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Executive Summary 

 

Ontario’s 10-year Mental Health and Addictions Strategy (the Strategy), first launched in 2011, 

has entered into its second phase. The Strategy strives to be holistic in its approach yet notably 

missing from this holistic perspective is access to pharmacological treatments. This omission is 

problematic both because medications are often used as a front-line treatment for mental 

illness, and because all treatments and supports work together to enable individuals to meet 

their unique mental health and recovery goals. As a response to this omission, Schizophrenia 

Society of Ontario (SSO) undertook a policy research initiative to explore how to include access 

to medications within the Strategy’s framework. 

 

Access to a wide range of treatments and supports has been a long standing policy priority for 

SSO. SSO believes that all treatment types including psychiatric treatment (e.g. medication, 

hospital-based care, etc.); community services (e.g. counselling, peer support, etc.); and social 

supports (e.g. housing, employment, etc.) should be accessible to individuals and families. 

 

The purpose of this paper is to highlight the barriers to accessing medications in Ontario and to 

identify concrete recommendations for how these issues can be addressed through the 

provincial Mental Health and Addictions Strategy.  As our research on this topic identified other 

significant structural challenges with access to medications, this paper extends beyond the 

scope of the Strategy and comments on other high-level issues that directly impact access to 

medications in Ontario.  

 

SSO’s research on this topic, which included input from those directly impacted by barriers to 

accessing medications, and from stakeholders within various sectors affected by, or involved in 

medication access in Ontario, led us to identify five main challenges and solutions to these 

challenges (presented in the table below). The recommendations presented in this paper 

include practical short-term (1-3 years) and medium-term (3-5 years) changes that can be 

achieved through the Strategy, as well as a call for high-level long-term changes which require 

further development and significant coordination between all levels of government and 

stakeholders.  

 

The paper closes with a call for the Mental Health and Addictions Strategy to include all aspects 

of mental health treatments and supports within its framework and provides a starting point 

for how to address other system-level barriers in order to improve access to medications for all 

Canadians.  
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Short-Term and Medium-Term Recommendations 
 

Challenge Short-Term Recommendation (1-3 years) Medium-Term Recommendation (3-5 years) Responsibility 

1. Access Inequities  

 

1.1 Affordability 

determines access 

 

The prescription medication 

reimbursement system in 

Ontario and across Canada 

is highly fragmented and 

inconsistent. Within this 

context, the options that 

individuals have for 

medication treatment are 

largely based on what they 

can afford, rather on the 

best treatment option. 

1. Through the Strategy, the Ministry of Health and Long-

Term Care should develop resources and supports to help 

individuals and families navigate medication 

reimbursement options.  The MOHLTC can build on 

models which already exist, such as the Oncology Drug 

Access Navigators of Ontario.i 

5.  The Ministry of Health and Long-Term Care should review   

and modernize the Trillium Drug Program to ensure its 

sustainability and responsiveness to the ever-changing 

health and economic environments.  

Ministry of 

Health and 

Long-Term Care 

(MOHLTC) 

2. Through the Strategy the Ministry of Health and Long-

Term Care should develop metrics to measure ‘access to 

medication’ as an indicator for evaluating how well the 

mental health and addictions system is meeting the needs 

of individuals.  

6.  The Ministry of Health and Long-Term Care should expand 

existing Ontario Public Drug Programs to cover access to 

psychiatric medications for individuals who are transitioning 

through systems and plans, and for individuals who are low-

income: 

¶ Expand the Exceptional Access Program to provide 

short-term medication coverage during periods of 

transition between different public/private plans and/or 

different public systems until a person is able to connect 

to a longer-term coverage plan. 

¶ Expand the Trillium Drug Program to cover the full cost 

of psychiatric medications for low-income employed 

MOHLTC 

 

Ministry of 

Community and 

Social Services 

(MCSS) 

                                                 
i
 The Oncology Drug Access Navigators of Ontario (ODANO) help individuals and families navigate oncology medication coverage and access reimbursement options for the medications that they need in a timely 

way. ODANO has been found to be particularly useful for individuals without private insurance benefits, and for whom finances would pose a barrier to oncology care.  
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Challenge Short-Term Recommendation (1-3 years) Medium-Term Recommendation (3-5 years) Responsibility 

individuals who are not eligible under other public drug 

programs and are not covered by private insurance. 

Income eligibility should be assessed using Low Income 

Cut-Off measure rather than the current four percent of 

the income criteria. Plan G model in British Columbia 

can be used as an example.ii 

¶ Work with the Ministry of Community and Social 

Services to incorporate current MCSS benefits provided 

to individuals transitioning off social assistance under 

the expanded and updated Ontario Public Drug 

Programs to reduce administrative program costs and 

promote smooth transitions between programs.   

1.2 Transitions between 

plans and systems 

 

Within the fragmented 

system, individuals have to 

move between different 

forms of coverage 

throughout different life 

stages.  Since availability of 

medications and eligibility 

criteria vary significantly 

between different 

3. Through the Strategy, the Ministry of Children and Youth 

Services should continue to expand the Aftercare Benefits 

Initiative, and other transitional supports, and promote 

greater coordination between these programs and other 

public drug programs provided by the Ontario 

government. The MCYS should also make information 

about these programs easily accessible and available to 

youth, families, and service providers.  

 Ministry of 

Children and 

Youth Services 

(MCYS) 

 

4. Through the Strategy the Ministry of Community Safety 

and Correctional Services should implement standard 

discharge planning procedures across all provincial 

 Ministry of 

Community 

Safety and 

                                                 
ii
 See Appendix 3 for more information. 
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Challenge Short-Term Recommendation (1-3 years) Medium-Term Recommendation (3-5 years) Responsibility 

programs, transitioning 

between programs often 

results in discontinuation of 

one’s treatment.  

 

correctional facilities which would include consistent 

prescription medication coverage for sentenced and 

remanded individuals. The MCSCS should work with 

MOHLTC, MCSS, and MCYS to develop coordinated access 

to medications for individuals transitioning between these 

systems. The MCSCS should also:  

¶ Expand on protocols such as the Red Bag program, 

which assist incarcerated individuals with 

maintaining access to their personal belongings, 

including medications, throughout the criminal 

justice system. 

¶ Pilot promising service integration models that 

already exist in other jurisdictions, such as Project 

Link,iii to ensure continuation of medication access 

for individuals when they enter and when they are 

discharged from the correctional system.  

Correctional 

Services 

(MCSCS) 

2. Lack of Information to 

Make Informed 

Treatment Decisions 

 

Individuals, families, and 
even health care providers 
often do not have access to 

7.  Through the Strategy the Ministry of Health and Long-
Term Care should develop a comprehensive mental health 
and addictions online resource to provide up-to-date, 
accessible, plain language information to the public on:  

¶ Psychiatric medication treatment options and the risks 

and benefits associated with treatments, including 

information regarding adjustment periods. The 

 MOHLTC 

 

                                                 
iii

 Weisman, R.L., Lamberti, J.S., & Price, N. (2004). Integrating criminal justice, community healthcare, and support services for adults with severe mental disorders. Psychiatric Quarterly, 75(1), 71-85.  
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Challenge Short-Term Recommendation (1-3 years) Medium-Term Recommendation (3-5 years) Responsibility 

information regarding 
psychiatric medication 
options and medication 
coverage options and 
policies. Lack of accessible 
information impacts ability 
to make informed health 
care choices and to 
effectively navigate 
medication reimbursement 
options. 
 

MOHLTC can build on resources already developed by 

various health organizations such as the Multiple 

Sclerosis Society of Canada’s information sheets on MS 

treatment options and medications;iv and SSO’s online 

medication resource centre.v 

¶ Medication reimbursement options, including plain 

language guidelines for applying to Ontario Public Drug 

Programs. Again, the MOHLTC can build on already-

developed resources such as the plain-language 

guidelines produced by Cystic Fibrosis Canada,vi 

CATIE,vii and www.DrugCoverage.ca.  

8.  Through the Strategy the Ministry of Health and Long-

Term Care should disseminate the above information to 

individuals and families through local pharmacy 

information initiatives and/or develop public information 

campaigns and resources through Public Health Ontario. 

 MOHLTC 

 

9.  Through the Strategy the Ministry of Health and Long-

Term Care should provide access to specialized supports 

for individuals and families who are beginning new 

psychotropic medications, or whose medications are being 

 MOHLTC 

 

                                                 
iv
 MSSC. (2012). Exploring your options: Considering Risks and Benefits of MS Medications.  

  MSSC. (2015). Disease-modifying therapies. https://beta.mssociety.ca/about-ms/treatments/disease-modifying-therapies-dmts 
v
 SSO. (2015). Medication Resource Centre. http://www.schizophrenia.on.ca/Resources/Medication-Resource-Centre 

vi
 Cystic Fibrosis Canada. (2013). The Guide: Resources for the CF Community. http://www.cysticfibrosis.ca/wp-content/uploads/2013/09/theguide_resources_cf_2011_en.pdf 

vii
 CATIE. (2015). Access to HIV and Hepatitis C Drugs: Federal, Provincial and Territorial Drug Access Programs. http://www.catie.ca/en/treatment/access-hiv-and-hepatitis-c-drugs-federal-provincial-and-

territorial-drug-access-program 

http://www.drugcoverage.ca/
https://beta.mssociety.ca/about-ms/treatments/disease-modifying-therapies-dmts
http://www.schizophrenia.on.ca/Resources/Medication-Resource-Centre
http://www.cysticfibrosis.ca/wp-content/uploads/2013/09/theguide_resources_cf_2011_en.pdf
http://www.catie.ca/en/treatment/access-hiv-and-hepatitis-c-drugs-federal-provincial-and-territorial-drug-access-program
http://www.catie.ca/en/treatment/access-hiv-and-hepatitis-c-drugs-federal-provincial-and-territorial-drug-access-program
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Challenge Short-Term Recommendation (1-3 years) Medium-Term Recommendation (3-5 years) Responsibility 

adjusted. This support can be provided through primary 

care and/or through expansions of MedsCheck program.viii 

10.  Through the Strategy, the Ministry of Health and Long-

Term Care should work with the Ministry of Training, 

Colleges, and Universities, and professional colleges, to 

establish  and expand mental health core competencies 

for all healthcare providers, including primary care 

physicians, nurses, and pharmacists. Core competencies 

would include: working knowledge of the symptoms, 

etiology, and basic treatment of common mental health 

conditions; medication treatment and coverage options; 

caregiver support; and patient-centered care. 

 MOHLTC 

 

Ministry of 

Training, 

Colleges, and 

Universities 

(MTCU) 

 

 

11.  Through the Strategy, the Ministry of Labour and the 

Ministry of Economic Development, Employment, and 

Infrastructure, should develop guidelines for workplaces 

to provide up-to-date plain language information to 

employees about health benefits, including medication 

coverage options, and medication reimbursement 

policies. 

 Ministry of 

Labour 

 

Ministry of 

Economic 

Development, 

Employment, & 

Infrastructure  

3. Delays in Medication 

Listing Timelines 

 

12.  As part of its consultation process, the pCPA should 

consult with a wide range of stakeholders, including 

individuals and families, provincial and territorial health 

13.  The Ministry of Health and Long-Term Care should work 

with the Canadian Agency for Drugs and Technologies in 

Health (CADTH) and other provincial/territorial medication 

pan-Canadian 

Pharmaceutical 

                                                 
viii

 Through OHIP coverage, MedsCheck provides scheduled medication consultations with pharmacists for eligible individuals taking three or more medications for a chronic condition. Recently, this program has 
been expanded to include diabetes-specific consultation even for individuals who manage this illness without medications, or with less than three medications. 
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Challenge Short-Term Recommendation (1-3 years) Medium-Term Recommendation (3-5 years) Responsibility 

It takes a significant amount 

of time for medications 

approved for sale in Canada 

to become available 

through the public drug 

system. Backlog in 

applications and 

redundancies in medication 

review and assessment 

processes delay access to 

new treatment options for 

individuals with mental 

illness. 

ministries, and other pharmaceutical industry 

stakeholders. The focus of these consultations should 

include establishment of metrics for the pCPA process. 

These metrics should be publicly available in plain 

language on the pCPA website and could include:  

¶ Reasonable timelines for each step of the process, 

including the negotiation process, as well as the time 

to listing once a Letter of Intent is signed.  

¶ Criteria for decision making and clear expectations for 

listing medications on public formularies once a Letter 

of Intent is signed. If an agreement is reached in the 

pCPA process, the medication should be listed on 

provincial formularies within a specified, reasonable 

timeframe. 

¶ A process for making medications under review 

available to the public during the pCPA negotiations 

through joint funding by the provinces and 

manufacturers. 

review bodies to streamline the Common Drug Review 

(CDR) process with the provincial review process, including 

establishing a single submission process for manufacturers; 

a single process for utilizing public input; and a single 

process for establishing the value of a new medication to 

society. 

Alliance (pCPA) 

MOHLTC 

4. It All Comes Down to 

Cost 

 

Access to medications, and 

in particular access to new 

medications, is often seen 

14.  Through the Strategy the Ministry of Health and Long-

Term Care should increase plain language information on 

the evaluative criteria used by the Committee to Evaluate 

Drugs (CED) in publicly posted recommendations. This 

should include: 

¶ Comprehensive information on how evaluation 

15.  Through the Strategy the Ministry of Health and Long-Term 

Care should establish consistent valid and reliable quality 

of life (QOL) measures to evaluate effectiveness of 

medications.  

 

MOHLTC 
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Challenge Short-Term Recommendation (1-3 years) Medium-Term Recommendation (3-5 years) Responsibility 

as an economic issue rather 

than a health issue. Funding 

and listing priorities are 

often determined by 

immediate financial costs 

rather than secondary costs 

associated with untreated 

mental illness and its impact 

on individual and family 

quality of life.  

criteria (e.g. cost-effectiveness, public input, quality 

of life measures) are used to make funding 

decisions; 

¶ The value placed on different criteria in funding 

decisions. 

5. Public Voice 

Marginalized 

 

The processes for collecting 

and including patientix and 

family input to inform 

medication listing and 

reimbursement decisions 

are inefficient, 

administratively onerous, 

16.  In accordance with the Health Action Plan for Ontario, the 

Ministry of Health and Long-Term Care, Ontario Public 

Drug Programs branch should develop training sessions 

and guidebooks for individuals and families, patient 

groups, and patient advocates explaining processes and 

proper ways for preparing effective patient input 

submissions.  

20.  Through the Ontario Public Drug Programs, the Ministry of 

Health and Long-Term Care should develop mechanisms to 

accept direct input from individuals and families affected 

by the illness into the public input process: 

¶ Consult with individuals, families, patient groups and 

experts about the most appropriate and user-friendly 

model to promote greater patient engagement in public 

input process. 

¶ Create an accessible online process for individuals, 

families, and patient groups to submit input for a 

MOHLTC – 

Ontario Public 

Drug Programs  

 

                                                 
ix

 In this paper, the term “patient” is used in several sections because it is the language used by the Canadian Agency for Drugs and Technologies in Health (CADTH) and the provincial health technology assessors. 
Not all individuals living with a mental health issue, or utilizing pharmacological treatments, would identify with this label. 
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Challenge Short-Term Recommendation (1-3 years) Medium-Term Recommendation (3-5 years) Responsibility 

and overall undervalue 

input from individuals and 

families with mental illness.  

medication review.  

The current pCODR process, CADTH pilot project,x and the 

submission process in British Columbia can serve as a 

model.xi 

17.   In accordance with the Health Action Plan for Ontario, 

the Ministry of Health and Long-Term Care, Ontario 

Public Drug Programs branch should provide patient 

groups with a funded resource to help them prepare 

quality patient input submissions. 

21.  Ontario provincial government and the Ministry of Health 

and Long-Term Care should work with the Canadian Agency 

for Drugs and Technologies in Health (CADTH) to 

streamline the Common Drug Review and Committee to 

Evaluate Drugs public input processes so that members of 

the public only need to submit one review for a product 

which can be accessed by the federal and provincial review 

bodies. 

Ontario 

government  

 

MOHLTC – 

Ontario Public 

Drug Programs  

 

Canadian 

Agency for 

Drugs and 

Technologies in 

Health (CADTH) 

18.  Through the Strategy and in accordance with the Health 

Action Plan for Ontario, the Ministry of Health and Long-

Term Care, Ontario Public Drug Programs branch should 

provide illness-specific patient navigator to support 

patient groups through the medication review and 

patient input submission processes. pCODR pilot project 

 MOHLTC – 

Ontario Public 

Drug Programs 

                                                 
x
 CADTH accepts individual and family input for medications to treat illnesses for which there is no established patient group. 

xi
 See Appendix 3 for more information about the BC model. 
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Challenge Short-Term Recommendation (1-3 years) Medium-Term Recommendation (3-5 years) Responsibility 

using health technology ssessment (HTA) navigators can 

be used as a model.xii 

19.  Ministry of Health and Long-Term Care, Ontario Public 

Drug Programs branch should create a proactive 

notification system to inform individuals, families, and 

patient groups when a new medication is under review 

and public input is being accepted. Using the current 

approach utilized through CDR is recommended. 

 MOHLTC – 

Ontario Public 

Drug Programs 

 

 

 

 

 

 

 

 

                                                 
xii

 Through this model, pCODR HTA navigators offer support and guidance to patient groups throughout the submission process and identify opportunities for improving the patient input process (O’Rourke, B. 

(2014). Health technology assessment: CADTH update.  Presentation at the 2014 Better Medicines Coalition Conference, Toronto) 
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Long-Term Recommendations 
 

Long-Term Recommendation Responsibility 

22.  The Ministry of Health and Long-Term Care should work with the Canadian Agency for Drugs and Technologies in Health (CADTH) to 

create a seamless, efficient process for reviewing a new brand-name medication’s clinical and cost effectiveness in order to reduce 

redundancies and to decrease timelines associated with the current assessment processes. 

Ministry of Health and Long-Term 

Care (MOHLTC) 

 

Canadian Agency for Drugs and 

Technologies in Health (CADTH) 

23.  The Ministry of Health and Long-Term Care, in partnership with Canadian Agency for Drugs and Technologies in Health (CADTH), 

federal and provincial/territorial governments and researchers, should establish comprehensive, standard measures for evaluating 

quality of life and Quality Adjusted Life Years (QALYs) in health technology assessments for mental health medications. These 

measures should take a full societal perspective in determining the value of a medication. Sweden’s societal approach in health 

technology assessmentsxiii can be used as an example for secondary factors to include in this evaluation.  

¶ Comprehensive information on how direct and indirect costs and benefits to society are included within CDR and CED 

assessments and decision making process should be made available to the public.  

MOHLTC 

 

CADTH 

 

Federal, Provincial and Territorial 

governments 

 

Researchers 

24.  The federal and provincial/territorial governments should work together to establish a ‘Universal Drug Coverage Plan’ which builds on 

the infrastructure already in place in the provinces/territories to increase health equity across the country. This can be achieved by: 

¶ Creating a federal ‘Universal Drug Coverage Plan’ accessible to any Canadian who is not eligible for coverage under their provincial 

program, and who is not covered by private insurance, or whose plans do not provide full coverage for a person’s medications. This 

program can be funded by the federal and provincial public and corporate tax systems, and can be administered at the 

provincial/territorial level; 

¶ Creating a provision for subsidizing costs associated with a national program (e.g. premiums, copayments or dispensing fees) for 

low-income Canadians (based on LICO measures). 

Federal, Provincial, and Territorial 

governments 

                                                 
xiii

 See Appendix 3 for more information. 



Introduction 

 

The Schizophrenia Society of Ontario (SSO) is a charitable health organization that supports 

individuals, families, caregivers and communities affected by schizophrenia and psychosis 

across the province. For over 30 years we have made positive changes in the lives of people 

affected by schizophrenia by building supportive communities through services and education, 

advocating for system change and conducting research into the psychosocial factors that 

directly affect mental illness.xiv 

 

Access to a wide range of treatments and supports has been a long-standing policy priority for 

SSO. SSO believes that all treatment types including psychiatric treatment (e.g. medication, 

hospital-based care, etc.); community services (e.g. counselling, peer support, etc.); and social 

supports (e.g. housing, employment, etc.) should be accessible to individuals and families. 

 

Yet since our inception, SSO has heard from individuals and families about the challenges that 

they experience accessing mental health treatments and supports due to the scarcity of 

available resources and numerous systemic barriers. These challenges place people at a greater 

risk of hospitalization, homelessness, and coming into contact with the criminal justice system, 

which has a profound effect on their health and quality of life, and the broader community.  

 

Recognizing these numerous systemic challenges the Government of Ontario launched Open 

Minds, Healthy Minds, a 10-year Mental Health and Addictions Strategy (the Strategy) in 2011. 

The Strategy calls for a holistic approach to mental health and addictions in Ontario. However, 

pharmacological care (access to medications),xv a fundamental aspect of treatment, is currently 

omitted from the {ǘǊŀǘŜƎȅΩǎ content or implementation activities. This is despite the fact that 

medications are often used as the first course of treatment for mental illness and that many 

Ontarians experience significant challenges with accessing this form of treatment.  

 

For this reason, SSO undertook a policy research initiative to explore how to include access to 

medications within the {ǘǊŀǘŜƎȅΩǎ framework and to provide concrete recommendations for 

achieving this.  

 

                                                 
xiv

 In this paper, the term “mental illness” refers to symptoms and conditions which may take the form of changes 
in thinking, mood or behavior, or some combination of all three, that impact a person’s ability to function 
effectively over a period of time. This term was chosen because it is the closest in aligning to the language used by 
various stakeholders affected by issues noted in this paper. It should be clarified that not all individuals living with 
a mental health issue would identify with this label. 

xv
 Based on the World Health Organization (WHO)’s definition, this paper views ‘access to medications’ as the 

combination of four factors: selection; affordability; sustainable financing; and reliability of supply. 
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Purpose of the Paper 
 

The purpose of this paper is to provide an overview of the issues with access to medications 

within the current system and to identify concrete recommendations for how these issues can 

be addressed through the provincial Strategy.  In researching this topic we identified other 

significant structural challenges to accessing medications. While we acknowledge the 

complexity of the systems involved and jurisdictional boundaries, we felt that it would be 

remiss not to comment on these broader systemic issues as they directly impact access to 

medications in Ontario. As a result, the discussion in this paper extends beyond the scope of 

the Strategy and our recommendations include practical changes that can be achieved through 

the Strategy, as well as a call for high-level, long-term changes which require further 

development and significant coordination between all levels of governments and stakeholders.  

 

Background Research 

 

To inform this paper, a review of government, academic, and grey literature was performed 

with a focus on access to medications in Ontario. We also explored other provincial and 

international mental health strategies and medication coverage systems. Most importantly, to 

ensure that this paper reflects the needs and perspectives of all people, professionals and 

administrators affected by and involved in this area, we conducted a series of focus groups and 

interviews with key stakeholders. These included individuals and families living with mental 

illness, healthcare providers, health advocacy organizations, private insurance providers, 

employers, pharmaceutical industry representatives, and policy experts within the government.   

 

Scope and Structure of the Paper 

 

Because SSO’s area of expertise is in mental illness, this paper is primarily focused on access to 

mental illness-related medications. A full exploration of medication access systems, such as the 

pan-Canadian Oncology Drug Review (pCODR) program for oncology medications, is beyond the 

scope of this paper.  

 

In order to make this paper accessible to a wider audience, including policy makers, healthcare 

professionals, employers, manufacturers, and people and families with lived experience, a brief 

overview of the Mental Health and Addictions Strategy is provided. In addition, an overview of 

the current medication approval and listing processes, examples of medication reimbursement 

models from other jurisdictions, and a glossary of terms are included in the Appendices. 
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Setting the Context 

 

Mental illness affects one in five Canadians1 and two to three percent of Ontarians will 

experience a complex mental illness such as schizophrenia or bipolar disorder throughout their 

lifetime.2 The impact of mental illness extends to every aspect of one’s life, including 

psychological, emotional, social, and physical well-being. Experience of mental illness may 

create challenges and disruptions in different areas of life including education,3 employment,4 

housing,5 financial stability, and personal relationships.6  Stigma and discrimination associated 

with mental illness are prevalent and impede access to treatments and services and undermine 

full social inclusion for individuals and families. From a societal level, the burden of mental 

illness in Ontario is 1.5 times that of all cancers, and more than seven times that of infectious 

diseases, when measuring both premature death and reduced functioning due to illness.7  

 

The needs of individuals and families experiencing mental illness vary; however the key to 

addressing these needs is timely access to a full range of safe, effective, and quality treatments 

and supports that work together to enable people to meet their individual recovery goals. In 

line with this comprehensive approach, access to medications is essential to support physical 

and mental health. Yet for many Ontarians this form of treatment is inaccessible due to 

numerous structural barriers and systemic deficiencies.  

 

Despite a declaration by the World Health Organization that governments are obligated to 

promote and provide universal health coverage,8 prescription medication coverage continues 

to be an access to care issue across Canada. 9 Under Canada’s healthcare system, government 

funding covers only 36.1 percent of prescription medication costs,10 which is far below 

international standards11 and in direct contradiction of the notion of universal health care.  For 

many Canadians, including people with mental illness, access to this form of treatment remains 

significantly compromised.   

 

Medications and Mental Illness Treatment 
 

Medications are used to treat a wide range of mental health conditions and illnesses. As some 

forms of mental illness are chronic, medications may have to be accessed over a long period of 

time, presenting long-term costs to individuals, families, and the healthcare system.12  

 

Medication treatment is not a “one size fits all” model. Response to psychiatric medications is 

highly individualized, variable, and related to several factors such as genetics, age, gender, and 

socio-environmental factors. As a result, individuals often have to try several medications, and 

dosages, before they find an effective treatment. Even once an effective medication, or 

combination of medications is found, changes in response can occur over time, as medications 
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may stop working, or their effectiveness may be impacted by changes in diet and lifestyle, 

stress, interaction with other medications, and other similar factors.  

 

People with mental illness often use more than one medication due to presence of other 

concurrent physical and mental health conditions. For example evidence shows that due to 

varying genetic and environmental factors, including medication side effects, individuals with 

schizophrenia experience increased rates of obesity,13 cardiovascular disease,14 and type II 

diabetes.15 For individuals with dual physical and mental health needs, timely and affordable 

access to medications becomes an especially important aspect of recovery.  

 

It must further be noted that currently available medications used to treat mental illness are 

not ideal. These medications often do not fully diminish symptoms and many cause serious, and 

sometimes dangerous, side-effects. The side-effects, along with the relationship with the 

clinician, individual and family knowledge about the illness, and understanding of the risks of 

non-adherence to medication can impact treatment adherence16,17 and undermine recovery.18 

This further reinforces the need to have access to all clinically approved medications to allow 

individuals and their healthcare providers to pick the treatment that works best for them, with 

minimal side-effects.   

 

Medication shortages also affect treatment efficacy and adherence, and overall recovery. In 

2010, three out of the top 10 medication shortages in Ontario were medications used to treat 

mental illness, including depression and schizophrenia.19 Although the causes of medication 

shortages vary, and a full discussion of this topic is beyond the scope of this paper, shortages 

are common and disrupt a person’s treatment. Alternative treatment options must be 

accessible to individuals in order to mitigate impact on health and quality of life when 

medication shortages occur. 

 

Medications and the Ontario Mental Health and Addictions Strategy 

 
The goal of Ontario’s Mental Health and Addictions Strategy is to ensure that Ontarians have 
better access to quality services, treatments, and supports to promote good mental health and 
social inclusion for people with mental illness and addictions issues.20  The first three years of 
the Strategy focused on improving the child and youth mental health system. Building on this 
first phase, the Strategy is now expanding to improve transitions between youth and adult 
services, and to continue to improve services and care.21  
 

This next phase of the Strategy is guided by five strategic pillars for action, is inter-sectorial and 

inter-ministerial in scope, and is intended to align with other initiatives, including the Excellent 

Care for All Act, the Poverty Reduction Strategy, Early Learning Strategy and the Long-Term 

Affordable Housing Strategy.  



20 

 

 
 

Noticeably missing from the {ǘǊŀǘŜƎȅΩǎ pillars and implementation activities is access to 

medications. This omission is incongruent with its holistic approach and not only hurts 

individuals and families living with mental illness, but will also jeopardize successful 

implementation and overall effectiveness of the Strategy if left unaddressed.  At the 

same time, this next phase of the Strategy provides an effective framework for 

reviewing and improving access to medications for Ontarians with mental illness.  As the 

Strategy is still in its early stages of development and implementation, the time is now 

to examine the challenges with access to medications in Ontario and to develop a plan 

of action. 

Strategic pillars for the Expanded Mental Health and Addictions Strategy: 

 

1. Promote mental health and well-being: 

o Expand proven programs to promote mental health in schools and the workplace. 

o Use public health expertise and programming for mental health promotion and addictions 

prevention. 

2. Ensure early identification and intervention: 

o Use virtual applications to enable people to access services. 

o Expand and tailor training programs, mentorship and support led by service providers. 

o Increase access for self-help and early intervention by expanding on existing programs. 

3. Expand housing, employment supports and diversion and transitions from the justice system: 

o Increase supportive housing for people who are homeless or at risk of homelessness. 

o Expand effective workplace mental health programs. 

o Expand initiatives to reduce contact with the justice system. 

4. Provide the right care, at the right time, in the right place: 

o Develop integrated service coordination across Health Links and Ministry of Children and 

Youth Services lead agencies, and strengthen coordination between service collaboratives and 

Health Links. 

o Address gaps for youth who are using harmful substances. 

o Develop innovations in patient care for people suffering from simultaneous mental and 

physical illness. 

5. Provide funding based on need and quality:  

o Establish a new funding model linked to population need, quality improvement and service 

integration. 

o  
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Challenges within the Current System 

 

Access to effective pharmacological treatment, alongside other clinical and social supports, 

promotes recovery for individuals affected by mental illness.xvi
  Access to medications allows 

individuals to flourish in educational and employment settings and also contributes to 

effectiveness of other treatments and interventions. Yet many Ontarians affected by mental 

illness do not have equitable access to medications due to numerous barriers within the current 

system. While challenges to accessing this form of treatment are varied and complex, overall 

these challenges center on availability and affordability of medications. This has significant 

implications for individual health outcomes, as well as for economic and systemic sustainability. 

 

1. Access Inequities: Affordability and Transitions. 

 

Prescription medication coverage in Ontario consists of a patchwork of private and public plans, 

resulting in inconsistency in the extent of coverage available to individuals through different 

programs. Indeed, throughout their lives eligible Ontarians may receive prescription medication 

coverage from private insurance plans, public programs, or a combination of the two, creating 

challenges for consistent coverage across the lifespan.  

 

1.1 Affordability determines access 
 

Access to medication treatment is determined by one’s income bracket and job security – the 

higher these two domains, the greater the access. As such, ability to benefit from a particular 

medication treatment is often contingent on ability to pay for this treatment, rather than need. 

For mental illness medications, treatment can range from $200-$2000 or more per month, 

depending on the medication.22 For many individuals and families affected by mental illness 

paying out-of-pocket for their medication is often impossible – even if it is the most appropriate 

medication for them – and many forgo treatment altogether due to cost-related barriers.23 

 

Private insurance and public drug programs provide some relief with the cost of medications; 

yet accessibility to these programs is a barrier within itself. Access to private insurance is 

becoming increasingly out of reach for many Ontarians. Recent research shows that one-third 

of paid employees in Ontario do not have employer-provided health benefits and that this 

population is mostly comprised of women, individuals with low incomes and other marginalized 

                                                 
xvi

 For information on how Ontarians can access prescription medications, see Appendix 2: Accessing Prescription 
Medications in Ontario. 
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populations such as single parents, racialized groups, new immigrants, temporary foreign 

workers, Aboriginal persons, persons with disabilities, older adults and youth.24  

People affected by mental illness often experience significant barriers to gainful employment 

and are over-represented in precarious work, characterized by low wages, limited job security, 

and lack of health benefit coverage.25 Low-income Ontarians affected by mental illness find 

themselves at a disadvantage in the labour market – they often have no medication coverage 

through their employer, and are not “poor enough” to receive coverage through public 

programs; yet they may rely on medication treatment to assist them with obtaining and 

maintaining employment.  

 

Even individuals who are fortunate enough to have medication coverage through private 

insurance experience significant barriers to medication access due to eligibility criteria set by 

the private plans. These criteria can include stipulations to try cheaper alternatives prior to 

obtaining the prescribed medication (fail-first policies); stipulations to fill the prescription at a 

particular pharmacy; stipulations to provide corroborating medical reports; and other similar 

requirements. Such conditions disadvantage individuals with limited financial security who 

often have to incur additional financial and personal costs to access these “covered” 

medications.  For example, requirements to fill prescriptions at specified pharmacy often pose 

barriers for individuals with limited access to transportation and in particular, people in rural 

and northern communities. 

 

Similar issues are prevalent within the public system as well. Individuals with mental illness are 

disproportionately affected by poverty and many rely on provincial social assistance system for 

financial support and medication coverage. As of October 2014 over a third of all Ontario 

Disability Support Program (ODSP) recipients were individuals with a mental illness and this 

demographic group is increasingly becoming the largest group of social assistance recipients in 

Ontario.26 For these individuals, access to medications is often limited by what is available 

through public drug programs, which may not cover the most appropriate treatment option 

and/or may require the individual to try several other medications before gaining access to the 

one that they really need. Lack of medication coverage can also serve as a disincentive to 

employment for people on social assistance. Despite the availability of the Extended Health 

Benefit (EHB) and the Extended Employment Health Benefit (EEHB), individuals transitioning 

from social assistance can still lose their health benefits upon securing employment and as a 

result, can no longer afford the costs associated with managing their conditions, despite their 

engagement in the labour market. 

 

What is more, research shows that ability to afford medication affects doctor’s prescribing 

practices. Doctors sometimes choose not to prescribe the most effective medication if it is not 

covered by either public or private insurance.27 Similarly, doctors often work with individuals to 
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“tweak” their medication dosage to make the treatment eligible for private insurance or 

Ontario Drug Benefit (ODB) program coverage.28 Choosing affordable alternatives over the 

most effective treatment negatively affects individuals’ physical, psychological and social well-

being and serves as a deterrent to successful mental health recovery. In addition, this 

inequitable access leads to broader health system costs including complications for chronic 

conditions and hospital readmissions.29,30 

 

The cost related barriers experienced by Ontarians are not unknown to the provincial 

government. Indeed, the Trillium Drug Program (TDP) was created in 1995 to attend to the 

increasing unaffordability of medication treatment. However, there have been significant 

advances in the field of pharmacology over the last twenty years that not only increased the 

quantity of medications available, but also the costs associated with these new treatments. 

Some changes to the TDP have been made throughout the years, yet overall this program did 

not keep up with the fast changing environment. Although there is a common assumption that 

TDP provides a safety net for those who lack private insurance coverage and do not qualify for 

other public programs, this program has many barriers. These include administratively onerous 

application processes and deductible costs which individuals who are employed in minimum 

wage, or part-time work, struggle to afford. In addition, the TDP does not benefit individuals 

and families whose medication costs do not reach the financial deductible threshold, excluding 

many people from the program even if they experience financial barriers to accessing their 

medications.  

1.2 Transitions between plans and systems 

 

At different life stages, individuals may have to move between different forms of coverage, 

such as when transitioning from the youth to adult mental health systems; when changing jobs; 

when being discharged from a hospital or a correctional facility; or when turning 65 years old. 

Availability of medications and eligibility criteria vary significantly between the programs and 

transitions are a particularly vulnerable time for individuals as they can result in discontinuation 

of one’s treatment.  

 

For children and youth, medication coverage is dependent on their parents and/or guardians’ 

eligibility and can vary based on what plan and/or program their family qualifies for, if any. This 

coverage is often discontinued once youth reach the age where they are no longer considered 

dependents. Some young people may obtain coverage through employment or school 

programs, but for those individuals who are temporarily disconnected from work or school due 

to symptoms of their illness, options for coverage are limited. They may not benefit from the 

Trillium Drug Program because their household income is too high, and under these 

circumstances it is not uncommon for youth to apply for ODSP for support and benefits.31  
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Similarly, children and youth transitioning out of the child welfare system may have access to 

different forms of medication coverage, or may completely lose access to benefits, depending 

on the circumstances of their discharge. For example, adopted children and youth have their 

medication covered during the adoption probation period. Once the process is finalized, there 

is no guarantee of continued coverage unless they qualify for their adoptive parents’ coverage 

plan. While other young people leaving care at age 18 may obtain medication coverage from 

transitional care programs; private insurance through employment; and/or public drug 

programs; many do not qualify for, or are not aware of how to access any of these options.32  

 

Moreover, individuals discharged from a hospital can have their medications changed by their 

prescribing doctor on the day of discharge because medications available within the hospital 

are not covered by the public program or private insurance.33 Likewise, individuals discharged 

from correctional facilities often find themselves without continued medication coverage. 

Discharge planning services are not consistent across provincial correctional institutions and 

there is no mandate to provide a supply of psychiatric medications to individuals upon 

release.34 In some cases, when discharge planning does occur, a person may receive a 

temporary supply of medications. For individuals who are discharged directly from court, which 

is often the case for individuals on remand, there is no opportunity for accessing medications, 

or a prescription, to help them transition back into the community.35 As such, released 

individuals do not have continued access to their medications and have to figure out how to 

obtain their treatment on their own once released.  

 

Individuals transitioning out of the social assistance system experience challenges with 

continuation of medication coverage as well. While there are three distinct health benefitsxvii 

that in theory would provide ongoing coverage for medications, many individuals are not 

informed about their options and experience challenges with accessing these benefits. For all of 

these benefits if there is a delay in applying, or if the individual is unable to estimate and 

include all of the health-related costs they may be entitled to in the application, or submit all of 

the necessary forms to demonstrate continued eligibility, or miss the timelines to reapply to the 

program annually (for Transitional Health Benefit), they would not be able to receive the 

benefit, even if they are otherwise eligible for it. Indeed, these programs require significant 

administrative oversight, and are labour-intensive both for the administrators and for the 

individuals that need these benefits.   

 

The complexity of the current system poses additional barriers and undue stress for individuals 

and families affected by mental illness. In addition to high variation in eligibility and coverage 

                                                 
xvii

 For more information, see Appendix 2: Accessing Prescription Medications in Ontario. 
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across the programs, the overarching lack of coordination and integration between various 

programs and plans makes it extremely difficult for individuals to navigate the system and 

access medication treatment. This variability compromises consistency in care and equitable 

access to treatment. At the same time, there are currently no supports available to individuals 

and families to assist them with navigating the medication coverage system and to ensure that 

once effective treatment is found, it is continued. 
    
Short-Term Recommendations 
 

1. Through the Strategy, the Ministry of Health and Long-Term Care should develop resources 

and supports to help individuals and families navigate medication reimbursement options.  

The MOHLTC can build on models which already exist, such as the Oncology Drug Access 

Navigators of Ontario,xviii with a goal of establishing a network of patient navigators across 

Ontario to provide direct support to individuals and families. 
 

2. Through the Strategy the Ministry of Health and Long-Term Care should develop metrics to 

measure ‘access to medication’ as an indicator for evaluating how well the mental health 

and addictions system is meeting the needs of individuals.  
 

3. Through the Strategy, the Ministry of Children and Youth Services should continue to 

expand the Aftercare Benefits Initiative, and other transitional supports, and promote 

greater coordination between these programs and other public drug programs provided by 

Ontario government. The MCYS should also make information about these programs easily 

accessible and available to youth, families, and service providers.  
 

4. Through the Strategy the Ministry of Community Safety and Correctional Services should 

implement standard discharge planning procedures across all provincial correctional 

facilities which would facilitate consistent prescription medication coverage for sentenced 

and remanded individuals post discharge. The MCSCS should work with MOHLTC, MCSS, 

and MCYS to develop coordinated access to medications for individuals transitioning 

between these systems. The MCSCS should also:  

¶ Expand on protocols such as the Red Bag program, which assist incarcerated individuals 

with maintaining access to their personal belongings, including medications, throughout 

the criminal justice system; 

 

                                                 
xviii

 The Oncology Drug Access Navigators of Ontario (ODANO) help individuals and families navigate oncology 
medication coverage and access reimbursement options for the medications that they need in a timely way. 
ODANO has been found to be particularly useful for individuals without private insurance benefits, and for whom 
finances would pose a barrier to oncology care.  
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¶ Pilot promising service integration models that already exist in other jurisdictions, such 

as Project Link,36 to ensure continuation of medication access for individuals when they 

enter and when they are discharged from the correctional system. 

 

Medium-Term Recommendations 

 
5. The Ministry of Health and Long-Term Care should review and modernize the Trillium Drug 

Program to ensure its sustainability and responsiveness to the ever-changing health and 

economic environments.  

 

6. The Ministry of Health and Long-Term Care should expand existing Ontario Public Drug 

Programs to cover access to psychiatric medications for individuals who are transitioning 

through systems and plans, and for individuals who are low-income: 

¶ Expand the Exceptional Access Program to provide short-term medication coverage 

during periods of transition between different public/private plans and/or different 

public systems until a person is able to connect to a longer-term coverage plan. 

¶ Expand the Trillium Drug Program to cover the full cost of psychiatric medications for 

low-income employed individuals who are not eligible under other public drug programs 

and are not covered by private insurance. Income eligibility should be assessed using 

Low Income Cut-Off (LICO) measure rather than the current four percent of the income 

criteria. Plan G model in British Columbia can be used as an example.xix 

¶ Work with the Ministry of Community and Social Services to incorporate current MCSS 

benefits provided to individuals transitioning off social assistance under the expanded 

and updated Ontario Public Drug Programs to reduce administrative program costs and 

promote smooth transitions between programs.   

 

 

                                                 
xix

 See Appendix 3: Medication Coverage in Other Jurisdictions for more information. 
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2. Lack of Information to Make Informed Treatment Decisions. 

 

Understanding psychiatric medications, including different medication options, risks, benefits, 

potential side-effects, and interactions with other medications may be challenging and even 

anxiety-inducing for individuals and families. Prescribing practitioners and pharmacists are 

typically the main, and only, source of information and education on this topic. Yet even these 

professionals sometimes have limited information and training on mental illness treatment, and 

in particular on medication reimbursement options.  

 

Due to lack of accessible plain-language information, individuals and families often feel 

unprepared for how long it can take to adjust to new psychiatric medications; what to expect 

during medication transition periods; or what side effects one may experience with a new 

medication or dosage.37 This lack of knowledge has been shown to perpetuate stigma 

associated with this form of treatment and can serve as a significant treatment deterrent for 

some individuals and families.38  

 

There is also lack of accessible information on medication coverage policies that impact health 

care choices. For example, the substitution of brand-name medications with bioequivalent, 

interchangeable, lower cost generic alternatives is a cost-containment strategy which is used by 

both public and private providers. The reimbursement of medications on the current Ontario 

Drug Benefit (ODB) formulary is based on a lowest cost policy, which mandates that 

pharmacists dispense the lower-cost medication,39 unless the prescribing doctor writes “no 

substitution” on the prescription and/or submits a health report form.40 Many private insurance 

plans utilize a similar approach and some require the individual to pay the cost differential 

between generic and brand-name medication if they wish to use the latter. Individuals and 

families are often not aware of these policies and only find out that the medication they were 

prescribed is being substituted with a generic alternative when they fill their prescriptions. This 

can impact treatment efficacy and treatment adherence and undermine therapeutic 

relationship with the service providers.41 

  

Short-Term Recommendations 

 

7. Through the Strategy the Ministry of Health and Long-Term Care should develop a 
comprehensive mental health and addictions online resource to provide up-to-date, 
accessible, plain language information to the public on:  

¶ Psychiatric medication treatment options and the risks and benefits associated with 

treatments, including information regarding adjustment periods. The MOHLTC can build 

on resources already developed by various health organizations such as the Multiple 
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Sclerosis Society of Canada’s information sheets on MS treatment options and 

medications;xx and SSO’s online medication resource centre.xxi 

¶ Medication reimbursement options, including plain language guidelines for applying to 

Ontario Public Drug Programs. Again, the MOHLTC can build on already-developed 

resources such as the plain language guidelines produced by Cystic Fibrosis Canada,xxii 

CATIE,xxiii and www.DrugCoverage.ca.  

 

8. Through the Strategy the Ministry of Health and Long-Term Care should disseminate the 

above information to individuals and families through local pharmacy information initiatives 

and/or develop public information campaigns and resources through Public Health Ontario. 

 

9. Through the Strategy the Ministry of Health and Long-Term Care should provide access to 

specialized supports for individuals and families who are beginning new psychotropic 

medications, or whose medications are being adjusted. This support can be provided 

through primary care and/or through expansions of MedsCheck program.xxiv 

 

10. Through the Strategy, the Ministry of Health and Long-Term Care should work with the 

Ministry of Training, Colleges, and Universities, and professional colleges, to establish and 

expand mental health core competencies for all healthcare providers, including primary 

care physicians nurses, and pharmacists. Core competencies would include: working 

knowledge of the symptoms, etiology, and basic treatment of common mental health 

conditions; medication treatment and coverage options; caregiver support; and patient-

centered care. 

 
11. Through the Strategy, the Ministry of Labour and the Ministry of Economic Development, 

Employment, and Infrastructure, should develop guidelines for workplaces to provide up-to-

date plain language information to employees about health benefits, including medication 

coverage options, and medication reimbursement policies. 

 
 

                                                 
xx
 MSSC. (2012). Exploring your options: Considering Risks and Benefits of MS Medications.  

    MSSC. (2015). Disease-modifying therapies.  

xxi
 SSO. (2015). Medication Resource Centre.  

xxii
 Cystic Fibrosis Canada. (2013). The Guide: Resources for the CF Community.  

xxiii
 CATIE. (2015). Access to HIV and Hepatitis C Drugs: Federal, Provincial and Territorial Drug Access Programs.  

xxiv
 Through OHIP coverage, MedsCheck provides scheduled medication consultations with pharmacists for eligible 

individuals taking three or more medications for a chronic condition. Recently, this program has been expanded to 
include diabetes-specific consultation even for individuals who manage this illness without medications, or with 
less than three medications. 

http://www.drugcoverage.ca/
https://beta.mssociety.ca/about-ms/treatments/disease-modifying-therapies-dmts
http://www.schizophrenia.on.ca/Resources/Medication-Resource-Centre
http://www.cysticfibrosis.ca/wp-content/uploads/2013/09/theguide_resources_cf_2011_en.pdf
http://www.catie.ca/en/treatment/access-hiv-and-hepatitis-c-drugs-federal-provincial-and-territorial-drug-access-program
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3. Delays in Medication Listing Timelines. 

 

On average, Canadians wait over two years for access to new medicationsxxv because of delays 

in approving medications through Health Canada and the Common Drug Review (CDR), and 

delays in listing them for reimbursement at the provincial/territorial level.42 The target for 

issuing a recommendation through the CDR process from the time that a manufacturer submits 

a Health Canada-approved medication for review is listed as five to six months,43 although the 

actual timelines are often much longer. Timelines for listing medications on the Ontario Drug 

Benefit (ODB) Formulary from the time they are approved by Health Canada ranges anywhere 

from 150 to over 500 days.44 

 

The demand for medication assessments often exceeds the resources available to the national 

and provincial/territorial review agencies. Although government investment into health 

technology reviews continues to increase, both CDR and the provincial Committee to Evaluate 

Drugs (CED) are often plagued by a backlog of applications.45 The time that it takes for 

medication to become available through public programs is further affected by redundancies in 

medication review and assessment processes at the federal and provincial levels. Indeed, once 

a medication is reviewed at the provincial level by the CED, its clinical safety and efficacy have 

already been evaluated by two federal-level oversight bodies – Health Canada and the 

Canadian Agency for Drugs and Technologies in Health (CADTH), through the CDR process. Cost-

effectiveness is the other major aspect for evaluation of a new medication and this evaluation 

happens twice, first at federal and then again at the provincial level. The purpose of the 

additional provincial review is to consider the specific health care needs and budgetary 

considerations of the province, however the criteria used by the CED is similar to that of the 

CDR process.  

 

The pan-Canadian Pharmaceutical Alliance (pCPA) negotiations typically occur concurrently 

with the CED review process46 to minimize the impact on timelines for listing medications on 

the ODB formulary.  However there is little publically accessible information regarding the 

standard timelines for pCPA negotiations or standard timelines for listing a medication on the 

ODB Formulary, once a Letter of Intent between the participating provinces/territories and the 

manufacturer is signed. Nor is it guaranteed that the medication will be listed at all.  A recent 

International Business Machines (IBM) Canada report on the pCPA process highlights the lack of 

standardized metrics related to timelines and how this contributes to the lack of transparency, 

and delays, in the pCPA process.47  

 

                                                 
xxv

 For information about how medications become available through the public system, see Appendix 1: How 
Medications Become Available in Ontario.  
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Short-Term Recommendations 

 

12. As part of its consultation process, the pCPA should consult with wide range of 

stakeholders, including individuals and families, provincial and territorial health ministries, 

and other pharmaceutical industry stakeholders. The focus of these consultations should 

include establishment of metrics for the pCPA process. These metrics should be publicly 

available in plain language on the pCPA website and could include:  

¶ Reasonable timelines for each step of the process, including the negotiation process, as 

well as the time to listing once a Letter of Intent is signed.  

¶ Criteria for decision making and clear expectations for listing medications on public 

formularies once a Letter of Intent is signed. If an agreement is reached in the pCPA 

process, the medication should be listed on provincial formularies within a specified, 

reasonable, timeframe. 

¶ A process for making medications under review available to the public during the pCPA 

negotiations through joint funding by the provinces and manufacturers. 

 

 

Medium-Term Recommendations 

 

13. The Ministry of Health and Long-Term Care should work with the Canadian Agency for 

Drugs and Technologies in Health (CADTH) and other provincial/territorial medication 

review bodies to streamline the Common Drug Review (CDR) process with the provincial 

review process, including establishing a single submission process for manufacturers; a 

single process for utilizing public input; and a single process for establishing the value of a 

new medication to society.  
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4. It All Comes Down to Cost. 

 

Inability to access effective medications increases costs to healthcare, social services, criminal 

justice, labour market, and most importantly, individuals and families. Lack of access to 

pharmacological treatment may lead to overutilization of emergency services and increased 

hospitalizations,48 increased contact with the criminal justice system,49 and increased reliance 

on social services and social assistance.50  In addition, relapse of symptoms, adjustment periods 

associated with changes in medications, or hospitalization may impact a person’s ability to 

manage workplace expectations thus increasing labour costs through absenteeism and/or 

presenteeism. Yet access to medications, and in particular access to new medications, is often 

seen as an economic issue rather than a health issue. This has direct implications on how and 

what medications are approved for coverage through both public and private systems, with 

priorities often determined by immediate financial costs associated with the medication, rather 

than secondary costs associated with the untreated illness.  

 

Although no study to date has included the full financial impact of mental illness, available 

evidence shows the cost of mental illness to the Canadian economy to be in billions and 

forecasts significant increases over time.51 Despite these growing costs, Canada’s investment in 

mental health and addictions remains at about 7.2 per cent of the total health budget,52 

compared to other high income countries that invest 10 per cent or more in their mental health 

services.53 Recognizing that governments are indeed limited by finite financial resources, it 

must be noted that these finite resources are impacted by costs associated with untreated 

mental illness and its secondary socio-economic implications. Indeed, health economists have 

long established that most effective economic evaluations of healthcare treatments are done 

using a societal perspective.54 Investing in upstream solutions through prevention and patient-

focused care is economically sound and fiscally responsible, yet medication reimbursement 

decisions are rarely made from this perspective.  

 

Whether a medication should be listed for reimbursement through public programs is based on 

evaluation conducted through Health Technology Assessments (HTAs), the primary goal of 

which is to assess whether a new medication is safe, effective, and of value to the public. 

Utilization of methodologically sound assessments of health technologies contributes to gains 

for stakeholders in safety, efficacy, and cost-effectiveness.55 At both federal and provincial 

level, the HTAs acknowledge the importance of considering all direct health care costs, social 

services costs, spillover costs on other sectors (e.g. education), and costs to the individuals and 

families (e.g. time, productivity).56,57 Overall, however, HTAs predominately focus on whether 

the new medication is more effective than other lower-cost medications in its class, with less 

emphasis on other considerations such as side effects, tolerance, and overall quality of life 

(QOL).58 This is in part due to the data that is available for the HTA reviews - international 
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clinical studies and economic analyses comprised on placebo-controlled randomized trials of 

efficacy, rather than effectiveness. These studies often have short follow up periods and a focus 

on narrower, clinical measures (e.g. change in blood), rather than “real world” experiences with 

the medication that are of value to those who will use it.59 

 

From the perspective of individuals and families, the most important value of treatment is its 

ability to improve quality of life.60 HTAs use Quality Adjusted Life Years (QALYs)xxvi in their 

economic analysis as a means of measuring both quantity and quality of life (QOL).61 There is 

general consensus that QALYs are not a perfect measurement and that their utilization may not 

always provide the most accurate evaluation of a particular health technology.62 Because 

analysis of individuals’ experiences and quality of life are not required as part of the clinical trial 

evidence submitted by the manufacturers, it is often unclear what QOL measures, if any, are 

used within current HTA reviews or how these measures are weighted compared to other cost 

considerations.63 In addition, there is variation in how the QOL measures are used in 

evaluations, depending on what illness the medication treats. For example, there is a clear 

distinction between validity and reliability of available QOL measures between physical illnesses 

(e.g. heart disease) and mental illness; with latter identified as having less frequent and less 

reliable QOL measures.64   

 

Over-reliance on upfront savings over long-term individual and societal benefits is further 

influenced by how federal and provincial budgets are structured. Budget silos due to 

segregation of funding based on Ministerial and/or program boundaries (e.g. Ontario Public 

Drug Programs, physicians’ services, education, etc.) result in funding decisions that are based 

solely on that Ministry or program’s budget. As such cost-saving for one of these budgets can 

result in cost-increasing for another but this correlation is often not tracked nor accounted for. 

 

Similar issues are evident in the private system and in addition to differential coverage among 

public and private system, there is noted variability in the share of total spending across 

different medication types. In general, private insurers cover more medications approved by 

Health Canada and provide quicker access to new medications than public programs.65 (See 

Figure 1 for a comparison of the share of total spending across Canada of selected therapeutic 

category by primary payer).66  

 

                                                 
xxvi

 Life-years weighted by the degrees of decrement in quality of life that is associated with morbidity. QALY 
incorporates morbidity and mortality effects of interventions. (Definition: Drummond, M. F, et al. (2005). Methods for the 

economic evaluation of health care programmes. Oxford medical publications. 3rd ed. Oxford (UK): Oxford University Press.) 
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Overall, within the private system plan sponsors view prescription medication benefits as part 

of a compensation package, rather than from a healthcare perspective.67 Cost is a major 

consideration for determining the design of private insurance plans,68 and smaller businesses in 

particular may be limited in what they can pay for, if they are able to sustain providing these 

benefits at all.69 As a result, trends toward cost-containment are increasing. These include 

increased use of case management of medication claims,xxvii mandatory generic substitution,xxviii 

therapeutic substitution,70 fail-first policies, and requirements to seek access through public 

programs first.71  These trends not only minimize and undermine the role of healthcare 

providers but also create significant challenges and delays with access to treatment thus 

inadvertently increasing costs to the public system.  

 

Providing access to a range of evidence-based treatments and supports is a cost-effective way 

to promote overall health and well-being and hence reduce costs to the health system, and 

other social systems (see Table 1 for a comparison of per diem social costs compared to 

medication treatment). Current focus on cost effectiveness vis-à-vis cost containment in the 

                                                 
xxvii

 Some plans require prior approval from the insurance provider for coverage of certain high-cost medication 
claims. A case manager may be assigned to these claims to work directly with the individual and their prescribing 
doctor to manage the prescribed treatment plan from a cost-containment perspective. In such cases the decisions 
between individuals and their health care providers are directly influenced by the involvement of case managers.      

xxviii
 Mandatory generic substitution refers to a drug plan policy which stipulates that when there is a generic 

interchangeable medication available, the generic option will be dispensed, unless the plan member pays for the 
difference in cost for the brand-name option. 
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evaluation of a medication’s potential value is short-sighted. Failure to recognize cost savings 

achieved through the preventative role of treatment not only increases future costs to the 

system, but more importantly hinders patient-centered care, leaving the needs of individuals 

and families with mental illness unrecognized and unaddressed. 

 

 

Short-Term Recommendations  

 

14. Through the Strategy the Ministry of Health and Long-Term Care should increase plain 

language information on the evaluative criteria used by the Committee to Evaluate Drugs 

(CED) in publicly posted recommendations. This should include: 

¶ Comprehensive information on how evaluation criteria (e.g. cost-effectiveness, 

public input, quality of life measures) are used to make funding decisions; 

¶ The value placed on different criteria in funding decisions. 

 

 

Medium-Term Recommendations  

 

15. Through the Strategy the Ministry of Health and Long-Term Care should establish consistent 

valid and reliable quality of life (QOL) measures to evaluate effectiveness of medications.  

 

 

 

Table 1 

A comparison of per diem social costs for one person compared to medication treatment 

Intervention Average Cost Per Day ($) Average Cost Per Annum ($)**  

Specialty mental health hospital in 

Ontario* 

797 290,905 

Large community hospital in Ontario*  651 237,615 

Custody in provincial prison† 171 62, 415 

ODSP †† 39.42 14, 388 

ODB costs (brand-name medication) 

# 

2.40 876 

ODB costs (generic medication) # .37 135 
*Health data branch web portal, 2013/14. Average calculated by the author.72 
**  Per annum amount calculated by author based on average cost per day by number of days per year. 
† Statistics Canada, 2010/11, p. 10.73 
†† Rate is based on maximum monthly basic needs allowance, shelter, GST/HST credit, and Ontario Trillium Benefit as calculated in: ODSP 
Action Coalition. (2014).74 Per diem cost calculated by the author by prorating monthly rate by 30 days. 
# Ministry of Health and Long-Term Care, OPDP Report Card 2012/13, p. 39.75 NOTE: Per diem cost calculated by the author. ‘Average standard 
claim of 30 day supply’ amount prorated by day to obtain per diem amount. 
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5. Public Voice Marginalized. 

 

Meaningful public input is paramount to achieve a public reimbursement system that truly 

meets the needs of individuals and families. Both the Canadian Agency for Drugs and 

Technologies in Health (CADTH) and the Ontario Ministry of Health and Long-Term Care 

(MOHLTC) assert their value of patient input as demonstrated by ongoing initiatives to increase 

the patient voice within the Health Technology Assessment (HTA) processes. For example, both 

the Canadian Drug Expert Committee (CDEC), which conducts Common Drug Review (CDR) 

assessments, and the provincial Committee to Evaluate Drugs (CED) include two members of 

the public on the committees. In addition, both processes collect patient input submissions on 

new medications as a part of their evaluations. However, aside from the current CADTH pilot 

projectxxix neither the CDR nor the CED accept input directly from the individuals and families, 

but rather require that feedback on new medications is provided by “patient groups” which 

represent impacted individuals and families.  

 

Refusal to accept input directly from individuals and families affected by mental illness excludes 

those who are not associated with a patient group and creates an inefficient two-step process 

for gathering feedback. In a group process, input is filtered, first through the consolidation of 

input by the patient group, and again when submissions are consolidated for the HTA process. 

There is significant variation in individual responses to medications; variation which may be 

missed during this two-step consolidation process. Similarly, in response to this variation many 

patient groups operate within Board mandates that promote equal representation of all of the 

individuals served by the organization and hence, prevent them from making claims regarding 

the effectiveness and advantages of the medication being reviewed over other currently 

available medications.  

 

In addition, patient groups are expected to gather this input under very restrictive timeframes 

and generally have limited resources to ensure fulsome consultation with individuals and 

families they represent. This includes lack of necessary research resources to support 

information gathering and analysis needed to prepare representative and unbiased patient 

input submission. Unlike the CDR, through the CED process patient groups are not proactively 

notified when new medications are being reviewed and are required to constantly monitor 

MOHLTC website for updates. Submission timelines are short and are even shorter if the 

organization misses the date when the medication comes for the CED review.  Moreover there 

is no support or compensation for the amount of time and resources required for patient 

groups to gather the required information. As such, the evidence gathered through the patient 

                                                 
xxix

 CADTH currently has a pilot project underway for accepting individual and family/caregiver input for 
medications to treat illnesses for which there is no established patient group. 
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input process is constrained by time and resource limitations of the patient groups and is not as 

rigorous as that of clinical trials. At the same time, this evidence provides the most insights into 

effectiveness of the medications in a real-world setting and is the best measure of both clinical 

efficacy and cost-effectiveness of the medication.   

 

Moreover it is not clear how HTA committees evaluate and interpret patient input in order to 

use it most effectively, nor is it clear how much weight it is given to patient group input in 

listing decisions compared to other factors, such as cost considerations. Unlike the pan-

Canadian Oncology Drug Review (pCODR), which states in its Deliberative Framework that 

“alignment with patient values” is one of the four equal elements in its funding 

recommendation,76 the CDR and CED do not clearly state how this integral element is included 

in the evaluation.  

 

In order to ensure that the input received is truly representative of individuals affected by the 

illness in question, submissions should be accepted from a variety of sources including patient 

groups, health care providers, and most importantly, individuals and families living with mental 

illness themselves.  

 

Short-Term Recommendations 

 

16. In accordance with the Health Action Plan for Ontario, the Ministry of Health and Long-

Term Care, Ontario Public Drug Programs Branch should develop training sessions and 

guidebooks for individuals and families, patient groups, and patient advocates explaining 

processes and proper ways for preparing effective patient input submissions.  

 

17. In accordance with the Health Action Plan for Ontario, the Ministry of Health and Long-

Term Care, Ontario Public Drug Programs Branch should provide patient groups with a 

funded resource to help them prepare quality patient input submissions. 

 
18. Through the Strategy and in accordance with the Health Action Plan for Ontario, the 

Ministry of Health and Long-Term Care, Ontario Public Drug Programs Branch should 

provide illness-specific patient navigator to support patient groups through the medication 

review and patient input submission processes. pCODR pilot project using health technology 

assessment (HTA) navigators can be used as a model.xxx 

 

 

                                                 
xxx

 Through this model, pCODR HTA navigators offer support and guidance to patient groups throughout the 
submission process and identify opportunities for improving the patient input process (O’Rourke, B. (2014). Health 

technology assessment: CADTH update. Presentation at the 2014 Better Medicines Coalition Conference, Toronto) 
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19. Ministry of Health and Long-Term Care, Ontario Public Drug Programs Branch should create 

a proactive notification system to inform individuals, families, and patient groups when a 

new medication is under review and public input is being accepted. Using the current 

approach utilized through CDR is recommended. 

 

 

Medium-Term Recommendations 

 

20. Through the Ontario Public Drug Programs, the Ministry of Health and Long-Term Care 

should develop mechanisms to accept direct input from individuals and families affected by 

the illness into the public input process: 

¶ Consult with individuals, families, patient groups and experts about the most 

appropriate and user-friendly model to promote greater patient engagement in public 

input process. 

¶ Create an accessible online process for individuals, families, and patient groups to 

submit input for a medication review.  

The current pCODR process, CADTH pilot project,xxxi and the submission process in British 

Columbia can serve as a model.xxxii 

 

21. Ontario provincial government and the Ministry of Health and Long-Term Care should work 

with the Canadian Agency for Drugs and Technologies in Health (CADTH) to streamline the 

Common Drug Review and Committee to Evaluate Drugs public input processes so that 

members of the public only need to submit one review for a product which can be accessed 

by the federal and provincial review bodies. 

 

                                                 
xxxi

 CADTH accepts individual and family input for medications to treat illnesses for which there is no established 
patient group. 

xxxii
 See Appendix 3 for more information about the BC model. 
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Long-Term Recommendations 

 

Many of the structural barriers with access to medications, such as issues regarding equity, 

affordability, and process redundancies are evident across provinces and territories. As a result, 

there is an increasing call for the establishment of national pharmacare system by various 

stakeholders, including healthcare professionals, researchers, government officials, and 

employee unions.77  Indeed recent policy and research reports suggest that increasing system 

efficiencies in order to provide universal coverage to medications with no direct costs to 

individuals, would result in improved health outcomes, cost-savings, and system 

sustainability.78,79,80  

 

SSO strongly supports this call for national pharmacare and proposes the following long-term 

recommendations so that all Canadians can access medications that are essential to meeting 

their individual health needs, irrespective of their ability to afford them. Recognizing that these 

changes will take time, in the interim, there are long-term recommendations for Ontario to 

address structural challenges which impede access to medications. 

Long-Term Recommendations for the Ministry of Health and Long-Term Care 

 

22. The Ministry of Health and Long-Term Care should work with the Canadian Agency for 

Drugs and Technologies in Health (CADTH) to create a seamless, efficient process for 

reviewing a new brand-name medication’s clinical and cost effectiveness in order to reduce 

redundancies and to decrease timelines associated with the current assessment processes. 

 

23. The Ministry of Health and Long-Term Care, in partnership with Canadian Agency for Drugs 

and Technologies in Health (CADTH), federal and provincial/territorial governments and 

researchers should establish comprehensive, standard measures for evaluating quality of 

life and QALYs in health technology assessments for mental health medications. These 

measures should take a full societal perspective in determining the value of a medication. 

Sweden’s societal approach in health technology assessmentsxxxiii can be used as an 

example for secondary factors to include in this evaluation.  

¶ Comprehensive information on how direct and indirect costs and benefits to society are 

included within CDR and CED assessments and decision making process should be made 

available to the public.  

 

                                                 
xxxiii

 See Appendix 3 for more information. 



39 

 

 

Long-Term Recommendations for the Federal and Provincial/Territorial Governments 

 

24. The federal and provincial/territorial governments should work together to establish a 

‘Universal Drug Coverage Plan’ which builds on the infrastructure already in place in the 

provinces/territories to increase health equity across the country. This can be achieved by: 

 

¶ Creating a federal ‘Universal Drug Coverage Plan’ accessible to any Canadian who is not 

eligible for coverage under their provincial program, and who is not covered by private 

insurance, or whose plans do not provide full coverage for a person’s medications. This 

program can be funded by the federal and provincial public and corporate tax systems, 

and can be administered at the provincial/territorial level; 

 

¶ Creating a provision for subsidizing costs associated with a national program (e.g. 

premiums, copayments or dispensing fees) for low-income Canadians (based on LICO 

measures). 
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Conclusion 

 

In order for the Mental Health and Addictions Strategy to achieve its goals, it must include all 

aspects of mental health treatments and supports within its framework. Excluding 

pharmacological treatment undermines the SǘǊŀǘŜƎȅΩǎ goals and will impede its effectiveness 

and ability to achieve its intended outcomes. Inadequate and inequitable access to medications 

will also hinder individuals’ ability to effectively achieve other treatment and recovery goals, 

such as engaging in the workforce, in educational or vocational programs, or in other social 

activities. Without comprehensive and holistic approach to healthcare, the mental health and 

addictions system will continue to be inadequate in meeting the needs of individuals and 

families living with mental illness.  

 

Costs associated with a mental health and addictions system that does not adequately provide 

a range of treatments and supports will continue to be absorbed by other health, social, and 

economic systems. Without adequate investment in mental health services, including 

outpatient prescription medication coverage, the costs to these other systems will continue to 

rise, impacting both individual health outcomes, and system sustainability.  

 

This paper provides a starting point for how to include this important aspect of treatment 

within the {ǘǊŀǘŜƎȅΩǎ framework and to address the system-level barriers in order to improve 

access to medications for all Canadians. The time is now to put individuals and families affected 

by mental illness first and challenge the status quo. Access to healthcare, including access to 

medications, is a fundamental human right – we cannot continue to flourish as a society by 

neglecting it. 
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Appendix 1: How Medications Become Available in Ontario 

 

The Canada Health Act establishes the framework for a public healthcare system which 

provides universal coverage for all Canadians to services that are deemed ‘medically necessary’ 

such as  physician and hospital services (including medications administered in inpatient 

settings).81 Noticeably missing from this framework are many services provided outside of 

hospitals, including coverage for mental health specialists, such as psychologists and social 

workers; community mental health, addictions, and concurrent programs; and outpatient 

prescription medication coverage.  

 

Within this context, funding for 

prescription medication has evolved 

into a multi-payer system, which 

includes both public and private 

payers (see Figure 2 for a 

breakdown).82  Public funding comes 

from federal, provincial and 

territorial public programs, all of 

which vary in structure and design. 

Private funding comes from private 

insurance plans that individuals 

receive through employers, other 

sponsors (such as unions and 

professional associations), or purchase themselves. Those who are ineligible for coverage under 

public programs or do not have private insurance have no choice but to pay for prescription 

medications out-of-pocket.  

 

Medication Listing Process within the Public System  

 

Before a new brand-name medication is considered for reimbursement through Ontario’s 

public programs there are several review processes that take place at both the federal and 

provincial/ territorial levels (see Figure 3). For new brand-name non-cancerxxxiv medications 

these generally include: 

 

 

                                                 
xxxiv

 New oncology medications are reviewed by the pan-Canadian Oncology Drug Review (pCODR) which makes 
recommendations on which cancer medications should be funded through provincial/territorial public programs. A 
full explanation of the pCODR process is beyond the scope of this paper. 
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Federal 

o The pharmaceutical manufacturer submits an application for review of a new medication to 

Health Canada, a federal department responsible for oversight over medication’s safety, 

efficacy, and quality (including approval of medication for sale and post-marketing 

surveillance).83 The approval for sale process generally takes between one and two years.84 

o If approved, Health Canada assigns a Notice of Compliance (NOC) and Drug Identification 

Number (DIN), indicating that the medication is now approved for sale in Canada.  

o Within seven days after NOC assignment or after the medication is first offered for sale in 

Canada85 the manufacturer has to report to the Patented Medicine Prices Review Board 

(PMPRB) which reviews the price set by the manufacturer to ensure that it is not excessive 

relative to the cost of medications in countries other than Canada (as listed in federal 

Regulations) and cost of other medications in the same therapeutic class, for example.86 (To 

ensure compliance with regulated prices, the PMPRB then continues to review prices twice 

a year for the duration of the patent).87 

o The manufacturer 

makes a submission 

to the Canadian 

Agency for Drugs and 

Technologies in 

Health (CADTH), an 

independent federal-

level Health 

Technology 

Assessment (HTA) 

review body which 

appraises 

medications through 

the Common Drug 

Review (CDR) 

process. CADTH 

reviews medication’s 

clinical effectiveness 

and cost-

effectiveness in 

relation to other 

available 

medications, as well as a medication’s impact on patients and society,88 including evidence 
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from patient group input, health-related quality of life measures, and outcomes from 

clinical trials.89 

o CADTH makes recommendations to provinces and territories (excluding Quebec) about 

whether the medication should be funded through provincial/territorial public 

reimbursement programs.  

 

Provincial 

o After the CDR, the manufacturer makes a separate submission to Ontario’s HTA body, the 

Committee to Evaluate Drugs (CED) under the Ministry of Health and Long-Term Care 

(MOHLTC). 

o The CED takes the CDR recommendations into account and reassesses the medication’s 

clinical effectiveness and efficacy, including health-related quality of life measures and 

outcomes from clinical trials, patient input, and cost-effectiveness compared to other 

available treatments. It then makes recommendations to the Executive Officer of the 

Ontario Public Drug Programs (OPDP) on whether to make the medication available through 

public drug programs; its interchangeability with generic medications; and whether it 

should be made available through the Exceptional Access Program (EAP). 

o The OPDP Executive Officer makes final funding decisions based on CED’s 

recommendations; advice from the Ontario Citizen’s Council; patient input submissions; 

Product Listing Agreements (PLA);xxxv and the government’s budget for drug programs.    

o After this, the medication may be approved for listing as a general benefit, with no 

restrictions to access; or it may be listed as a Limited Use (LU) benefit, which requires that 

certain clinical criteria are met for the medication to be covered by the public program; or it 

may not be listed for reimbursement through Ontario’s public drug programs. 

 

Generic Medications 

o Generic medication costs are not under the jurisdiction of the PMPRB and provinces/ 

territories negotiate prices directly with the manufacturers.  PMPRB does however keep 

track of generic medication pricing. 

o The MOHLTC generic medications review process is streamlined with that of Health Canada 

as the majority of these do not require scientific review by the CED, although they must still 

meet all of the submission requirements.90 

                                                 
xxxv

 Product Listing Agreement is a confidential pricing negotiation between the pharmaceutical manufacturer and 
the government funder, which can establish budgetary parameters and impose conditions on the manufacturer 
(e.g. requirement for manufacturer to collect further outcome data).  
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o Funding decisions are based on cost-effectiveness compared to other available treatments 

(for example, whether or not it is a single source generic medication, and the price of the 

brand-name product).91 

 

Cost containment through the pan-Canadian Pharmaceutical Alliance (pCPA) 

 

In order to obtain better prices for brand-name medications and to increase consistency of 

access to medications across Canada, the pan-Canadian Pharmaceutical Alliance (pCPA) was 

created in 2010 to achieve joint provincial/territorial (P/T) negotiations for medications in 

Canada.xxxvi  An administrative office for pCPA has recently been set up in Ontario and all brand- 

name medications reviewed through the CDR are considered for pCPA negotiations. Through 

this process, a ‘lead’ P/T is selected to represent participating P/T in negotiations with the 

manufacturer. Negotiations are often focused on price; however other terms may be included 

in a negotiation, such as CDR recommended listing criteria, for example.92 

 

If an agreement is reached, the negotiated financial terms are outlined in a confidential Letter 

of Intent (LOI) signed by the manufacturer and participating jurisdictions. An LOI is not a legally-

binding document and even if it is signed, each participating jurisdiction must still make their 

own final decision on funding the medication through their public program, and establish their 

own jurisdiction-specific listing agreement with the manufacturer based on the terms outlined 

in the LOI.93 If a jurisdiction decides to fund a medication, they are bound to the terms outlined 

in the LOI. In cases where a medication does not undergo pCPA negotiations, or an LOI is not 

reached, individual P/T may independently negotiate directly with manufacturers for their own 

public drug plans. 

 

As of April 30, 2015, pCPA completed 68 joint negotiations for new medications, and there are 

currently 16 reviews that are ongoing.94 The pCPA has also taken a coordinated approach to 

setting prices for generic medications, resulting in the reduction of price for 14 commonly-used 

generic medications.95 These initiatives have helped to improve consistency of coverage across 

Canada and have resulted in over $315 million in annual savings for involved jurisdictions.96 

                                                 
xxxvi

 Currently Quebec does not participate in the pCPA process. 
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Appendix 2: Accessing Prescription Medications in Ontario 

 

In Ontario, people can access prescription medications through a number of public and private 

programs. Individuals may access medications through different programs at different stages of 

their life, and they may be enrolled in more than one program at a time. This section will 

provide a brief overview of various ways through which individuals in Ontario can access 

medications.  

  

Ontario Public Drug Programs (OPDP)  

 

In Ontario, seniors (65 years of age and older), people who live in long-term care facilities, 

people with disabilities, those with low incomes or exceptionally high healthcare costs relative 

to their income, may have their medications partially or wholly reimbursed through Ontario’s 

Public Drug Programs. These programs, provided through the Ministry of Health and Long-Term 

Care, include the Ontario Drug Benefit (ODB) Program, the Trillium Drug Program (TDP), 

Exceptional Access Program (EAP), and the Special Drugs Program (SDP). To be eligible for any 

of the public programs, individuals must be a resident of Ontario and have a valid Ontario 

Health Insurance Plan (OHIP) card and meet other program-specific access criteria (see Table 2).  

 

 

 

 

 

 

 

 

 

The ODB Program is co-funded by Ministry of Community and Social Services (MCSS) and 

provides coverage for most of the cost for the medications available for sale in Ontario that are 

listed on the Formulary. If a medication is not listed on the ODB Formulary as a general or 

limited use benefit, it may be accessible through the Exceptional Access Program which 

requires a person’s physician to make a submission to highlight the clinical rationale for 

requesting the specified medication. The SDP covers the full cost of certain medications used to 

treat specific conditions. The TDP provides coverage for all medications approved under the 

ODB formulary for people who do not meet ODB eligibility criteria but nonetheless have high 

prescription costs relative to their household income.  

Who Is Covered by OHIP 

For most new residents and former residents returning to Ontario, there is generally a three-month 

waiting period for OHIP coverage. Exceptions to this waiting period are limited to newborn babies 

born in Ontario; OHIP-eligible adopted children under the age of 16; protected persons; and people 

from another province/territory who move directly into a long-term care facility in Ontario or who 

require admittance into a long-term care facility within three months of arrival in Ontario. Residents 

moving from one province/territory to another continue to be covered by their "home" 

province/territory during the waiting period. 
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There are some costs associated with accessing medications through these public programs. In 

addition to pharmacy dispensing fees, there are co-payments associated with the ODB 

program, and individuals receiving benefits through the TDP pay a deductible that equals about 

four per cent of household income, which in some cases can amount to thousands of dollars on 

an annual basis. 

Table 2 

Eligibility and Access Criteria for Ontario Public Drug Programs  

Program Eligibility and Access Criteria 

Ontario Drug Benefit (ODB) Program ¶ Individual is 65 years or older; or 

¶ Lives in a long-term care facility, or home for special 

care; or 

¶ Is enrolled in provincial home care program; or  

¶ Receives income assistance through Ontario Works 

(OW) or the Ontario Disability Support Program (ODSP) 

Trillium Drug Program (TDP) ¶ Individual is not eligible under the ODB recipient 

categories; and 

¶ Has high prescription medication costs relative to 

income and pays deductible based on income (e.g. 

about 4% of household income); and 

¶ Does not have private insurance or private insurance 

does not cover 100% of their prescription drug costs  

Special Drugs Program (SDP) ¶ Is an individual with one of the diseases or conditions 

covered; and  

¶ Meets the established clinical criteria; and  

¶ Is under the care of an approved physician/designated 

care centre 

Exceptional Access Program ¶ Individual must meet ODB eligibility criteria; and 

¶ Individual’s doctor must submit a detailed request that 

includes the following information: diagnosis and other 

relevant details about the condition; why individual 

cannot use other products already approved by the 

ODB program; other medications previously prescribed 

in the treatment of the condition; and 

¶ Request must be approved for reimbursement  

Note: This table excludes  the New Drugs Funding Program (NDFP) administered by Cancer Care Ontario; 

Inherited Metabolic Diseases (IMD) Program; Respiratory Syncytial Virus (RSV) Program for High-Risk Infants; 

and Visudyne Program. 

Adapted from: http://www.health.gov.on.ca/en/public/programs/drugs/programs/programs.aspx  

http://www.health.gov.on.ca/en/public/programs/drugs/programs/programs.aspx
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Medications accessed through Federal Programs 

 

Eligible First Nations and Inuit people, refugees, federal inmates, Canadian military personnel, 

veterans, and federal public service employees can access medication coverage through federal 

public programs. These include Non-Insured Health Benefits (NHIB) program for eligible First 

Nations and Inuit; the Interim Federal Health Program (IFHP) for eligible protected persons 

(refugees); Correctional Services of Canada (CSC) prescription coverage; Canadian Forces Health 

Services (CFHS) for military personnel in Regular and Reserve forces; Veterans Affairs Canada 

(VAC) prescription drug program for veterans; and  Public Service Health Care Plan (PSHCP) for 

federal Public Service employees, members of the Canadian Forces, the Royal Canadian 

Mounted Police (RCMP), members of Parliament, federal judges, employees of a number of 

designated agencies and corporations, and persons receiving pension benefits based on service 

in one of these capacities. Each of these programs has their own eligibility criteria and their 

own formularies and is funded through different federal departments.  Under some of these 

programs, individuals who may be eligible under other private or public programs are required 

to seek medication coverage through these prior to submitted claims through the federal 

program.  

 

Ontario Temporary Health Program (OTHP) 

 

In response to downscaling of the IFHP program, in 2014 the MOHLTC launched the Ontario 

Temporary Health Program (OTHP) to address gaps in health care coverage for refugee 

claimants and rejected refugee claimants. OTHP is an independent program administered by a 

third party provider, Medavie Blue Cross, that provides some medication coverage equivalent 

to the ODB formulary to eligible refugee claimants who are no longer covered through the 

Interim Federal Health Program or other Ontario programs.97 

 

Medications accessed in the hospital 

 

Medications that are prescribed and used in the hospital are covered by OHIP through the 

operating budget provided by the MOHLTC.98 Policies regarding the selection, distribution, and 

safe use of medications are determined by independent Pharmacy and Therapeutics 

Committees (P&T Committees) which oversee the administration of hospital/regional hospital 

network’s formularies. Once a medication is approved by Health Canada and reviewed through 

the CDR process, each P&T Committee bases formulary selection on their own evaluation of a 

medication, including its therapeutic value, safety, and cost.99 These hospital formularies vary 

across province and may differ from the ODB Formulary. If an individual wants a medication 

that is not listed on the hospital’s formulary (such as a non-listed brand-name medication 

versus a listed generic alternative) the hospital would generally provide this medication if it is 

http://www.hc-sc.gc.ca/fniah-spnia/nihb-ssna/benefit-prestation/index-eng.php#a1
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clinically needed. There are instances however, when the individuals have to pay out-of-pocket 

for the preferred medication, unless they have private insurance coverage. 

 

Within the forensic hospital system, once a person is discharged into the community, their 

medication continues to be covered by the hospital as long as they are still under the 

jurisdiction of the Ontario Review Board and if they fill their prescription at the hospital 

pharmacy.100 

 

Medications accessed through private insurance 

 

Individuals can purchase their own private insurance, or may be eligible for coverage if they are 

employed or affiliated with an organization or group which offers group health benefits. Private 

plan designs vary considerably. Some plans cover all prescription medications that are 

approved for sale by Health Canada and prescribed by a physician. Others offer an annual cap 

for medication reimbursement and individuals must pay out-of-pocket if they exceed this 

amount. Some other plans cover medications that are listed on a formulary that has been 

agreed to by the plan sponsor (usually the employer), which can be designed to mimic the ODB 

formulary.101 Similar to public programs, access to non-listed medications may be granted 

under special circumstances at the request of the physician. Variation across private plans also 

exists in regard to costs associated with coverage, including deductibles, co-payments, payment 

caps, and premiums. If a person changes insurance plans, they will not necessarily have access 

to the same medications under their new plan, nor will they necessarily be paying the same 

price for their medications.  

 

Medications accessed through social assistance programs 

 

Individuals receiving income assistance through the Ontario Works (OW) or the Ontario 

Disability Support Program (ODSP) are covered under the ODB. For individuals with high 

medication costs who are no longer eligible for social assistance (e.g. when full-time 

employment is obtained), the Ministry of Community and Social Services provides three health 

benefit programs: the Extended Health Benefit (EHB), the Transitional Health Benefit (THB), and 

the Extended Employment Health Benefit (EEHB; see Table 3 for details).   
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Table 3 

Eligibility Criteria for OW and ODSP Extended Health Benefits 

Program Eligibility Extent of eligibility 

Extended 

Health Benefit 

(EHB) 

¶ Individual is no longer eligible for ODSP or OW 

income support because income from other 

sources (i.e. employment; Canada Pension 

Plan; Employment Insurance etc.) is too high; 

and 

¶ Individual must apply within 30 days of  

becoming financially ineligible for OW/ODSP; 

and 

¶ Individual has high health-related costs; 

¶ EHB may also be provided for an applicant for 

ODSP who is waiting for a decision on 

whether they are eligible for ODSP, but whose 

income exceeds OW eligibility, if that 

individual has certain health conditions. 

¶ Individual may continue to 

receive the EHB as long as 

eligible monthly health-

related costs are higher than 

excess income. 

¶ OW reviews EHB recipients’ 

eligibility monthly; ODSP 

reviews annually. 

 

Transitional 

Health Benefit 

(THB) 

¶ Individual does not qualify for the EHB; 

¶ Individual is no longer eligible for ODSP 

income support due to income from 

employment, job training, or self-

employment; and  

¶ The employer does not provide health 

benefits that are comparable to benefit 

coverage under the THB. 

¶ Individual can continue to 

receive the THB until they 

have comparable health 

benefits from their employer, 

however individuals must 

reapply for the THB every 

year. 

Extended 

Employment 

Health Benefit 

(EEHB) 

¶ Individual is no longer eligible for OW because 

of income from a job or a training program; 

and 

¶ Individual does not qualify for the EHB; and 

¶ Individual does not receive full health benefits 

from the job or training program.  

¶ Individual can continue to 

receive the EEHB six months 

after a person stops receiving 

OW;  

¶ In exceptional circumstances, 

the EEHB may be extended to 

twelve months however this 

excludes prescription 

medication coverage. 

Adapted from: http://www.mcss.gov.on.ca/en/mcss/programs/social/directives/index.aspx 

http://www.mcss.gov.on.ca/documents/en/mcss/social/directives/odsp/income_Support/9_19.pdf 

http://yourlegalrights.on.ca/sites/all/files/ow-ehb-e.pdf   

http://www.cleo.on.ca/en/publications/odspehb#full  

http://www.mcss.gov.on.ca/en/mcss/programs/social/directives/index.aspx
http://www.mcss.gov.on.ca/documents/en/mcss/social/directives/odsp/income_Support/9_19.pdf
http://yourlegalrights.on.ca/sites/all/files/ow-ehb-e.pdf
http://www.cleo.on.ca/en/publications/odspehb#full
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Medications accessed through the Workplace Safety and Insurance Board (WSIB) Drug Benefit 
Program 

 

Eligible injured workers in Ontario can access prescription medications through coverage under 

the WSIB Drug Benefit Program. This includes individuals who have been injured while in the 

course of employment, and whose employer has WSIB coverage or is required to have 

coverage.102 Under this program, WSIB pays for prescription medications that are included in 

the program’s formulary and are related to a worker’s workplace injury/illness. WSIB benefits 

are financed by employers contributing to a province-wide insurance fund, with premiums 

based on the employer’s payroll and the accident prevalence in their industry. 103 The extent of 

coverage for medications through this program depends on ongoing assessment of the WSIB 

claim and coverage may have limitations, for example, if medications are for short-term use or 

if they are used only under certain circumstances. 104  The WSIB may contact the prescribing 

doctor to determine ongoing entitlement to this benefit, and may require further medical 

reports to determine how long the medication will be covered. 105 

 

Medications accessed through the Child Welfare System 

 

For children and youth in care of child welfare system (including Crown Wards), the Ministry of 

Children and Youth Services (MCYS) provides funding for all medications prescribed by a 

physician (even if they are not listed on the ODB formulary).106 These benefits are administered 

directly by individual child welfare organizations (e.g. Children’s Aid Society) and provide 

coverage until the child/youth leaves care (due to adoption or reaching the age of majority, for 

example).  Medication coverage generally stops after discharge unless there are special 

circumstances, with varied coverage and eligibility based on the nature of these circumstances. 

To support youth during this transition, the MCYS’s Continued Care and Support for Youth 

guarantees eligible youth coverage for prescription medications until their 21st birthday when 

CCSY eligibility ends.107 Another program, the Aftercare Benefits Initiative (ABI) offers coverage 

for prescription medications to eligible former Crown Wards and other youth between the ages 

of 21-24 who left or are leaving care.108 Enrollment to this program which is administered by 

the Ontario Association of Children’s Aid Societies is not automatic and requires application. 

MCYS medication coverage does not apply to children and youth who may have coverage 

through private insurance or another public program.  

 

Medications accessed through the Ontario Correctional Services 

 

For individuals who are detained and/or serving their sentences at provincial correctional 

facilities medications are funded by the Ministry of Community Safety and Correctional Services 

(MCSCS). All other governmental and compassionate sources of coverage (e.g. ODB, Trillium, 
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etc.) are not available during the period of detainment/incarceration. The MCSCS has its own 

formulary which tries to mirror the ODB as closely as possible; however, medications that are 

not listed on either formulary can still be prescribed by the assessing physician if medically 

warranted and paid/provided by the MCSCS.109 Medication coverage stops once the individual 

is discharged from the institution even if they are still under MCSCS supervision such as those 

who are released on parole or probation.  
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Appendix 3:  Medication Coverage in Other Jurisdictions 

Challenges with sustaining medication coverage systems that meet the needs of individuals 

living with mental illness are evident internationally. There are, however, examples from other 

jurisdictions which provide insight into options for addressing some of the issues identified in 

Ontario.  

 

WHO Framework 

 

The World Health Organization (WHO) views access to essential psychotropic medications as a 

fundamental aspect of a sound healthcare system. Within this framework, WHO emphasizes 

that a mental health plan’s activities must comprehensively address access to essential 

psychotropic medicines, including its commitment to improving the availability and accessibility 

to essential psychotropic medications at all levels of care. To ensure that access to medications 

is included within mental health strategies across the globe, WHO developed standards and 

guidelines on this topic (for example, see module for Improving access and use of psychotropic 

medicines as a part of WHO’s Mental Health Policy and Service Guidance Package).110 This 

framework further establishes cross-sector collaboration across different government 

departments and between departments within the health sector as a fundament aspect of 

effective mental health policy.  

 

The complete WHO mental health policy and service guidance package can be found on WHO’s 

website: http://www.who.int/mental_health/policy/essentialpackage1/en/  
 

 

National 

 

1. New Brunswick 

 

The prescription medication coverage system in New Brunswick is currently undergoing major 

reforms as part of the poverty reduction strategy that was launched in 2009. This strategy 

focuses on determinants of health, such as social assistance reform, raising the minimum wage, 

community participation opportunities, and health benefits reform, including medication 

coverage. As a result of recommendations which were made through this process, the New 

Brunswick Drug Plan was introduced in 2013 and by the end of 2015 will mandate that all New 

Brunswick residents have prescription medication insurance, either through private insurance, 

or by paying premiums into the public program. According to the framework of this plan, 

individuals and families with low income will be eligible for subsidies on premiums and 

copayments, and some will be 100 per cent subsidized. The commitments to improve the public 

http://www.who.int/mental_health/policy/essentialpackage1/en/
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drug coverage system are set forth within the Action Plan for Mental Health in New Brunswick 

2011-18 (the Action Plan): 

 

1.4.1 The Department of Health will introduce a prescription drug program for uninsured 

residents as set out in the Economic and Social Inclusion Plan. 

1.4.2 The Department of Health and the regional health authorities will develop a provincial 

hospital drug formulary and align the New Brunswick Prescription Drug Program 

formulary with it. 

1.4.3 The Prescription Drug Program will offer greater support to providers in completing the 

necessary information for New Brunswick Prescription Drug Program formulary drugs 

requiring special authorization. 

1.4.4. The Department of Health will promote the inclusion of input from individuals, caregivers 

and patient groups into the drug review processes that provide recommendations on 

which drugs should be covered as benefits under the New Brunswick Prescription Drug 

Program. 111 

 

The implementation of these activities is at various stages of progress, with the prescription 

medication program currently being phased. The new program has cost implications for 

individuals who must sign up with a private or public plan and needs to be further evaluated 

and developed to ensure that it is meeting the needs of all residents of New Brunswick. 

However, this approach is an effective example for how to include access to medications as a 

priority both for improving health outcomes for individuals with mental illness and addictions, 

as well as a priority for reducing poverty. 

 

More information about the Action Plan and New Brunswick Drug Plan can be found on the 

Government of New Brunswick Department of Health website: 

http://www2.gnb.ca/content/gnb/en/departments/health.html  

 

2. British Columbia 

No Charge Psychiatric Medication Plan (Plan G) 

 

British Columbia Ministry of Health provides assistance to residents with the cost of eligible 

prescription medications and designated medical supplies through its PharmaCare programs. 

The largest of these programs is the universal Fair PharmaCare plan which provides income-

based assistance for prescription medication costs.  

 

http://www2.gnb.ca/content/gnb/en/departments/health.html
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Many of the PharmaCare’s specialty drug plans also focus on specific patient populations, such 

as the No-Charge Psychiatric Medication Plan (Plan G). Plan G provides full coverage of 

psychiatric medications listed on the Plan G Formulary112 and individuals of any age who 

demonstrate financial and clinical need may be eligible for this plan. Individuals do not have to 

be receiving social assistance in order to be eligible for Plan G.  

 

For Plan G, certain clinical criteria must be satisfied by a physician: that the individual has been 

hospitalized for a psychiatric condition, or that without medication the person is likely to need 

hospitalization, or other serious consequences, such as unemployment, are very likely.113 The 

financial criteria which must be fulfilled are that the cost of the prescribed medications is a 

barrier to treatment, and that the individual has no other financial coverage, and believes that 

they would qualify for Medical Services Plan Premium Assistance (income of approximately 

$30,000 or less).114 For people for whom the cost of psychiatric medication is a barrier to 

treatment, Plan G offers access to medications to help prevent serious consequences to the 

individual, their family, society and the health system. 

 

More information about Plan G can be found on the Government of British Columbia website: 

http://www2.gov.bc.ca/gov/theme.page?id=7A3AF3683BCA48BEB6717B3B93EE6A0A  

 

Public input process  

In British Columbia the process for public input on specific medications under review includes 

‘patients’, caregivers, and ‘patient’ advocacy groups which, unlike Ontario, enables direct input 

from individuals and families. Individuals, caregivers, and advocacy group representatives can 

submit their input through a standardized online process. The process also allows individuals to 

sign up to receive notices when medications are being reviewed, in order to further facilitate 

public input.  

 

More information about BC public input process can be found Government of British Columbia 

website: http://www2.gov.bc.ca/gov/topic.page?id=33F183B514AD488ABCB1F712FD1E695E  

 

3. Quebec 

 

All residents of Quebec are mandated to have prescription medication coverage, either through 

a private insurance plan, or through the public drug insurance program which is administered 

by the Régie de l’assurance maladie du Québec. The Minister of Health and Social Services 

consults with the L’Institut National d’excellence en Santé et en Services Sociaux (INESSS) to 

determine which medications should be listed on the public formulary. INESSS does not 

participate in the CDR process, and once medications are approved by Health Canada a 

http://www2.gov.bc.ca/gov/theme.page?id=7A3AF3683BCA48BEB6717B3B93EE6A0A
http://www2.gov.bc.ca/gov/topic.page?id=33F183B514AD488ABCB1F712FD1E695E
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pharmaceutical manufacturer can submit a generic or brand-name medication directly for 

INESSS’ review. This process takes about six months and includes evaluation of the therapeutic 

value of a medication, its cost-effectiveness, and the impact that adding the medication will 

have on the health of the population, and on other components of the health care system.115 

Private insurance plans are mandated to provide coverage that at a minimum includes all of the 

medications listed on the public formulary.  

 

According to a recent study by the Canadian Health Policy Institute (2014), Quebec had the 

shortest delays to listing new medications on its public coverage plan, compared to Ontario 

which had one of the longest delays.116 In addition, Quebec was one of the two provinces which 

had the highest number of new medications listed for full reimbursement, and, along with 

Ontario, was one of the two provinces which had the highest medication coverage rates, for 

either full or partial reimbursement. With the implementation of the Quebec medication 

coverage program in the late 1990s, personal finances are no longer a barrier to prescription 

medications for the vast majority of residents117 and the program offers a wide range of 

medication options, with over 7000 medications listed on the formulary.118 

 

More information about Quebec approach can be found on the Government of Quebec 

website: https://www.inesss.qc.ca/en/activites/drug-products/evaluation-process-and-

criteria.html  
 

 

International 

 

1. Australia  

 

For the last two decades, Australia’s mental health reforms have been guided by a National 

Mental Health Strategy. States and territories have developed their own mental health plans 

which are tailored to meet local needs and reflect the goals and principles of the national 

approach. In Australia medications are subsidized by the federal government through the 

Pharmaceutical Benefits Scheme (PBS). The Pharmaceutical Benefits Advisory Committee 

makes recommendations to the Ministry for Health and Ageing on what drugs should be 

included on the Pharmaceutical Benefits Scheme Schedule, the national medication formulary, 

based on factors such as clinical and cost effectiveness.119 

 

The work of the PBS is linked to Australia’s National Mental Health Strategy through ongoing 

evaluation of progress of system-level change within the mental health system. Annual 

evaluative reports, including the National Mental Health Report, are mandated by the National 

Mental Health Strategy120 and monitor progress across federal, state and territory levels. The 

https://www.inesss.qc.ca/en/activites/drug-products/evaluation-process-and-criteria.html
https://www.inesss.qc.ca/en/activites/drug-products/evaluation-process-and-criteria.html


56 

 

2013 National Mental Health Report, for example, summarizes the system level changes that 

have taken place in mental health between 1993-2011; this includes indicators such as national 

spending on mental health, including investment on the PBS. This example reflects a 

coordinated effort across all levels of government for implementing and evaluating national 

and regional mental health strategies, and includes a structure for tracking expenditures by the 

PBS as part of mental health strategy evaluation. 

 

More information about the PBS and Mental Health Strategy can be found on the Australian 

Government Department of Health website: http://www.health.gov.au  

 

2. England, United Kingdom 

 

In the United Kingdom, outpatient medication is covered by the Department of Health’s 

National Health Service (NHS) through a public health system that provides universal coverage 

to all residents. Within this system the Medicines and Healthcare Products Regulatory Agency 

(MHRA), assesses a new medication’s safety, quality and effectiveness121 and regional 

authorities manage formularies for their local populations. The National Institute for Health and 

Care Excellence (NICE), an independent government organization, appraises medications with 

significant clinical or financial implications and advises the NHS on which medications should be 

made available through the NHS across the country. NICE bases its assessment on clinical 

evidence of a product’s effectiveness, cost effectiveness, including quality of life measures, and 

contributions from individuals and ‘patient’ group organizations.122 Local NHS authorities are 

mandated to provide public coverage for medications reviewed and recommended by NICE, 

and must find the funding to cover the recommended medications within the public 

prescription medication plan.123 Within this process, access to prescription medications is 

universal, and medications undergo a single review to determine funding through the public 

program. 

 

More information about NICE can be found on the NICE website: http://www.nice.org.uk/about  

 

3. Sweden 

  

Outpatient prescription medications are publicly funded in Sweden through government grants 

to local county councils and through copayments by individuals that are established based on 

income.124 The Pharmaceutical Benefits Board (known by the Swedish acronym, LFN) decides 

whether an outpatient medication should be included for reimbursement, basing its decision 

on three criteria: the human value principle, which emphasizes respect and integrity for all 

human beings; the need and solidarity principle, which recognizes the severity of individual 

http://www.health.gov.au/
http://www.nice.org.uk/about
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medical conditions and needs; and the cost-effectiveness principle, which looks at the value of 

the medication on individuals and society as a whole.125    

  

In regard to this last criterion, this model uses a methodological principle which takes a ‘societal 

viewpoint’ toward assessing the value of a medication. The ‘societal viewpoint’ looks at all 

direct and indirect costs and benefits from the perspective of society, rather than the 

perspective of the payer. For example, to evaluate cost-effectiveness, this model takes into 

account if the medication can increase a person’s ability to work, and support him/herself and 

analyzes whether the cost of a medication is reasonable in relation to the health and societal 

gains it offers. In the General Guidelines for Economic Evaluations from the Pharmaceutical 

Benefits Board, “all relevant costs and revenues for treatment and ill health irrespective of the 

payee”126 should be considered.  

 

For more information about the Pharmaceutical Benefits Board can be found on LFN’s website: 

http://www.tlv.se/Upload/English/ENG-swe-pharma-reimbursement-system.pdf  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.tlv.se/Upload/English/ENG-swe-pharma-reimbursement-system.pdf
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Appendix 4: Glossary of Terms 

Brand-name medication: An innovative medication that has a trade name and is protected by a 

patent (it can only be produced and sold by the company holding the patent). Once a patent is 

expired, generic versions of the medication can be produced. 

 

Canadian Agency for Drugs and Technologies in Health (CADTH): An independent, not-for-

profit agency funded by federal, provincial, and territorial governments, that provides 

evidence-based assessments about the effectiveness of health technologies, including 

medications. 

 

Children’s Aid Society (CAS): A non-profit organization comprised of local community agencies 

which is legislated to provide child protection functions, such as investigating allegations that 

children are in need of protection and providing child protection services. 

 

Copayment: A fixed fee that a health insurer requires an insured person to pay for certain 

covered medical expenses, such as medications, to offset some of the costs of care. 

 

Caregiver/family member: Someone who provides unpaid care in their own home or in the 

recipient’s home to a family member, friend or neighbour who has been diagnosed with a 

mental illness.xxxvii 

 

Common Drug Review (CDR): CADTH’s pan-Canadian process for reviewing the clinical and cost 

effectiveness of new medications and providing listing recommendations to participating 

provincial and territorial (excluding Quebec) drug benefit plans in Canada. 

 

Committee to Evaluate Drugs (CED): A provincial, independent expert advisory committee 

which evaluates the clinical value and cost-effectiveness of medications to provide listing 

recommendations to the Executive Officer of the Ontario Public Drug Programs. 

 

Deductible:  A specified amount of money that the insured person must pay before an 

insurance company will pay an insurance claim. 

 
Drug Identification Number (DIN): A unique computer-generated eight digit number assigned 
by Health Canada to a medication that has been approved for sale which is found on the label 
of prescription and over-the-counter medications. 
 

                                                 
xxxvii

 Definition adapted from: Health Canada. (2004). Informal/family caregivers in Canada caring for someone 
with a mental illness. Ottawa, Canada. 
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Exceptional Access Program (EAP): An Ontario Public Drug Program which facilitates access to 

medications that are not funded by the Ontario Drug Benefit Formulary, or where no listed 

alternative is available.  

 

Extended Health Benefit (EHB): A health benefit which provides coverage for specified health-
related items, including prescription medications, to eligible individuals who are no longer 
financially eligible for receiving ODSP assistance. 
 

Formulary: An official list giving details of medications that may be prescribed under a 

particular insurance policy. 

 

Generic medication: A medication that is comparable to a brand medication in dosage form, 

strength, quality, and intended use. Generic medications can be marketed after the expiry date 

of the patent, or other exclusive rights to the original, brand-name, medication.  

 

Health Canada: The Canadian government department responsible for overseeing the 
healthcare system in Canada, including allocating healthcare funds to provinces and territories, 
setting the national healthcare agenda, and overseeing which medications can be sold in 
Canada. 
 

Health Technology Assessment (HTA): A process to evaluate the effects or impacts of a health 

technology, including medication to inform policy decision-making.  

 

Inpatient: A person who stays in a hospital while under treatment. 

 
Interim Federal Health Program (IFHP): A federal-level program that provides limited 
temporary coverage of health care costs to eligible protected persons who are ineligible for 
provincial health insurance plans and where a claim cannot be made under private health 
insurance.  
 

Letter of Intent (LOI): A non-legally binding document outlining an agreement between two or 

more parties before the agreement is finalized. When a negotiation is reached between 

manufacturers and participating provinces/territories through the pan-Canadian 

Pharmaceutical Alliance process, an LOI is signed to outline the financial and other agreed upon 

terms. 

 

Mental illness: a cluster of symptoms and conditions which may take the form of changes in 

thinking, mood or behavior, or some combination of all three, that have an impact on a 

person’s ability to function effectively over a period of time. Please note that throughout the 
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Report, the terms “illness” and “condition” are used interchangeably in accordance with the 

above definition.  

 

Notice of Compliance (NOC): A notification issued by Health Canada to a pharmaceutical 
manufacturer following the satisfactory review of a medication submission which indicates that 
a medication can be marketed for sale in Canada. 
 

Ontario Disability Support Program (ODSP): A provincial program which provides income and 
employment supports to individuals with disabilities.  
 
Ontario Drug Benefit (ODB) Formulary: A list of medications which are approved for 

reimbursement through the Ontario Public Drug Programs. 

 

Ontario Drug Benefit Program (ODBP): An Ontario Public Drug Program available to eligible 

Ontarians, including individuals receiving social assistance, which covers most of the cost of 

prescription medications listed on the ODB Formulary. 

 

Ontario Health Insurance Plan (OHIP): A health insurance plan run by the Ministry of Health 

and Long-Term Care and funded by taxes and by transfer payments by the Government of 

Canada which covers health services that are deemed ‘medically necessary.’  

 

Ontario Ministry of Children and Youth Services (MCYS): The Government of Ontario Ministry 

which oversees public programs and services directed toward children and youth, including 

Child Protection Services. 

 

Ontario Ministry of Community Safety and Correctional Services (MCSCS): The Government of 

Ontario Ministry which oversees community safety and provincial correctional services, 

including provincial policing, provincial detention facilities, and probation and parole services. 

 

Ontario Ministry of Health and Long-Term Care (MOHLTC): The Government of Ontario 

Ministry which oversees Ontario’s public health care system, including the Ontario Public Drug 

Programs Division and the Mental Health and Additions Strategy.  

 

Ontario Public Drug Programs (OPDP): Publicly-funded prescription reimbursement programs 

available to eligible Ontarians which are run by the Ontario Public Drug Programs Division of 

the Ministry of Health and Long-Term Care and led by an Executive Officer.  

 
Ontario Temporary Health Program (OTHP): A health program funded by the Ministry of 
Health and Long-Term care in response to the downscaling of the Interim Federal Health 
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Program which provides temporary health services, including prescription medication coverage, 
to eligible refugee claimants. 
 

Outpatient: A person who receives medical treatment without being admitted to a hospital. 

 

pan-Canadian Oncology Drug Review (pCODR): A pan-Canadian process for reviewing the 

clinical and cost effectiveness of cancer medications funded by federal and participating 

provincial/territorial governments. PCODR provides listing recommendations to participating 

provincial and territorial (excluding Quebec) drug benefit plans in Canada. In April 2014, pCODR 

was transferred to CADTH to consolidate policy direction across drug review programs and to 

strengthen pCodr’s long-term viability and sustainability. 

 

pan-Canadian Pharmaceutical Alliance (pCPA): An alliance of provinces and territories to 

engage in initiatives to achieve greater value for brand-name and generic medications for 

publicly funded drug programs.  

 

Patented medication: A medication protected by a patent provides exclusive rights to the 

patent holder to use and market the medication for the duration of the patent. A non-patented 

medication is a medication that is not protected by a patent, either because the medication 

was never patented or the patent expired. Non-patented medications include generics and 

some brand-name medications.xxxviii 

 

Patented Medicine Prices Review Board (PMPRB): An independent quasi-judicial body which 

regulates the prices that patentees charge wholesalers, hospitals, or pharmacies for patented 

medications to ensure that these prices are not excessive.  

 

Patient Input Submissions: Process by which Health Technology Assessment (HTA) bodies 

collect input from members of the public about a medication under review. Patient advocacy 

groups collect and consolidate input from individuals in order to make a general submission to 

the HTA.    

 

Premium: A regular payment made by an insured person for an insurance policy contract.  

 

Product Listing Agreement (PLA): A confidential negotiation between a pharmaceutical 

manufacturer and a funder. 

 

                                                 
xxxviii

 Definition: PMPRB. (2014). Retrieved from http://www.pmprb-cepmb.gc.ca/about-us/frequently-asked-
questions. 
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Quality Adjusted Life-Year (QALY): A measure of disease burden which takes into account the 

quantity (life expectancy) and quality of remaining life years generated by a healthcare 

intervention.xxxix 

 

Special Access Programme (SAP): A Health Canada program which authorizes manufacturers to 
sell a medication that is otherwise not approved for sale in Canada in exceptional circumstances 
to treat patients with serious or life-threatening conditions when conventional therapies have 
failed, are unsuitable, or are unavailable. 
 

Special Drugs Program (SDP): An Ontario Public Drug Program which covers the full cost of 

certain outpatient prescription medications in the treatment of specific conditions. 

 

Transitional Health Benefit (THB):  A temporary benefit which provides coverage for specified 
health-related items, including prescription medications, to eligible individuals who are no 
longer financially eligible for ODSP income support as a result of income from employment, 
paid training, or income through self-employment, until the individual is able to access a  
comparable private insurance plan.  
 
Trillium Drug Program (TDP): An Ontario Public Drug Program available to all Ontarians who 

are not eligible for the Ontario Drug Benefit Program and whose prescription medication costs 

are high relative to their household income. 

 

World Health Organization (WHO): The directing and coordinating authority for health within 

the United Nations system. The WHO provides leadership on global health matters, shapes the 

health research agenda, sets norms and standards, presents evidence-based policy options, 

provides technical support to countries, and monitors and assesses health trends.xl 

 

 

 

 

 

 

 

 

 

 

 

 

                                                 
xxxix

 Definition adapted from: Hayward Medical Communications. (2009). What is a QALY? United Kingdom 
xl

 Definition from World Health Organization (WHO) 
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