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Who we are

Canadian Doctors for Medicare is a nationwide, evidence-based nonpartisan member organization
composed of physicians and medical students dedicated to strengthening and preserving Canada's
publicly funded health care system. Our vision is that a high-quality, equitable, and sustainable
health system built on the best available evidence is the highest expression of Canadians caring
for one another. We provide a voice for Canadian doctors who want to strengthen and improve
Canada's universal publicly funded health care system. We advocate for innovations in treatment
and prevention services that are evidence-based and improve access, quality, equity and
sustainability.

As doctors working in hospitals and in the community, we have seen first-hand the health
consequences when people cannot afford their medications. That is why Canadian Doctors for
Medicare is advocating for a universal, single-payer, publicly funded program that would
provide first-dollar coverage for all essential medicines, as chosen by an independent
committee, to all people resident in Canada.

L CDM’s position on Bill C-64
CDM recognizes that the language in Bill C-64 is imperfect and imprecise in a number of respects.

e Bill C-64 does not explicitly commit to the universal, publicly funded, single-payer
pharmacare program recommended in the Final Report of the Advisory Council on the
Implementation of National Pharmacare and supported by the majority of Canadians;

e Comprehensiveness: Bill C-64 does not commit the federal government to expanding
coverage beyond products for diabetes and contraception. Rather, it only ‘“aims” to
continue working toward implementation of a national formulary and national universal
pharmacare;

e Universality: Bill C-64 does not define the term “universal” when it comes to who is
covered, though presumably the intent is to mimic the criterion in the Canada Health Act;

e Public funding and administration: Bill C-64 does not explicitly commit to an expanded
pharmacare program that is fully publicly funded first-dollar coverage and universal for all
essential medicines;

e Accountability: Bill C-64 only commits the Minister to “considering” the Canada Health
Act, not to abiding by the five principles enshrined in the Act;

e Conlflicts of interest: Bill C-64 does not prohibit people with financial conflicts of interest
from being appointed to the Committee of Experts that will make recommendations
respecting options for the operation and financing of pharmacare.

Despite these limitations in Bill C-64, CDM strongly urges the Senate to pass the bill as quickly
as possible. CDM takes this position because as doctors we have first-hand knowledge of the
devastation that lack of access to essential medicines can cause and we recognize our inability to
help people get the medicines that they need. We feel moral distress because we are “unable to
take what [we] believe to be an ethically appropriate or right course of action, including avoiding



wrongdoing or harm, because of institutionalized obstacles.”® In this case, the institutionalized
obstacle is the lack of legislation mandating drug coverage for all Canadians. Moral distress can
lead to physicians leaving practice or reducing their clinical hours, which contributes to lack of
access to care for our patients.?

IL. Why Pharmacare is necessary

Universal, publicly funded, formulary-based Pharmacare was envisaged in the 1964 Hall Royal
Commission Report on Health Services® but not yet implemented. Over the ensuing decades
pharmacare has also been recommended by various federal parliamentary committees, federal
commissions and most recently by the Advisory Council on the Implementation of National
Pharmacare led by Dr. Eric Hoskins (former Ontario MPP).* At this point, Canada remains the
only country that offers universal publicly funded coverage for medically necessary physician and
hospital services that does not also offer a universal publicly funded scheme for prescription
medicines.

The current way that Canada covers the cost of prescription medicines is through a combination
of privately funded insurance, publicly funded insurance and out-of-pocket payment. A 2022
Statistics Canada report® found that in the previous year, about one-fifth (21%) of Canadians
reported not having insurance to cover any of the cost of prescription medications in the past 12
months. This problem was especially acute among immigrants (29%) compared to non-immigrants
(17%) and among non-white persons (29%) compared to white and non-Indigenous persons (17%).
Prescription medication use was lower among people who did not have prescription medication
insurance (56%) compared to those who did (70%). One in 10 Canadians (9%) reported not
adhering (e.g., skipping doses, delaying filling) to their prescription medication because of cost.
The share of Canadians reporting cost-related non-adherence was more than double among people
without prescription insurance (17%) compared to those with prescription insurance (7%).

Financing drug coverage through work-place benefits is a form of regressive taxation. The portion
of an employee’s health insurance that is paid by the employer is exempt from the employee’s
personal income tax. By subsidizing insurance coverage through the tax system, the subsidy an
individual receives is based on his/her marginal income tax rate. Given the progressive nature of
the Canadian tax system, this amounts to providing greater subsidies to higher income individuals.®

Current provincial drug plans are grossly inequitable. Figure 1 shows how much people would
have to pay for three psychiatric medicines among those 65 and over and those under 65 with an
annual net income of $55,600 depending on the province in which they live.” At the low end, a
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senior in Ontario would pay about $40 per year out-of-pocket compared to someone in New
Brunswick who would pay almost $1600 out-of-pocket. While the disparities for people under 65
are not as great, they still exist.

Quarterly payments by government and patients depending on province of residence
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Fig. 1: (A) What the govemment and a patient older than 65 years (annual net income of about $55 600)
pay for a 3-month dispensation of 20 mg/d of citalopram, 5 mg/d of aripiprazole and 7.5 mg/d of zopiclone.
(B) What the govemment and a patient younger than 65 years (annual net income of about $55 600) pay
for a 3-month dispensation of 20 mg/d of citalopram, 5 mg/d of aripiprazole and 7.5 mg/d of zopiclone.

Nor is the lack of coverage for prescription medicines just a problem for the poor. Cost-related
non-adherence is greater than 6% among people with insurance who are in the medium-high
income bracket.®

III.  Who supports Pharmacare?

According to the most recent (July 2024) poll from Environics, support for Pharmacare is
widespread across Canada. Nationally, 75% of Canadians strongly or somewhat support such a
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302.



program with support by province ranging from a low of 69% (Alberta) to a high of 82%
(Newfoundland and Labrador).® 46% of Canadians would be less likely to vote for provincial
premiers who reject Pharmacare versus 9% who would be more likely to vote for them.!° Previous
polls have found that regardless of which party people support, a majority are in favour of
Pharmacare.!!

IV.  Who opposes Pharmacare

One of Canada’s most respected health economists famously wrote, “Every dollar of expenditure
is a dollar of someone’s income.”*?The two primary groups that benefit economically from money
spent on prescription drugs are the companies that make them and the private insurance industry
that sells insurance plans to pay for them. Ever since the announcement that Pharmacare legislation
was going to be introduced, both groups have intensified their lobbying of the federal government
by 3.8- fold (pharmaceutical industry) and 8-fold (private insurance industry).*3

The Canadian Life & Health Insurance Association (CLHIA) claims that Bill C-64 “risks
disrupting workplace drug coverage for 27 million Canadians. It risks limiting choice in the
specific medications people have access to. And it risks using scarce federal fiscal resources to
replace existing coverage that people value, leaving millions uninsured or underinsured for the
drugs they need.”** The evidence that CDM has reviewed disagrees with this distorted assessment.

The Interim President of Innovative Medicines Canada (IMC), the lobby group representing the
majority of the multinational pharmaceutical industry operating in Canada, said that “Canadians
should be concerned about the impact of the proposed pharmacare model on their existing public
and private drug coverage...Moving provinces towards a single-payer system, where drug
coverage could be reduced to the lowest common denominator, would limit patient access to new
treatments.”® Again, the evidence that CDM has reviewed disagrees with this flawed analysis.

V. Myths about why Canada should not adopt Pharmacare

The comments from CLHIA and IMC are reflective of two of the most common arguments about
why Canada does not need Pharmacare — cost and patient choice. A third objection that is often
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raised is that some commentators argue that most of the provincial premiers are either indifferent
or opposed to Pharmacare.'® These arguments are all myths, easily debunked by evidence.

Myth 1: Provincial premiers are opposed

Opposition to new federal social programs is not new. Consider the attitudes of premiers in the
mid-1960s towards a publicly funded universal first-dollar coverage for physician services.
Outside of Saskatchewan, opposition to coverage for physician services was, in some way or
another, almost universal.

e John Robarts (Ontario): Refused to dismantle private plans in favour of expanded OMSIP
(Ontario Medical Services Insurance Plan) to meet federal requirements. “I reject the
federal proposals as...tampering improperly with matters which are directly the
responsibility of the province.”

e Jean Lesage: Quebec would refuse to participate in any federal scheme in an area of
primarily provincial jurisdiction.

¢ Ermest Manning: Legislation for income-based subsidization of private insurance coverage
passed in 1963 “would give Canadians a program they could set alongside ‘the socialistic
type of program’ in Saskatchewan.”

e  WAC Bennett (BC): So long as insurance was made available to all, it should be sufficient
to meet the federal government’s requirement for universality even if it was voluntary in
nature. Bennett argued that “many people” might not wish to participate in a medical care
insurance plan “for religious reasons.”

e Duff Roblin: Manitoba would introduce a voluntary system of medicare if Ottawa
contributes 50% of the cost.

e Louis J. Robichaud (NB): Supported medicare in principle but no serious planning for it
until spring 1970. (Medicare not introduced until January 1, 1971.)

Yet, despite this opposition, by 1972 all the provinces had signed onto the Medical Care Act.
British Columbia has already announced that it will sign a pharmacare agreement with the federal
government.!” Hopefully, this first step will soon be followed by other provincial and territorial
governments.

Myth 2: A national program will not cover the “life-saving” medicines that people require

While CDM as a physician group recognizes the value of medicines in the Canadian health care
system, we are also cognizant of the fact that only 1 in 8 -10 new medicines introduced annually
provide a major therapeutic benefit beyond what is available from existing medicines. Another 1
in 5 new medicines offer a moderate benefit and the remaining 65-70% of new medicines are of
marginal new benefit.
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Additional Therapeutic Gain from New Drugs Approved in Canada, 2010-2021
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Health Canada approval of new medicines is no guarantee that they will be better than existing
products as the above Figure shows. Private drug plans may cover all drugs approved by Health
Canada, but that coverage does not translate into better health outcomes. In CDM’s opinion as
experts in the use of medications, it is virtually certain that a national formulary developed by a
committee of experts (including patients) will provide coverage for all the medicines that are
essential to promote and restore health for Canadians.

Myth 3: Pharmacare will cost too much.

Canada currently ranks fourth among 36 countries in the Organization for Economic Cooperation
and Development in annual per capita expenditure on retail pharmaceuticals, spending US $200
more than the OECD average of US $614.18 Morgan and colleagues investigated reasons for this
disparity looking at ten high-income countries. They concluded that one of the main reasons why
Canada was spending $2.3 billion more on six classes of primary care medicines than the average
of the other nine countries was due to higher Canadian prices.'® Higher prices are due to a number
of factors but can be lowered through bulk purchasing. At present, the pan-Canadian
Pharmaceutical Alliance only bargains with pharmaceutical companies for drug prices for public
drug plans which account for 43% of the total of $41.1 billion cost of prescription drugs.?’ Bulk
purchasing for all pharmaceutical spending could significantly lower drug prices. Although it is
not the only reason why Australian prices for patented drugs are 30% lower than Canadian ones,?
it is certainly one factor.
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Another area where Pharmacare will lead to significant savings is lower administrative costs.
Overhead costs for Canadian publicly funded medicare services are about 1% versus 14% in
private health plans because of things such as advertising and profit margins.??

Arguments about cost are much more likely to be raised when it comes to new social programs
than when it comes to other types of expenditures. Arguments were almost never raised that
Canada could not afford $75 billion for new F-35 aircraft, $35 billion for the Trans Mountain
Pipeline, and $28.2 billion for electric vehicle plants. It is time to recognize that the money spent
on a pharmacare program will be more than made up for by the benefits to the health of Canadians.

Not only will there be direct economic savings from lower prices and administrative costs, there
will also be indirect savings due to significant improvements in morbidity and mortality. A report
prepared for the Canadian Federation of Nurses Unions?® estimated that the lack of access to
medically necessary medications led to annual deaths and increases in morbidity in the range of:

370 to 640 premature deaths due to ischemic heart disease;

270 to 420 premature deaths of working-age people due to diabetes;

550 to 670 premature deaths from all causes of people 55-64 years of age;

70,000 people 55+ suffering from deteriorating health status;

12,000 people with cardiovascular disease aged 40+ requiring overnight hospitalization.

CDM is in strong agreement with the statement in the report of the Advisory Council on the
Implementation of National Pharmacare (Hoskins Report): “National pharmacare is not only good
for Canadians, it’s good economic policy. It will reduce the economic inefficiencies that come with
tens of thousands of private plans, which cost three times more to administer than public plans. It
will replace multiple buyers with a single large, powerful purchaser, one that has the clout and
authority to negotiate the best, lowest prices for prescription medications for Canadians.”*
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