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EXECUTIVE SUMMARY 

The Ontario Citizens’ Council is mandated to provide advice to the Executive Officer of the 
Ontario Public Drug Programs on the values that reflect the needs, culture and attitudes of 
Ontario’s citizens about government drug policies.  

At the March 3-5, 2017 meeting the Council was asked to deliberate on the topic of prescriber 
responsibility in assuring the rational use of prescription medicines. To facilitate those 
deliberations, members were asked to organize their discussions around the following 
questions: 

• What is the responsibility of health care providers within a publically funded health care system 
to provide high-quality care that supports the effective and responsible use of medication? 

• When considering the best course of treatment for their patients, should health care providers 
(e.g. physicians) consider the cost of drugs that they prescribe in addition to 
safety/effectiveness of the treatment? 

• To what extent is it the responsibility of health care providers to consider coverage status in 
their prescribing (i.e. whether the treatment is covered via public drug insurance), in particular 
for treatments of last resort?  

These questions focused discussion on the responsibility of physicians as prescribers, but after 
further consideration the Council felt that the notion of responsibility extends to a much broader 
group of individuals including nurse practitioners, pharmacists, and other health care 
professionals and, in the end, to patients as well. Therefore an additional question was 
formulated for consideration: 

• In a publicly-funded health care system, what is the responsibility of the patient/consumer in 
using cost-effective prescription medications? 

Through expert presentations, facilitated discussions and reflection on the personal experiences 
of individual Council members and those of their family and friends, members reached their 
conclusions. It was agreed that there were indeed problems with overuse and misuse of 
prescribed medications, and a general disregard for the cost differential between medications 
that have a similar or same clinical effect. There was consensus from Council members that yes, 
providers should consider the cost of drugs that they prescribe in addition to the 
safety/effectiveness of the treatment. The following values were identified as particularly 
pertinent:   

• sustainability 
• shared responsibility 
• fairness and equity  
• evidence based decision making  
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Details of the deliberations of the Council are presented in the main body of this report. Two key 
principles emerged:   

1. If drug treatments are therapeutically equal in terms of efficacy and safety, the most cost 
effective drug should be prescribed first. 

2. Prescribers should have ready access to a list of drug options for treatment of a condition along 
with the comparative costs so that they are able to prescribe the most cost effective drug. 

Given these principles, members agreed that providers should not consider coverage status in 
their prescribing, as the most cost-effective drug suitable for the patient should be the first 
offered, regardless of the coverage plan available. 

The report discusses the roles of the various players who can influence positive prescriber 
behavior.  Members agreed that there are others, beyond health care providers and patients, who 
share responsibility for a cost effective drug program, including citizens, caregivers, government, 
researchers, drug companies and their representatives.  

As has been the case in many previous reports by Council, the importance of public education 
was highlighted, this time on the topic of responsible use of prescription medications.   

1.0 INTRODUCTION AND THE QUESTION  

Inappropriate and excessive use of prescription drugs is a worldwide problem.  The World 
Health Organization (WHO) estimates that over half of all medicines prescribed, dispensed or 
sold are inappropriate, and further, that half of all patients don’t take their medications 
correctly.  

Ontario’s Ministry of Health and Long-Term Care (MOHLTC) has been addressing these issues 
over time in various programs such as their study of opioid addiction across the province which, 
in October 2016, led to a program to modernize opioid prescribing and monitoring.  The mandate 
includes providing  comprehensive information and training to medical students, physicians, 
pharmacists and patients about opioid-related issues; implementing a Narcotics Monitoring 
System; and naming Ontario’s Chief Medical Officer of Health as the first ever Provincial 
Overdose Co-ordinator.1

1 https://news.ontario.ca/mohltc/en/2016/10/strategy-to-prevent-opioid-addiction-and-overdose.html

In its 10th meeting, held March 3-5, 2017, the Ontario Citizens’ Council was asked to deliberate 
on the topic of prescriber responsibility in ensuring the rational use of prescribed medicines. 
This requires that “patients receive medications appropriate to their clinical needs, in doses 
that meet their own individual requirements, for an adequate period of time, and at the lowest 
cost to them and their community” 2

2 Promoting rational use of medicines: core components - WHO archives

The Ontario Citizens’ Council is composed of Ontarians from a variety of walks of life, appointed 
by the Lieutenant Governor in Council to serve as an advisory body to the Ministry of Health and 
Long‐Term Care’s Ontario Public Drug Programs. They provide their views on the values that 

https://news.ontario.ca/mohltc/en/2016/10/strategy-to-prevent-opioid-addiction-and-overdose.html
https://www.google.ca/url?sa=t&rct=j&q=&esrc=s&source=web&cd=3&cad=rja&uact=8&ved=0ahUKEwjQovKti7bTAhUCyoMKHdEXBHUQFggxMAI&url=http%3A%2F%2Farchives.who.int%2Ftbs%2Frational%2Fh3011e.pdf&usg=AFQjCNGWeYZT7eiVnkYSxG0IL70lUq2K-g


March 3-5 Council Session Report, May 24, 2017 5 

reflect the needs, culture, attitudes and expectations of all Ontario citizens about government 
drug policy and the health care system. Throughout meeting discussions, Council members are 
reminded that their advice must consider the good of the people of Ontario as a whole. The 
Council reports to the Executive Officer and Assistant Deputy Minister of the Ontario Public Drug 
Programs. 

The mandate of the Council is to provide values‐based perspectives in response to specific 
topical questions. To this end, Council members have identified a number of values on which to 
base their advice and recommendations (see Appendix 3 - Values Framework). 

Council members were asked to provide values-based input on the following questions:  

• What is the responsibility of health care providers within a publicly funded health care system 
to provide high-quality care that supports the effective and responsible use of medication? 

• When considering the best course of treatment for their patient, should health care providers 
(e.g. physicians) consider the cost of drugs that they prescribe in addition to the 
safety/effectiveness of the treatment? 

• To what extent is it the responsibility of health care providers to consider coverage status in 
their prescribing (i.e. whether the treatment is covered via public or private drug insurance), in 
particular for treatments of last resort? 

Although the session title and questions focused discussion on the physician, as the key 
prescriber in the system, the Council felt that in fact, the notion of responsibility incorporates a 
much broader group including nurses, nurse practitioners, pharmacists, and other health care 
professionals, and in the end, it also includes patients themselves. Therefore, Council members’ 
reflections and recommendations turned out to be broader, with an additional key question 
being added: 

• In a publicly-funded health care system, what is the responsibility of the patient/consumer to 
use cost-effective prescribed medications? 

2.0 PREPARING FOR DELIBERATION 

Responsible use of medicines 
involves aligning the activities, 

capabilities and existing 
resources of health system 

stakeholders to ensure patients 
receive the right medicines at 

the right time, use them 
appropriately and benefit from 

them. 

As is customary for Council meetings, preparing for 
deliberation involved a wide range of background reading. A 
binder of information was delivered to members in advance of 
the meeting. It included an overview of several presentations 
that would be given, the meeting agenda, and supporting 
documentation for the dialogue process.  A key document was 
the Backgrounder: Prescriber Responsibility, which provided 
an overview of the challenges to the rational and responsible 
use of medicines and some of the strategies being used in other 
parts of the world to address these issues.  
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Other documents included: 

• The Canadian Medical Association Code of Ethics 

• Appropriate Prescribing of Medications: An Eight-Step Approach (Pollock et al, 2007)  

• Transcript from CBC Television’s Fifth Estate program entitled ‘Billions wasted on drug 
spending in Canada, research shows’ (2017) 

• Pharmaceutical Pricing: Lessons from Abroad, prepared by The Kaiser Permanente Institute 
for Health Policy (2015) 

Preparation continued Friday evening with a presentation by Angie Wong, Director of the 

Ontario Public Drug Programs (OPDP) Policy & Strategy Branch, MOHLTC that provided both an 

update on progress at OPDP and context for the discussion on prescriber responsibility. This 

included an overview of some of the following early initiatives supporting work on the opioid 

strategy:  

• June 2016 – Naloxone, a life-saving drug used to combat overdoses, was made available in 
pharmacies at no cost to patients.  

• October 2016 – Implementation of a program for the mandatory return of used fentanyl 
patches through pharmacies, before a patient can receive new patches. 

• January 2017 - High strength, long-acting opioids were delisted from the formulary.  

Saturday morning was dedicated to presentations, which provided valuable background 
information. Council members were given an opportunity to ask questions of the individual 
presenters, and at the end, presenters came together as a panel for further questioning and 
discussion.  The list of presentations, given by experts in their respective fields, is provided 
below. 

TABLE 1:  LIST OF SATURDAY PRESENTATIONS 

TITLE PRESENTER(S) PRESENTER TITLE 

a. Overview of the roles and 
responsibilities of health system 
partners in support of high quality care 

Anna 
Greenberg 

Vice President, Health System 
Performance, Health Quality Ontario 
(HQO) 

b. Review of evidence to support 
appropriate prescribing 

Dr. Lisa 
Dolovich 

Co-Lead, Ontario Pharmacy Evidence 
Network (OPEN), and Scientist, Centre 
for Evaluation of Medicines, St Joseph's 
Healthcare Hamilton 

c. Overview of Academic Detailing Tupper Bean Co-founder and Executive Director, Centre 

for Effective Practice (CEP) 

d. Choosing Wisely Canada: Engaging 
Clinicians and Patients in 
Conversations about Unnecessary Care 

Tai Huynh  Campaign Director and Co-Founder, 

Choosing Wisely Canada 
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A. Overview of the Roles and Responsibilities of Health System Partners 

Ms. Greenberg began by explaining the role of Health Quality Ontario (HQO) in taking a proactive 
approach to quality improvement throughout the health care system. This was contrasted with 
quality assurance which tends to be reactive, focusing on what went wrong around specific 
incidents. In its mandate of striving for excellence, the agency sets measurable, evidence-based 
quality standards; provides prescribers with their performance data compared to best practice 
and peers; and works with partners to support adoption of quality standards and special 
improvement tools. 

The presentation used two examples of inappropriate prescribing to help examine the roles and 
responsibilities in the work to ensure quality health care: 

THE OVERUSE OF ANTIPSYCHOTICS IN LONG-TERM CARE HOMES 

• HQO worked with partners to develop tools to support physicians in improving their 
prescribing behavior. One such tool was Practice Reports which physicians can use to see 
their “residents’ profile” and their prescribing patterns compared to their peers and others 
in the region. Receiving these reports (presented as a dashboard) was voluntary, but over 
50% of long-term care physicians signed up. 

• Practice Reports, along with renewed quality standards for treating behavioral symptoms of 
dementia, and academic detailing (see below) about the use of antipsychotics in dementia, 
resulted in a marked reduction (over 10% ) of inappropriate prescribing in nursing  homes 
between 2010 and 2015.   

• Along with tracking reductions in antipsychotic prescribing, HQO tracked balancing 
measures to ensure that prescribing improvements didn’t result in negative effects like 
pressure ulcers, blood pressure issues and falls. 

OPIOID USE IN ONTARIO 

• HQO stats show the diverse group of clinicians that can provide antipsychotic prescriptions 
(physicians, dentists, nurse practitioners etc.) 

• Experts are brought together to define what high quality care looks like when prescribing for 
chronic and acute pain and also opioid use disorder 

• There are two or three quality standards being developed associated with opioid use for 
chronic and acute pain, which take into consideration issues such as how a patient should 
receive care if they have an addiction.  

• Work is done with partners to support the adoption of quality standards and investigate, for 
example, focusing on more than 80 doctors in Ontario who are prescribing high doses of 
opioids. 
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B. Review of Evidence to Support Appropriate Prescribing 

Dr. Dolovich began by explaining that appropriate prescribing can also mean “nothing 
prescribed” or “de-prescribing”. She highlighted research which shows that there are many 
factors influencing medical management decisions including evidence (patient data, etc.) patient 
and physician factors (e.g. cultural beliefs, education, personal values etc.) and constraints (e.g. 
formal policies and laws, time, reimbursement etc.) She also discussed the many complexities 
that impact these issues.  

Dr. Dolovich informed the Council that when it comes to how patients want to interact with their 
health care providers, research has shown three distinct personality types:  

1. Someone who wants a very shared approach in decision-making 

2. Someone who wants to be informed, but doesn’t want to take on the weight of decisions 

3. Someone who wants to leave the decision entirely in the hands of the experts  

For those who want a shared approach, there are decision tools available that have been shown 
to help people gain confidence in making decisions about their medications. 

A key issue in prescriber complexity is the possibility of having multiple prescribers for one 
patient. For example, there could be a physician, a nurse, a pharmacist, and a specialist involved 
in the same patient’s treatment at different times. Everyone has to be on the same page for a 
solution.  That means there must be clear communication channels, so for example, if a specialist 
prescribes a medication, the family physician is made aware. 

There are lots of things to get right for appropriate prescribing: 

• Right patient 
• Right medication 
• Right dose 
• Right route 

• Right time 
• Right documentation 
• Right reason 
• Right response 

Changing prescribing behaviors requires evidence-based interventions that support appropriate 
prescribing. These can occur at all levels of the system and based on recent systematic reviews, 
include: 

• Clinical practice guidelines 
• Academic detailing 
• Pharmacist services 
• Formal prescriber training 
• Consumer (patient) focused interventions 
• Information technologies 
• Policy/formulary 
• Audit and feedback 
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C. Overview of Academic Detailing: What is it, How is it used in other Jurisdictions and What can 
we Learn from their Experiences?  

One of the most consistent 
findings in health care is the 
gap between evidence and 

practice… resulting in patients 
not receiving care according to 
scientific evidence, and patients 

receiving care that is not 
needed or is harmful.  

Grol & Grimsahw, 2003 

The presentation by Tupper Bean focussed on the importance of 
academic detailing in supporting appropriate prescribing, what 
it is, why it works and examples of success. He works with the 
Centre for Effective Practice (CEP), an independent, self-funded 
not-for profit organization that focuses on gaps in primary care.  
Engaging clinicians to improve knowledge and clinical decision-
making is notoriously difficult as there are so many groups and 
organizations competing for their attention.   

One approach is ‘academic detailing’ (also called educational outreach), which involves building 
strong relationships with health care workers across a diverse range of clinical settings. The goal 
is to drive behavioural change in a positive way.  It is personalized support based on periodic 
one-to-one brief encounters and support service between office 
visits, through which balanced, independent and evidence-based 
information relevant to the doctor’s needs is shared.  

Finding efficient and effective ways to share detailed and 
comprehensive information in a usable manner is critical. One point 
of care tool shared was the “Opioid Manager” which translated 30-
pages of national guidelines into a single page which a doctor can 
use to guide appropriate use of opioids for each patient. For 
example, it shows the patient’s name, diagnosis, onset date, drug, 
dosage, and even whether or not the desired outcome is being 
achieved.  

One of the first days I was 
working at the University of 
Toronto, I asked a physician 
what’s the best thing about 
working at the university? I 

expected him to say working 
with students who are bright, 

or colleagues in academia, 
and he said, “I get to sit down 

for lunch.” Presenter 

This tool is a good example of how scientific evidence can be translated into a visual tool that can 
be used by clinicians in a simple, time effective and meaningful way.  

D. Choosing Wisely Canada: a Grassroots, Clinician-led Campaign to Engage Clinicians and 
Patients in Conversations about Unnecessary Care 

Choosing Wisely Canada (CWC) focuses on unnecessary care, including inappropriate use of 
prescribed drugs. It estimates that 5% to 30% of tests, treatments and procedures are potentially 
unnecessary. Mr. Huynh explained that although clinicians determine care, they are influenced 
by many factors such as patient’s wishes, the cost, legal implications and expectations, so they 
alone cannot solve the problems of overuse within the health care system. CWC takes a 
campaign–based approach, leveraging the networks of numerous medical groups to build 
pressure for change from within. It endeavours to engage and influence health professionals in 
a way that causes them to make positive changes from within their own professional 
communities. Patients are part of this campaign, helping to develop and disseminate patient 
materials. 
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For its campaigns, it works with clinicians to create lists of “Five things physician and patients 
should question about XXX”. Using this approach, more than 215 recommendations have been 

made and distributed. 

Four Questions to Ask Your 

Doctor 

• Do I really need this test, 

treatment or procedure? 

• What are the downsides? 

• Are there simpler, safer 

options? 

• What happens if I do 

nothing? 

Patients are one target audience for CWC campaigns. For 
example, one strategy is to get more patients to engage in a 
conversation with their doctor about proposed tests and 
treatments by asking just four key questions (see text box). This 
was based on a study that showed the following patient response 
to what they thought was unnecessary treatments or tests: 

• 25% took tests without discussing them with their doctor 
• 31% ignored their doctor’s advice 
• 44% asked their doctor why their tests were necessary 

3.0 HOW THE COUNCIL DID ITS WORK  

The deliberative portions of the Council’s work were done through Saturday afternoon and 
Sunday morning.  Council members considered the information and input provided by speakers, 
as well as the background material in their discussions. The process began with an exploration 
of the values that stood out as being particulary relevant to the issue of Prescriber Responsibility.  
Reflecting on the application of these continued as members deliberated and worked to find 
common ground. 

The Council broke into two groups and, with the guidance of facilitators, considered four case 
studies which examined different aspects of the issue. The facilitators recorded on a flipchart the 
ideas, questions and suggestions put forth.  Ideas that were particularly liked as well as those 
around which there was some disagreeement were highlighted. Each group began with two 
different case studies and then switched up, building on and adding to the ideas and comments 
expressed by the first group.  The two groups came back together at the end of Saturday 
afternoon to review all the ideas and comments. 

Members were asked to work through specific questions for each case study. Two common 
questions asked for each case study were: 

1. What issues in the doctor’s decision-making does this case highlight? 
2. What prinicples/values underlie the physician’s responsibility to the patient? 

Briefly the four case studies were: 

Case #1:  Biologics/Biosimilars 

48 year old Cindy Lou was diagnosed with aggressive rheumatoid arthritis by a rheumatologist. 
The doctor prescribed a brand name drug, drug A, and asked her to return in two weeks. Cindy 
has no coverage to defray the cost of the very expensive drug so she researched online and 
discovered a cheaper alternative that was similar, although not identical. Drug B was shown to 
be as effective as drug A.  Cindy asked to be prescribed drug B. 
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The case study highlighted questions about the doctor’s responsibility to disclose all options to 
a patient and whether a patient’s coverage (or lack of) should influence a doctor’s advice.  

Case #2:  Therapeutic Substitution 

73 year old Ali is diagnosed with gastroesophageal reflux disease (GERD). The doctor, a 
gastroenterologist, gives Ali a 2 week supply of drug A, which she has been given as free samples 
by a drug company, and writes a prescription for one refill. She knows that a cheaper 
therapeutically equivalent alternative does exist, but in her mind she is saving the patient money 
with the free samples. Prescribing drug A is also the easiest option for her. 

The case study highlighted questions about the doctor’s responsibility to know the price of drugs 
they prescribe and disclose all options to a patient, and whether they should only prescribe the 
cheaper drugs/treatment options.   

Case #3:  Academic Detailing  

Dr. Lam is a physician at a long term care facility that serves 456 patients, many of whom have 
been diagnosed with degrees of dementia and Alzheimer’s disease. Ms. Maloof is an academic 
detailer who has an appointment with Dr. Lam before his morning rounds. He explains that she 
must be quick as he has 50 patients to see in a very short time. A nurse interrupts the meeting to 
get authorization to treat an agitated and aggressive patient with an anti-psychotic injection. 
Without seeing the patient or checking on when the drug was last administered or the dosage 
given, the doctor agrees to whatever was given the last time. Ms. Maloof points out that this 
facility has been identified as a being a high prescriber of this kind of drug. She then provides 
information on new guidelines, including new treatment options. 

In addition to the doctor’s responsibility, the case study highlighted questions about who would 
benefit the most from the services of an academic detailer, should it be mandatory and who 
would pay for it? 

Case #4:  Drugs for Rare Diseases 

18 year old Aiko has been treated for an inherited rare disease since she was 10 years old. The 
treatment has limited her freedom and flexibility to a large extent.  Now that she will be attending 
university she has asked if there is another treatment that will allow her more freedom. The 
doctor prescribes a pill that will cost $380,000 per year, shows only a marginal clinical benefit 
and may still not free her from the treatment that requires being hooked up to machine similar 
to kidney dialysis. The doctor knows there is another option that costs $15,000 per year and 
shows evidence of better results. However it is an injectable treatment and the doctor has 
minimal experience in treating patients in this way. 

The case study highlighted questions about the doctor’s responsibility to keep informed of and 
consider the cost and clinical evidence of new drugs and other treatment methods when 
prescribing, as well as the drug manufacturer’s role in generating enough evidence to warrant 
public funding for a drug to treat a rare disease. 
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At the end of the day on Saturday, the facilitators pulled together the points of common ground 
and areas of possible divergence as a starting point for Sunday’s conversation. Through an 
intensive dialogue process, the common ground issues were refined by the Council to help them 
in formulate their advice, and respond to specific questions.  

The Council shared its discussions with the Executive Officer, and she responded to residual 
Council comments and questions, after which the advice was further nuanced and refined. 

Finally, the Council reviewed its Values Framework to determine if any adjustments were 
needed based on the session’s dialogue. 

4.0 RESULTS OF DELIBERATION 
4.1 On The Key Questions 

A. When considering the best course of treatment for their patient, should health care providers 
(e.g. physicians) consider the cost of drugs that they prescribe in addition to the 
safety/effectiveness of the treatment? Why or why not? 

There was consensus from Council members that yes, providers should consider the cost of 
drugs that they prescribe in addition to the safety/effectiveness of the treatment. Several values 
were deemed important in this determination: 

• Sustainability – the drug program, and our health care system more broadly, needs to provide 
quality care within a reasonable public budget. To achieve this, cost is a necessary 
consideration.  

• Shared responsibility - health care providers share responsibility for helping to manage the 
costs of the health care system. This includes the cost of drugs.  

• Fairness and equity – to the greatest extent possible within budget, all citizens should be able 
to access the drugs they need. Limiting individual choice in order to provide more drugs to 
people who need them, within the same budget envelope, is seen by the Council as an 
acceptable trade-off.  (See the Council report: Informing Development of a New Drug 
Program in Ontario for more on this concept.) 

• Evidence-based decision making – Safety and effectiveness were considered priorities in 
terms of drug considerations. However, given evidence of similar clinical outcome, cost 
should then be a consideration. 

This last value was critical in nuancing the idea of cost to be more clearly stated as cost-
effectiveness, which for this issue, was described as lowest cost drug for equivalent outcomes. 
This led to a key principle: 

Principle 1: If drug treatments are therapeutically equivalent (sufficiently similar clinical outcomes) 
and have equal safety, the most cost-effective drug (i.e. lowest cost for equivalent outcome) 

should be first prescribed. 
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I don’t 

want to 

get sued. 

Better to give 

something, 

than nothing.  

Referring 

doctor 

wants it. 

The patient 

wants it. 

$$$ 

I‘ve 

always 

done this. 

There were two important caveats to this principle: 

• Consideration should be given to a patient’s ability to avail themselves of the treatment, 
for example, travel requirements that might be associated with monitoring the drug; the 
drug regime itself, e.g. injection vs a pill.    

• If a person had tried the most cost-effective drug on the list for their condition, and it hadn’t 
worked, another option could be provided. To allow for this caveat, the expression “first 
prescribed” in the above principle was important. 

The values of equity and quality of life were both highlighted as foundational to these caveats. 

THERAPEUTIC SUBSTITUTION 

Council members agreed that Principle 1 (and the caveats) should also apply to situations where 
drug treatment options are not chemically equivalent, but have the same clinical outcomes, i.e. 
therapeutic substitution. While an in-depth exploration of this concept was not possible, in 
general terms, members did not see any obvious reason why therapeutic substitution should not 
apply, regardless of the availability of generics. So for example, if two drugs have similar clinical 
outcomes (although not chemically equivalent), and one is a generic but the other not, it is 
acceptable to select the lower cost generic, even if  a generic was available for only one of the 
drugs. 

Members stressed that the health care provider making the therapeutic substitution (e.g. 
pharmacist if the substitution happens at the pharmacy) would need access to a comprehensive 
medical history for the patient (e.g. allergies). 

PRESCRIBER SUPPORTS 

Members were sensitive to the various demands and priorities that prescribers are under (and 
in the Council’s conversation, these were often seen as the physician, including family doctors). 
One presenter used the following idea bubbles to communicate this:   



March 3-5 Council Session Report, May 24, 2017 14 

Given this reality, members felt strongly that prescribers need supports to be able to 
appropriately prescribe, including costs considerations. This led to a second principle: 

Principle 2: Prescribers need appropriate supports to fulfill Principle 1. This should include ready 
access to drug options and comparative costs for treatment of a condition. 

The supports should be evidence-based interventions, e.g. academic detailing (for more on this 
see below) for evidence-based decision-making. Other ideas from the literature or presenters 
that resonated with members and seemed worthy of further exploration included: 

• Prescribe by active ingredient (INN) instead of by drug name. Medical schools could train 
students to do this, so it is a gradual change. Enlist the support of pharmacists who would 
have the responsibility of explaining the resulting drug choice to the patient.   

• Use of dashboards that allow prescribers to see their prescribing data in comparison to 
other prescribers. This can give them valuable information to see quickly if they are 
potentially over-prescribing in a certain area. (One concrete example was Practice Reports 
such as those piloted by Health Quality Ontario.)  

The tool could be like a heat 
map where different drugs 
are represented as colors, 
e.g. green for most cost-

effective.  
Member 

• Electronic tools that quickly provide comparative 
prescribing data, including cost-effectiveness data. This could be 
connected directly to an on-line prescribing process so that 
prescribers only need to click into one program to prescribe.  

• Utilize the team around them, e.g. pharmacist if there is one 
on the health team.  

ACCOUNTABILITY 

There was not sufficient time or information available for Council members to deliberate on how 
prescribers could be held to account for including cost effectiveness as a key determinant of 
which drugs to prescribe. However, there was support for the notion that this might need to be 
done. While there could be many points of accountability, there still needs to be one 
authoritative body, such as MOHLTC, to oversee and monitor them with the goals of moving 
toward stewardship of scarce resources, identifying best practices, and collecting expanded 
evidence for potential improvement, with a supportive focus rather than a punitive one. Ideas 
that were of interest being used in other countries included:  

Germany:  

• Physicians are subject to a prescription cap and held financially liable if they exceed 
"regular" volumes for their patient mix (This serves as an incentive to prescribe the least 
expensive option with equivalent effectiveness). All drugs (including generics) are grouped 
and reimbursements capped. 
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South Korea:  

• Government evaluates physicians on the proportion of "expensive" drugs they prescribe 
and in some cases physicians receive a bonus for underspending. 

B. To what extent is it the responsibility of health care providers to consider coverage status in 
their prescribing (i.e. whether the treatment is covered via public or private drug insurance), in 
particular for treatments of last resort? Why? 

Given Principle 1 above, members agreed that providers should not consider coverage status in 
their prescribing, as the most cost-effective drug suitable for the patient should be the first 
offered, regardless of the coverage plan available. 

For the same values as noted above, moving towards a culture of cost-effectiveness (sufficiently 
similar outcomes at lowest cost) in prescribing (regardless of payer) was imperative for good 
stewardship and sustainability of the health system and both private and public plans over time. 
It was felt that, even under private plans, providing more costly drugs could have negative 
impacts on other plan users as plan providers and employers cope with increasing drug costs, 

e.g. some drugs being removed from the plan; employee 
contributions going up.  

Even if a doctor has free samples to 
give out initially (which may save the 
patient money), if it’s a higher cost 

drug than an equivalent one, once the 
samples are finished, the cost could 

be considerably more. Alternatively, if 
the patient needs to switch drugs at 
that point, she/he may feel they are 

getting a second-class drug. Member 

The importance of thinking long term in drug prescribing 
was noted, especially given the current Ontario Public 
Drug Program that provides drugs for those 65 years of 
age or older. If a patient gets started on a more expensive 
drug at an earlier age (e.g. through free samples, private 
plan or paying for it personally), they could feel unfairly 
treated if they need to switch to a more cost-effective 
medication when they reach 65. It is not in the public 
interest to risk a public perception that the OPDP 
provides a lower quality of drug coverage. 

C. Roles and Responsibilities 

A third question posed to Council was: What is the responsibility of health care providers within a 
publicly funded health care system to provide high quality care that supports the effective and 
responsible use of medications? 

In reflecting on this question, members felt that others beyond healthcare providers had 
responsibilities. This includes patients and citizens, government, researchers, drug companies 
and their representatives. This section outlines some of the key responsibilities members 
identified for each, recognizing in doing so the interdependency of all these players. 
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-

-

Appropriate prescribing can also 
mean nothing prescribed or de-

prescribing 
Presenter 

Overall, members suggested that appropriate prescribing is 
not just about drug costs. It’s also about fostering a less 
“prescribed drug-dependent culture” where 
patients’/providers’ first reaction is not just to “get/give a 
pill”. In this context, cost was seen as a potential driver of 
change at a deeper level.  

They also noted that the evidence base of interventions that support appropriate prescribing 
include strategies for prescribers, pharmacists, consumers, colleges and professional bodies. All 
have a role to play. 

DOCTORS  

While doctors need to prescribe appropriately and live up to the two principles above, it was 
emphasized by members that doctors are not just prescribers. They need to provide the highest 
quality care, including non-medicinal treatment, e.g. lifestyle and preventative measures. 

Maybe there should be a way to 
quickly identify and see a 

patient’s disposition towards 
drugs - like banks do in terms of 
risk tolerance for mutual funds.

Member 

In a time-pressured environment, where the length of each 
patient’s visit can be very limited, a doctor’s understanding 
of their patients is critical. This includes their disposition 
towards drugs and other interventions.  Some will opt to 
explore non-drug options first, while others may come in 
demanding a particular drug for their ailment.  

Doctors need to know the mindset and preferences of 
their patients but this is hard to do when they have so 
many patients to see. Having a way, perhaps as part of an 
electronic health record, where a provider can quickly 
see a patient’s initial disposition to drugs would be 
useful. This could also include other drug-related 
variables like pain tolerance. 

I don’t like taking opioids for pain 
control. Even though they are 
effective, they can also lead to 

addiction, overdose and death. And 
my tolerance to pain is high. So, I am 
very uncomfortable with the idea of 

strong drugs being automatically 
prescribed for me after a surgery (e.g. 

through order sets). Member 

PHARMACISTS 

Pharmacists were seen as central players in appropriate prescribing. Their responsibilities could 
include:  

• Making the drug substitution to the most cost-effective drug, as they do currently when 
replacing a brand drug with a generic when the prescription is being paid for by the public 
plan. 

• Administering the most cost-effective drugs if prescriptions provide the active ingredient, 
instead of a brand name (as they do in some European countries.) 
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-

-

• Explaining to a patient the reasons for a drug substitution as well as any side effects, 
particularities of the drug regime, etc. For patients who are regular users of medication, 
having a consistent and trusted pharmacist would be important. 

• Suggesting over-the-counter, non-prescribed options if these are effective and less 
expensive, e.g. topical cream vs pill. 

• Advising doctors and other prescribers on appropriate and cost-effective drugs. To this 
end, trusted relationships between physicians and pharmacists would be important.  

When one of my drugs was 
substituted, there was a handout 
from the pharmacist in the bag. It 
explained that they had made a 

change and why - and if I had 
questions, to ask them. It was a 

simple way to inform me.
Member 

Given this central role, members felt it was important that 
pharmacists (perhaps governed through their 
professional bodies) would need to guard against 
perceived conflict of interest, for example, receiving free 
samples from pharmaceutical companies or substituting 
drugs based on current stock levels, rather than what is 
best and most cost-effective for the patient.  

Pharmacists’ scope of practice may also need to be 
enhanced and/or the full range of their expertise utilized. 

There is considerable potential for pharmacists to increase their role as trusted and highly 
informed health providers with both their patients (especially those they see often) and with 
prescribers. Furthering their integration into health teams, etc. would also be beneficial. 

PATIENTS/CONSUMERS 

58% of family physicians 
say that patients drive 

inappropriate use 
Presenter - Ontario 

family physicians survey, 
OMA/CWC. 

Given the value of shared responsibility, members felt strongly that 
patients (i.e. consumers of drugs) also need to play their role in 
supporting a move to using cost-effective prescription medications.  
While the common public perception is that doctors are usually in 
the driver’s seat in terms of medical care, patients can be overly 
demanding and/or don’t feel they have been properly treated until 
they have received a prescription (and further still the prescription 
for the particular drug they wanted).  Patients and consumers need 
to be open to a broader range of treatment options than just drugs 
or a certain drug, including lifestyle changes and preventative 
measures. 

This will take public education and other supports that might vary according to the type of 
patient someone is. For example, some patients want treatment decisions to be based on a 
shared, collaborative approach with their healthcare provider, whereas others want to leave the 
decision in the provider’s hands. Developing and providing decision-making supports or other 
approaches that better inform /involve the consumer (patient) in prescribing decisions to the 
level needed for that patient would also be beneficial. 



March 3-5 Council Session Report, May 24, 2017 18 

 - 

One simple approach that members recommend to support patients in playing a role in 
appropriate prescribing is to add a cost-effectiveness question to the “Four Questions to Ask Your 
Doctor” promoted by Choosing Wisely Canada.  The resulting five questions could then be: 

• Do I really need this test, treatment or procedure? 

• What are the downsides? 

• Are there simpler, safer options? 

• Are there more cost-effective options? 

• What happens if I do nothing? 

A few years ago when they started 

providing people with generic drugs, 

people had the impression that it was 

an inferior drug. Through both 

physicians and education campaigns, 

more Ontarians are now aware that 

generics provide the same clinical 

effectiveness for a lower cost – they 

are a good thing! Member 

While members felt it was important for patients to 
understand and utilize cost as a consideration, they did not 
feel that patients (or their families/caregivers) needed to 
know the full complexity of cost options, unless they 
wanted to. The important message is that given equal 
clinical effectiveness, the most cost-effective drug will be prescribed. The notion that “more 
expensive drugs are higher quality” also needs to be countered.  

Public education would be an important strategy in this work to cultivate knowledgeable end 
users - helping patients understand their options, their responsibilities, and how their choices 
impact their own health and wellbeing, and the wellbeing of society as a whole. This might 
include: 

• Providing information from multiple sources - physician/prescriber to pharmacist to 
private insurance providers to MOHLTC. 

• Culturally-competent public education strategies re: cost-effectiveness: e.g. generics are 
not lower quality; a pharmaceutical might not be “the answer”; ask for the most cost-
effective option. 

• Strategies to better inform citizens about the real cost of prescribed medications (e.g. full 
cost accounting of every prescription so patients are reminded that there is no such thing 
as “free drugs” - we all pay through our taxes). 

• Strategies to promote judicious and appropriate use of medications. 

• Consider “Choosing Wisely” strategies to engage the public (See image below as example.)  
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MOHLTC AND THE ONTARIO PUBLIC DRUG PROGRAMS 

Members felt that the Ministry’s role (and OPDP in particular when appropriate) was to utilize 
policies and structures, including both incentives and disincentives, which would best enable 
appropriate prescribing within the system. Five possible examples arising from the deliberations 
are: 

• Explore the policy option of allowing and/or mandating  therapeutic substitution 

• Establish a tool that would allow prescribers to quickly see the cost-effectiveness of drugs 
that are clinically effective for a particular condition and link this, if possible, to prescribing 
software for a “one-stop shop” for prescribers, (e.g. “heat map” described earlier). 

• Work with hospitals, etc. to review and update “hard coding” practices to ensure that there 
is reasonable allowance for patients’ preferences and dispositions in regards to drug order 
sets, etc. and, that patients are informed about “hard-coding” practices.   

• Make the Practice Reports piloted by Health Quality Ontario (comparative prescribing 
dashboards) mandatory. 

• Encourage the wider use of academic detailing. (See next section.) 

Members felt strongly that multiple strategies will be required to reduce inappropriate 
prescribing. Some need to be targeted for prescribers and/or healthcare institutions, others for 
pharmacists and still others for consumers and patients. Given this, it would be important for 
MOHLTC to work collaboratively with others active in the area of appropriate prescribing, 
including researchers that are investigating appropriate prescribing and in particular, evidence-
based interventions, and groups such as Choosing Wisely that are engaged in public and 
prescriber education. 

OTHERS 

Time did not permit going into any depth on the responsibilities of others in the system including 
the important role of colleges and professional associations e.g. Ontario College of Family 
Physicians; Ontario Medical Association.   

The responsibilities of drug companies and their practices were also not explored – and there 
was no presentation expressing the perspectives of that industry. However, members did 
express interest (but had no time to discuss) the following UK practices to help control drug 
costs:  

• When government spending exceeds the target the government imposes a tax on either the 
pharmaceutical industry or the doctors 

• Drug companies are subject to maximum profit margins and allowable annual growth for 
price. If over, companies must return the difference via cash rebate to the government. 
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4.2 Additional Issues 

Two other issues were deliberated on by the Council. For the first, academic detailing, it was both 
the topic of a presentation and the focus of one of the case studies. The other issue – appropriate 
prescribing for rare diseases, was also the focus of a case study. 

ACADEMIC DETAILING 

The evidence-based practice of personalized support to physicians to improve knowledge and 
clinical decision-making through one-on-one office visits is known as academic detailing. It is a 
proven strategy for engaging physicians in discussion about how to improve their prescribing 
practices. 

Members felt this could be a useful strategy to support physicians in appropriate prescribing, 
especially if coupled with access to data that describes their prescribing patterns, as well as 
education about how this data can be valuable to them in their practice (e.g. HQO’s Practice 
Reports). 

In particular, they suggested that academic detailing be mandatory for physicians whose 
prescribing patterns are significantly different from their peers (and/or the provincial averages) 
or clinical guidelines of best practice. However academic detailing should not be the only strategy 
for dealing with situations where prescribing practices could be resulting in less than optimal 
treatment. The Ministry should also be able to audit and investigate – and intervene, if necessary 
- as an important “check and balance” in the system to ensure quality care. 

In general, members suggested that academic detailing could be linked to the appropriate 
medical body, such as the Royal College of Physicians and Surgeons, and be part of the ongoing 
maintenance of the certification process. From this perspective, members felt that the cost of 
academic detailing should be borne by the profession, not the Ministry. However, the Ministry 
should encourage the work of the Centre for Effective Practice and other organizations 
furthering this work.  

Finally it was noted that from a public perspective, the name “academic detailing” was not 
meaningful. Perhaps another title such as “medicine mentoring”, could be considered.  

APPROPRIATE PRESCRIBING FOR RARE DISEASES  

One case study used the example of a person with a rare disease. In 2010, members deliberated 
on funding drugs for rare diseases and some of the conclusions from that deliberation were 
reiterated and/or expanded on:  

• Pharmaceutical companies should be responsible for generating an appropriate, high 
quality, evidence base for their drug that is comparable to other drugs for that condition. 
It is not the Ministry’s responsibility to fund research to generate this evidence.  

• It is reasonable to expect that patients who receive public funding for their drugs would 
participate in research to expand the evidence base for their disease.  

http://www.health.gov.on.ca/en/public/programs/drugs/councils/reports.aspx
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In terms of appropriate prescribing, given the very high costs of many of these drugs (which 
means that most patients with rare diseases do access public funds to help pay for them), the 
Ministry should have a role in the decision to prescribe a particular drug. The decision should 
not be left only to the healthcare team, including the patient/family.  

5.0 VALUES FRAMEWORK  

The Values Framework developed by the Council has weathered the test of time. It was created 
to assist in providing common language for deliberations and to lend consistency to 
recommendations. It provides MOHLTC with a set of values important to taxpayers that can be 
considered in their decision-making more generally. As an evergreen framework to assist the 
Council to think critically and creatively, it was intended to be a work in progress that would be 
adjusted, updated and altered, either marginally or significantly, in order to remain relevant. 
Because it has been three years since the Council did a major re-evaluation of the document, it 
was concluded that it was time to examine it and to discuss any necessary updates and changes 
that may be required. The current version is provided in Appendix 3.  

The values of equity, fairness, shared responsibility and sustainability came out strongly in the 
Council’s dialogue. Evidence-based decision making in terms of safety and effectiveness was also 
paramount. The emphasis on cost as a consideration in prescribing led to the annunciation of a 
new value – cost effectiveness. This was expressed, in this issue, as lowest cost drug for 
equivalent outcomes. Cost effectiveness does appear in the current Values Framework in relation 
to efficiency, but took on its own importance in this dialogue.  In terms of the categorization of 
values expressed in the Framework, cost-effectiveness would fit under the Economic-Oriented 
category. 

The importance of having checks and balances in the system was also discussed, with members 
feeling the concept can be understood as a mechanism to help achieve the value of accountability. 

Finally Council members also considered the importance of prescribing with the longer-term 
view in mind, e.g. not starting someone on a higher-priced drug not on the formulary, knowing 
that the patient will have to change drugs in a couple of years when they reach the age of 65 and 
are covered by the public program. Thinking longer-term connects closely with the Council’s 
emphasis on prevention as well as sustainability. Exploring how the Values Framework could 
best capture this notion of decisions being made with a long-term lens could be considered in 
the next iteration of the Framework. 

6.0 CONCLUSION 

Our report supports the important role of doctors and pharmacists in the provision of cost-
effective drug programs, and stresses that strategies must be put in place to encourage improved 
prescribing patterns with the simultaneous goals of clinical- and cost-effectiveness. Healthcare 
providers require technology that allows them to quickly access the best information, presented 
in the most accessible and easily understood manner, as well as educational supports.  It is 
acknowledged that if Ontarians want to continue having excellent health care services, then as 
patients, they require support through a public education strategy so they can ask the right 
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questions, take responsibility for being well informed, and understand the importance of 
carefully following directions for the use of their medications.  

Appropriate prescribing and use of prescription medications is an important factor in the 
maintenance of a sustainable and excellent health care system which every citizen of the 
province of Ontario desires and deserves. 
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APPENDIX 2 

AGENDA 
PRESCRIBER RESPONSIBILITY 

ROYAL YORK HOTEL, TORONTO, ON 
MARCH 3-5, 2017 

Time Activity 

FRIDAY, MARCH 3, 2017    6:30 – 7:30 pm 

5:30 Check in and light supper 

6:30 Welcome and Introductions 

• Review of agenda 

• Introduction of new members 

7:00 Updates from the Ministry 

7:30 Adjourn 

SATURDAY, MARCH 4, 2017   9:00 – 4:30 pm 

8:00  Breakfast and registration 

9:00 Morning check-in  

• Agenda Review 

• Introduction to the topic 

Presentations and opportunity for Q&As 

Through the course of the morning, there will be four presentations with time for Q & A on each. 

9:20 – 
10:00 

Anna Greenberg, Vice President, Health System Performance, Health Quality Ontario 
(HQO) 

• Overview of the roles and responsibilities of health system partners in support of 
high quality care 

10:00 – 
10:20 

Dr. Lisa Dolovich, Co-Lead, Ontario Pharmacy Evidence Network (OPEN), and Scientist, 
Centre for Evaluation of Medicines, St Joseph's Healthcare Hamilton 

• Review of evidence to support appropriate prescribing  

10:20 – 
10:35 

Break 

10:35 – 
10:55 

Tupper Bean, Co-founder and Executive Director, Centre for Effective Practice (CEP) 

• Overview of academic detailing: what is it, how is it used in other jurisdictions 
and what can we learn from their experiences? 

10:55 – 
11:15 

Tai Huynh, Campaign Director and Co-Founder, Choosing Wisely Canada 

• “Choosing Wisely Canada: a grassroots, clinician-led campaign to engage 
clinicians and patients in conversations about unnecessary care” 

11:15 – 
11:45 

Q&A  with Dr. Lisa Dolovich, Tupper Bean and Tai Huynh 
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11:45 Lunch  

1:00 Introduction to the afternoon’s process 

1:15 – 
1:45 

Step 1: Values and Ethics Exploration (in two groups) 

• Initial reflections on the topic  
o Connections to your life/experiences 
o What stands out? 
o What is puzzling you? 

• Which values from our Framework stand out as being especially relevant to this issue? 

1:45 – 
2:45 

Step 2: Case Studies (in small groups) 
Small group discussion on three case studies: 

• What issues/tension does this case study highlight? 

• How could prescribing practices have been improved to deal with the situation 
more effectively? 

• What principles/values underlie these possible improvements?  

• Could the patient/consumer have done anything differently? 

2:45 Break 

3:05 Step 3: Dialogue (in two groups) 

Considering the discussion on the case studies and the morning presentations, what 
advice would you have for the ministry? 

4:20 Wrap up 

4:30 Adjourn 

SUNDAY, MARCH 7, 2017    9:00 am – 2:30 pm 

8:00 Breakfast 

9:00 Morning check-in and review of agenda 

9:15 Comparing the discussions 

• Reviewing the ideas generated in the previous afternoon’s small groups 

9:45 Developing and refining common ground 

(with a break at 10:30) 

12:00 Lunch  

1:00 Finalizing council advice  

1:45 Revisit the values framework 

2:00 Review format and process for council report 

2:15  Wrap-up and evaluation 

• Thanks to those members leaving the Council 

2:30 Adjourn 
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APPENDIX 3 

ONTARIO CITIZENS’ COUNCIL VALUES FRAMEWORK 
REVISED NOVEMBER 30, 2014 

1.0 EXECUTIVE SUMMARY 

The Ontario Citizen’s Council is composed of up to twenty-five Ontarians from all walks of life 
appointed by the Minister of Health and Long-Term Care. The mandate of the Council is to 
provide values-based perspectives on questions put to it by the Executive Officer of the Ontario 
Public Drug Programs (OPDP). 

To assist in this mandate, the Council has developed a Values Framework to bring increased 
clarity to its values-based deliberations. It is hoped that the framework will also be useful for the 
OPDP to use in considering citizens’ values in their decision-making and be applicable to the 
whole OPDP including stewardship of the drug formulary. 

The framework is a work-in-progress. It will evolve as the Council considers further issues and 
values and will be updated as needed. We hope over time that it will provide a way to assess/ 
measure which values have been the most important in formulating the Council’s advice. 

2.0 PREAMBLE 

Each society upholds a set of values that define it and help guide decisions on how to share 
limited goods and services. Values help us decide what we should do. They influence standards 
and norms of behaviour, e.g. compassion, freedom of choice, equity. They represent what we 
most care about. 

Values are often divided into three groups: personal (“my” values), social (“our” values) and 
ethical (universal values). As the Council represents the public voice on behalf of Ontarians, our 
focus is on the social and ethical values that should help guide OPDP and our own deliberations. 

Working with values poses a number of challenges. The first is creating a shared understanding 
of what a value means and how it is being interpreted/used. As a Council we have captured our 
thinking to date in this document. It gives us language to explain our advice and 
recommendations and provides a shared vocabulary for communicating to the OPDP what we 
care about as Ontarians. It helps make our values more explicit. 

The second challenge is that values can overlap and conflict. They don’t always take us in the 
same direction as we think about an issue and what is important to consider in resolving it. For 
example, should we maximize health benefits for the largest number of people or should we help 
the most vulnerable? We have found that while we often share a common set of values, there can 
be real differences in how we apply those values in a particular context on a particular issue. The 
weighing of values is very context-specific and so while the framework contains important 
values and some sense of priority, it is conditional, based on context. The framework will help us 
be more explicit about our deliberations on competing values and how we have weighed them 
in determining our recommendations on a particular issue. It will also help us compare our 
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deliberations and ultimately draw out some principles that can be applied more broadly. This 
framework offers a couple of starting points for this. 

Relationship to the Ontario Drug Formulary 

As we developed the preliminary framework, we wrestled with whether we needed to consider 
the values that are embedded in the Ministry’s mandate regarding the Ontario Drug Benefit 
Formulary. At this stage, we determined that our own value deliberations could take as a given 
that the Ministry must manage the drug programs in a manner that is fiscally responsible and 
accountable to taxpayers and in a way that contributes to the fostering of a sustainable health 
system for the benefit of Ontarians. Thus the economic values of fiscal responsibility, 
accountability and sustainability are already mandated and will figure less into our own 
deliberations.  

We also recognize that good stewardship of the drug formulary requires: 

• The need for feasibility/ practical application 

• The need for a balance of values 

• The need for responsiveness – the ability to act quickly based on new information 

• The importance of context – each value must be applied in its context and applied with reason 
and clarity 

• The need for regular review (in terms of how we operationalize or justify advice) 

3.0 KEY VALUES 

In the Council’s deliberation to date, several values have risen to the fore. The Council reaffirms 
the importance of all these values and recognizes that any of them may be deemed a top priority 
depending on the context and issue at hand. We also recognize that these values are not mutually 
exclusive, nor do they operate in a vacuum. They must be applied in a manner that respects both 
the real-life experience of patients and the public good. Striking a balance between competing 
values will be an ongoing challenge. 

In trying to organize our own thinking about values, we categorized the key values as follows (in 
no particular order). It is important to note however that the values may move from one 
quadrant to another depending on the context and how they are being used. 
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Society-Oriented 

• Public good 
• Informed public 
• Transparency 
• Public safety 
• Prevention 

Economic-Oriented 

• Fiscal responsibility 
• Accountability to taxpayers 
• Sustainability 
• Efficiency 

People-Oriented 

• Compassion 
• Equity  
• Fairness 
• Quality of life  
• Individual choice 
• Simplicity 

Science-Oriented 

• Evidence-based decision-making 
• Advancing medical knowledge 
• Shared responsibility 

4.0 PRIORITIZING AND CLARIFYING VALUES 

Given the importance of context, it is extremely difficult to determine absolute priorities in terms 
of values. However, given the caveat that a number of the economic-oriented values are covered 
off in OPDP’s own mandate (as well as public safety), nine values seemed both high priorities 
and demanding of greater clarity.  While the work to understand and clearly define all the values, 
particularly in relationship to OPDP, is ongoing. The following descriptions for nine of the values 
are offered as a starting point: 

Evidence-Based Decision-Making 

This should include: 

• Systematic expert review of the relevant published literature as well as grey literature 
(informal or unpublished evidence, including evidence gleaned from real life drug use). 

• Full range of both positive and negative aspects including ongoing reporting of adverse 
events 

And recognize that: 

• The standard of acceptability for a specific drug may vary depending on particular situations, 
but still needs to be defensible and based on good and comprehensive data, derived from 
both clinical sources and real world experience. 

Equity 

• The provision of equitable access to drugs and treatments for all citizens while protecting 
the vulnerable and being non-discriminatory.  

• Equity does not necessarily mean identical – how equity is achieved may be different in 
different places or situations.  
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• In application, drug formulary decisions should not further existing inequities in drug 
accessibility, and should mitigate health inequities when possible – e.g. those due to income, 
geography, or other factors. 

Fairness 

• There are different dimensions to the value of fairness. For example, procedural fairness – 
that the process is fair (e.g. objective, consistent) even though the outcome may not be 
agreeable to all. 

• Fairness is also related to the public good and can relate to the fairness of the system in 
consideration of both the common good and the needs of individuals.  

• Fairness and equity are often closely related, but can be in tension with one another 
depending on the issue. For example, procedural fairness could lead to inequity if the reality 
of some people’s living situations or subpopulations’ disease prevalence do not fit well into 
the regular decision-making process/criteria.  

Compassion 

• While compassion is an emotion of sympathy towards the plight of others, as a value it 
reflects concern for a society’s vulnerable members.  

• However, given its strong emotional pull, the value of compassion needs to be weighed in 
with all factors and a judgment made based on thought and consideration that does not just 
look at any one factor.  

• Over time a procedure could be put in place to integrate compassion in decisions made. This 
would increase the consistency and predictability of decisions and hence their defensibility. 

Public Good 

• Public includes all Ontarians 
• Good includes the health of the population 
• Requires prudent use of all the resources available, that include but are not limited to 

evidence based resources, for the health benefit of most people in Ontario 

Quality of Life  

• One’s quality of life and how that is valued is very subjective. Therefore, the patient’s 
perspective needs to be considered and balanced along with the medical expert’s. This needs 
to be taken into account in the decision making process. 

• It is very hard to put a dollar value on quality of life and determine what weight to put on it 
when making drug funding decisions. The Council recognizes one way to do this in a more 
objective way is through Quality Adjusted Life Years (QALY) - the number of years of living 
to expect on a particular treatment and how well the patients are living during that period. 
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Efficiency 

• This includes the notion of maximizing the results achieved with a minimum of wasted effort 
or time. It encompasses how well the system works in a cost effective manner, ensuring that 
taxpayers’ money is used well.  

• It is important to consider efficiency as a means to an end – a valued way to achieve valued 
results. Making sure that these results align with our values must also be considered. 
Decisions should not be based solely on evidence of their relative costs and benefits. 

• Having an efficient system usually requires the buy-in and involvement of all stakeholders 
(e.g. citizens province wide, patients, administrators of the program), which means being 
user-friendly and transparent. 

Prevention 

• This includes both the role of drugs and individual responsibility for health.  

• Prevention is important both to prevent suffering (e.g. delay or prevent disease onset) and 
to achieve a public drug program that can be financially responsible and sustainable into the 
future. 

Simplicity 

• Simplicity espouses a system where users understand what is available, how the services 
apply to them and how they can access the services that best suit their requirements.  

5.0 PRINCIPLES 

As we noted earlier, we consider the application of values to be context-dependent.  However, 
even given this, we have found that it is possible to begin to develop some principles of 
application. Key to this is the notion of balance – perhaps another value in its own right. 

Two principles have emerged for us to-date: 

Balance the common good with the needs of particular individuals 

The government has a mandate to serve all citizens, including those with special needs, but it 
must provide prudent management of available resources for the benefit of all.  

Balance evidence-based decisions and compassion 

When making effective drugs accessible for compassionate reasons, and when normal evidence 
standards cannot be met, programs should encourage the collection of real-life data to advance 
the overall evidence base and medical knowledge.  
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6.0 CONCLUSION 

The values framework will be an important contribution to the Council’s work. We expect to use 
this framework in future sessions as a guidepost for our recommendations and advice. We want 
to use the framework as a standing item at each meeting to consider whether new values have 
emerged during that meeting’s “deliberations”, and as a way to identify any particular values 
relevant to the topic at hand. Since the framework will be “evergreen,” (that is an iterative 
document, reviewed and revised over time), there will be ongoing opportunities to refine it and 
to develop principles which exemplify citizens’ values.  

The framework is important from several perspectives: 

• It assists the Citizens’ Council in providing common language for the Council’s deliberations 
and lending consistency to its recommendations.   

• For MOHLTC, it can provide defensible decisions based on identifiable and consistent 
evidence and values-based reasons.   

• For the public, it can provide a rationale for funding decisions that considers both evidence 
and values important to citizens. 

Council members respect the scope, importance and challenge of building a values framework 
and are committed to continuing this rich dialogue as we deliberate on issues concerning the 
Ontario Drug Programs.  
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