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The story of drug plans is increasingly two-sided: 
on the one side are higher-cost specialty drugs, which laid claim to 
27% of eligible costs in 2017 for just 1% of claimants; on the other 
side are traditional non-specialty drugs, where annual growth rates 
for costs are flat or declining, while utilization slowly climbs. Thrown 
into the mix are new public policies at the provincial or federal 
level—such as OHIP+ in Ontario, biosimilar adoption measures and 
lower generic prices—which are having an impact on private plans.

The 2018 TELUS Health Drug Data Trends & National Benchmarks 
Report captures major trends in private drug-plan costs and 
utilization, based on 2017 claims data for more than 11 million 
insured plan members. But that, too, is just half the story. Equally 
important are trends in drug plan design, also captured in this 
report. While impressive gains in the adoption of measures such as 
co-insurance and mandatory generic reimbursement policies have 
been made, their widespread implementation appears to be stalled. 
Other design tools, such as managed formularies and step therapy, 
remain largely underutilized.

When we look at the big picture, 
some basic plan design tools still are 
not widely adopted,” notes Shawn 
O’Brien, principal, TELUS Health. 
“These tools strike a fair balance 
between value and costs, and in 
most cases there are no compelling 
reasons not to put them in place.
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Terminology  

Any covered individual (i.e., employee, spouse, child), whether or not they 
made a claim during reporting period

Employee and his/her linked co-beneficiaries (i.e., spouse, children)

Number of claims paid per insured or certificate, as specified

Cost of the drug found eligible by TELUS Health, before application of 
plan fiscal parameters (e.g., coinsurance)

Brand-name drug for which no generic drug exists

Brand-name drug for which one or more generic drugs exist

Bioequivalent copy of a brand-name drug, produced after patent expiry 
of brand-name drug

Chemically based drugs that are typically lower-cost

Complex drugs, including biologics that are higher-cost (defined by 
TELUS Health as potentially costing $10,000 per year per claimant or 
more) 

First-on-market specialty drug that contains living organisms, also referred 
to as “reference biologic”

Biologic drug that is similar but not identical to the originator biologic, 
produced after patent expiry of originator

Insured:

Certificate:

Utilization:

Eligible cost:

Single-source brand drug:

Multi-source brand drug: 

Generic: 

Traditional prescription drugs: 

Specialty drugs: 

Originator biologic: 

Biosimilar: 
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Costs climbing, driven by specialty drugs
The total eligible monthly cost per insured increased by 4.2% in 
Canada in 2017, ranging from a low of 3.8% in Western Canada to 
a high of 5.3% in Quebec. The result for 2017 is down slightly from 
4.9% in 2016 and comparable to 4.1% in 2015, which indicates a 
relatively steady, predictable annual growth rate for drug-plan costs.

Increased prescription costs as well as increased utilization of the 
drug plan contributed to this growth rate, with costs being the 
bigger factor. When we look at costs, the average eligible cost per 
prescription drug claim increased by 3.2% in 2017, ranging from a 
high of 3.9% in Western Canada to a relative low of 3.0% in Ontario.

The growing gap in pricing between traditional and higher-cost 
specialty drugs tells a more complete story: since 2008, the cost of 
traditional drugs per certificate actually decreased by an average of 
0.3% per year, compared to an average annual increase of 12.9% 
over the nine years for specialty drugs (for more on specialty drugs, 
see page 26).
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CHART 1  l  Change in eligible monthly cost per insured in  2017 compared to 2016, by region

CHART 2  l  Change in eligible monthly cost per insured, 2015-2017
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CHART 3  l  Change in eligible cost per prescription claim, by region
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CHART 4  l  Average annual increase in cost of drugs per certificate, 2008-2017
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Utilization growing as well
Utilization of the prescription drug plan is also climbing, though 
at a slower rate than eligible costs. The national gain in utilization 
was 1.0% in 2017, which varies widely by region: Quebec led the 
country at 1.9%, while Western Canada actually experienced a 
slight decrease of 0.1%.

Two factors influence utilization: the number of insureds who make 
a claim, and the number of claims per claimant. An aging population 
and the earlier detection of chronic disease slowly but steadily drive 
growth for both of these factors. In 2017, 64.1% of insureds made 
a claim, comparable to 64.3% in 2016 and up from 62.1% in 2015. 
Prior to 2015, the number of claimants as a percentage of insureds 
was between 62% and 63%.

The number of claims per claimant, meanwhile, inches forward year 
after year. Claimants submitted an average of 10.0 claims in 2017, 
compared to 9.9 in 2016 and 9.8 in both 2015 and 2014.
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CHART 5  l  Change in monthly utilization per insured, by region

CHART 6  l  Number of insureds who made a claim, 2013-2017
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Summary & recommendations 
While the average monthly eligible cost per insured continues to 
climb year after year, descending costs for traditional, non-specialty 
drugs mitigate, to a degree, the impact of specialty drugs. Since 
only 1% of claimants take specialty drugs, efforts to manage costs 
can focus more on the 99% of claimants taking traditional drugs.

g Implement and regularly evaluate plan design tools to manage 
utilization and costs for traditional, chronic medications (see next 
section, “Savings on the Table: Plan Design Tools”).

g Look outside the traditional drug plan design for other possible 
longer-term strategies, such as wellness programs and chronic 
disease management supports.

We should not overlook that utilization is also growing, 
 in large part due to chronic conditions requiring multiple 
drug therapies that most likely are not specialty drugs,”  
says Shawn O’Brien, principal at TELUS Health.  
“Specialty drugs tend to dominate the headlines, but  
these are for complex, rare conditions that could not 
otherwise be effectively treated. We can be doing more to 
manage the use of traditional drugs for chronic diseases. 
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Additional benchmarking data 

CHART 8  l  Average age of employee & insured, by region

CHART 7  l  Overview of costs & utilization in 2017, by region

1 Western Canada has the lowest eligible monthly costs per certificate and per insured because provincial Pharmacare/universal drug plans in B.C., 
Manitoba and Saskatchewan automatically become primary payer once plan members pay an out-of-pocket deductible.

2 Quebec has the lowest average eligible prescription cost and the highest rate of monthly utilization per insured as 30-day dispensing for chronic 
medications is a common practice. In all other provinces (except Saskatchewan), pharmacists usually dispense 60- or 90-day supplies.

Canada West Ontario Quebec
Atlantic 
Canada

Eligible monthly cost per certificate $91.34 $68.461 $101.14 $108.78 $113.09 

Eligible monthly cost per insured $38.49 $29.191 $40.33 $51.00 $49.89 

Average Rx eligible cost $71.77 $67.66 $81.20 $58.502 $79.74 

Monthly utilization per insured 0.54 0.43 0.50 0.872 0.63

Canada West Ontario Quebec
Atlantic 
Canada

Employee 42.1 41.0 43.3 41.5 44.0

Insured 33.1 32.5 33.7 33.3 35.3

CHART 9  l  Change in monthly utilization per insured, by age group
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A number of drug plan tools exist that can serve not only to 
help control costs but also to engage plan members to be more 
educated, accountable consumers of their health benefit plan.  The 
2018 TELUS Health Drug Data Trends & National Benchmarks 
Report takes a look at adoption rates for four of these measures, 
which can be considered part of a basic checklist of strategies for 
all plan sponsors to consider. 

Generic drug policies
Slowly but surely, generic drugs are growing their share of claims 
volume under private drug plans. Generic drugs accounted for 63% 
of all prescriptions dispensed in 2017, compared to 62% in 2016 
and 60% in 2015. Looking back five years, to 2013, generics’ share 
of volume was 56%. Regionally, the Atlantic provinces lead at 69%, 
while Quebec is at the back end with 60%.

As expected, plan design clearly drives uptake of generic utilization. 
Nationally, 84% of insureds have plans with a generic drug policy in 
place, and these policies are steadily shifting from optional generic 
substitution (i.e., where physicians can indicate “do not substitute” 
on prescriptions, and the plan reimburses the cost of the brand-
name drug) to mandatory generic reimbursement (i.e., where the 
plan reimburses the cost of the generic only, even if physicians 
indicate “do not substitute” and the brand is dispensed). Forty-
nine percent of insureds now belong to such mandatory generic 
reimbursement plans, up from 29% five years ago.
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It’s also important to note that 16% of insureds still have plans 
without any generic drug policies in place. These plan members 
likely belong to larger, unionized plans, where collective bargaining 
agreements prevent the implementation of such policies. This 
is reinforced when we look at the data from the perspective of 
groups rather than insureds: a compelling 83% of groups have 
adopted mandatory generic plans, and only 5% of groups have 
no generic drug polices whatsoever.

“What we can draw from this is that smaller groups or companies 
are more likely to have mandatory generic plans, while relatively 
speaking a handful of groups with very large workforces don’t 
have mandatory plans,” says O’Brien. “Adoption by these large 
plan sponsors is an important next step for the widespread 
implementation of mandatory generic plans.”

The implementation of strategies that increase generic utilization 
also reduces the number of multi-source brand name drugs 
dispensed (i.e., a brand-name drug dispensed when lower-cost 
generics are available). In 2017, 7% of prescriptions dispensed 
were for multi-source brand-name drugs, compared to 8% in 
2016 and 10% five years ago, in 2013. Quebec is a major factor 
behind the reductions of the past two years, due to provincial 
legislation (Bill 28) passed in late 2015 that permits private plans 
to charge plan members the difference between generic and 
brand prices. “If patients want to keep the brand they must pay 
the difference, which causes a lot of them to change their minds. 
As a result we’ve seen major improvements in generic adoption in 
2016 and 2017,” notes Jayson Gallant, senior strategy manager 
at TELUS Health.
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CHART 10  l  Generic drugs as percentage of prescriptions 
dispensed, 2013-2017, by region
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CHART 11  l  Insureds with plans that include generic drug policies, 2013-2017
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CHART 13  l  Multi-source drugs as percentage of prescriptions dispensed, 2013-2017, by region
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CHART 12  l  Generic drug policies in 2017, insureds versus groups
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Mandatory generic reimbursement 49% 83%
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Co-insurance
Thirty-one percent of group plans covered 100% of eligible costs 
for drug claims submitted in 2017, which means that the remaining 
69% of plans incorporate co-insurance. The numbers are consistent 
when considered by number of insureds; that is, 30% of insureds 
have plans that cover 100% of eligible drug costs, leaving 70% with 
plans that require some level of co-insurance. “This is a positive sign 
and the opportunity is there to bring down the percentage of plans 
that provide 100% coverage,” notes O’Brien. 

If there is no cost-sharing there is no consumerism, 
or no financial incentive for plan members to 
choose a lower-cost, equally effective therapy.  

Some plan sponsors achieve cost-sharing by having employees 
contribute to premiums through payroll deductions, rather than 
through co-insurance at the point of sale. However, they are relatively 
small in number. Among the remaining plans without any form of 
cost-sharing, the opportunity remains to move in this direction, 
though barriers may need to be addressed. “Many unionized 
environments provide 100% coverage, so labour agreements could 
be an issue. As well, employers may be concerned about negative 
reactions from plan members,” says O’Brien.

The most common level of co-insurance paid by plan members, 
by far, is between 11% and 20% (i.e., the plan pays 80% to 89%). 
“Based on the data over the years this appears to be a reasonable 
amount, and it’s enough to generate behavior change,” says 
O’Brien.
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CHART 14  l  Breakdown of group plans based on levels of coverage

Managed formularies
TELUS Health calculates that 8% of private plans in 2017 included 
a managed formulary. “Unfortunately, the number of groups using a 
managed formulary is still pretty low,” says Cory Cowan, director of 
professional services at TELUS Health.
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31%

53%

7% 8%
1%

Nomenclature may be part of the problem—
many plan sponsors believe they already 
do enough to ‘manage’ costs by employing 
measures such as generic substitution and 
dispensing fee caps, but that doesn’t get at  
the real opportunity to encourage the use of 
more cost-effective therapeutic alternatives 
through a managed formulary.  
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Currently, most private plans have open formularies that cover all 
drugs approved by Health Canada. However, Health Canada looks 
at safety and efficacy, not cost-effectiveness. It’s worth noting that 
all public drug plans have managed formularies, yet private plans 
have not followed suit.  Concerns over plan member experience 
may again be a barrier on the private side, says O’Brien. 

For more on managed formularies, see the separate article by TELUS 
Health, Managed formularies: key considerations for plan sponsors. 

Step therapy
Very few plans currently employ step therapy, yet a closer look 
at claims data for certain drug categories indicates this could be 
a notable source of savings for plan sponsors. Based on clinical 
guidelines, available clinical research and cost-effectiveness 
analyses, step therapy encourages the use of first-line, lower-cost 
treatments before payment can be made for second- or third-line 
therapies that usually cost more.

Step therapy could be a particularly useful 
real-time solution for higher-use categories, 
for the 99% of claimants who don’t use 
specialty drugs, says Cowan.  

http://plus.telushealth.co/hub/managed-formularies-key-considerations-for-plan-sponsors/
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The cost differences are significant: metformin costs about $81 
per year on average per claimant, compared to between $650 and 
$2,000 annually for the more recent second- and third-line therapies. 

CHART 15  l  Breakdown of new diabetes drugs users 

One-third of new users of diabetes drugs did not have a prior
prescription for metformin, the recommended first line of therapy

33%

Summary & recommendations 
While mandatory generic reimbursement policies have seen steady 
gains and the majority of plans include co-insurance, adoption rates 
may have reached a plateau due to a relatively small number of 
large plan sponsors that have not implemented these measures. 
Meanwhile, other proven management tools, namely managed 
formularies and step therapy, are significantly underutilized. 
Collective bargaining agreements and concerns over plan members’ 
reactions may be some of the barriers to uptake.

“These plan sponsors are waiting to see what happens, or trying 
to absorb costs rather than make changes. Or their hands could 
simply be tied until the next round of union talks. Whatever the 
situation, now’s the time for increased education about how these 
plan design tools still offer benefits for plan members,” says O’Brien.
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Mandatory generic plans – To take adoption to the next level, 
particularly among large employers with labour agreements, 
education can focus on dispelling misconceptions concerning 
the efficacy of generic drugs, and the implication that mandatory 
generic plans impact patient choice. Plan members can still get 
brand-name drugs if they prove clinical need, or if they elect to 
pay the difference between the price of the generic and the brand. 
As well, savings from mandatory generic plans can be reinvested 
in other benefit offerings.

Co-insurance – For plans that provide 100% coverage, 
co-insurance can be introduced slowly, with transparent 
communications addressing the need to protect the drug plan’s 
sustainability. As with generic drug policies, employers can 
also communicate how savings will be reinvested to support 
employees’ health in other ways.  

Managed formularies – Proponents of managed formularies 
often describe them as part of the natural progression of design 
tools, which typically begins with measures such as co-insurance 
and generic drug policies. The key to success is extensive 
communications to dispel misconceptions that managed 
formularies are a “take-away” program ( i.e., that they remove 
a plan member’s ability to choose a drug), as well as to reduce 
the risk of disruption at the pharmacy when members get their 
prescriptions.

Step therapy – Step therapy is an overlooked management tool 
for high-volume drug categories. While the concept is similar 
to how prior authorization works for higher-cost, low-volume 
drugs, step therapy is far less resource-intense because it uses 
information technology, at the point of dispensing, to check 
members’ medication history and flag when patients can be 
taking a lower-cost therapy (based on clinical guidelines).
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Additional benchmarking data 

CHART 16  l  Breakdown of number of prescription claims by type of drug, 2012-2017

CHART 17  l  Breakdown of eligible prescription costs by type of drug, 2013-2017
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Price points climbing
The average price of specialty drugs has been escalating significantly, 
year after year, since 2008. “In 2017 we saw the first claim for $1.2 
million, for a drug to treat an extremely rare, devastating condition 
that until now could not effectively be treated,” noted O’Brien.

While the percentage of insureds eligible for specialty drugs will 
always be very low—it inched forward to reach 1% of all claimants 
in 2017, compared to 0.7% five years ago—the price tags of these 
drugs have ensured a steady climb in drug-plan spending. Their 
share of all private-plan eligible costs reached 27% in 2017, up from 
19% five years ago and from 11%, 10 years ago (2008).

If we consider this from the perspective of monthly costs per 
certificate, spread out across all certificates, the implications could 
be significant. In 2017, plan sponsors’ monthly cost per certificate 
was $66 for traditional (non-specialty) drugs and $25 for specialty 
drugs, resulting in a total combined cost of $91 per month. If trends 
continue as they are now—with the average cost of specialty drugs 
climbing 12.9% annually, compared to flat or negative growth in 
traditional drug costs (see page 9)—the monthly certificate cost for 
specialty drugs will intersect the certificate cost for traditional drugs 
in 2024. The combined total will have increased by 37%, to reach 
$125 per monthly certificate.

“This is a linear forecast based on historical data, presented for 
illustrative purposes to demonstrate what may happen if nothing 
changes,” says O’Brien. 

Our reaction should not be, ‘Let’s not pay for these 
drugs,’ but to look more closely at who is paying 
for them, and how much the private plan should 
support. We also need to take a closer look at 
biosimilars—we will see a blunting effect from lower-
priced biosimilars, if their uptake improves.  
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CHART 18  l  Specialty drugs by share of claimants and costs, 2008-2017

CHART 19  l  Monthly costs per certificate by type of drug, 2008-2024 (forecast)
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Public plans influence biosimilar uptake
Five biosimilar drugs have been available in Canada for at least a 
year. While it is still relatively early days, TELUS Health drug data 
indicate that, in most cases, uptake is slower than expected in 
Canada. For example, Inflectra, a biosimilar for Remicade, has 
been available since September 2014 and is priced at 46% of the 
originator drug. Yet Inflectra accounted for just 1.5% of eligible 
costs in this drug category in 2017 (up from 0.4% in 2016) and 
3.8% of new claimants (up from 0.8% in 2016).

The low uptake is partly due to the fact that Health Canada currently 
does not recommend automatically switching patients already taking 
an originator biologic to a lower-cost biosimilar. Biosimilars are therefore 
typically limited to new or “treatment-naïve” patients—yet even so, the 
data for private plans indicate that even treatment-naïve patients are 
still much more likely to start treatment with an originator biologic.

Provincial plans are taking steps to ensure treatment-naïve patients 
start treatment with a biosimilar, and these policies are expected 
to drive uptake in private plans as well. Last year in Quebec, for 
example, the drug plan began delisting the originator biologic 
when a biosimilar became available (though it continues to cover 
the originator for people already taking it).

 For these biosimilars we are starting to see 
increases on the private side as well, because 
the listing status on the public level influences 
prescribing for all patients, says Gallant.  
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The data for one biosimilar in particular, Grastofil, dramatically 
illustrates the influence of public policy. Nationally, Grastofil’s 
percentage of eligible costs jumped to 23.7% in 2017, compared 
to just 0.4% in 2016. Similarly, 31.3% of new claimants were 
prescribed the biosimilar rather than the originator biologic, 
Neupogen, up from just 1.0% in 2016. Ontario’s reimbursement 
policy was the turning point: in late 2016 the province listed Grastofil 
as a general benefit in its public drug plan, whereas coverage of 
the originator biologic requires additional authorization under the 
limited-use process.

“Awareness of this reimbursement policy quickly carried over 
to physicians, who steadily became more confident prescribing 
the biosimilar for all patients, whether they have public or private 
plans,” says Cowan. Indeed, by September 2017 the number of 
private plan members using Grastofil in Ontario surpassed those 
using Neupogen.

By way of contrast, Quebec does not yet list Grastofil at all in its 
formulary, and utilization is virtually zero among both public and 
private plan members. “These two provinces really demonstrate 
the impact of public reimbursement policies on the private payer 
experience,” notes Cowan.

It’s important to note that Grastofil also stands apart from other 
biosimilars because it’s typically used as an acute therapy (following 
chemotherapy cycles), rather than as an ongoing treatment for 
a chronic condition. Issues around switching from an originator 
biologic therefore do not typically apply, since patients are not 
stabilized on the originator drug.

Looking ahead, two biosimilars have recently been approved by 
Health Canada and another eight will potentially enter the Canadian 
market in the next three years. Their respective originator biologic 
drugs accounted for approximately $270 million in eligible costs 
in 2017, for TELUS Health’s book of business. “If we estimate 
a conservative 20% reduction in pricing for the biosimilars, that 
represents more than $50 million in savings for private plans—
assuming that all patients who can use the biosimilar, actually do 
so,” observes Cowan.
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CHART 20  l  National uptake of biosimilars

Biosimilar brand name  
(chemical entity; reference brand)

% of new claimants % of eligible costs

2016 2017 2016 2017

Brenzys & Erelzi 
(etanercept; Enbrel) 0.09% 2.70% 0.01% 0.99%

Inflectra 
(infliximab; Remicade) 0.84% 3.83% 0.36% 1.48%

Grastofil
(filgrastim; Neupogen) 0.96% 31.34% 0.40% 23.66%

Basaglar 
(insulin glargine; Lantus) 0.56% 1.66% 0.22% 0.76%

CHART 21  l  Uptake of Grastofil in Ontario compared to Quebec, 2016-2017
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Summary & recommendations 
Given the pipeline for specialty drugs, including very high-cost, 
breakthrough therapies for previously untreatable rare conditions, 
we can expect specialty drugs’ share of eligible costs to continue 
its steady climb. At the same time, the first wave of biosimilar drugs 
will also be cresting over the next few years, which should slow the 
rate of growth somewhat—assuming that the uptake of biosimilars 
can pick up in momentum.

g Provincial policies that support the use of biosimilars for 
treatment-naïve patients have proven to increase the prescribing 
of biosimilars for private plan members as well; with that in mind, 
insurers can help build momentum by implementing similar 
policies for private plans through prior authorization policies and 
managed formularies.

g Both public and private payers can assess the latest research 
on switching between originator biologics and biosimilars, to 
determine whether switching policies can be put in place for 
selected drugs and in individualized patient scenarios (see 
“Positive results so far for switching”).

Positive results so far for switching 
In Europe, where biosimilar drugs have been available for longer than in Canada, 
clinical studies consistently show that people who switched from an original 
biologic to a biosimilar were not negatively affected. One recent systematic review, 
which assessed 90 switching studies conducted between 1993 and 2017, 
concluded that “the act of switching from a reference medicine to a biosimilar 
is not inherently dangerous, and that patients, healthcare professionals, and the 
public should not assume it is problematic.”1

Another review in 2017, which assessed 53 switching studies, came to similar 
conclusions regarding patient safety and health outcomes; however, it also 
recommended that switching “should remain a clinical decision to be made by 
the treating physician on an individual patient basis with patient awareness,” and 
that “automatic substitution at the pharmacy level should not take place.”2 

1 Cohen HP, Blauvelt A, Rifkin RM, et al. Switching Reference Medicines to Biosimilars: A 
Systematic Literature Review of Clinical Outcomes. Drugs. 2018 Mar;78(4):463-78.

2 Moots R, Azvedo V, Coindreau JL, et al. Switching Between Reference Biologics and Biosimilars 
for the Treatment of Rheumatology, Gastroenterology, and Dermatology Inflammatory 
Conditions: Considerations for the Clinician. Curr Rheumatol Rep. 2017 Jun;19(6):37.
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CHART 22  l  Specialty drugs’ share of eligible costs by region, 2017
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Specialty drugs dominate Canada’s pipeline 
Health Canada is currently reviewing approximately 70 new therapies in Canada, 
of which about 40% will likely be higher-cost specialty drugs. As well, a third of the 
potential therapies fall into one of three categories: cancer, diabetes and HIV/AIDs.

Also worth noting is the impending arrival of the first biologic for eligible patients 
with chronic migraine headaches. While the cost is still to be announced in Canada, 
it recently launched in the U.S. at a cost of US$6,900 annually. Get more details 
about Canada’s drug pipeline in the TELUS Health article, The Drug Pipeline: What 
You Need to Know for Private Drug Plans.

 

Notes:

Atlantic Canada’s higher share of costs reflects higher utilization due to a population base more predisposed to certain 
genetic diseases that can be treated with specialty drugs.

Specialty drugs’ share of cost in B.C., Saskatchewan and Manitoba is well below the rest of Canada due to provincial 
Pharmacare plans, which automatically become primary payer once plan members pay an out-of-pocket deductible.

http://plus.telushealth.co/hub/the-drug-pipeline-what-you-need-to-know-for-private-drug-plans/
http://plus.telushealth.co/hub/the-drug-pipeline-what-you-need-to-know-for-private-drug-plans/
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Drugs for rheumatoid arthritis hold fast 
to their number-one ranking on the list of drug classes according to 
adjudicated amounts. They account for 11.7% of total adjudicated 
amounts, despite accounting for just 0.3% of prescriptions—a 
testament to the cost impact of specialty biologics.

In second spot, diabetes drugs remain solidly positioned 
with 9.1% of adjudicated amounts and 6.6% of prescriptions. 
Moreover, when we look at the rankings since 2014, we see that 
diabetes drugs are steadily growing their share relative to other 
classes on the list.

Two “rapid climbers” are: drugs for skin disorders, ranked fourth 
in 2017 compared to eighth in 2014; and cancer drugs, which 
appeared for the first time on the list, in seventh position. Meanwhile, 
adjudicated amounts for depression drugs have dropped to fifth 
position, despite the fact that this class of drugs accounts for the 
highest share of prescriptions (8.8%). A closer look at the numbers 
reveals some of the factors behind these trends.

CHART 23  l  Top 10 drug classes by adjudicated amounts, 2017

Therapeutic class  

2017

Rank
% adjudicated 

amount 
% Rxs % claimants

Rheumatoid Arthritis 1 11.7% 0.3% 0.5%

Diabetes 2 9.1% 6.6% 6.3%

Asthma 3 5.7% 5.7% 18.4%

Skin Disorders 4 5.3% 4.1% 21.2%

Depression 5 5.3% 8.8% 15.0%

Blood Pressure 6 4.3% 8.6% 14.3%

Cancer 7 3.6% 0.5% 1.3%

Antibiotics/Anti-infectives 8 3.6% 8.0% 44.3%

Multiple Sclerosis 9 3.3% 0.1% 0.1%

Ulcer 10 3.2% 4.6% 13.6%
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CHART 24  l  Top 10 drug classes by adjudicated amounts, 2014-2017

Therapeutic class  
2014 2015 2016 2017

Trend
14-17Rank

Adj. 
Amt

Rank
Adj. 
Amt

Rank
Adj. 
Amt

Rank
Adj. 
Amt

Rheumatoid Arthritis 1 10.6% 1 11.0% 1 11.7% 1 11.7% +1.1%

Diabetes 2 8.1% 2 8.3% 2 8.8% 2 9.1% +1.0%

Asthma 4 5.6% 4 5.5% 4 5.6% 3 5.7% +0.1%

Skin Disorders 8 4.0% 7 4.2% 5 4.7% 4 5.3% +1.3%

Depression 3 6.9% 3 6.0% 3 5.7% 5 5.3% -1.6%

Blood Pressure 5 4.7% 5 4.5% 6 4.5% 6 4.3% -0.4%

Cancer 13 2.8% 14 2.8% 12 3.0% 7 3.6% +0.8%

Antibiotics/Anti-infectives 6 4.3% 6 4.4% 7 3.8% 8 3.6% -0.7%

Multiple Sclerosis 11 3.0% 11 3.1% 9 3.3% 9 3.3% +0.3%

Ulcer 7 4.3% 8 4.1% 8 3.6% 10 3.2% -1.1%

Hepatitis 18 1.9% 9 3.2% 18 1.8% 22 1.4% -0.5%

Depression
New generic drugs in 2016 and 2017 are the biggest reason why 
this category has dropped two levels, to fifth position, on the list. 
“Generic substitution, and more specifically a mandatory generic 
reimbursement plan, is clearly an effective management strategy. 
If plans don’t have a generic substitution policy in place, they 
won’t be seeing these numbers,” notes Cowan. For more on 
generic drug policies, see page 15.
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Diabetes
Pharmaceutical manufacturers have launched a number of 
therapies for diabetes in recent years, and more are in the pipeline. 
These therapies are generally indicated for a subset of patients 
who are unable to bring their diabetes under control using first-
line, lower-cost treatments—yet an analysis of the TELUS Health 
drug data suggests that this is not happening. Instead, the 
newer, higher-cost drugs are prescribed as a first line of therapy 
for approximately one-third of new diabetes patients.

Growing clinical evidence for the second-line therapies likely 
influences physicians’ prescribing. “We can see the rise in 
a product’s utilization after a positive clinical trial,” confirms 
Cowan. As well, some of these new drugs can help with weight 
management. Yet the fact remains that clinical guidelines 
recommend these drugs be used, in the majority of cases, when 
the diabetes can’t be managed with first-line therapies (including 
lifestyle changes such as weight loss).

A managed formulary and/or step therapy can help ensure 
physicians and patients follow clinical guidelines. For more on 
step therapy, see page 21.

Cancer
Cancer drugs made their debut on the list in 2017, in part due to 
“incredible advances in oncology treatments,” says Cowan, and 
in part because more drugs can be taken as an oral pill rather 
than administered by infusion or injection in a public health facility, 
which means private plans cover the costs.

As well, the latest therapies cost tens of thousands of dollars 
per treatment, and treatment times tend to be longer since the 
drug effectively slows the progression of the cancer. As with 
other higher-cost specialty drugs, prior authorization and case 
management should be considered default tools to support 
appropriate prescribing and patient adherence.
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PSCK9 inhibitors for cholesterol
PCSK9 inhibitors are a class of biologic drug targeted to treat a 
subset of patients with uncontrolled high cholesterol. The drug 
claims data for 2017 appear to reflect their appropriate utilization, 
with just seven claimants per 100,000 insured by the end of the 
year. At the same time, prescribing activity is slowly growing, 
likely in response to recent clinical evidence that demonstrates 
reductions in heart attacks and strokes. With that in mind, prior 
authorization should continue to ensure that these drugs are 
appropriately prescribed based on clinical criteria.

Opioids
Updated clinical guidelines have effectively reduced prescribing 
levels for opioids, particularly in Ontario. Ten years ago in Ontario, 
there were 884 claimants for opioids for every 100,000 insureds; 
in 2017, there were 659. The types of opioid prescribed have also 
changed, with fewer prescriptions for oxycodone and fentanyl.

CHART 25  l  Opioid claimants per 100,000 insured, 2008-2017
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CHART 26  l  Claimants for hepatitis C drugs, 2014-2017
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Hep C drugs
The year 2015 will go down in drug-plan history as the “year of 
hep C,” due to the explosive rate of utilization of the new drugs 
that effectively cure the disease—at a cost of between $50,000 
and $80,000 per treatment. Utilization has since declined to 
about 200 claimants per month, and will likely continue to decline 
through 2018. Equally important, the rates of retreatment—for 
patients who did not comply to treatment, for whatever reason—
have declined from 15% in the early days to less than 5% in the 
last two years.

“It looks like this was money well spent. We’re basically looking 
at a cure for Hep C, with success rates of between 95% and 
100% during the latest waves of treatment,” says Mark Jackson, 
consultant pharmacist at TELUS Health.
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CHART 27  l  Top 5 adjudicated drug classes by age
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Summary & recommendations 
The top 10 drug classes by adjudicated amounts represent a 
road map that can help plan sponsors focus their efforts when 
it comes to managing their prescription drug plan. These efforts 
should include plan design tools to support cost-effective utilization, 
while also recognizing the value of these medications to maintain 
the health and productivity of plan members (and possibly prevent 
disability leaves).

g Conditions such as diabetes, depression and hypertension can 
also be managed, at least in part, through lifestyle changes. 
Plan sponsors can bring in or expand benefits outside of the 
traditional drug plan to support members living with chronic 
diseases. For example, individual or group coaching services 
can improve success rates for lifestyle changes such as weight 
loss and smoking cessation. For members with depression, 
counselling can be as important as taking medications, and plan 
sponsors can increase their annual maximums for counselling 
under paramedical benefits.
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OHIP+ in Ontario 

Ontario implemented the OHIP+ Pharmacare program for Ontario 
residents less than 25 years old in January 2018. The program 
automatically pays for about 4,400 drugs listed under the Ontario 
Drug Benefit (ODB) plan (compared to more than 10,000 drugs 
covered by most private plans), and may cover additional drugs 
through the province’s limited use (LU) process or exceptional 
access program (EAP).

Private plans paid for about half as many claims for this age 
group in the first quarter of 2018 versus the first quarter of 2017, 
and adjudicated amounts fell from about $19 million on average 
during this three-month period in 2017 to about $12 million in 
2018. The results for 2018 also show that roughly half of claims 
submitted by this age group are for drugs that are not listed on 
the ODB formulary, while most of the remaining claims are for 
drugs that are expected to gradually work their way through 
ODB’s LU and EAP requirements.

Almost a quarter of the private plan spend comes from residual 
amounts for brand-drug claims; that is, OHIP+ pays up to the 
cost of the generic, and the private plan pays the difference. 
“Birth control and anti-depressants are the biggest contributors 
to that cost for private plans,” notes Cowan.

In the first three months of 2018, OHIP+ generated savings of 
3.5% for private plans overall; TELUS Health estimates savings 
could reach 5.5% by the end of the year. How this translates 
into reduced premiums, however, remains to be seen. “Premium 
reductions from this age group would account for very little in 
the aggregate experience, unless you have a university plan,” 
cautions Cowan. Adds Jackson: 

If you take away a relatively healthy population 
that doesn’t claim much, you’re left with the more 
costly claimants [when it comes to calculating future 
premiums.] They may not go down as much as the 
savings would appear to indicate.
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Pharmacy pricing transparency in Quebec
Starting in September 2017, as part of new legislation in Quebec 
(Bill 92), pharmacies have to itemize the following costs on receipts 
to consumers: the cost of the drug, the wholesaler’s markup and 
the pharmacist’s fee (including the dispensing fee, the retail markup 
and any other fee charged by the pharmacist).

“The intent was to give more visibility to the pharmacist’s fee, since 
that can vary from one pharmacy to the next.  This may also raise 
plan members’ awareness that the pharmacist’s fee is higher for 
private plans versus the public plan,” says Gallant.

TELUS Health analysed the first six months of drug claims data 
following implementation of the new rules, and found almost 
no change. “Pharmacists have not lowered their fees, and plan 
members have not switched to pharmacies with lower pharmacists’ 
fees,” notes Gallant.

Generic price reductions
On April 1, 2018, the pan-Canadian Pharmaceutical Alliance 
(comprised of provincial governments and the federal government) 
implemented the latest round of cuts to generic drug prices: 70 
drugs are now priced at 10% to 18% of the original brand-name 
drugs (with some variations by province). It’s important to note, 
however, that pricing on these drugs has steadily dropped for 
several years now; for example, the drugs priced at 10% of the 
original brand-name drugs were already at 15% of the brand-
name drug price. “The pCPA is further reducing drug prices—
which is still a positive for private plans, but they should not expect 
dramatic savings,” says Cowan.

TELUS Health estimates average savings of 2.6% for private 
plans. “Clearly, plans with generic drug policies in place will benefit 
the most,” adds Cowan.

CHART 30  l  Adjudicated amounts for Ontario residents less than 25 years old, Q1 2017 versus Q1 2018
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Drug plan management is, without a doubt, 
a process with many moving parts. Most recently, public 
reimbursement policies have begun to demonstrate the impact 
they can have on private plans. Perhaps the most compelling 
and complex development, however, has been the emergence of 
higher-cost, specialty drugs. Their value as treatment for a very 
small percentage of plan members, who might otherwise be on 
disability, cannot be disputed, and in recent years the industry 
has improved upon measures (such as prior authorization) to 
ensure appropriate access and adherence. Yet their pricing—and 
price index, year after year—continue to give significant pause, 
and raise concerns over drug plan sustainability.

More than ever, greater attention must be paid to the 99% of 
claimants who do not make claims for specialty drugs. While 
the adoption of plan design tools to manage the costs and 
utilization of traditional (non-specialty) drugs is growing, claims 
data from the 2018 TELUS Health Drug Data Trends & National 
Benchmarks Report indicate that we are falling short of widespread 
implementation. These design tools can be regarded as ballast 
for drug plans, providing stability to support claims for specialty 
drugs as well as future life-changing medical innovations, for plan 
members in greatest need.
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