A novel formulary: collaboration
between health care professionals,
seniors, private sector

Education and government in Nova Scotia

Education

From the Department of
Medicine, University of

Western Ontario, London,
ont. Abstract

S. George Carruthers, MD

A NOVEL FORMULARY HAS BEEN DEVELOPED IN Nova ScoTia with the objective of provid-
This article has been peer reviewed. ing quality treatment with needed medications at affordable cost. Creation of the
formulary has involved collaboration among health care professionals, seniors, the
Department of Health and pharmaceutical companies. This is the first Canadian
formulary to use the Anatomic, Therapeutic, Chemical system. Drug listing is com-
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Table of Contents physicians with drug choice. Relative costs are indicated within each therapeutic
grouping. Listings indicate drugs approved for reimbursement, interchangeable
medications, maximum allowable cost, drug identification number and manufac-
turer code. Treatment summaries provide brief overviews of therapeutic advice.
Updates on new products and new or modified treatment summaries are provided
every 6 months. The formulary will be the focus of coordinated educational activi-
ties on treatment for seniors and health care professionals.
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public, pharmacists and physicians about drugs and therapeutics, enhanced

cooperation and collaboration among seniors, pharmacists and physicians
on better use of medications, and the development of new formularies to replace
existing Pharmacare drug lists.

Many physicians view existing provincial drug lists as restrictive and, conse-
quently, have a negative overall perspective of their place in pharmacotherapeutics.
However, the ideal formulary should assist the physician in making optimal thera-
peutic decisions in symptom and disease management. When developed with a fo-
cus on excellence in patient care and with a collegial rather than an adversarial ap-
proach among the relevant stakeholders, the formulary should be a valuable aid to
the complex process of prescribing the most cost-effective treatments. Further-
more, an effective formulary should empower patients, pharmacists and physicians
to work together for quality treatment with needed medications, whether the payer
is an individual, an insurance company or a provincial government.

Others with a need to be involved in the acceptance and dissemination of the
formulary include professional associations of pharmacists and physicians, a repre-
sentative of senior recipients of drug therapy, university faculty, the drug informa-
tion service, the pharmaceutical manufacturers and those with direct or indirect re-
sponsibilities for financing the systems. Participation in the Nlova Scotia Formulary
Working Group included all these constituencies.

O pportunities for reform in Pharmacare in Canada include education of the

Elements of the Nova Scotia formulary

The Nova Scotia formulary is also novel in that it contains the following ele-
ments: Anatomical, Therapeutic, Chemical (AT C) system; comprehensive listing of
drugs; recommendation on use (colour coding); relative cost (within the therapeutic
grouping); interchangeable drugs; drugs with maximum allowable cost; drugs ap-
proved for reimbursement; drug identification number; manufacturer code; and
treatment summaries.
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Anatomical, Therapeutic, Chemical system

The ATC system was developed in Scandinavia for the
study of pharmacoepidemiology. The system was adopted
by the World Health Organization Pharmacoepidemiology
Program and was subsequently introduced in Canada as a
mechanism to facilitate therapeutic comparisons by the
federal Patented Medicines Price Review Board. Two as-
pects of the AT C system are particularly appealing: the fact
that prescribing is directed by disease within particular
anatomic systems rather than classifications based on phar-
macologic actions, and the proven value of the system in
pharmacoepidemiologic research.

The ATC system has a branching logic that is intuitive
with the therapeutic process. It begins with the anatomic
system within which the disease or symptom occurs (e.g.,
cardiovascular system, angina pectoris), moves into the
broad therapeutic category (antianginal) and, finally, pro-
vides specific chemical products that are of proven value
in this setting (nitrates, b-blockers and calcium-channel
blockers). In this example, the final category (level 5) is the
specific nitrate, b-blocker or calcium-channel blocker that
the physician may wish to prescribe.

Comprehensive listing of drugs

A comprehensive listing of drugs was decided on rather
than an exclusive listing of
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choice for treatment based on efficacy, safety and clinical
experience.

Amber: These drugs are, for most indications, the sec-
ond-line choice for treatment based on efficacy, safety and
clinical experience.

Red: These drugs are, for most indications, the third-line
choice for treatment based on efficacy, safety and clinical ex-
perience. Medications coded as red may require special ex-
pertise to determine use or to monitor therapy because of
high risk of adverse effects or toxicity, or may be inappropri-
ate compared with other agents that have similar therapeutic
effects. As well, all drugs for intravenous use have been listed
as red because they are generally administered in the hospital
setting or at home by specially trained professionals.

In general, drugs designated as green or amber can be
considered appropriate for physicians with general knowl-
edge or experience of their use. Drugs designated as red
should be used only by physicians with special expertise,
and in many cases they require special written authoriza-
tion. It was appreciated that this colour coding is somewhat
arbitrary and that revision will likely be necessary as new
information becomes available on the therapeutic value and
relative toxicity of specific products.

Given a choice within a particular therapeutic category,
and given a variety of options within a specific recommen-
dation on use, whether it be green, amber or red, it is
hoped that the physician will choose the least expensive

drugs reimbursed under the
program. An example of a list-

. . . . coz2 ANTIHYPERTENSIV
ing is provided to assist the ! AVER
reader with the formulary lay- 2 co2a ANTIADRENERGIC AGENTS, CENTRALLY ACTING
Out (Flg 1) cozAA RAUWOLFIA ALKALOIDS

4 CO2AA01  RESERPINE 6 7 8 9 10
Recommendation on use 5  Serpasil 0.25 mg Tab red s SF 00005665 CIB
(colour coding)

coz2A8 METHYLDOPA

To assist physicians in se- CO2ABO1

METHYLDOPA

lecting the most appropriate methyldopa 125 mg tab 12 13
therapy7 a recommendation on Aldomet 125 mg Tab amber § MAC SF 00016551  MSD
. 11 Apo-Methyldopa 125 mg Tab amber $ MAC SF 00360252 APX
use has been assigned to each Dopamet 125 mg Tab amber ~$ MAC SF 00353620 ICN
- Novo-Medopa 125 Tab el -] MAC SF 00337463 NOP
product in a category. Thera- Nu-Medopa 125 mg Tab amber & MAC SF 00717817  NXP
peutic considerations, based on
the recommendatlc_ms in the T
treatment summaries rather Aldomet 260 mg Tab amber % MAC SF 00016578  MSD
H Apo-Methyldopa 250 mg Tab amber $ MAC SF 00360260 APX
than on costs, are the basis for Dopamet 250 mg Tab amber $ MAC SF 00250392  ICN
ifi i Movo-Medopa 250 mg Tab amber $ MAC SF 00337471 NOP
classification as green, amber editisnsep g a3 Mic EF ool Mo
or red. Older, established med-

ications coded green or amber
should not be abandoned for

newer medications coded green
or amber unless efficacy is sub-
stantially improved, toxicity is
reduced, or cost-effectiveness is
enhanced.

Green: These drugs are, for
most indications, the first-line

Fig. 1: Example of a listing in the Nova Scotia formulary. 1 = therapeutic main group; 2 =
therapeutic subgroup; 3 = chemical/therapeutic subgroup; 4 = subgroup for chemical sub-
stance; 5 = brand or manufacturer’s name of the drug, including dosage form, or route and
strength, or both; 6 = recommendation on use; 7 = relative cost; 8 = benefit status (plans
for which the drug is a benefit); 9 = drug identification number; 10 = manufacturer code;
11 = interchangeable drug group box; 12 = interchangeable drug heading; and 13 = maxi-
mum allowable cost applies (if this column is blank, there is no maximum allowable cost).
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product of those appropriate to treat a given patient. If the
physician chooses a drug other than one designated green
in the least expensive category, it is expected that she or he
will be able to provide reasonable justification to the pa-
tient, the insurance company or the government payer for
selecting an alternative product. Usual reasons are likely to
be categorized as absolute (or relative) contraindication, de-
velopment of a troublesome or serious adverse event, or
failure to respond appropriately to a reasonable dosage and
duration of treatment.

Relative cost (within each therapeutic grouping)

Drugs within categories are compared in relation to the
unit cost, daily cost and, in some instances, treatment costs.
They are assigned 1, 2 or 3 dollar signs. Those coded $ are
the least expensive, those coded $$ are moderately expen-
sive, and those coded $$3$ are the most expensive relative to
other treatments used for similar therapeutic indications.

Interchangeable drugs

The formulary indicates drugs that have been deemed
interchangeable by the Drugs and Therapeutics Commit-
tee of the Nova Scotia Department of Health.

Drugs with maximum allowable cost

For generic drugs that meet the criteria for interchange-
ability, the Seniors and Family Benefits Pharmacare pro-
grams implemented the MAC program. This program sets
a maximum allowable cost (MAC) for each interchangeable
category with benefit status, based on the lowest-priced
brand within that category. The additional cost of a higher-
priced brand (usually the brand-name product) is paid by
the patient. In the case of a documented adverse reaction to
a particular brand, exceptions can be made to cover the cost
of a more expensive drug.

“Special MACs” have been assigned to products relative
to others within the same therapeutic classification. For ex-
ample, the special MAC for the H,-receptor antagonists
famotidine (Pepcid) and nizatidine (Axid) corresponds to an
equivalent dose of ranitidine (Zantac). Again, the patient is
required to pay the difference when a more expensive prod-
uct is prescribed, unless the need for an exception is defined.

Drugs approved for reimbursement

Drugs are approved for reimbursement under 2 pro-
grams, of which the Seniors’ program is the largest, ac-
counting for 80% of the government’s expenditure on
Pharmacare. The benefit status of medications reimbursed
under these programs is indicated by the letter S (Seniors’
Pharmacare), F (Family Benefits and Income Assistance), D
(Diabetic Assistance) or E (exception status drug). If this
column is blank, the product is not a benefit under any of
these programs.
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Drug identification number and manufacturer

In keeping with standard formulary practice, the drug
identification number and the standard manufacturer code
are listed for each product.

Treatment summaries

Treatment summaries are brief overviews of therapeutic
advice for prescribers. They are written by experts, edited
and revised in collaboration with pharmacists who have
special expertise in drug information, and updated as im-
portant new information on disease management is intro-
duced. Relevant nonpharmacologic management is empha-
sized, in addition to a recommended approach to disease or
symptom management with medications.

Format and updating

The formulary is presented in a loose-leaf binder in
which drugs are divided by ATC classification. There are 2
indices. An alphabetical listing of drugs (both proprietary
and nonproprietary names) directs the prescriber to the rel-
evant ATC section. An alphabetical listing of treatment
summaries is cross-referenced with the relevant ATC sec-
tion. Routine updates for the formulary are provided at
least every 6 months. Amendments include the addition of
new drugs, additions to the lists of approved interchange-
able products, deletions, alterations to colour coding, and
new or modified treatment summaries. An electronic for-
mat of the formulary is being developed and will be made
available to prescribers.

Discussion

Physicians are not expected to refer to the formulary in
each therapeutic situation. Rather, it is expected that they
will refer from time to time to the sections in the formulary
that are relevant for the majority of their practice and that
they will conduct informal self-audit and modify their usual
prescribing practice accordingly. If the physician has reason
to prescribe for a problem that is less familiar, the formu-
lary should provide reasonably convenient access to needed
information.

Individual physicians will receive an analysis of their
prescribing habits that will enable them to compare their
prescribing patterns with those of their peers by drug cate-
gory and costs.

The bulkiness and weight of the paper document are bar-
riers to the effective use of the formulary. The benefits of
regular updating are partially offset by the time and inconve-
nience of exchanging parts of the earlier document with re-
placement pages and new additions. Accessibility of the latest
formulary materials through computer networking is an im-
portant long-term goal. In addition, it is hoped that thera-
peutic guidelines and the formulary may ultimately be linked
to the care of individual patients in electronic format.



The recommendation from the National Forum on
Health that there be a Canadian Pharmacare system creates
a challenge for each Canadian province and territory to de-
velop a formulary consistent with the principles of the
Canada Health Act. The framework of the Nova Scotia
formulary is offered as a possible starting point for a “na-
tional” formulary, with the expectation that individual
provinces and territories will have greater or lesser capacity
to accept the financial implications of a national Pharma-
care system.

Although concern had been expressed about the wisdom
of including in the Nova Scotia Formulary Working
Group representatives of pharmaceutical sectors whose
philosophies and opinions often run contrary to each other,
the industry representatives provided valued input and ex-
emplified the same high level of purpose and collegiality as
other members of the working group.

The adoption of a comprehensive listing of drugs cou-
pled with the colour coding of recommendations and the
inclusion of government funding policies likely avoided
confrontations that may arise with an exclusive listing. This
approach likely avoided the problems of interfering with
the usual marketplace among manufacturers of similar
medications, thereby enabling competition that may ulti-
mately be beneficial to the consumer.

Through discussions and collaboration with the private
insurance sector, it is possible to develop an entirely pri-
vately operated but government-sponsored system, an en-
tirely government-sponsored and government-operated
system, or a mixed government/private sector system, such
as that introduced in Quebec. There is a need for greater
uniformity in formulary development, even if the barriers
to national Pharmacare preclude the realization of such a
system in Canada.
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1999 Physician Manager Institute

For the leadership and management skills
necessary to function effectively

Approved for RCPSC, CFPC and AAFP study credits

PMI-1/ PMI-2

Sept. 19-21 / Sept. 22-24, 1999 Hotel MacDonald,
Edmonton

PMI-3 / PMI-4

Nov. 7-9 / Nov. 10-12, 1999 Sutton Place Hotel,
Vancouver

PMI Refresher
Oct. 22-24, 1999 Westin Prince Hotel,

Toronto

In-house PMI
A practical, cost-effective and focused training opportunity held
on site for leaders and managers
For information:
tel 800 663-7336 or 613 731-8610
x2319 (PMI) or x2261 (In-house PMI)
michah@cma.ca
www.cma.ca/prodev/pmi

ASSOCIATION CANADIAN
MEDICALE MEDICAL
CANADIENNE ASSOCIATION

Canadian College of Health Service Executives
College canadien des directeurs de services de santé
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