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Although prescription drug
prices are lower in Canada than
in the United States, trends indi-
cate that there has nevertheless
been a steep increase in expendi-
tures on psychotropic drugs. Be-
tween 1992 and 1998, such ex-
penditures increased by 216 per-
cent; 61 percent of these expendi-
tures were on antidepressants, 33
percent on antipsychotics, and
less than 7 percent on anxiolytics.
Most of the increase in costs in
Canada is attributable to a
greater use of newer agents and
the higher prices of these agents.
These trends are a reminder not
only that the use of newer, more
expensive psychotherapeutic ag-
ents has become a widely em-
braced part of care but also that
lower drug prices do not neces-
sarily insulate a health care sys-
tem from rising expenditures.
The authors’ findings prompt the
questions of whether the use of
these newer agents meets prac-
tice guidelines and whether there
are ways to control the increases
in drug expenditures while ensur-
ing high-quality care. (Psychiatric
Services 52:1245–1247, 2001)

Prescription drug prices are more
actively controlled by the govern-

ment in Canada than is the case in the

United States. For example, the
Canadian Patented Medicines Prices
Review Board is a federal regulatory
agency whose main purpose is to con-
trol the prices of patented drugs by
ensuring that prices of prescription
medications remain low. Each prov-
ince also has its own price control
mechanisms for prescription drugs.
Consequently, most of Canada’s
prices for patented prescription med-
ications are lower than those in the
United States. A comparison of U.S.
and Canadian prices for three of the
ten most frequently used drugs in the
United States in 1999—fluoxetine,
sertraline, and paroxetine—indicates
that persons who live in the United
States can pay between 46 percent
and 53 percent more for an average
daily dose of one of these three anti-
depressants (1). 

Despite price controls, the propor-
tion of Canada’s national health
budget that is spent on prescription
drugs has grown (2). In the context of
rising overall drug expenditures and
the growing popularity of psy-
chotherapeutic agents and antide-
pressants in particular, we examined
expenditures on psychotropic drugs
in Ontario between 1992 and 1998.
In this report we describe increases
in expenditures on psychotropic
drugs and the contribution of various
classes of psychotropic drugs to this
growth. 

Background
Although the Canada Health Act
guarantees health care coverage to all
persons, pharmaceuticals are not in-
cluded. This omission has created a

system of payers similar to that in the
United States—a split among em-
ployer-sponsored private insurance
plans, public benefits, and payment
by the individual patient. In 1996 the
public sector accounted for about 36
percent of all prescription drug ex-
penditures (3).

In Ontario, publicly sponsored
benefits are administered by the On-
tario Drug Benefits Program (ODB).
This program serves primarily two
populations: the elderly and the fi-
nancially disadvantaged. From 1992
to 1998, approximately two million
claimants—about 20 percent of On-
tarians—who represented around 44
million annual claims, used ODB
benefits. 

ODB has means-tested eligibility
requirements for nonseniors; these
requirements are linked primarily to
public assistance programs. In addi-
tion, ODB has a sliding deductible-
fee scale that is a function of family
size and income, as well as an in-
come-dependent dispensing fee that
can range from $2 to $6.11. The pro-
gram uses a restricted formulary of
3,000 drugs for physical and mental
disorders.

Between 1989 and 1996, several
new antidepressants and antipsy-
chotics were added to the ODB for-
mulary. Included were four antide-
pressants from the family of selective
serotonin reuptake inhibitors (SS-
RIs)—fluoxetine, fluvoxamine, parox-
etine, and sertraline—which were in-
troduced between 1989 and 1995.
Three new atypical antipsychotics—
risperidone, olanzapine, and quetia-
pine—were introduced between 1993
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and 1996. Physicians readily em-
braced these new agents because
their adverse effects were perceived
to be more tolerable than those of the
older drugs, which would lead to bet-
ter compliance. In addition, clinical
treatment guidelines have recom-
mended these drugs as first-line
agents. At the same time, their aver-
age daily costs were often higher than
those of the older agents. 

Methods
Using drug claims data from ODB’s
administrative database from 1992,
1995, and 1998, we compared expen-
ditures for three major classes of psy-
chotherapeutic drugs: anxiolytics, an-
tipsychotics, and antidepressants. An-
tipsychotics included both typical and
atypical agents. Although clozapine is
usually included among antipsy-
chotics, ODB has a special program
for clozapine users, so the claims of
these users did not appear in the
database we used. Antidepressants
included SSRIs, tricyclics, mono-
amine oxidase inhibitors, and other
antidepressants.

Results
As can be seen in Table 1, psy-
chotropic drug expenditures in-
creased sharply between 1992 and
1998. In 1992 ODB spent almost $38
million Canadian on psychotropic
drugs. About 51 percent of this sum
was spent on claims for antidepres-
sants, 24 percent for antipsychotics,
and 25 percent for anxiolytics. By
1998, total psychotropic drug expen-
ditures had increased by 216 percent
to almost $120 million; 61 percent of
these expenditures were on antide-
pressants, 33 percent on antipsy-
chotics, and less than 7 percent on
anxiolytics. 

The growth in total expenditures
on psychotropic drugs was driven by
two key subclasses of drugs: new SS-
RIs and new atypical antipsychotics.
The SSRIs accounted for 85 percent
of the increase in expenditures be-
tween 1992 and 1995 and for 50 per-
cent of the increase between 1995
and 1998. The role of the new atypi-
cal agents is underscored by the fact
that there were no claims for these
drugs in 1992, whereas by 1995 they

were responsible for 19 percent of
total psychiatric drug costs. By 1998,
the new atypical agents accounted
for almost 33 percent of psychiatric
drug costs. 

Did greater use of antipsychotics in
general or use of expensive newer an-
tipsychotics in particular contribute
to this tremendous increase in expen-
ditures? If greater use in general was
the driving force, we should observe
at least one of three trends: an in-
crease in the total number of
claimants as a result of more people
using ODB benefits, an increase in
the number of drugs used, or an in-
crease in the number of claims per
claimant. 

On the other hand, if the use of
new expensive drugs was the catalyst
for the increase, we would expect the
expenditure per claim to have in-
creased. However, this would not be a
definitive indicator if drug prices had
increased substantially during the
same period: an increase in expendi-
ture per claim could reflect price
changes rather than the use of more
expensive, newer drugs. However,
during this period, changes in drug
prices due to inflation were only mod-
erate. Between 1992 and 1997,
changes in the prices of patented
drugs fluctuated between –2.2 per-
cent and 2.1 percent (4). 

Although the use of antidepres-
sants in general and the use of more
expensive, newer antidepressants in-
creased, the latter was the more im-
portant element. Between 1992 and
1998, expenditure per claim in-
creased by 106 percent, while the
number of claims increased by 80
percent, the number of claimants by
63 percent, and the number of claims
per claimant by 3 percent. 

For antipsychotics, the contrast is
more dramatic. Between 1992 and
1998, the number of claims increased
by 42 percent, the number of
claimants by 22 percent, the number
of claims per claimant by 11 percent,
and expenditure per claim by 205
percent. Thus although the number
of claims, claimants, and claims per
claimant increased during this period,
expenditure per claim increased by
an even greater proportion. The mag-
nitude of change in this variable sug-
gests that it is unlikely that all the
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Expenditures on psychotropic medications in Ontario, Canada, between 1992 and
1998, according to data from a public drug benefit program’s administrative drug
claims database1

Drug class and variable 1992 1995 1998

All psychotropic drugs
Expenditures ($) 37,950,285 74,903,990 119,837,733
Number of claims 4,600,468 5,206,383 5,445,622
Number of claimants 762,330 846,554 872,373
Number of claims per claimant 6.0 6.2 6.2
Expenditure per claim ($) 8.25 14.39 22.01

Antidepressants
Expenditures ($) 19,430,416 50,892,024 72,258,444
Number of claims 1,027,969 1,499,816 1,854,700
Number of claimants 190,757 267,692 311,230
Number of claims per claimant 5.4 5.6 6.0
Expenditure per claim ($) 18.90 33.93 38.96

Antipsychotics
Expenditures ($) 9,084,525 14,533,594 39,317,193
Number of claims 723,839 859,488 1,025,540
Number of claimants 97,463 109,454 118,503
Number of claims per claimant 7.4 7.9 8.7
Expenditure per claim ($) 12.55 16.91 38.33

Anxiolytics
Expenditures ($) 9,435,344 9,478,372 8,262,096
Number of claims 2,848,660 2,847,079 2,565,382
Number of claimants 474,110 469,408 442,640
Number of claims per claimant 6.0 6.1 5.8
Expenditure per claim ($) 3.31 3.32 3.22

1 In Canadian dollars



growth can be attributed to moderate
price changes due to inflation during
this period.

Discussion
Despite the use of price controls,
psychotropic drug expenditures in-
creased sharply in Canada between
1992 and 1998, in association with
both a higher expenditure per claim
and a greater number of claims. As
in the United States (5), most of the
additional expenditures are attribut-
able to the higher costs per claim as-
sociated with the use of the more
costly newer agents. 

These findings offer two valuable
lessons. First, they underscore the
fact that over the past few years,
standard and recommended care
have involved the prescription of
newer, more costly psychotherapeu-
tic agents. This trend highlights the
importance of drug benefit cover-
age, especially for individuals who
have low incomes and households
that do not qualify for means-tested
benefits and do not have access to
employment-related insurance (6).
For example, in 1998 the average
Canadian household spent about
$1,190 Canadian on health care (7).
A year’s supply of sertraline, one of
the most widely used SSRIs, could
cost between $584 and $1,223. A
year’s supply of risperidone, the most
widely used atypical antipsychotic,
could cost between $173 and $2,074.
An average household without insur-
ance could use all of its health care
budget on one family member,
which could lead to tighter con-
straints on household resources and
require trade-offs among family
members.

Second, the trends illustrate that
aggressive price controls do not nec-
essarily insulate a health care system
from increasing expenditures. A
health care system that is committed
to guaranteeing access to guideline-
recommended pharmacotherapeutic
treatments must confront inevitable
growth in prescription drug expendi-
tures—the reality is that providing
newer, higher-quality agents will cost
more.

At the same time, it must be em-
phasized that it would be shortsight-
ed to focus solely on the increase in

drug expenditures. Although the
database we used did not allow us to
determine changes in patterns of
service use and treatment compli-
ance that were associated with
changes in prescription drug use, the
literature provides evidence that the
newer psychotropics are associated
with less use of other health care
services and with greater compliance
(8–10). These changes in total health
care use could offset greater drug ex-
penditures, ultimately resulting in
lower total health care expenditures.

Conclusions
Although Canada’s drug prices are
controlled, total expenditures on psy-
chotropic drugs have nevertheless in-
creased sharply in recent years. This
trend highlights the fact that during
this period standard care has become
associated with the prescription of
newer, more costly psychotherapeutic
agents. Second, despite price con-
trols, offering people access to high-
er-quality, newer psychotherapeutic
agents will be associated with an in-
crease in prescription drug expendi-
tures. 

Our findings prompt several impor-
tant questions. For example, if these

newer psychotherapeutic agents have
been embraced as standard care, is
their use meeting practice guide-
lines? In addition, are there ways to
control the growth in drug expendi-
tures while ensuring high-quality
care? Answers to these questions will
provide decision makers with crucial
information as they develop policies
that affect the quality of life for peo-
ple who have mental illness. ♦
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