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W hile we are an innovative nation, we don’t al-
ways benefit from our inventions, especially 
when it comes to medicine. 

Such is the story of people living with illnesses 
who are unable to access medications because either they don’t 
have public or private insurance, or the drugs they’ve been pre-
scribed are not covered by a drug plan. 

Access gaps
Diabetes is a case in point. “Canada gave the world one of the biggest 
discoveries in medicine — insulin — and yet, ironically, Canadians 
often face barriers accessing the next generation of treatments for 
diabetes,” says Rick Blickstead, President and CEO of Diabetes Canada.

Lisa Machado, who has chronic myelogenous leukemia 
(CML) and founded the Canadian CML Network for patients, 
hears similar stories all the time. 

According to Machado, access varies “depending on the type of 
drug you need, which province you live in, and what drug plans 
(whether public or private) are willing to cover.” Where cover-
age gaps exist, people have to pay out of pocket, and not everyone 
can aff ord their medications — especially with newer drugs. “On 
the day that Ontario announced it was expanding pharmacare 
to children and youth under the age of 24 through its new OHIP+ 
program, the fi rst email I received was from a 26-year-old CML 
patient who wrote, ‘Man, it really stinks to be over 25.’” 

Machado says that although the initiative is a great step for-
ward, there’s still a long way to go. “People living with CML 
take life-saving drugs that cost $4,500 to $6,000 per month, 
and that’s cheap in the realm of cancer and rare disease treat-
ments,” she says. “But still, it’s not unheard of for people to 
remortgage their house in order to fi nd the money to pay for 
them. Sounds crazy, but it’s happening.”

Looking for solutions
“The barriers to accessing new medicines experienced by Can-
adians with rare diseases highlights Canada’s outdated and in-
effi  cient drug reimbursement process,” says Durhane Wong-
Rieger, President and CEO of the Canadian Organization for 
Rare Disorders (CORD). “New life-saving drugs are often stalled 
in cumbersome approval and review procedures, all while a pa-
tient’s condition deteriorates,” she adds.

Over the past decade, CORD has hosted many events bringing 
together patients, payers, and industry to consider how to make the 
whole process run more smoothly and be more patient-focused.

Summarizing the discussions from the latest CORD forum, 
which took place in March 2017, Wong-Rieger says, “We all agreed 
that there are solutions out there, but we have (mostly) bureau-
cratic impediments and, importantly, trust issues.”

In fact, the discovery and development of increasingly ef-
fective and targeted medicines is quickly changing the way we 
view and treat diseases. Many new specialized medicines, such 
as biologics and drugs for rare diseases, have the potential to 
save lives and improve people’s quality of life. 

Louis Thériault is Vice-President of Industry Strategy and 
Public Policy at the Conference Board of Canada. He has studied 
the economic impact of funding new medicines, and observes 
that “while some newer treatments tend to carry a higher price 
due to things like the high cost of development and the limited 
number of prospective patients who can benefi t from them, 
there are signifi cant potential cost savings to public health sys-
tems and the economy, including fewer hospital visits and a 
more productive workforce.”

Next step: collaboration
While the debate about equitable access to drugs continues, 
there’s a lot to be optimistic about as we look to the future. As 
mentioned already, Ontario recently announced that it will 
provide pharmacare to anyone aged 24 and under (OHIP+). In-
novative Medicines Canada’s Vice President of Innovation and 
Health Sustainability, Glenn Monteith, supports the new sys-
tem as an important milestone for access to drugs in the prov-
ince and the country.

“OHIP+ is a bold step forward,” says Monteith, who is pleased 
to see that all of Ontario’s youth will benefi t from this program. 
“This initiative is going to be felt across Canada, where there 
are other policy innovations underway to expand access, such 
as Health Canada’s regulatory modernization initiatives, which 
will help speed access to life-saving therapies.” As Monteith con-
cludes, “A great way to celebrate Canada’s 150th year is to advance 
health care for the next generation of Canadians.” 

Bill Dempster, 3Sixty Public Aff airs

Innovative Approaches 
TO INNOVATIVE 
MEDICINES

Durhane Wong-Rieger 
speaking at the CORD 

Innovative Access Forum in 
March 2017. The workshop 
reviewed policy options for 
access to new therapeutics, 
and how patients can play a 

substantive role in evaluations, 
funding decisions, and health 

system adoption of 
new medicines.
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2017 is an important year for Canadians. 
This year marks Canada’s 150th anniversary as a 
nation, and as Canadians, we have a lot to be 
proud of. The light bulb, the telephone, 
insulin — these are just some of Canada’s 
many contributions to the world. 
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Biosimilars, Patient Choice, and 
Health Care Sustainability

B iologics, complex 
drugs derived from 
biological sources, 
have been providing 
medical benefi t for 

over a century. In the 1980s and 
1990s, however, the fi eld exploded 
as laboratory genetic recombina-
tion technology greatly expanded 
the tools available to research-
ers. And today, with the patents 
on these drugs beginning to ex-
pire, the fl oodgates have opened 
for competitors to enter the mar-
ket with biosimilars, their own 
versions of these often expensive 
biologics. The biosimilars, how-
ever, raise some unique issues for 
doctors, patients, and regulators.

“Biosimilars are developed 
with the intention of being as 
close as possible to the reference 
biologic, but due to their biologic 

origin, they will never be an ex-
act copy,” says Catherine Parker, 
Director General of the Biologics 
and Genetic Therapies Director-
ate at Health Canada. “There are 
challenges in regulating some-
thing that is extremely similar, 
but not identical, to another ap-
proved drug.”

Same role, diff erent drug
The regulation process requires 
a biosimilar both to have a simi-
lar chemical structure to the ref-
erence biologic and to show the 
same safety and efficacy in clin-
ical trials. The idea is to ensure 
that the chemical differences 
that arise from the manufactur-
ing process do not affect patient 
outcomes. Still, unlike generics 
for small molecule drugs, they 
can never be perfectly identical.

“We are pretty fi rm in our clas-
sifi cation of these biosimilars that 
we do not consider them to be gen-
erics,” says Parker. “At the same 
time, it makes a lot of sense to 
think of biosimilars as fi lling the 
same role that generics do. There 
is an opportunity for biosimilars 
to provide more aff ordable ver-
sions of expensive drugs. And the 
availability of biosimilars is a pre-
caution against drug shortages, 
especially considering that many 
biologics are expensive and diffi  -
cult to produce on a scale to satisfy 
the global market.”

Switching treatments 
should be a choice
For patients, doctors, and phar-
macists, this distinction between 
biosimilars and generics is an im-
portant one. Everyone is eager to 

have more options, and less ex-
pensive ones, for treatment. Those 
who have been successfully treat-
ing their conditions with bio-
logics are not, however, eager to 
be pressured into switching to a 
biosimilar for cost savings alone. 
Rheumatoid arthritis, an infl am-
matory disease that aff ects rough-
ly one in ten Canadians, has be-
come a sort of test bed for think-
ing about this issue.

Three of the fi rst fi ve biosim-
ilars approved for use in Can-
ada are used for the treatment 
of rheumatoid arthritis, a dis-
ease where diff ering reactions 
to similar medications are al-
ready common. The question of 
interchangeability, specifically 
whether a prescription for a bio-
logic can be fi lled with a biosimi-
lar, is thus a hot one. “In our dis-

ease, switching medications has 
never been a positive thing,” says 
Linda Wilhelm, President of the 
Canadian Arthritis Patient Al-
liance. “To switch any drug for 
non-medical reasons is an on-
going concern for patients. For 
biologic-naive patients, however, 
biosimilars present a great op-
tion for cost savings.”

Indeed, patients who are start-
ing on a biologic for the fi rst time 
have the most to gain from bio-
similars. The stringent approval 
process ensures that the biosim-
ilar is of equal eff ectiveness over-
all, and any individual patient 
could just as easily react better 
to the biosimilar as vice versa. “If 
someone has rheumatoid arth-
ritis and will start on a biologic, 
often initiating the biosimilar is 
a good way to get them a product 

“ There is an opportunity 
for biosimilars to provide 
more aff ordable versions of 
expensive drugs.”

that may be very helpful for them 
while also saving money,” says Dr. 
Janet Pope, Chief of the Division 
of Rheumatology at St. Joseph’s 
Health Care in London, ON. 

While a biosimilar is indeed a 
diff erent drug from the reference 
biologic, it technically fi lls the 
exact same medical role as the 
biologic, with the same eff ective-
ness and at a lower cost. Having 
these new drugs available on the 
market benefi ts everyone, so long 
as the question of interchangeab-
ility is treated with the serious-
ness it deserves.  

D.F. McCourt

What they’re used to treat
✔  Infl ammatory arthritis 

(including rheumatoid arthritis, 
ankylosing spondylitis, and 
psoriatic arthritis)

✔  Infl ammatory bowel disease 

Biologics and Biosimilars 

Similarities between the two
✔  Proteins grown, isolated, and purifi ed 

from living cells 
✔ Complex and expensive to make 
✔  Grown under strict conditions 

(temperature, pH, food)
✔  Cells programmed to make  

specifi c proteins

Results
✔  Same protein
✔ Work the same way
✗  Similar effect but small 

differences due to 
variations in growth 
conditions

Source: CAPA

Health Canada approval requirements
✔ ✔ Safety data
✔ ✔ Effi  cacy data 

✔ ✔ Post-market data
   ✔  Fewer clinical studies

Brand name that 
discovered therapy

Brand that makes treatment 
after 20-year patent expires 

BIOSIMILAR BIOLOGIC

✔  Anemia (related to 
cancer treatment) 

✔ Psoriasis
✔ Breast cancer 
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N icolas Schwuchow is four years old. Stella 
Bartlett is seven. Both have spinal muscular 
atrophy (SMA), a rare, progressive, and often 
terminal neuromuscular disorder that af-
fects about one in six thousand children.

“Nicolas was born healthy and it wasn’t until he was 
about five and a half months old that we noticed he wasn’t 
meeting his milestones,” says Nicolas’ mother Petra. “He 
was diagnosed with SMA and we were devastated. It took 
us quite some time to wrap our heads around it.” 

Stella’s story is similar. “Stella was a normal baby when 
she was born,” says her father Myles. “There was no real 
indication that there was anything different about her 
until she missed a couple of gross motor milestones. We 
noticed she was having difficulty maintaining a seated 
position and, though she did get up into a crawling pos-
ition a couple of times, she never really tried to crawl.”

Because SMA has no effect on cognitive development, 
both Nicolas and Stella are bright and engaged children 
acutely aware of their conditions. Today, neither of them 
can walk, and both are far weaker than their peers. Their 
prognosis without treatment is a progressive wasting of 
their motor neurons, resulting in further loss of mobility, 
motor function, and eventually even the ability to breathe 
on their own.

Hope on the horizon
Though SMA has been known to the medical community 
for over a century, it was not until 1995 that the genetic basis 
of the disease was discovered. “It’s a unique disease genetic-

ally,” says Dr. Craig Campbell of the London Health Sciences 
Centre, a paediatric neurologist who is a clinical investiga-
tor in SMA clinical trials. “The condition is caused by a gen-
etic mutation in the SMN-1 gene, but there is a partner gene, 
SMN-2, that is identical in almost every way except that it is 
not processed properly.” 

The existence of this partner gene was the key that led 
to the development of the very fi rst drug used to treat SMA. 
This drug is an antisense oligonucleotide that modifi es how 
the SMN-2 gene is processed. Approved for use in the United 
States just this past December, the drug has the potential to 
change SMA treatment. “Prior to this treatment, we basic-
ally treated patients symptomatically,” says Dr. Campbell. 
“There was nothing we knew of that could even slow the 
progress of the disease.”

“Finally there was some way to help our child”
Families have been understandably eager to get their chil-
dren started on this new treatment. Nicolas started in 
January and is already seeing improvement. “When this 
treatment became available and it was confirmed that 
Nicolas would be getting it, we felt overwhelming joy that 
finally there was some way to help our child,” says Petra. 
“We’ve noticed more movement, especially in his hands 
and arms. His voice has gotten stronger. He’s eating more.”

Because the treatment is still awaiting approval in Can-
ada, however, families are dependent on limited channels 
to gain access to it. “For severe life-limiting conditions, 
you can get an unlicensed drug on a case-by-case basis,” 
says Dr. Campbell. 

With Rare Diseases, a New Treatment 
Nicolas with sister Isabel and parents Petra and Rolf, enjoying time together as a family in Maple Ridge, BC. | Photos: Alexa Mazzarello



Unfortunately, these channels are not available 
to everyone. Though Nicolas was deemed eligible, 
Stella was not. “When we saw the announcement 
that this drug had been approved in the United 
States, there was this immediate wave of emotion 
and relief,” says Myles, “but it was followed very 
very quickly by the acknowledgement that we were 
going to have to wait. That was extremely hard.”  

New perspectives on rare disease
As this new treatment works its way through the 
approval process in Canada, others are still in the 
research pipeline, providing hope for a future when 
new families in the SMA community will feel em-
powered rather than helpless. “There are children 
being born with SMA right now,” says Myles. “What 
we are really aiming for is a day when they can be 
diagnosed and then presented with a list of options, 
allowing them to potentially never develop any of 
the symptoms that Stella lives with.” 

It’s telling that Myles’ thoughts immediately 
turn to other families sharing the same struggle, 
even as his own daughter awaits access to treat-
ment. With SMA, as with many rare diseases, there 
is a rich and close-knit community. “Your life chan-
ges and your community shifts immediately,” says 
Nicolas’ father, Rolf. “You gravitate to people who 
have similar experiences and are trying to fi gure it 
out day by day, just as you are. The community ral-
lies around you and you rally around them.”

For decades, this community has been central to 
keeping the hope for new treatments alive, no mat-
ter how dim that hope has often seemed. With re-
search fi nally beginning to turn this hope into re-
ality, we are reconsidering the way we think about 
rare diseases like SMA. “We’re starting to think 
about patients actually being able to improve over 
time, whereas previously we hadn’t even been talk-
ing about stabilization,” says Dr. Campbell. “Now, 
when we are doing management for kids, we have 
to start thinking about preparing their bodies for 
possibly gaining milestones, rather than making 
decisions with the understanding that their motor 
function will only continue to deteriorate.”

While none of the treatments currently in de-
velopment represent a cure, the results in these ear-
ly days are promising, and there is optimism that 
the trajectory of progressive improvement will con-
tinue. For children like Nicolas and Stella, and the 
many others living with SMA and other rare dis-
eases, nothing is more important than continued 
research and timely access to new treatments. 

Learn more about SMA at curesma.ca

D.F. McCourt
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“ We’re starting 
to think about 
patients actually 
being able to 
improve over 
time, whereas 
previously we 
hadn’t even been 
talking about 
stabilization.”

Can Change Everything
Stella smiles with her brother Oliver and parents Myles and Sarah, in their Mississauga, ON home. | Photos: Stefania Sgambelluri
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When High Drug Costs Hurt Private Insurers
ALL CANADIANS SUFFER

EXPERTS IN EMPLOYEE BENEFITS ADMINISTRATION, 
SUPPORTING WELLNESS AND HEALTHY OUTCOMES.

1.800.893.7587
johnstongroup.ca

hen we talk about our universal health care 
system in Canada, it can be easy to forget what 
an important role private drug insurers play. 
Without private insurance, the majority of 

Canadians would have no coverage at all for necessary medications. 
So, when rising drug costs put an unsustainable strain on private pay-
ers, it’s not just a threat to the insurance companies. It’s a threat to our 
health care system as a whole.

“Well over half of all drug expenses in Canada are paid for private-
ly,” says Stephen Frank, the Senior Vice President of Policy at the Can-
adian Life and Health Insurance Association. “We directly reimburse 
about $11 billion in drugs each year, and another $5 or $6 billion enters 
the system from out-of-pocket expenses. It’s hugely important for the 
well-being of Canadians that this market continue to function well.”

Expensive specialty drugs driving rising costs
The pressure on the system is coming primarily from new high-cost 
specialty drugs that can run up to hundreds of thousands of dollars 
per treatment. Though many of these drugs target relatively uncom-
mon diseases, the sheer number of new treatments is dramatically 
changing the insurance landscape. “Historically, most of the drugs 
on the market were mass market inexpensive drugs,” says Gary Wal-

ters, the Principal Consultant at Cedar Hill Group. “It’s only 
in the past 10 years or so that we’ve seen the introduction of 
these very high-cost drugs. And the numbers keep growing. 
It’s a new problem that the whole private system wasn’t 
designed to deal with.”

The issue is exacerbated by the fact that these aren’t, by 
and large, one-off  treatments we are talking about, but rath-
er treatment plans that patients sometimes require for the 
rest of their lives. “A lot of these new drugs are recurrent, 
meaning they’re taken on an ongoing basis,” says Walters. 
“In the past, high-cost drugs were usually ones that you took 
for a period of time and then stopped. Now, a patient may be 
on a drug that costs half a million dollars a year, for year af-
ter year after year. That really puts a strain on the system.”

When issues of private coverage sustainability are raised, 
it’s only natural for the question of public pharmacare to 
come up. In this case, however, the question is one of funda-
mental economics. “In Europe, the single-payer systems are 
having a lot of the same problems we are. Public single-payer 
systems aren’t a panacea for this issue,” says John Moore, the 
Vice President of Business Development at Johnston Group. 
“There’s a limited amount of money to pay for all these drugs. 
The public and private systems are the same in this way.”

A collaborative solution within the existing system
A practical solution is thus more likely to be found within the system 
we have, rather than by reinventing the wheel. The challenge is getting 
all the major players talking to one another. “The biggest problem we 
have is that there has been no meaningful dialogue between the manu-
facturers, the private and public payers, and the patient groups,” says 
Moore. “The only solution to this in the long-term is to have all the 
stakeholders get together and discuss it. If we break down the individ-
ual stakeholder silos and have everybody at the same table developing 
solutions, we can come up with viable made in Canada resolutions.”

With research on new specialty drugs advancing at an unprecedented 
pace, and with patients rightly clamouring for access to these treatments, 
this issue isn’t going away anytime soon. The silver lining is that all par-
ties are heavily invested in fi nding a solution, and are increasingly realiz-
ing that it will only be found through collaboration. “The reality is that both 
the public and private payers have the same problem, and we both have a 
stake in fi xing it. This means we have a solid foundation from which to start 
working together,” says Frank. “We need to recognize what the public side 
does well, and also what the private side does well. Then we need to fi nd a 
way of bringing them together so we can get the best of both worlds.”

D.F. McCourt

Stephen Frank
Senior Vice President, 
Policy, CLHIA



Over the last few decades, we’ve experienced many innovative 
advancements in health care including the prescription drug space.  
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DRUGSOLUTIONS
GREAT-WEST LIFE

To learn more about our DrugSolutions, contact your Great-West group representative.

Great-West’s DrugSolutions. Since 2012.

In this new era:

• The highest proportion of drugs being developed are 
high-cost specialty medications.

• Additional indications are being approved for existing 
specialty medications, increasing the population eligible 
to receive these high-cost treatments.

• There is a trend in the development of new drugs 
towards specialty medications that treat common 
conditions, and not just rare diseases or small pockets of 
the population.

Great-West Life thought leaders along with our pharmacy 
team at the forefront, are addressing these challenges 
head-on. The pharmacy team monitors the changing drug 
landscape and, because they’re experts, they understand the 
complexity of today’s drug world. 

Armed with their knowledge, we’re introducing new ways to 
react quickly to both anticipated and unanticipated changes 
in the drug landscape, and ultimately protect drug plan 
sustainability. 

The increasing rate of drug innovation and rising costs are 
driving the need to respond with new measures. Adapting to 
change is part of our everyday life. Thinking smart will help 
sustain drug plans now and into the future.

Our pharmacy team 
collaborates with:

• Our medical board and 
external specialists

• Pharmacists

• Our health case 
managers

• Patient assistance 
programs

• Drug manufacturers

• Actuaries and other 
financial analysts
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W hen Canada collective-
ly chose Tommy Doug-
las, the father of medi-
care, as “The Greatest Can-

adian” in the CBC’s 2004 series of the 
same name, it was a telling testament 
to how much that commitment to uni-
versal health care has shaped our iden-
tity as Canadians. However, it’s been over 
thirty years since the 1984 Canada Health 
Act enshrined Douglas’ vision of univer-
sal access to health care services as law 
for all Canadians. Maybe it’s time to take 
a second look at it.

One of the biggest sticking points in 
Canadian health care is equitable and 
affordable access to medication. Though 
the Canada Health Act guarantees free ac-
cess to medications administered in a hos-
pital, Canadians are dependent on prov-
incial government plans or private insur-
ance to gain access to drugs prescribed for 
use outside of a hospital setting. Tommy 
Douglas knew this was a problem we 
would eventually need to address and, as 
an aging population and expensive new 
drugs are putting ever greater strain on 
the health care system, eventually is now. 

A pan-Canadian partnership
“Drug coverage was not mandated as part 
of universal health care, and that’s the 
genesis of the problem we have,” says 

Louise Binder, a Health Policy Consultant 
with the Save Your Skin Foundation. “Un-
fortunately, it’s not going to be resolved 
by reopening the legislation and creat-
ing a federal mandate. Nobody really has 
the appetite for that. There are, thankfully, 
other ways that we can solve this problem. 
But they will require a profound pan-Can-
adian partnership.”

Such a partnership would ideally in-
clude not just federal and provincial gov-
ernments but also patient support and 
advocacy groups, private insurers, and 
pharmaceutical companies. For that con-
versation, there is an appetite. “We have 
a watershed moment right now where 
research is generating excitement and 
hope for new life-saving and life-altering 
medications, but it comes at a time when 
health care has become so expensive that 
sustainability is the overarching issue for 
everyone,” says Pamela Fralick, President 
of Innovative Medicines Canada, a phar-
maceutical industry association. “We 
have a system governing access to medi-
cation that’s 30 years old. The internet 
didn’t exist when this framework was de-
veloped. It has served us well, but now we 
as a society have new ideas and new infor-
mation available to us. It’s time to take a 
look at it and see if we can make it better.”

Once that conversation begins, it has the 
potential to reach well beyond the issue 
of access to medication, and to touch on 
the many other aspects of our health care 
superstructure that could also use reno-
vation and reinforcement. It would allow 
us to take a step back and get a good look 
at whether the system is patient-centred 
in the ways it should be, and whether good 
outcomes for those receiving care are be-
ing properly optimized and incentivized. 

Opportunities to learn
Canada is not the only developed country 
struggling with health care issues. Per-
haps one of the most powerful tools at 
our disposal for charting positive change 
is to learn from other nations around the 
world fighting the same fight, particular-
ly in Europe. Belgium, for example, recent-
ly launched a Pact for the Future, in which 
the government is working closely with 
pharmaceutical industry associations to 
streamline clinical trials, improve trans-
parency, and stimulate research. The Pact 

is set to substantially lower costs for pa-
tients and to reduce pharmaceutical com-
panies’ tax burden, all while bringing in-
novative new drugs to market more quick-
ly than ever before.

If we are to learn one thing from this 
example, it’s that the biggest gains come 
when all the stakeholders work together 
with the common goal of what’s best for 
the patient. That is what we need to repli-
cate in Canada.

“We have great leaders in health, but 
we still have a challenge with leadership,” 
says Fralick. “It’s all about getting the 
right people in the room to solve the prob-
lems together. We all have the same goal, 
there’s no debate on that.” 

D.F. McCourt

Pamela Fralick
President, Innovative 
Medicines Canada

“ We all have the 
same goal, there’s 
no debate on that.”

Collaboration 
Is Essential to 
Revitalizing Health 
Care in Canada Pharmaceutical 

companies
Federal  

government

Patient support 
and advocacy 

groups
Provincial 

governments

Private 
insurers


