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List of essential medicines 
for Canada

The articles by Morgan and colleagues in 
CMAJ,1 and Taglione and colleagues in 
CMAJ Open2 are useful prompts for resolv-
ing the continuing conjoint debates about 
a national list of essential medicines and 
a national pharmacare program in Can-
ada. Unfortunately, their contributions 
are limited by the self-imposed restric-
tions to the prescribing practices of family 
physicians. Almost completely excluded 
from consideration are the drugs required 
to treat cancer in children, adolescents 
and young adults.

Cancer is the most common cause of 
disease-related death in this age group 
(0 to 29 years) in Canada beyond the first 
year of life,3 yet five-year survival rates 
exceed 80%,4 and the potential years of 
life saved are second only to those among 
women with breast cancer. Most drugs 
that have contributed to this success have 
been available for decades and are inex-
pensive. From the list of these drugs (n  = 
30) proposed by an expert group5 and 
subject to study by the World Health 
Organization (WHO),6 only four are 
included in the list proposed by Morgan 
and colleagues1  — methylprednisolone, 
prednisone, tretinoin and methotrexate. 
The steroids and methotrexate are almost 
certainly not prescribed by family physi-
cians for lymphoblastic leukemias and 
lymphomas, whereas their prescriptions 
for tretinoin mostly will be as topical 
medications for nonmalignant skin dis-
eases rather than for acute promyelocytic 
leukemia, the only cancer indication.

Moreover, the work involved in 2014 to 
propose the addition of nine drugs to the 
WHO Essential Medicines List for the 
treatment of cancer in children was 
rewarded when the WHO Expert Commit-

tee approved all nine drugs at its biennial 
meeting in 2015.7 Only one of these medi-
cations (tretinoin) is included in the pro-
posed essential medicines list for Canada.

Although the development of a 
national essential medicines list is a laud-
able objective, it must be recognized that 
this will be a dynamic entity that is sub-
ject to additions and deletions. Much 
work remains to be done.
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