals will necessarily become ever more 
restricted, and with that will come an unnecessary worsening of our health 
care system generally… This is not what the Canada Health Act set out to do, 
but it’s what is happening. Canada’s federal government must create a national 
Pharmacare program now.”

“I am the husband of a 
wonderful, well-educated 
woman, who unfortunately 
was afflicted with multiple 
sclerosis in the prime of her 
life, in her late thirties to be 
precise. Now in her early fif-
ties, she is wheelchair bound 
and unable to walk. She 
does not qualify for benefits 
under Canada Pension, and 
New Brunswick, unlike most 
provinces, does not offer 
a disability pension… We 
have experienced arbitrary 
and inflexible rules that 
ignore real needs and lead to 
additional costs for everyone 
concerned. We Canadians 
have a strong sense of fair-
ness, and that alone should 
motivate us to demand a 
comprehensive, universal 
Pharmacare program. But 
efficiency is also a strong 
argument for implementing 
a universal Pharmacare that 
replaces the hodge-podge of 
programs that are not only 
unfair but costlier, both in a 
financial and a social sense.”

 – Philip Lillies, Moncton,  
New Brunswick, Public  
Service Alliance of  
Canada, Local 60350
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7 	Recommendations

A universal public drug plan to replace the more expensive patch-•	
work of private and public plans. The public plan would be cost-
shared (federal and provincial governments and employers) and 
administered by provinces and territories.

A national formulary to cover the complete cost of all essential •	
drugs. Decisions on which drugs are paid for are based on in-
dependent evaluation of safety, effectiveness, and value for money. 
Allowances will be made for special needs and circumstances.

A national strategy to obtain reductions in drug prices through •	
bulk purchasing.

A national public drug information system, free of conflict of in-•	
terest with the pharmaceutical industry, to provide unbiased drug 
information for all health care professionals and the public.

Strengthen and strictly enforce legislation to ban all forms of direct-•	
to-consumer advertising of prescription drugs in Canada.

Improve prescribing behaviour of professionals so that drugs are •	
used only when needed, and the right drug is used for the right 
problem.

Accelerate access to more affordable non-patented drugs and repeal •	
the regulations that extend monopoly patents beyond 20 years.

	 For further details, see the Canadian Health Coalition’s policy 
paper More For Less: Pharmacare – A National Drug Plan,  
www.healthcoalition.ca/mfl2007.pdf

http://www.healthcoalition.ca/mfl2007.pdf
http://www.healthcoalition.ca/mfl2007.pdf
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