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Abstract  
Objective To determine the acceptability of providing free access to only a 
short list of medicines used in the Carefully seLected and Easily Accessible at 
No charge Medications (CLEAN Meds) trial.

Design A multimethod explanatory sequential design including interviews with 
trial participants and focus groups with prescribers. 

Setting Ontario.

Participants Participants in the intervention arm of the CLEAN Meds trial and 
primary care providers who prescribed medicines to those in the intervention 
arm of the trial.

Main outcome measures The number of trial participants in each prescription 
category (ie, prescribed no off-list medicine, prescribed 1 off-list medicine, or 
prescribed 2 or more off-list medicines) and the acceptability of the list to both 
participants and prescribers.

Results There were 395 participants in the intervention group of the CLEAN 
Meds trial, but 16 participants withdrew consent or were not prescribed 
any medicines during the first 12 months of the trial, resulting in a total of 
379 participants in the quantitative component of this study. Of the 2648 
total prescriptions, 2349 (89%) were for medications that were on or had 
an equivalent covered by the list. Random sampling was used to select 
5 participants to interview from each prescription category. A total of 19 
prescribers participated in the focus groups. Themes from participant 
interviews included the following: having access to medicines on the list was 
a relief, participants trusted health care professionals to switch medicines and 
to decide which medicines should be on a publicly funded list, and a short 
list of essential medicines should be publicly funded. Major themes from the 
prescribers’ focus groups related to the process of developing the list, support 
for the list, and publicly funding a short list of essential medicines in Canada.

Conclusion The consensus among trial participants and prescribers is that the 
short list of medicines used in the trial is comprehensive and provides access 
to medicines commonly prescribed. 

Editor’s key points
} Patients and prescribers who 
participated in the Carefully 
seLected and Easily Accessible at 
No charge Medications trial found 
the short list of essential medicines 
acceptable and indicated that the 
list should be publicly funded. 

} Eight of the 20 most frequently 
prescribed off-list medications were 
either for depression or diabetes; 
some prescribers thought the list 
should be expanded to include 
these medicines.

} Both participants and prescribers 
thought that opposition to a 
publicly funded list would come 
from individuals with higher 
incomes, insurance companies, and 
pharmaceutical companies. 

} Participants believed clinicians 
should decide which medicines are 
on the list, as clinicians know which 
medicines are most needed.
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Résumé
Objectif Déterminer l’acceptabilité du fait de ne donner un accès gratuit 
qu’à une seule courte liste de médicaments utilisés dans l’essai CLEAN Meds 
(Carefully seLected and Easily Accessible at No charge Medications). 

Type d’étude Une conception séquentielle et explicative à méthodes multiples, 
notamment des entrevues avec les participants à l’essai et des groupes de 
discussion avec des prescripteurs.

Contexte L’Ontario.

Participants Les participants au groupe de l’intervention dans l’essai CLEAN 
Meds et les professionnels des soins primaires qui avaient prescrit les 
médicaments à ceux qui appartenaient à ce groupe.

Principaux paramètres à l’étude Le nombre de participants à l’essai 
dans chacune des catégories de prescriptions (p. ex. n’ayant reçu aucune 
ordonnance de médicaments absents de la liste, ayant reçu des ordonnances 
pour 1 médicament absent de la liste ou ayant reçu des ordonnances pour 2 
médicaments ou plus absents de la liste) et l’acceptabilité de la liste aux yeux 
des participants et des prescripteurs.  

Résultats Le groupe de l’intervention dans l’essai CLEAN Meds comptait 395 
participants, mais 16 participants ont retiré leur consentement ou n’ont pas reçu 
d’ordonnance de médicaments durant les 12 premiers mois de l’étude, ce qui 
s’est traduit par un total de 379 participants dans la composante quantitative 
de cette étude. Parmi les 2648 prescriptions au total, 2349 (89 %) étaient pour 
des médicaments inscrits sur la liste ou pour lesquels il y avait un équivalent 
couvert par la liste. Un échantillonnage aléatoire a servi à choisir 5 participants 
à interviewer pour chaque catégorie de prescriptions. Les groupes de discussion 
comptaient un total de 19 prescripteurs. Parmi les thèmes abordés dans les 
entrevues avec les participants figuraient les suivants : le soulagement que 
procurait l’accès à des médicaments sur la liste; la confiance qu’avaient les 
participants envers leur professionnels de la santé lorsqu’il s’agissait de changer 
un médicament pour un autre et de décider quels médicaments devraient être sur 
une liste de médicaments remboursés par le secteur public; et le fait qu’une courte 
liste de médicaments essentiels devrait être couverte par les régimes publics. Les 
principaux thèmes abordés dans les groupes de discussion des prescripteurs 
concernaient le processus d’élaboration de la liste, l’acceptation de la liste et le 
financement public d’une courte liste de médicaments essentiels au Canada. 

Conclusion Il y avait consensus parmi les participants à l’essai et les 
prescripteurs selon lequel la courte liste des médicaments utilisée dans l’essai 
est complète et donne accès aux médicaments les plus souvent prescrits.

Points de repère  
du rédacteur
} Les patients et les prescripteurs 
qui ont participé à l’essai CLEAN 
Meds (Carefully seLected and 
Easily Accessible at No charge 
Medications) ont jugé acceptable 
la courte liste de médicaments 
essentiels et ont indiqué que les 
médicaments de la liste devraient 
être financés par le secteur public. 

} Huit des 20 médicaments les 
plus souvent prescrits absents de 
la liste étaient pour la dépression 
ou encore le diabète; certains 
prescripteurs étaient d’avis que 
la liste devrait être élargie pour 
inclure ces médicaments. 

} Les participants et les 
prescripteurs croyaient que 
l’opposition à une liste de 
médicaments financés par le secteur 
public viendrait des personnes à 
revenu plus élevé, des compagnies 
d’assurance et des sociétés 
pharmaceutiques. 

} Les participants jugeaient que  
les cliniciens devraient décider  
des médicaments à inclure sur  
la liste, parce qu’ils connaissent  
les médicaments qui sont les  
plus nécessaires. 



e206 Canadian Family Physician | Le Médecin de famille canadien } Vol 68: JULY | JUILLET 2022

Research Acceptability of a short list of essential medicines to patients and prescribers

S ince the 1960s, numerous commissions have rec-
ommended implementing a universal pharmacare 
program in Canada.1 Canada is currently the only 

country in the Organisation for Economic Co-operation 
and Development that offers a universal health insur-
ance program without covering prescription medicines.2 
Approximately 10% of Canadians do not take their medi-
cations as prescribed owing to cost and 1.45 million 
make sacrifices on food, heating, and other essentials to 
afford their medicines.3,4

The Carefully seLected and Easily Accessible at No 
charge Medications (CLEAN Meds) randomized con-
trolled trial was conducted at 9 primary care sites in 
Ontario between 2016 and 2020 to investigate the 
effects of offering free and convenient access to a list of 
essential medicines on patient adherence to their pre-
scribed medicines.5 The list used in this trial was created 
by adapting the World Health Organization’s 2013 list of 
essential medicines to reflect the range of illnesses and 
primary care prescribing patterns in Canada, which 
resulted in a total of 136 medicines (Appendix A, avail-
able from CFPlus*).6 It is worth noting that other high-
income countries such as Sweden have lists of essential 
medicines, so it would not be unheard of for Canada to 
do the same.7 Moreover, publicly funding the medicines 
on this list was projected to reduce total spending by 
$7.3 billion annually.2 

Although a short list of essential medicines can 
improve the appropriateness of physician prescribing, 
physicians and patients might feel that it is not compre-
hensive enough to meet their clinical needs (owing to 
the content and length of the list) and physicians might 
feel that it reduces their prescribing autonomy if they are 
restricted to prescribing from the list.6,8-10 Patients might 
dislike having to change from a medicine that is not on 
the list to one that is on the list in order to receive the 
medication at no cost.11 If physicians and patients do not 
feel that a short list of essential medicines meets their 
clinical needs, or if physicians feel that prescribing from 
a short list of medicines limits their autonomy, then pub-
licly funding and implementing such a list may not be 
a viable approach to achieving universal pharmacare. 
Therefore, the purpose of this study was to understand 
CLEAN Meds participants’ and prescribers’ experiences 
with and acceptance of a short list of medications.

—— Methods  —— 
Research design
This study used a multimethod explanatory sequential 
design and the results from the quantitative and qualita-
tive components were integrated using the triangulation 

protocol method.12,13 We conceived of this study after the 
CLEAN Meds trial had been designed and had some pre-
liminary findings available. We categorized trial partici-
pants according to the number of off-list medicines they 
had been prescribed. We then conducted interviews with 
trial participants and conducted focus groups with pre-
scribers to assess the acceptability of the list. The inter-
view and focus group guides were developed based on 
input from clinicians and governmental decision makers. 
We pretested the interview and focus group guides dur-
ing several pilot interviews and focus groups. During the 
interviews and focus groups, we summarized discussions 
and asked participants to confirm accuracy to ensure that 
we correctly understood participants’ and prescribers’ 
opinions of the list. 

Quantitative component
Participants. To be included in this study, participants 
had to have participated in the intervention arm of the 
CLEAN Meds trial (ie, participants must have reported 
cost-related nonadherence, thereby receiving free 
access to the list of 136 medicines) and had to have 
been prescribed at least 1 medicine during the first 12 
months of the trial. This study population was selected 
as these individuals had reported cost-related nonadher-
ence and would likely be most affected by policy change. 

Data gathering procedures. We reviewed all medi-
cines prescribed to participants in the intervention arm 
during the first 12 months of the trial to see whether 
medicines were on the list, had an equivalent to one on 
the list, or were not on the list or did not have an equiv-
alent on the list.

Data analysis. We considered medicines equivalent 
if they were in the same chemical subgroup as a med-
icine on the list (as determined by their Anatomical 
Therapeutic Chemical codes). An exception was made 
in the case of codeine since it converts to morphine (a 
medicine on the list) in the body.14

For prescribed combination medications, each active 
ingredient was considered separately except in cases 
where the list contained a suitable combination medi-
cine (eg, amoxicillin and clavulanic acid). We ensured 
that only unique medicines were listed for each partici-
pant. We then grouped participants according to the fol-
lowing prescription categories: those who had all their 
medicines covered (ie, no off-list medicine), those who 
had all but 1 medicine covered (ie, 1 off-list medicine), 
and those who had 2 or more medicines not covered by 
the list. We considered medicines to be covered if they 
were on or had an equivalent on the list.

Outcomes. We measured the number of participants 
who were part of the aforementioned prescription cat-
egories. These outcomes helped answer the question 

*Appendix A, supplementary files 1 and 2, and the COnsolidated criteria for 
REporting Qualitative research checklist are available from https://www.cfp.ca. 
Go to the full text of the article online and click on the CFPlus tab.
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about acceptability of the short list by addressing the 
ability of the list to meet clinical needs. 

Qualitative component: patient interviews
Participants. A subset of the participants in the quanti-
tative component of the study were included in the quali-
tative component. We used purposeful random sampling 
to select 5 participants from each prescription category 
(ie, no off-list medicines, 1 off-list medicine, 2 or more 
off-list medicines) for a total of 15 participants.15

Data gathering procedures. We anticipated reach-
ing data saturation after interviewing 15 participants 
because the interviews were semistructured and the 
questions were not overly deep or complex.16 We used 
random sampling since there were high numbers of 
participants in each category. Using purposeful random 
sampling generated a range of responses regarding the 
acceptability of the list.15 We contacted the selected par-
ticipants by telephone and subsequently by e-mail or 
mail to invite them to participate. We explained that 
their participation was optional and that they could drop 
out of this study at any time without any consequence. 
We explained that we aimed to learn about their per-
ceptions, attitudes, and knowledge related to the list 
of medicines used in the trial and that the information 
provided would help us better understand the perceived 
benefits and challenges of establishing and maintaining 
a national essential medicines list.

Trained research staff (M.Z.A., H.W., and I.A.) conducted 
one-on-one semistructured interviews with participants 
as we wanted a confidential environment to facilitate free 
expression of their opinions of and experiences with the 
list. These interviews took place over telephone or in per-
son (in clinic or at the participant’s home) and were audio-
recorded. The interviews were initiated using the interview 
guide (Supplementary file 1, available from CFPlus*) 
and lasted approximately 10 minutes. Member checks 
were employed and the interviewers took notes during the 
interviews. The participants had only ever interacted with 
the research team during the trial.

Data analysis. All interview responses were de-identified  
and all audiorecordings were transcribed. The tran-
scripts were analyzed and coded iteratively by 2 authors 
(M.Z.A and H.W.) using inductive content analysis.17 We 
read each transcript twice to familiarize ourselves with 
the content and the transcripts were coded on the third 
reading. Each transcript was coded by 1 person and 
then coding was reviewed by another person. These 
codes were then grouped into categories, where major 
themes were identified.18

Outcome. The outcome of interest in conducting one-
on-one interviews was to gauge the acceptability of the 
short list of essential medicines to participants. 

Qualitative component:  
focus groups with prescribers
Participants. We conducted 3 focus groups with pre-
scribers whose patients were in the intervention arm of 
the trial. We recruited only primary care providers as the 
list of essential medicines used in the trial was devel-
oped for primary care use.6

Data gathering procedures. We emailed prescribers to 
invite them to participate and informed them that they 
could drop out of this study at any time. We estimated 
that 3 focus groups would be sufficient to reach data 
saturation16 and that 3 focus groups would capture per-
spectives of prescribers from both urban and rural prac-
tice locations. We aimed to enrol approximately 15 to 20 
prescribers or to cease enrolment when data saturation 
was reached (when new data collected were redundant). 

The focus groups were held at St Michael’s Hospital 
in Toronto, Ont. We chose a group setting to allow 
prescribers to build on each other’s ideas, resulting in 
information-rich data. A trained individual (H.W.) facili-
tated all 3 focus groups with guidance from the focus 
group question guide (Supplementary file 2, available 
from CFPlus*). Researchers I.A. and A.B. attended 2 
focus groups and M.Z.A. attended 1 focus group. All 
observers took notes during the focus groups. The focus 
groups lasted about 30 minutes and were audiorecorded. 

We explained to prescribers that we were aiming to 
learn about their perceptions, attitudes, and knowledge 
related to the list of medicines used in the trial and that 
the information provided would help us better under-
stand the perceived benefits and challenges of establish-
ing and maintaining a national essential medicines list. 
Some of the prescribers were clinical colleagues of 1 co-
author (N.P.), but others were not.
 
Data analysis. All focus group responses were de-
identified and all audiorecordings were transcribed. The 
transcripts were analyzed and coded iteratively by 2 
authors (M.Z.A. and H.W.) using inductive content anal-
ysis.17 We read each transcript twice to familiarize our-
selves with the content and transcripts were coded on 
the third reading. Each transcript was coded by 1 person 
(M.Z.A.) and then coding was reviewed by another per-
son (H.W.). These codes were then grouped into catego-
ries, where major themes were identified.18

Outcome. The outcome of interest in conducting focus 
groups was to gauge the acceptability of the short list of 
essential medicines to primary care prescribers. 

Ethics approval
This study received ethics approval from St Michael’s 
Hospital’s Research Ethics Board.
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  —— Results —— 
Quantitative component
There were 395 participants in the CLEAN Meds inter-
vention group. Participant characteristics are summa-
rized in Table 1. Sixteen participants either withdrew 
consent or were not prescribed any medicines during 
the CLEAN Meds trial, resulting in 379 participants being 
included in this study.

 Overall, 328 unique medicines were prescribed a 
total of 2648 times. There were 129 unique on-list medi-
cines (distributed for free as part of the trial intervention) 

that were prescribed 1952 times (74% of prescriptions), 
101 unique medicines that were equivalent to an on-
list medicine that were prescribed 397 times (15%), and 
98 unique off-list medicines (that participants accessed 
in the usual fashion such as by paying out of pocket) 
that were prescribed 299 times (11%). The most com-
monly prescribed on- and off-list medicines are shown 
in Tables 2 and 3, respectively. 

We found that 200 (53%) participants had all their 
medicines on the list, 111 (29%) were prescribed 1 off-list 
medicine, and 68 (18%) were prescribed 2 or more off-
list medicines. Participants prescribed at least 1 off-list 

Table 1. Baseline CLEAN Meds intervention group participants’ demographic characteristics: N=395.
CHARACTERISTIC PARTICIPANTS

Female, n (%) 220 (55.7)

Age, y, mean (SD) 51.0 (14.2)

Age 65 y or older, n (%) 71 (18.0)

Ethnicity, n (%)

• White 265 (67.0)

• Black 35 (8.9)

• Southeast or East Asian (including Korean, Japanese, Filipino, Chinese) 28 (7.1)

• South Asian 25 (6.3)

• Latin American 10 (2.5)

• Indigenous 12 (3.0)

• West Asian (including Arab) 6 (1.5)

• Mixed or other 22 (5.5)

• Declined to provide 1 (0.3)

Main income source, n (%)

• Wages and salaries (including self-employed) 218 (55.2)

• Pension 50 (12.7)

• Social support (eg, welfare or disability) 36 (9.1)

• Unemployment insurance 15 (3.8)

• Other 56 (14.2)

• Declined to provide 20 (5.1)

Household income, $, n (%)

• <30,000 205 (51.9)

• 30,000-70,000 92 (23.3)

• >70,000 21 (5.3)

No. of medicines prescribed at baseline, mean (SD) 5.3 (3.6)

Urban site, n (%) 269 (68.1)

Rural site, n (%) 126 (31.9)

Prescribed a diabetes treatment, n (%) 89 (22.5)

Prescribed an antihypertensive medication, n (%) 122 (30.9)

Prescribed a statin, n (%) 81 (20.5)

CLEAN Meds—Carefully seLected and Easily Accessible at No charge Medications.
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medicine were prescribed a median of 7 (interquartile 
range=5 to 10) on-list and 1 (interquartile range=1 to 2) 
off-list medicines.  

Qualitative component: patient interviews
Participants found the short list of essential medicines to 
be acceptable and indicated it should be publicly funded, 
though it could be expanded to include more medicines.  

We reached data saturation at 16 trial participants (5 
participants with no off-list medicines, 6 participants with 
1 off-list medicine, and 5 participants with 2 or more off-list 
medicines), all of whom were recruited by telephone. Five 
trial participants who were contacted by telephone and 
invited to participate were not interested (reasons not spec-
ified). Most participants (12 [75%]) were female and the 
mean (SD) age was 53 (10.5). Most participants (75%) were 
White. Participants’ main income sources were wages and 
salaries (9 [56.3%]), and other sources included social sup-
port, old age security, and “other”; some declined to answer. 
Most participants (9 [56.3%]) reported the range of their 
household income to be less than $20,000 and 6 (37.5%) 
reported it to be between $20,000 and $50,000. Half (8) 
were from urban sites and half were from rural sites.

Three main themes were identified from the inter-
views: having access to medicines on the list was a 

relief, there was great trust in health care professionals, 
and a short list of medicines should be publicly funded. 
Representative quotes are presented in Table 4.

Relief. All participants said they were happy when they 
learned they were getting free access to medicines on 
the list. They indicated the high cost of medicines meant 
they would not have been able to afford them otherwise. 
Having access to medicines on the list relieved stress. 
Most individuals did not express any concerns with the 
list and the 2 who did were concerned about the cost of 
medicines not covered by the list.

Trust in health care professionals. Participants trusted 
health care professionals to make changes to their pre-
scribed medicines, such as switching from an off-list 
medicine to an on-list medicine, and they trusted health 
care professionals to decide which medicines should 
be on a publicly funded list. The few participants who 
reported switching medicines said they did not have 
any concerns since the switch was initiated by or was 
approved by the physician or pharmacist. The consen-
sus was that clinicians should have the most say in 
deciding which medicines are on a publicly funded list 
as they are more knowledgeable about which medicines 

Table 3. No. of participants who received each of the  
20 most frequently prescribed off-list medicines: N=379. 

MEDICATION PARTICIPANTS, n (%) 

Zopiclone 18 (5)

Bupropion 17 (5)

Hydrochlorothiazide 15 (4)

Venlafaxine 15 (4)

Sitagliptin 13 (3)

Trazodone 12 (3)

Canagliflozin 10 (3)

Diclofenac 9 (2)

Duloxetine 9 (2)

Clonazepam 8 (2)

Tramadol 8 (2)

Misoprostol 7 (2)

Diphenhydramine 6 (2)

Mirtazapine 6 (2)

Propranolol 6 (2)

Empagliflozin 5 (1)

Tacrolimus 5 (1)

Clobetasol 4 (1)

Docusate sodium 4 (1)

Indomethacin 4 (1)

Table 2. No. of participants who received each of the  
20 most frequently prescribed on-list medicines: N=379.

MEDICATION PARTICIPANTS, n (%) 

Pantoprazole 91 (24)

Salbutamol 78 (21)

Metformin 77 (20)

Atorvastatin 74 (20)

Acetaminophen 69 (18)

Ramipril 64 (17)

Fluticasone 63 (17)

Naproxen 55 (15)

Acetylsalicylic acid 48 (13)

Sertraline 44 (12)

Amlodipine 41 (11)

Vitamin D 41 (11)

Chlorthalidone 39 (10)

Salmeterol 35 (9)

Budesonide 33 (9)

Cetirizine 32 (8)

Levothyroxine 32 (8)

Betamethasone 30 (8)

Ranitidine 30 (8)

Tadalafil 30 (8)
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Table 4. Themes, key concepts, and representative quotes identified from patient interviews
THEME KEY CONCEPTS REPRESENTATIVE QUOTES

Relief Having access to 
medicines relieved stress

• “The biggest benefit that I found was … piece of mind with being less anxious about 
the medicines that I’m getting, that, like, I don’t have to worry about it. ... It’s very 
stressful to be constantly shopping around and shopping around and shopping 
around for everything all the time” (Participant A) 

• “It [learning they will get free access to only a short list of medicines] was a big 
pressure taken off my shoulders” (Participant B)

• “Well, [the most helpful part was] not having to struggle to come up with money to 
pay for my most expensive prescriptions” (Participant C)

• “I thought it was a good idea … [and] that it’ll definitely help out, because medications 
are expensive” (Participant D)

• “I feel ... I probably couldn’t afford it if it wasn’t for the program” (Participant E)

Most participants did 
not have initial concerns 
about the list

• “No, I didn’t actually [have concerns] right, because the ones that are on it are quite 
helpful to have on it, actually” (Participant F)

• “The only problem is some of the other medications I take are very expensive, so this 
has helped me immensely because it’s taken the burden off the other medications 
that you don't cover” (Participant G)

• “I would have preferred [having] an income and ... some of the more expensive ones 
were not covered” (Participant A)

Trust in 
health care 
professionals

Participants trusted 
health care professionals 
to switch medicines

• “The doctors seem fine with that, [the study pharmacist] seems fine with that, so I 
don’t have any problems with substitutes” (Participant G)

• “As long as it [switching medicines] was OK with my family physician” (Participant H)

Participants felt that 
health care professionals 
should decide which 
medicines are on a 
publicly funded list   

• “I think the doctors in the medical profession should be the ones to decide [which 
medicines are on a publicly funded list], because they are the ones that know what 
their patients need; I think they are the ones that should decide on what should be 
on the list. They are people who are dealing with it directly, they are dealing with 
patients directly, so they know what their patients need” (Participant I)

• “I’d say the doctors should have some sort of input. … They are the ones that are 
prescribing them, so I think they would be good ones to know … what kinds of meds, 
who needs them, and when they need them” (Participant B)

Participants felt that 
government bodies 
should not decide which 
medicines are publicly 
funded  

• “I think the clinicians or physicians … have a better idea of who needs what and the 
ones in demand and the ones that [are] most expensive as well. So, I don’t [think]  
the government knows a lot of what most people need” (Participant E)

• “Government bodies don’t necessarily all the time have the best interest of the 
people” (Participant J)

• “I don’t think they [government bodies] should have a say. I think it should be left up 
to the professionals to decide that” (Participant H)

Publicly 
funding a 
short list of 
essential 
medicines

Most patients supported 
publicly funding a short 
list of frequently used 
medicines

• “Why not? I think that’s a good idea, ’cause I think that there’s probably people that it 
would help significantly” (Participant F)

• “Yeah, well, it would be wonderful if we all had free medications if our government 
would pass something like that, but I don’t see that happening” (Participant K)

• “Especially the ones [medicines] that people take the most [should be publicly 
funded], you know?” (Participant C)

• “It’s definitely a bonus, it’s a plus. … I think that it’s some of the most common drugs, so 
I think there’s a lot of people on them, so any relief is obviously a help” (Participant J)

Two patients felt that a 
short list of medicines 
should not be publicly 
funded for everyone 

• “For everyone? I don’t know for everyone because some people like me, they need it. 
So, of course it’s good. But I don’t know for everyone ever, maybe everyone will be 
happy” (Participant L)

Participants felt that 
only individuals with 
higher incomes and 
those concerned about 
increased taxes or 
paying for others’ 
medicines would  
oppose publicly  
funding medicines 

• “There are always going to be people out there that disagree with other people being given 
things for free … [and] there’s always going to be people that say well they can afford it, why 
can’t they buy it, right? Or people complain that, you know, what’s it going to do to the 
taxpayer, the taxpayer’s going to have to pay for everybody else to get something for 
nothing. There’s always that attitude, doesn’t matter what you do” (Participant F)

• “I think most people would agree that it should be funded. I know there’s some people 
that would be against it because they feel like they’re paying for someone else to have 
their medication where you know even low-income people pay taxes. … I know there’s a 
lot of … classism when you start talking about giving people stuff for free” (Participant C)

• “I think like maybe not the working class but the higher one that’s making more than 
enough to properly provide [for themselves would object]. … I don’t think the working 
class or the poor would have issue with it” (Participant M)

Table 4 continued on page e211
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are most needed. Participants believed that government 
bodies should not decide which medicines are on the list 
and should provide access to the medicines only.

Publicly funding a list of essential medicines in 
Canada. When we directly asked what participants 
thought about a short list of frequently used medicines 
being publicly funded for everyone, most had an affir-
mative response. Only 2 participants were unsure if they 
believed a short list of medicines should be publicly 
funded for everyone. 

Participants believed the only individuals who would 
oppose publicly funding a short list of medicines are 
those with higher incomes and those concerned about 
increased taxes and having to pay for others to get med-
icines for free. Many participants thought the list should 
be expanded, especially for use in the general popula-
tion, but that a short list was better than nothing.

When asked if there are medicines that they thought 
should be added to the list, most participants did not 
make any suggestions. Five participants reported switch-
ing medicines from ones that were not on the list to ones 
that were, and most said they had no concerns. Some felt 
the medicines on the list were “stronger” or more effec-
tive. One participant using a medicine not on the list said 
they tried to switch to a medicine on the list but did not 
find an on-list medicine that worked well for them. 

Qualitative component:  
focus groups with prescribers
Prescribers found the list of essential medicines accept-
able and felt it should be publicly funded. However, they 
cautioned against industry influence in the process. 
Nineteen prescribers (15 from the urban site and 4 from 
the rural sites) participated in a total of 3 focus groups, 
where we reached data saturation. Most prescriber 
participants (14 [74%]) were female. Three of the pre-
scriber participants were nurse practitioners. We iden-
tified themes related to the process of developing the 

list, support for the list, and support for publicly funding 
a list of essential medicines. Representative quotes are 
presented in Table 5. 

Process of developing the list. Prescribers felt that a 
combination of health care professionals (who are free 
of industry bias) should be involved in developing a pub-
licly funded list of medicines and that the public should 
be able to provide input, as this would increase support 
for the list. They said the list should be targeted to family 
medicine and should be evidence based.  

Support for the list. Most prescribers said they were 
happy when they learned that some of their patients 
would be receiving access to a short list of medicines, 
as even a short list is “better than nothing.” Most did not 
have concerns about the list and some liked that it cov-
ered products that were not usually covered by formular-
ies. Some prescribers felt antidepressants and medicines 
for diabetes were underrepresented and would prefer to 
have the list expanded to allow more choice. 

Support for publicly funding a list of essential medi-
cines in Canada. All prescribers thought a list of essen-
tial medicines should be publicly funded for everyone 
in Canada and that it should happen immediately. They 
expressed that not having medicines publicly funded lim-
its their ability to help their patients, as some patients do 
not fill their prescriptions owing to cost. Most prescrib-
ers believed that since most Canadians support universal 
health care, they would also support publicly funding a 
list of medicines. Prescribers thought the greatest opposi-
tion to publicly funding a list of medicines would be from 
businesses (such as insurance and pharmaceutical com-
panies) and that governments should not decide which 
medicines are on the list, as they might be influenced by 
industry. Some prescribers also mentioned there might be 
some opposition from health care practitioners (such as 
physicians from other specialties and at sites with drug 

Table 4 continued from page e210

THEME KEY CONCEPTS REPRESENTATIVE QUOTES

Many patients preferred 
a longer list if used for 
publicly funding 
medicines for the 
general population

• “It would be nice if they could expand the list, but I mean, I think I’d speak for a lot of 
people that just having access to some medicines is good” (Participant G)

• “I would say that it’s good that some of my medicines are covered. That’s good. It 
would be better if all of them were covered … but, you know, there certainly is a 
benefit for having some of them covered” (Participant A)

• “Yes, actually, [for] 2 of the medications that … the doctor prescribed for me … with 
[the pharmacist’s help] … they were able to make some changes and find another 
medication that was very close to, and in 1 case it was actually better [than] what was 
actually prescribed, so there was a case [with] 2 of the medications [for which] they 
were able to find substitutes” (Participant G)

One patient attempted 
switching from a medicine 
not on the list to 1 that 
was but no on-list 
medicine worked for them

• “There were a couple of different ones [medicines] I tried because my doctor had 
prescribed me something that wasn’t on the list, but it didn’t work very well for me 
anyways, so I’m not taking that anymore” (Participant C)
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Table 5. Themes, key points, and representative quotes identified from prescriber focus groups
THEME KEY CONCEPTS REPRESENTATIVE QUOTES

Process of 
developing  
the list

Prescribers thought a 
combination of health care 
professionals (free of industry 
bias) should decide which 
medicines are on the list and 
that the list should be based on 
evidence and focus on family 
medicine 

• “I think there should be a combination of clinicians, physicians, [and] 
pharmacists and I think they should look at evidence as opposed to 
prescribing patterns” (Prescriber A)

• “You’d also want to find clinicians that are relatively free of provincial and 
industry bias because I’d imagine … quite a lot of … especially the subspecialists 
... are deeply entrenched in that environment, especially with their clinical trials. 
You would have to choose the clinician pretty carefully” (Prescriber B)

• “And I also think it should be family medicine based because that’s where 
most of the prescribing is done” (Prescriber C)

Prescribers felt the public should 
also be involved as it will help 
improve buy-in 

• “I think they [the public] should have a choice [of being involved in the 
process of developing a list] to get a better buy-in. So, if they feel like they 
have been able to make a choice to get better buy-in … I’m not saying that 
they should choose the drug, but it’s like the patient advisory committee 
right now … it’s patient focused. Yes … the public should be involved” 
(Prescriber D)

Support for 
the list

Prescribers were happy that 
patients were getting access to 
only a short list of medicines

• “I thought it was better than nothing” (Prescriber E)
• “I think it’s more the … having any access rather than nothing. So, my inner 

thinking was more hoping that my patient wouldn’t be randomized to the 
control group. Especially after there’s that sense that, ‘I think this person 
would really benefit from it,’ and I’ve had a few patients like that and I kind 
of understand they were randomized to the control list and so I think that 
provided for me a very interesting, rather striking, sort of reflection 
that, regardless of what the list is, that it’s something as opposed to 
nothing” (Prescriber F)

• “First of all, free is awesome, right? Especially in our area, a lot of people are 
not covered. Second of all, the list being short, I actually preferred. I think 
there is a lot of redundancy in our pharmacopedia and lots of ‘me-too’ 
competitor drugs that kind of cloud the whole situation. I think the basic 
stuff is fine for most people, so I liked it” (Prescriber G)

Most prescribers did not have 
concerns about the list 

• “And I think, looking at the list, it was … sort of medications that [we] 
typically prescribe anyhow, we tend just to prescribe the generic and usually 
the evidence-based stuff like ramipril or something like that. So, that was 
nice, I liked the list. We didn’t have a lot of changing, we didn’t have to 
switch a lot of our patients over too much because it was the ones we 
usually prescribe” (Prescriber H)

• “No. … From a generalist perspective and a small rural practice, I’d say the 
list is quite comprehensive, actually, easily covering the vast majority of 
what we deal with on a regular basis” (Prescriber G)

• “And particularly helpful that it covered things that are often aren’t covered 
by parental [sic] formularies or other drug plans, like nicotine replacement 
products, … acetylsalicylic acids” (Prescriber F)

• “I think it was a comprehensive list, I wasn’t really worried” (Prescriber A)

Some prescribers believed the 
list should be expanded to 
include more antidepressants 
and medicines for diabetes 

• “I think … the class that was underrepresented was probably antidepressants 
and of our patients, we probably have a significant number of patients that 
are on pharmacotherapy for their mood. So, I think in general, we all felt 
very positive about this study and we often had our fingers crossed when 
they went through the randomization process, but it was a bit frustrating 
when ... one of the main medications was the mood-altering medications or 
pharmacotherapy for the mood and it wasn’t covered” (Prescriber I) 

Publicly 
funding a list 
of essential 
medicines

Prescribers thought a list of 
medicines should be publicly 
funded

• “Another thing, too, is not only will they not take their medication, they 
[also] won’t come back to you because they are ashamed of the fact that 
they haven’t complied with your treatment plan. … They’re also not being 
seen at all, and you don’t know what’s happening to the natural disease 
process. So, I think that is one of the strongest things I would feel about  
it, is that you go so far in health care and you stop at the therapeutics—it 
doesn’t make sense” (Prescriber C)

• “I mean, we see it day in and day out. Our practice is largely not covered and we 
in fact ... relied on drug samples for a lot of folks, which dried up. You understand 
why; however, it left us [without a way to help patients]” (Prescriber G)

Table 5 continued on page e213
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Table 5 continued from page e212

THEME KEY CONCEPTS REPRESENTATIVE QUOTES

Prescribers thought Canadians 
would support publicly funding a 
list of medicines 

• “Because most Canadians believe in universal health care … I do think the 
general public will support this” (Prescriber A)

Greatest opposition would be 
from insurance companies 

• “Insurance companies are going to be very put out because they make a 
fortune” (Prescriber C)

Some specialists might oppose 
publicly funding only a short list 
of medicines

• “They [specialists] might want more. … They have more of an individual 
choice that they would prefer not necessarily these ones” (Prescriber J)

• “I also think that you get providers at sites where there’s more drug detailing 
who have been fed some information about some wonder drugs that are so 
much more effective than anything else that are on here, and they would 
push back about being forced to do something” (Prescriber F)

It will be important to involve 
prescribers and educate them on 
the principles of having only a 
short list of medicines

• “I think you’ll need a lot of education of health practitioners because we’re 
all a very autonomous group. We don’t like people telling us what we can 
prescribe and what we can’t. … What was good about this program is that we 
had some education at the beginning about what the principles were and it 
sort of changed your culture of feeling … ‘What do you mean I can’t 
prescribe this one?’ When we actually [started] to work with the list of drugs 
… we realized it was actually pretty acceptable in terms of … coming up with 
therapeutic choices” (Prescriber C)

• “I think the knowledge that it is a WHO-approved list of medications 
certainly made me feel better about it in that it was sort of international 
and clearly it had been thought out and collaborated on by a large group of 
individuals. So … I wasn’t worried” (Prescriber F)

• “Yeah, I agree [that I wasn’t worried about the list]. We had an opportunity 
to review the list of medicines as well and I think … in the process of the 
creation of the CLEAN Meds study, I think our views were solicited ... [in 
terms] of what should be on the list and what shouldn’t be on the list. So, I 
think in our inner group or inner circle [we] had an earlier access to the list 
of medications than maybe all of the providers” (Prescriber I)

CLEAN Meds—Carefully seLected and Easily Accessible at No charge Medications, WHO—World Health Organization.

detailing) if a short list of medicines were publicly funded, 
as it may limit prescribing autonomy. They thought this 
could be addressed by educating those individuals on the 
principles of having only a short list of medicines.

—— Discussion ——
Most (89%) prescribed medicines were covered or had an 
equivalent covered by the list and participants and pre-
scribers felt the list of medicines was acceptable. This 
quantitative finding is aligned with the qualitative findings 
in that it matched recurring themes from the interviews 
and focus groups that the short list is better than nothing 
and that having access to at least some of the most com-
mon medicines is important. We found 8 of the 20 most 
frequently prescribed off-list medicines (87 participants) 
were either for depression or diabetes, and the qualita-
tive findings indicated that participants and prescribers 
thought more of these medicines should be added to the 
list. Both prescribers and participants felt the list pro-
vides access to common medicines and that most people 
would support a publicly funded list of medicines. 

Our finding that the list covers those medicines most 
frequently prescribed in primary care settings in Ontario 
is consistent with a study that found a preliminary  

version of the list (containing 125 medicines) covered 
90.8% of all medicines prescribed at an inner-city site 
and 92.6% of those at a suburban site; another study 
found that the list covered 77% of all prescriptions 
filled nationally.2,6 A study that looked at China’s essen-
tial medicines list (307 medicines and 102 traditional 
Chinese medicines) also found that although some doc-
tors complained of reduced prescribing autonomy, they 
supported the principle of an essential medicines list.10 
A study done in England that implemented a short prac-
tice formulary consisting of 50 medicines found that 
patients were satisfied with the formulary and that doc-
tors’ satisfaction and compliance with the formulary 
increased over time.11 Prescribers’ high adherence over 
a 15-year period to Stockholm’s Wise List,7 which con-
tains about 200 core and 100 complementary medicines, 
suggests they are satisfied with the list, which further 
supports our findings.19 

After this study had been completed, the Advisory 
Council on the Implementation of National Pharmacare 
issued a report in which it recommended using a short 
list of essential medicines (specifically, the CLEAN Meds 
list) as an approach to the implementation of national 
pharmacare.20 Our findings indicate this approach may 
be accepted by patients and prescribers in primary 
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care settings, and they provide some insight into what 
patients and prescribers think the process should look 
like. The report recommends starting with the short list 
of essential medicines and eventually expanding the 
list to include more medicines. This is consistent with 
participants in this study suggesting the list could be 
expanded to suit the needs of the general population. 

Limitations 
The views expressed by participants in this study may 
not reflect those of the general population because all 
participants had trouble affording medicines; however, 
they represented situations similar to more than 1 mil-
lion Canadians.4,21 People who experience cost-related 
nonadherence are those most likely to be affected by 
policy change. Trial participants also do not represent 
every possible medical condition and people taking spe-
cific medicines (eg, anti-rejection treatment) might have 
definite views about whether they should be included in 
the list. Since a component of this study is qualitative, our 
position and bias may have influenced the participants, 
prescribers, and results. When recruiting participants for 
the interviews, we called during regular working hours 
and this might have excluded some participants, includ-
ing those without functional phones, but we also sent let-
ters to those who did not initially answer the phone. This 
was a study in primary care that did not include those 
whose views may differ from primary care providers. 

Conclusion
The general consensus among participants and prescrib-
ers in this study was that a list of 136 medicines covered 
most common prescriptions and that a short list of essen-
tial medicines was acceptable. Medicines for depression 
and diabetes were among the most frequently prescribed 
off-list medicines and those most frequently identified 
by participants and clinicians as candidates for addition 
to the list. Future work should verify the acceptability of 
such a list in a broader population, either before or after 
implementation of a policy that provides people with 
access to essential medicines.     

Muhamad Z. Ally was a research student, Hannah Woods is a research coordinator, 
Itunuoluwa Adekoya is a research coordinator, and Dr Anjli Bali was a research 
coordinator, all in the MAP Centre for Urban Health Solutions at St Michael's Hospital 
as part of Unity Health Toronto in Ontario. Dr Navindra Persaud is Canada Research 
Chair in Health Justice, a physician in the Department of Family and Community 
Medicine at St Michael’s Hospital, and Associate Professor in the Department of  
Family and Community Medicine at the University of Toronto.

Contributors
All authors contributed to the concept and design of the study; to data gathering, 
analysis, and interpretation; and to preparing the manuscript for submission. 

Acknowledgment
This research received funding from the Canadian Institutes of Health Research and 
the Ontario SPOR SUPPORT Unit.

Competing interests
None declared

Correspondence
Dr Navindra Persaud; e-mail nav.persaud@utoronto.ca 

References
1. Morgan SG, Daw JR. Canadian pharmacare: looking back, looking forward. Healthc 

Policy 2012;8(1):14-23. 
2.  Morgan SG, Law M, Daw JR, Abraham L, Martin D. Estimated cost of universal public 

coverage of prescription drugs in Canada. CMAJ 2015;187(7):491-7. Epub 2015 Mar 16.
3.  Law MR, Cheng L, Dhalla IA, Heard D, Morgan SG. The effect of cost on adherence to 

prescription medications in Canada. CMAJ 2012;184(3):297-302. Epub 2012 Jan 16. 
4.  Law MR, Cheng L, Kolhatkar A, Goldsmith LJ, Morgan SG, Holbrook AM, et al. The 

consequences of patient charges for prescription drugs in Canada: a cross-
sectional survey. CMAJ Open 2018;6(1):E63-70. 

5.  Persaud N, Bedard M, Boozary AS, Glazier RH, Gomes T, Hwang SW, et al. Effect on 
treatment adherence of distributing essential medicines at no charge: the CLEAN 
Meds Randomized Clinical Trial. JAMA Intern Med 2019;180(1):27-34. 

6.  Taglione MS, Ahmad H, Slater M, Aliarzadeh B, Glazier RH, Laupacis A, et al. Development 
of a preliminary essential medicines list for Canada. CMAJ Open 2017;5(1):E137-43. 

7.  Karlsson EA, Gustafsson LL, Ateva K; Drug and Therapeutics Committee. The Wise 
List 2015. The Wise List with recommended essential medicines for common diseases 
in patients in Stockholm County Council (Healthcare Region), Sweden. Stockholm, 
Sweden: Janusinfo Region Stockholm; 2015. Available from: https://janusinfo.se/
download/18.2baa5e3e161e6f2218925d/1535626568380/The-Wise-List-2015.pdf. 
Accessed 2019 May 3. 

8.  Persaud N, Ahmad H. Canadian list of essential medications. Potential and 
uncertainties. Can Fam Physician 2017;63:266-8 (Eng), e204-6 (Fr). 

9.  Song Y, Bian Y, Li L. Current perspectives on China’s national essential medicine 
system: primary care provider and patient views. BMC Health Serv Res 2016;16(30):1-6.

10.  Zhou XD, Li L, Hesketh T. Health system reform in rural China: voices of 
healthworkers and service-users. Soc Sci Med 2014;117:134-41. Epub 2014 Jul 17. 

11.  Field J. How do doctors and patients react to the introduction of a practice 
formulary? Fam Pract 1989;6(2):135-40. 

12.  Wisdom J, Creswell JW. Mixed methods: integrating quantitative and qualitative 
data collection and analysis while studying patient-centered medical home models. 
Rockville, MD: Agency for Healthcare Research and Quality; 2013. Available from: 
https://www.ahrq.gov/sites/default/files/wysiwyg/ncepcr/tools/PCMH/mixed-
methods.pdf. Accessed 2022 Jun 20.

13.  O’Cathain A, Murphy E, Nicholl J. Three techniques for integrating data in mixed 
methods studies. BMJ 2010;341:c4587. 

14.  Codeine. In: Lexi-drugs online. Hudson, OH: Lexicomp Inc; 2019.
15.  Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Purposeful 

sampling for qualitative data collection and analysis in mixed method 
implementation research. Adm Policy Ment Health 2015;42(5):533-44. 

16.  Guest G, Bunce A, Johnson L. How many interviews are enough? An experiment with 
data saturation and variability. Field Methods 2006;18(1):59-82. 

17.  Elo S, Kyngäs H. The qualitative content analysis process. J Adv Nurs 2008;62(1):107-15. 
18.  Vaismoradi M, Turunen H, Bondas T. Content analysis and thematic analysis: 

implications for conducting a qualitative descriptive study. Nurs Health Sci 
2013;15(3):398-405. Epub 2013 Mar 11. 

19.  Eriksen J, Gustafsson LL, Ateva K, Bastholm-Rahmner P, Ovesjö ML, Jirlow M, et al. 
High adherence to the ‘Wise List’ treatment recommendations in Stockholm: a 
15-year retrospective review of a multifaceted approach promoting rational use of 
medicines. BMJ Open 2017;7(4):e014345. 

20.  Health Canada. A prescription for Canada: achieving pharmacare for all. Final report 
of the Advisory Council on the Implementation of National Pharmacare. Ottawa, ON: 
Government of Canada; 2019. Available from: http://publications.gc.ca/collections/
collection_2019/sc-hc/H22-4-18-2019-eng.pdf. Accessed 2019 Sep 9.

21.  Persaud N, Lee T, Ahmad H, Li W, Taglione MS, Rajakulasingam Y, et al. Protocol for a 
randomised controlled trial evaluating the effects of providing essential medicines 
at no charge: the Carefully seLected and Easily Accessible at No charge Medicines 
(CLEAN Meds) trial. BMJ Open 2017;7(5):e015686. 

This article has been peer reviewed. 
Cet article a fait l’objet d’une révision par des pairs. 
Can Fam Physician 2022;68:e204-14. DOI: 10.46747/cfp.6807e204




