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• Independent academic group 

• budget $550 K 

• no conflicts of interest

• reputation for integrity, accuracy
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COI declaration
Thomas L. Perry, M.D., FRCPC

• Consultant to a number of lawsuits against drug companies

• no relationship with pharmaceutical companies



Outline

• B.C. experience with evidence-based provincial drug 
plan since 1994 

• National Pharmacare must be based on best evidence 
to get best results 

• Evaluation of drugs must be independent of industry

• Harder than it looks

• First, a reminder why drugs are not always good
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Who ensures drug safety and value?

The experiences of two women will help us 
understand why this is an important question 
(videos to be shown live at conference only)

Consider the many factors that determine 
benefits vs. harms of drugs …
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Watch carefully - if you recognize
patient, respect her confidentiality
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Should we try to minimize what first video showed?
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Health Canada’s role

• Approves drugs for use in Canada

• Does not control how prescribers use them

• Standard is reasonable safety and some “benefit”

• New NOT better than old, just better than placebo for 
something

• Long term safety unknown

• Approval often on basis of surrogate outcomes
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Example
Vortioxetine (antidepressant)

• Application 2012, Notice of Compliance 2014        

• Efficacy for acute treatment of depression 
demonstrated in at least 1/11 short-term RCT

• No comparison with other antidepressants

Can you tell from this whether YOU would want to 
take vortioxetine (Trintellix) for depression?
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Vortioxetine (latest antidepressant)

Would YOU would want to take it for depression?

What if you learn it is less efficacious than 2 other 
antidepressants?

“Some readers might ask: ‘How could the FDA and EMA approve a new 
drug that appears to be less effective than other available 
antidepressants, and which failed to be more effective than placebo in a 
substantial subset of trials?’  The short answer is that regulatory 
standards for efficacy are not as strong as prescribers or the public may 
think: efficacy is defined in terms of a chosen effect, which may or may 
not be clinically relevant.” 

- Cosgrove L et al (including Barbara Mintzes). Under the Influence: The Interplay among 
Industry, Publishing, and Drug Regulation.  Accountability in Research 2016. 
http://dx.doi.org/10.1080/08989621.2016.1153971
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UBC Therapeutics Initiative - History

• 1973: B.C. Pharmacare established 

• 1989: costs rising at 16%/y 

• 1994: more drugs, higher costs, large budget deficit. 

Ministry of Health needs scientific review of new drugs

• TI starts - $450K budget

- No conflicts of interest

- Scientific review of evidence 

- Government makes courageous funding decisions based 
on available evidence

- Role includes education and impact evaluation
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Elements for success

1. Clarify scientific evidence, free from bias

2. Report it accurately

1. Basis for government funding policy is 
evidence, not opinion

1. Adequate funding to maintain and rejuvenate 
academic group ($1 M/y)
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Results by 2007

• B.C. drug costs $701 M/y < Canadian mean

• $208 M/y savings from lower cost drugs

• Some expensive drugs not covered; e.g.: donepezil (Aricept),

celecoxib (Celebrex), rofecoxib (Vioxx), rosiglitazone (Avandia)

• No evidence of harm – probably saved lives

• Precedent for Common Drug Review at national level
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Example 1: new NSAIDS licensed 1999 -

• celecoxib (Celebrex), rofecoxib (Vioxx), valdecoxib
(Bextra), meloxicam (Mobicox), lumiracoxib
(Prexige)

• promoted as “safer” than traditional NSAIDs

• Real evidence showed they were not safer; some 
more dangerous (valdecoxib, rofecoxib, 
lumiracoxib soon removed from market)

• Pharmacare did not pay for them routinely
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2007 per capita NSAIDs << Canada
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Evidence-informed policy (year 2000)

# reimbursed Rx Cost to province
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BC’s evidence-informed policy

• NSAID use < Ontario

• Unlike Ontario, no large rise in Rx 

• Fewer hospitalizations for GI bleeds

• Much lower costs

Q: Why did B.C. win and Ontario lose? 

A: Evidence and government backbone
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Example 2: drugs for dementia

• donepezil (Aricept), rivastigmine (Exelon), 
galantamine (Reminyl)

• promoted as beneficial for Alzheimer’s

• Real evidence showed not usually effective 
but dangerous for some patients

• Pharmacare did not pay
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Myth
“These days, we’ve got to look out for ourselves …

… (Doctor) thanks for not forgetting your Alzheimer patients!”
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Scientific approach to drug policy

Drugs for Alzheimer’s Disease 2005

• No improvement of outcomes 
important to patients & caregivers

• Significant adverse effects 

• Cost (then) $2.5-$5 per day

BC did not pay, until political 
pressure changed policy
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Results

• Dementia drugs used less in B.C., saved $

• No evidence of harm

• Drugs now accepted as of minimal benefit, with 
many troublesome side effects

• B.C. policy probably saved lives or injuries (e.g. 
hip fractures from falls)
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Reference-based pricing in B.C. 

• For calcium channel 
blockers, 12% cost 
saving in 1997 without 
any harms to health

• For ACE-inhibitors, 19% 
cost saving in 1997 
without any harms to
health

Clin Pharmacol Ther 2003
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Update: Rx Atlas 2013
Pourquoi le Quebec depense-t’il autant plus?

Drugs to lower cholesterol Drugs to lower BP

22Why?Morgan S et al. Canadian Rx Atlas 2013



2013: Why is Ontario still >> BC?

23Morgan S et al. Canadian Rx Atlas 2013



2013: Pregabalin & gabapentin less in BC – why?

• Canada per-capita spending on 
pregabalin and gabapentin 
increased 10.1%/y (62%) from 
2007/08 to 2012/13

• Nfld & Labrador       90%

• BC     5%

24Morgan S et al. Canadian Rx Atlas 2013



Do decision-makers respond to evidence like this?

Solifenacin (Vesicare): 

anticholinergic that can slightly 
reduce bladder leakage but 
causes dry mouth, 
constipation, blurred vision, 
impaired thinking, or worse

See: www.ti.ubc.ca for details
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Not everyone loves TI

2007 BC > Canadian average

• + 13% for new drugs for 
chronic pain (gabapentin, 
pregabalin, topiramate) 
policy failure?

• + 9% for erectile 
dysfunction drugs

(why?)

2007 BC << Canadian average
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• - 41% cholinesterase inhibitors

• - 38% bisphosphonates

• - 38% NSAIDs (? mainly coxibs)

• - 38% inhaled drugs

• - 37% psychostimulants

• - 34% statins

• - 34% oral diabetes drugs …



Consequences

• 2007: Pharmaceutical Task Force
conflicted members recommend abolishing TI

• 2008: BC government reduces TI role and budget

• 2012: BC government suspends funding; fires 8 
Ministry of Health employees; denies data access for 
research

• 2014-2017: ½ of original budget - unsustainable
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“better to live on our knees than die on our feet”
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We’re still here (ti.ubc.ca)
• We assess some new drugs for 

Therapeutics Letters & MOH

• We educate doctors & pharmacists 
(effect <<< Pharma)

• We assess drug effects at 
population level by 
pharmacoepidemiology

• We helped establish Common 
Drug Review

Copies available at Conference
and online



Common Drug Review

• 2003: national process to avoid redundant provincial 
reviews

• Provinces (sans Quebec) contribute $

• Run by CADTH (Ottawa)

• Input from patient groups and manufacturer (+ rebuttal)

• Canadian Drug Expert Committee reviews reports & 
recomments +/- reimbursement

Summaries are succinct and accessible
29



Advantages of CDR - example

Advantages

• 6-page summary

• Publicly accessible 
(cadth.ca/fentanyl-buccal)

• National buy-in (sans Quebec)

• Clear recommendation 

• Can protect private payers if 
they know to look

Fentora (fentanyl) – Feb 21, 2017
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Disadvantages of CDR model

• Built-in protection for pharmaceutical companies 
(confidentiality protects commercial interests but 
trumps patient interests)

• Confidentiality limits education about what is 
learned and training of new people 

31

Example: March 2017 
fentanyl buccal/sublingual (Fentora)



Disadvantage: example oral fentanyl

We pay for work, but don’t get to see results

Summary of comparisons Critical appraisal of evidence
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Are these the ‘sunny ways’ of 2017?

Summary of comparisons Critical appraisal of evidence
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Reminder: Why are we here today?
More drugs sans benefits NOT the goal
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4 diabetes drugs:
1 new, expensive, ? benefit
1 expensive “me too”

3 sedative/antidepressants

Harms > benefits = bad policy 35

Woman 
taking 

13 drugs

Woman 
taking 

13 drugs



Wise formularies can help avoid this
(video example in live presentation)
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Why we’re here today

Dr. Monika Dutt, Canadian Doctors for Medicare
House of Commons Committee - June 6, 2016 

• Teenage boy has diabetes requiring insulin

• Parents sometimes cannot afford it

• Mother ends up begging doctor for samples

Dr. Dutt:  “That's not the way this teenage boy 
should have to deal with his health.”

37



Logical expectations of a 
national pharmacare program

1. Improve health of Canadians

2. Do not increase harms of inappropriate or 
excessive use of prescription drugs

3. Reduce drug costs to:

a) remain sustainable

b) allow funding of other health determinants: 
food & water, education, housing, physical fitness
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Policy and technical requirements:

1. Formulary based on best available 
evidence evaluated by completely 
independent group - no conflicts with drug 
industry 

2. Independent group requires expertise in 
systematic review and critical appraisal as 
well as practicing clinicians.
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Conclusions

• National Pharmacare needs best evidence to get 
best results 

• Evaluation of new drugs must be independent of 
industry

• B.C. and some countries have shown benefits of 
this approach

• Harder than it looks, but only way to protect 
public interest
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UBC Therapeutics Initiative
www.ti.ubc.ca

Contributors :
• JM Wright MD, PhD, FRCPC (Scientific Director)

• Ken Bassett MD, PhD (Chair, Drug Assessment Working Group)

• Colin Dormuth ScD (Chair, Pharmacoepidemiology Working Group)

• Barbara Mintzes PhD (now at University of Sydney, Australia)

• Vijaya Musini MD, MSc (Drug Assessment Working Group)

• Lorri Puil MD, PhD (Drug Assessment Working Group)

• Aaron Tejani PharmD (Co-Chair, Drug Assessment & Education 
Working Groups)

• Casey van Breemen DVM, PhD (co-founder, UBC TI)

• and many others including students, grad students, post-docs
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