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drivers of drug reform in Newfoundland and Labrador are the mass media and advocacy 

groups.  These have generally met with limited success due largely to the province’s lack 

of fiscal resources and state 
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 Charges in excess of the defined ingredient cost for drug benefits.
5
 

 

Related to the Senior Citizens’ Subsidy is the Ostomy Subsidy Program.  This program is 

designed to subsidize the cost of certain ostomy supplies.  Eligibility is based on being at 

least 65 years of age or older and in receipt of drug card provided under the Senior 

Citizens’ Drug Program.  Under the Ostomy Subsidy Program, government will 

reimburse eligible seniors for 75 percent of the retail cost of items under benefit.  

Covered benefits include: 

 

 skin barriers; 

 adhesive disks and gaskets; 

 powders, cleansers and deodorants; 

 all colostomy, iliostomy and urinary pouches; 

 
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Prescription Drug Reform:  the Government Agenda 

 

The issue of prescription drug reform has periodically appeared on the provincial 

government’s radar screen since the late 1980s in part because of federal efforts to 

introduce a pharmacare program or due to lobbying by specific advocacy groups and the 

mass media.  The province does not have a universal drug program but a rather one that is 

targeted to specific groups within the population.  While interest in having a universal 

drug program is present, our informants are unanimous in saying that it would never 

become a reality on the ground without fundamental changes in governance that would 

simplify reality, make it possible to understand and work across organization boundaries 

and divisions within both the state and society.  Problems or obstacles to reform 

identified include a lack of consensus about what constitutes catastrophic care; the issue 

of equity in providing for catastrophic care; the historical exclusion of pharmaceuticals 

from the Medicare bargain (hence no integrated governance or institutional system to 

promote a common approach to problem definition) and the reluctance of the federal 

government to assist the province in providing broader drug coverage to more people. 

 

The issue of universal drug coverage and reform was made visible following the release 

of the Romanow and Kirby reports on Canada’s health system.  In particular, the federal 

government has been negotiating with the provinces and territories to establish a 

pharmacare plan that would assist in providing drugs for catastrophic health care.   

 

However, Ottawa’s financial contribution is inadequate to cover the costs of extending 

catastrophic drug coverage to all individuals in Newfoundland and Labrador.  Currently 

under the province’s targeted drug plan, approximately 110,000 persons are provided 

catastrophic coverage at a cost of $114 million (fiscal year 2005).  This represents twenty 

percent of the population.  This group consumes approximately 40 percent of all the 

prescription drugs purchased across the province.
9
  Another informant stated that “I can 
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in doing so and really that's where it starts and stops.  There's other subsidiary reasons 

about what should be the role of government; but, basically, the costs of the existing 

targeted program are unmanageable and there's no consideration of going beyond that.”
12

   

 

From this perspective, the effort to construct or reconstruct common perceptions or views 

of the problem or reality struggled over the question of feasibility of such a framework or 

response.  The extent to which outside pressure and critics have been unorganized and 

competitive has added little steam in the quest for reform and much to the concerns of the 

provincial government about the dangers of increasing costs and changing citizen 

expectations.  These became front and centre.  In fact, with so many competitive state-

societal divisions in play with changes in fiscal federalism and various problems 

associated with the collapse of the fishery, it was difficult developing a common vision 

and agenda.  It was a period when there was not much trust between levels of government 

and little incentive to work together in promoting common objectives and a mental map. 

 

A related theme concerns equity in drug coverage with respect to new therapies.  In a 

targeted drug plan, certain new therapies may be excluded because of their prohibitive 

costs even though they may be an improvement in treatment for patients.  In 

Newfoundland and Labrador, particular “champions” have emerged to lobby government 

to include specific therapies in the formulary for individuals who either can not afford 

them or for those persons whose private drug plans do not cover any or all of the costs.   

 

Recently, groups such as the Alzheimer’s Society, the Arthritis Society, and the Cancer 

Society have gone public in order to persuade the province to pay for the cost of specific 

therapies beneficial to patients.  These groups usually rely on the mass media to publicize 

cases where patients are needlessly suffering because they can not afford the necessary 

therapy.  However, the issue of equity becomes salient because it is impossible for 

government to fund all therapies requested.  In the most recent provincial budget (March 

21, 2005), government announced it would fund new arthritis therapies but not those for 

Alzheimer’s disease.  An informant commented that “why would you choose one disease 

over another? That's a fair argument, and then I would have to look at that with respect to 
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Another issue that is significant is that pharmaceuticals were not part of the original 

Medicare bargain.  



 9 

could afford it, yes, why would we not move in this direction; but unfortunately, money 

is an issue and we don't have a bottomless pit or dish here in our province, so the 

perspective was more of exploration.”
16

  Another respondent remarked that “The 
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by day; and until that's resolved, it's difficult to make a decision such as this in terms of 

expansion.  I guess the first hurdle is economics.”
23

   

 

Another consideration with respect to policy choice is which groups and individuals 

should be covered with respect to prescription drugs.  In Newfoundland and Labrador, 

the poor and seniors are covered but not necessarily those individuals who may work for 

minimum wage or part-time.  While governments have been cognizant of the plight of 

such persons, a formal decision has never been made to provide drug coverage.  

However, this does not mean government is not experimenting with new models.  As an 

informant notes, “I'm bringing forth a few models for an expansion [of the targeted drug 

plan] and that is specifically, I think, in the direction of the catastrophic drug plan 

discussed at the First Premiers Conference and so there are two or three models for 
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people missing less work, generating more taxes and using the health services less 

often.”
29

  The costs, of course, are too prohibitive for government to contemplate. 

 

Newfoundland and Labrador does appear to be more interested in adopting a more 

preventive and health promotion model of health.  Whether this is simply rhetoric only 

time will tell but such a vision of health will make it more not less difficult to focus on 

old bio-medical solutions or reforms. 

 

Conclusion 

 

Prescription drug reform in Newfoundland and Labrador is 
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 informal change 

 medical bodies 

 Ministers/Deputy Ministers 

 Money 

 nurses 

 physicians 

 region/regionalization 

 resources 

 tension 

 Treasury Board 

APPENDIX 2  PRESCRIPTION DRUG REFORM CODING TABLES 

 

NOTES ON TABLES AND METHODOLOGY 

 

The terms employed for the tables are drawn from the coding report found in Appendix 1.  

Codes were devised based on the template from 21 October 2003 (revised) and the report 

distributed to the research team by John Lavis (23 November 2004).  Tables are listed 

numerically as follows:  prefix 1 are ideas; prefix 2, interests; prefix 3, external factors 

and prefix 4, institutions.  The percentage figure in the column “# of mentions” refers to 

the percentage of all text units analyzed that the concept represents.  For our case, there 

were a total of 1644 text units employed in the analysis. 

 

TABLE 1.1  ACCESS TO PRESCRIPTION DRUG COVERAGE 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

3 RHA 1 7.7 

4 Politician 3 23.1 

5 Civil Servant 0 0 

6  Civil Servant 3 23.1 

8 Civil Servant 5 38.5 

9 Interest Group 0 0 

10 Health Professional 1 7.7 

TOTAL  13 (0.8%) 100.1 
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TABLE 1.7  IDEAS AROUND FAIRNESS 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

3 RHA 0 0 

4 Politician 0 0 

5 Civil Servant 0 0 

6  Civil Servant 2 66.7 

8 Civil Servant 1 33.3 

9 Interest Group 0 0 

10 Health Professional 0 0 

TOTAL  3 (0.2%) 100 

TABLE 1.8  QUALITY OF DATA USED FOR REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

3 RHA 0 0 

4 Politician 0 0 

5 Civil Servant 0 0 

6  Civil Servant 1 33.3 

8 Civil Servant 
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RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

3 RHA 4 
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RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

3 RHA 9 60 

4 Politician 6 40 

5 Civil Servant 0 0 

6  Civil Servant 0 0 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 0 0 

TOTAL  15 (0.91%) 100 

TABLE 1.16  PRIORITY OF IDEAS 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

3 RHA 0 0 

4 Politician 3 60 

5 Civil Servant 0 0 
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TABLE 2.3  INTERESTS OF CANCER ASSOCIATION 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

3 RHA 1 16.7 

4 Politician 1 16.7 

5 Civil Servant 0 0 

6  Civil Servant 0 0 

8 Civil Servant 2 33.3 

9 Interest Group 0 0 

10 Health Professional 2 33.3 

TOTAL  6 (0.36%) 100 
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3 RHA 4 57.1 

4 Politician 0 0 

5 Civil Servant 0 0 

6  Civil Servant 2 28.6 

8 Civil Servant 0 0 

9 Interest Group 1 14.3 

10 Health Professional 0 0 

TOTAL  7 (0.43%) 100 
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3 RHA 0 0 

4 Politician 2 25 

5 Civil Servant 0 0 

6  Civil Servant 4 50 

8 Civil Servant 2 25 

9 Interest Group 0 0 

10 Health Professional 0 0 

TOTAL  8 (0.49%) 100 

 

 

TABLE 2.16  INTERESTS OF PATIENTS 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 
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3 RHA
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3 
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RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 
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3 RHA 4 57.1 

4 Politician 0 0 

5 Civil Servant 0 0 

6 Civil Servant 1 14.3 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 2 28.6 

TOTAL  7 (0.43%) 100 

 

 

TABLE 4.12  REGION/REGIONALIZATION 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

3 RHA 0 0 

4 Politician 2 66.7 

5 Civil Servant 0 0 

6 Civil Servant 1 33.3 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 0 0 

TOTAL  3 (0.18%) 100 

 

TABLE 4.13  RESOURCES 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

3 RHA 
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3 RHA 0 0 

4 Politician 0 0 

5 Civil Servant 0 0 

6 Civil Servant 0 0 

8 Civil Servant 4 100 

9 Interest Group 0 0 

10 Health Professional 0 0 

TOTAL  4 (0.24%) 100 

 

 


