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ABSTRACT

Background: Expenditures on drugs dispensed and administered to
patients in Canadian hospitals have been estimated at $2.4 billion per
year. Pharmacy and therapeutics (P&T) committees play a key role in the
evaluation and management of drug therapies in this setting. Hospitals
differ with respect to the composition of these committees, their members’
expertise, and the processes used for making formulary decisions.

Objectives: To examine the current processes for formulary drug review
from the perspective of P&T committees and their individual members,
and to examine the needs and preferences of these stakeholders related to
evidence review and potential collaborative drug review processes within
a large Local Health Integration Network (LHIN) in Ontario.

Methods: Twenty-three sites within 10 hospital corporations in LHIN 4
(Hamilton Niagara Haldimand Brant) were recruited. A 2-part question-
naire was developed and pretested for clarity and comprehensiveness. The
institution profile section of the questionnaire was to be completed by
pharmacy directors and the P&T section by committee members.

Results: Ten pharmacy directors and 28 committee members representing
10 P&T committees responded. A mean of 6.4 new drug requests were
reviewed annually by each P&T committee. Across the LHIN, the work-
load associated with reviewing submissions for new drugs to be added to
the formulary represented 0.84 full-time equivalent. The quality of clinical
evidence in the drug submissions was rated more favourably than the
quality of economic evidence; furthermore, the use of economic evidence
was limited by a lack of health economics expertise within the committees.
A centralized review process for the LHIN was perceived as beneficial
to improve efficiency, the quality of review, and standardization, and also
to reduce costs.

Conclusions: Across the Hamilton Niagara Haldimand Brant LHIN,
considerable time and resources are spent on the review of potential new
drugs for addition to the hospitals’ formularies. A standardized formulary
review process, with greater use of provincial and national drug reviews,

would likely benefit all LHING.

Keywords: pharmacy and therapeutics committee, hospital formulary,
decision-making, pharmacoeconomics, survey, Canada
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RESUME

Contexte : Les dépenses pour les médicaments distribués et administrés
aux patients dans les hopitaux canadiens ont été évaluées a 2,4 milliards
de dollars par année. Les comités de pharmacologie et de thérapeutique
jouent un réle central dans I'analyse et la prise en charge des pharma-
cothérapies dans ce milieu. La composition de ces comités et 'expertise
de leurs membres varient d’'un hopital a 'autre, tout comme les processus
qui y sont employés pour prendre des décisions a propos de la liste des
médicaments.

Objectifs : Etudier les processus actuels d’ajout de médicaments a la liste
locale du point de vue des comités de pharmacologie et de thérapeutique
et de leurs membres. Examiner les besoins et préférences de ces parties
prenantes quant 4 'analyse des données probantes et aux potentiels proces-
sus collaboratifs d’évaluation des médicaments au sein d’'un important
réseau local d’intégration des services de santé (RLISS) ontarien.

Méthodes : Vingt-trois établissements dans 10 organisations hospitalieres
du RLISS 4 (Hamilton Niagara Haldimand Brant) ont été retenus. On
a élaboré un questionnaire de deux parties qui a été testé au préalable
pour en vérifier la clarté et I'exhaustivité. La section sur le profil de
P'établissement devait étre remplie par les directeurs de pharmacie et celle
sur la pharmacologie et la thérapeutique devait I'étre par les membres des
comités.

Résultats : Dix directeurs de pharmacie et 28 membres représentant
10 comités de pharmacologie et de thérapeutique ont répondu. En
moyenne, 6,4 nouvelles demandes d’ajout de médicament étaient
analysées annuellement par chaque comité. Dans 'ensemble du RLISS,
la charge de travail nécessaire a 'analyse des demandes d’ajout de
nouveaux médicaments a la liste locale représentait 0,84 d’un poste
équivalent temps plein. La qualité des données cliniques probantes dans
les demandes d’ajout était considérée plus favorablement que celle des
données économiques. De plus, comme les membres des comités ne
possédaient pas I'expertise nécessaire en économie de la santé, l'utilisation
des données probantes 4 ce sujet était limitée. Un processus centralisé
d’analyse pour le RLISS était per¢u comme avantageux pour améliorer
Pefficience, la qualité de I'analyse et la normalisation ainsi que pour
réduire les cofits.

Conclusions : Dans l'ensemble du RLISS de Hamilton Niagara
Haldimand Brant, beaucoup de ressources et de temps sont accordés a
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évaluer I'ajout de médicaments 2 la liste locale. Tous les RLISS tireraient
stirement profit d’'un processus normalisé d’ajout a la liste locale des
médicaments ainsi que d’une meilleure utilisation des évaluations réalisées
par les organismes provinciaux et national.

Mots clés : comité de pharmacologie et de thérapeutique, liste locale des
médicaments, prise de décision, pharmacoéconomie, sondage, Canada

INTRODUCTION

S pending on prescription drugs in the outpatient setting in
Canada accounted for an estimated 13% of health expendi-
tures in 2014, or $28 billion, with $12.1 billion of this financed
by the public sector.! In addition to drugs funded through provin-
cial drug programs, the public sector also finances drugs dispensed
and administered to patients in hospitals. In 2009, hospital drug
expenditures were estimated at $2.4 billion.?

As funding models increasingly focus on cost-effective care,
hospital decision-makers face difficult choices on how to best
allocate resources while working within fixed hospital budgets.?
Optimal utilization of costly hospital medications can be
improved by employing a rational, evidence-based process, such
as health technology assessment. This methodology provides a
systematic, transparent, multidisciplinary approach to evaluating
the benefits, harms, budget impact, and opportunity costs of
drugs and other health technologies. In Canada, well-established
processes for health technology assessment are used at the
national and provincial levels to evaluate new drug technologies
and provide recommendations to federal, provincial, and
territorial public drug plans.* However, although hospitals
represent the most expensive sector of health care, they are
typically not part of this high-quality review process.’

In many regions across Canada, individual hospitals make
decisions on the approval and use of drugs available to patients
within the hospital.® Pharmacy and therapeutics (P&T)
committees play an important role in the evaluation of drug
therapies for addition to or removal from the hospital formulary
and in establishing medication-use policies and procedures.”
P&T committees are mandated by hospital accreditation
standards, but differ in terms of responsibilities, membership,
operation, and processes for formulary decision-making.®!! A
survey of Canadian hospitals in 2006 identified efficacy and
safety of drugs as the primary review targets, with fewer than half
of the committees reporting use of economic criteria.!’ In
Ontario, improving formulary management across hospitals
using provincial review processes and price negotiation mech-
anisms was part of the Transparent Drug System for Patients
Act,"? but this legislation has yet to be enacted, despite broad
support from the pharmacy directors of teaching hospitals.

Since these planned initiatives began, the governance
of health care in Ontario has changed markedly with the estab-
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lishment of 14 Local Health Integration Networks (LHINSs)
across the province in 2008."** The LHINS are responsible for
the planning, integration, and funding of local health services,
including hospitals, community care, long-term care, and mental
health services. The Hamilton Niagara Haldimand Brant
(HNHB) LHIN (www.hnhblhin.on.ca), the third largest LHIN
in Ontario, serves a population of 1.4 million people and, at
the time of this study, included 10 hospital corporations, with
some of the corporations having multiple hospital sites. Each
corporation has its own P& T committee, and these committees
are independent of the LHIN administration. Little has been
published about the evolution of hospital formulary decision-
making, current processes of P& T committees and their modern
structure, or current opinions about coordinating or centralizing
formulary drug review at a regional level. The objective of this
study was to examine the current processes for formulary drug
review from the perspective of P&T committees and their
individual members, and to examine the needs and preferences
of these stakeholders related to evidence review and potential
collaborative drug review processes within the HNHB LHIN.

METHODS

A cross-sectional survey of P&T committee members across
hospitals within the HNHB LHIN was conducted in September
2011 using a 2-part questionnaire. Development of this
questionnaire took into account domains identified from the
literature.®>!! The questionnaire was reviewed for clarity,
comprehensiveness, and content validity by 8 study investigators,
including pharmacy directors and clinicians. Part 1 of the
questionnaire was an institution profile survey inquiring about
(1) the institution’s characteristics (number of sites, beds, and
pharmacy staff), (2) its drug formulary (how clinicians access the
formulary, major formulary reviews), (3) its P&T committee
(membership, frequency and duration of meetings, other
activities performed), (4) the submission process for formulary
review (prioritization of requests, use of standardized request
forms), (5) the information and evidence submitted for review
(clinical, economic, or other types of information), (6) formulary
decision-making (method of decision-making, approval of
requests), (7) approval and utilization of nonformulary drugs,
and (8) recent requests for new drugs to be added to the
formulary (drugs evaluated, sharing of reviews across institutions).
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Part 1 of the questionnaire was mailed to the director of pharmacy
at each of the 10 hospital corporations.

Part 2 of the questionnaire was designed to gather feedback
from individual P& T committee members on their background
and experience with drug reviews, their opinions and preferences
regarding several components of their respective institutions’
current processes for handling requests for new drugs to be added
to the formulary (e.g., submission process for requests, quality
of evidence submitted for review, expertise available to support
decision-making, opinions on centralization of the review
process). The director of pharmacy at each hospital was asked to
distribute this part of the questionnaire to 4 or 5 individual P&T
committee members representing different professions at the
hospital. This purposive sampling procedure was chosen to
ensure equal representation from all of the hospitals and to obtain
responses from each profession within the institutions, as well as
to allow survey respondents to remain anonymous to the study
investigators. Surveys were returned to the Programs for Assess-
ment of Technology in Health (PATH) Research Institute, the
coordinating centre, using iDataFax (DF/Net Research Inc,
Seattle, Washington).

Survey results were summarized quantitatively using
frequency tables, percentages, and descriptive statistics (mean,
median, standard deviation [SD], range). Content analysis was
used to identify common themes reported in responses to
open-ended questions. Data from incomplete questionnaires
were incorporated into the analysis.

Ethics approval for the study was obtained from the Hamil-
ton Integrated Research Ethics Board (approval no. 113553). Re-
spondents’ consent was demonstrated by the return of completed
questionnaires.

RESULTS
Institution Profile Survey

All 10 institution profile surveys were returned. Character-
istics of the 10 hospital corporations within the HNHB LHIN
are presented in Table 1. Four of the hospital corporations had
more than one hospital site, for a total of 23 sites. The majority
of sites offered both outpatient and inpatient services, with a total
of 3566 beds. Of the 19 sites that provided inpatient services,
11 had more than 200 beds. Across the LHIN, pharmacy services
were provided by 137 pharmacists, 201 pharmacy technicians,
and 10 pharmacy administrative support staff.

P&T Committees

All 10 hospital corporations had a committee that was
responsible for the evaluation of formulary drug reviews. The
number of committee members ranged from 5 to 17, and 70%
of committees had more than 10 members, for a total of 113
individuals across the LHIN (Table 1). Committee representa-
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Table 1. Characteristics of Institutions and Pharmacy
and Therapeutics Committees within the Hamilton
Niagara Haldimand Brant Local Health Integration
Network (LHIN)

Characteristic Number
Institutions
Total institutions or hospital corporations 10
Total sites 23
Type of hospital
Community sites 15
Academic sites 8
Type of services by site
Inpatient services only 2
Outpatient services only 4
Both inpatient and outpatient services 17
Total beds 3566
Pharmacy and therapeutics committees*
Total committee members across LHIN
Members per committee
Mean 1.3
Median (range) 12
Meetings per year
Mean 7.7
Median (range) 9
New drug requests reviewed annually
Mean 6.4
Median (range) 5 (2-15)
*Based on a total of 10 pharmacy and therapeutics committees
(one for each corporation).

113

(5-17)

4-11)

tion was mainly from medicine (mean 35%, range 8% to 50%),
nursing (mean 29%, range 6% to 60%), and pharmacy (mean
25%, range 8% to 50%), with others from administration,
infection control, laboratory medicine, nutrition, etc.

The frequency of meetings was 10 or more times per year
for 4 of the corporations, 9 times per year for 2 corporations,
6 times per year for 1 corporation, and 4 times per year for 3
corporations. Six of the committees usually reviewed between 1
and 5 new drug requests annually, whereas 3 of the committees
reviewed 10 or more requests per year (for an overall mean of 6.4
requests). Across the LHIN, an estimated 58 reviews were
completed in a typical year, not accounting for duplication (i.e.,
review of the same drug) among committees. In a typical month,
P&T committee members across the LHIN spent a total of 137 h
providing support for new formulary submissions and reviews,
which could include both meetings and review of materials.
When extrapolated to 1 year, this is equivalent to 1644 h or 0.84
full-time equivalent (FTE, where 1 FTE = 37.5 h/week or 1950 h)
spent by all P&T committee members combined. Pharmacists
provided 70% of the total hours of support for drug review
activities, although 7 (70%) of the committees reported that
there was no dedicated personnel within the hospital to assist
with the collection and synthesis of the information submitted.
Five hospital corporations indicated that clinical pharmacists
were expected to create or support formulary submissions in their
clinical area of practice, with 3 hospital corporations using drug
information or drug-use evaluation pharmacists to support
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formulary submissions. Pharmacists compiled some of the
clinical evidence requested for a drug submission, in addition to
physicians or the requester, whereas the economic information,
such as hospital budget impact analysis, was compiled primarily
by pharmacists.

In addition to reviewing applications for addition of a drug
to the formulary, most P&T committees performed other
activities within the hospital, including development of policies
related to therapeutic interchanges, drug-use policy, intravenous
drug administration guidelines, and standardized order sets;
medication-use evaluation; and adverse drug event monitoring
and critical incident review. In addition to formulary drug review,
half of the P&T committees reported use of at least one subcom-
mittee addressing specific therapeutic areas or medication-use
processes, the most common being medication safety monitoring
(n = 3), along with antimicrobial stewardship (7 = 2), nursing/
pharmacy (7 = 2), and accreditation-related medication manage-
ment (7 = 1). Of these subcommittees, 2 completed medication-
use evaluations, but none made direct formulary decisions.
A major review of the drug formulary had been conducted within
the past 10 years in 6 of the 10 hospital corporations.

Formulary Review Submission Process

The P&T committees prioritized requests for additions to
the formulary according to order of receipt, urgency, and needs
of the patient population. A standardized form for requests for

Table 2. Clinical, Economic, and Other Evidence
Requested by Pharmacy and Therapeutics Committees
as Part of New Formulary Drug Submissions

Type of Evidence No. (%) of
Committees (n = 10)

Clinical

Description of target disease 7 (70)

Pharmacology and pharmacokinetics 5 (50)

Product and administration details 5 (50)

Efficacy 8(80)
Summary (e.g., from product monograph) 6 (60)
Detailed (e.g., review of individual studies) 6 (60)

Safety 7 (70)
Summary (e.g., from product monograph) 7 (70)
Detailed (e.g., review of individual studies) 4 (40)

Formal critical appraisal of clinical evidence 3(30)

Economic

Economic evaluation 6 (60)
(e.g., cost-effectiveness)

Analysis of impact on hospital budget 7 (70)

Budget impact calculations 5 (50)

Formal critical appraisal of 1(10)
economic evidence

Other

Institutional impact assessment 4 (40)

Drug plan coverage status 5 (50)
(e.g., Ontario Drug Benefit)

Ethical/social implications 1(10)

Education/communication plan 5 (50)
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new drugs to be added to the formulary was used by 6 of the 10
committees. However, the type of information or evidence
requested as part of the submission process differed (Table 2).
Only 4 committees regularly conducted primary literature
searches to identify evidence on clinical efficacy and safety (Table
3). In assessing the economic impact of new formulary drugs,
budget impact analyses were more frequent than full economic
evaluations (i.e., cost-effectiveness analyses).

Formulary Review Decision-Making

Decision-making for new formulary drug requests was
accomplished by majority vote in 7 committees and by informal
consensus in 3 committees. In 4 committees, new formulary
drugs were given probationary approval, conditional on re-review
after 3, 6, or 12 months. When a patient needed a nonformulary
drug, 5 committees required completion of a nonformulary
request form, and 7 committees monitored or evaluated nonfor-
mulary drug use across the institution, typically on a quarterly
or annual basis. A formal or informal process to share formulary
reviews with another P&T committee was in place for 50% of
the committees. Nonetheless, duplication of drug reviews across
committees was demonstrated over the years 2010 and 2011 for
selected new oral anticoagulants. During this period, 4 commit-
tees reviewed dabigatran for atrial fibrillation, and 5 committees
reviewed rivaroxaban for venous thromboembolism prophylaxis
in orthopedic surgery.

P&T Committee Member Survey
Respondents

A total of 28 P&T committee members returned completed
questionnaires across the 10 committees, out of a potential
maximum distribution of 50 individuals (based on the purposive
sampling method described above). Respondents represented
pharmacy (15 [54%]), medicine (5 [18%]), nursing (4 [14%)]),
and other professions (4 [14%]). The median number of years
of practice in their respective professions was 19 (mean 19.6
years, range 2—40 years), and respondents had a median of 5 years
of experience as part of their committee (mean 6.8 years, range
1-25 years). Most respondents (22 [79%]) had received some
formal or structured training in pharmacology or therapeutics,
and 14 (50%) had received training in clinical epidemiology or
evidence-based medicine. Fewer committee members had
training in systematic literature reviews or meta-analysis
(13 [46%]), health economics (6 [21%]), or health technology
assessment (5 [18%]). Training included courses or workshops;
university undergraduate, graduate, or postgraduate training;
medical residency; pharmacy residency; and medical school.

Formulary Review Submission Process

Almost 60% (16/28 [57%]) of the respondents agreed or

strongly agreed that their institution’s current process for new
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Table 3. Frequency of Evidence Synthesis and Evaluation Activities by Pharmacy and Therapeutics Committees

No. (%) of Committees (n = 10)

Statement Never Rarely ~ Sometimes  Often Always
Primary literature searches are typically conducted to identify 0 (0) 1(10) 5 (50) 2 (20) 2 (20)
clinical efficacy and safety information

Systematic review methods and meta-analytic techniques are 2(22) 2(22) 2(22) 3(33) 0 (0)
used by the formulary review group to summarize the evidence*

Economic evaluations are conducted internally 3(30) 3(30) 2 (20) 1(10) 1(10)
Budget impact analyses are conducted internally 3(30) 0 (0) 3(30) 3(30) 1(10)

*One missing response; percentages are based on 9 committees.

Table 4. Committee Members' Assessment of Submission Process for Formulary Review

Statement

Response; No. (%) of Committee Members (n = 28)

Considering the current submission process for a new drug
formulary request, the process captures all of the information
needed for the review.

How comfortable are you in evaluating the quality of the
submission or the evidence provided?

Overall, how satisfied are you with your institution’s drug
formulary submission process?

drug formulary requests captured all of the information needed
for formulary review, yet half of respondents were only moderately
comfortable evaluating the quality of the submission (Table 4).
Respondents were more confident in the adequacy of the clinical
evidence for decision-making relative to the economic evidence
or organizational impact analyses (Figure 1). Nineteen (68%) of
the respondents indicated that their respective committees did
not have sufficient clinical and economic expertise to make a fully
informed decision for all formulary requests. The most
commonly cited areas of missing expertise were health econom-
ics, physician participation, and evidence or critical appraisal.
Other impediments noted were limited resources, staff, and
administrative support; limited or complete lack of information;
incomplete or brief submissions; and time constraints.

Potential for Coordinated Review Process

The use of national or provincial formulary reviews and
recommendations was strongly supported (Table 5). In addition,
respondents noted potential benefits and drawbacks that would
be realized by harmonizing or centralizing formulary review
processes within the LHIN. The most commonly reported
themes regarding possible benefits were efficiency in terms of
sharing workload or costs, more standardization or reduction in
variation, and improvement in quality or expertise in review.
Respondents also identified several drawbacks, such as concerns
about addressing institution-specific population, needs, and
priorities; equity across large and small sites; physician autonomy
or buy-in; the time and cost of implementation; and institution-
specific budget impact.
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Strongly  Disagree Neither Agree Strongly
disagree agree or agree
disagree
3(11) 6 (21) 3(11) 15 (54) 1(4)
Uncomfortable  Slightly Moderately Very Extremely
comfortable comfortable comfortable comfortable
14 4(14) 13 (46) 7 (25) 3(11)
Unsatisfied ~ Slightly ~ Moderately Very Extremely
satisfied satisfied satisfied satisfied
6(21) 1(4) 13 (46) 8 (29) 0(0)
100%
" o 25% OAgree or
g 80% +——f 26% ——  Strongly Agree
% 60% T—| 21% 39% o Neither Agree or
8 Disagree
.“g 40% | 29% —
§ o Sty
s j Disag?eye
X 0% -
Clinical Evidence Economic Organizational
Evidence Impact Analysis
Type of Evidence
Figure 1. Committee members’ level of agreement as to
whether evidence provided in formulary submissions is
sufficiently comprehensive and detailed for decision-
making, by type of evidence (n = 28).

DISCUSSION

To the authors’ knowledge, no previous studies have
explored formulary review processes across a LHIN. A recent
survey showed increased efforts by provincial health authorities
and hospitals across Canada to collaborate and share resources
to support formulary decision-making.'> These initiatives have
included developing formal and informal processes to share drug
reviews between institutions, establishing provincial hospital
formularies, and creating committees to make decisions for both
public drug plans and hospital formularies; however, several
challenges in aligning hospital formularies with regional or

provincial health plans have been identified."
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Table 5. Committee Members’ Level of Agreement with Concepts Relating to Coordinated Drug Review Processes

No. (%) of Committee Members (n = 28)

Statement Strongly Disagree Neither Agree Strongly

Disagree Agree nor Agree
Disagree

A standardized drug formulary submission process across 1(4) 1 (4 1 4 16 (57) 9(32)

institutions in the LHIN would be beneficial.

A common drug formulary across institutions in the LHIN 14) 5(18) 4 (14) 12 (43) 6(21)

would be beneficial.

The institutional formularies should be synchronized with 2(7) 5(18) 5(18) 10 (36) 6(21)

Ontario Drug Benefit drug formulary listings.

The Ontario Public Drug Program should expand 0(0) 0 (0) 7 (25) 13 (46) 8(29)

its formulary process to evaluate and decide on

reimbursement for hospital-only drugs.

National and provincial formulary reviews should be used 1(4) 0 (0 1 @) 14 (50) 12 (43)

to inform institutional formulary decisions.

LHIN = Local Health Integration Network.

The P&T committees in the HNHB LHNIN were similar
in structure to others in Canada and internationally®!'®!” and
were active in traditional activities of assessing the clinical benefits
and harms of new drugs proposed for addition to their formularies;
they have also expanded their oversight to cover several risk
mitigation and medication safety areas. The expertise within each
committee, and therefore the quality of formulary review,
differed. In addition, nearly 1 FTE was spent on formulary
review processes, a conservative estimate that does not account
for all of the committee review time contributed voluntarily. In
recognition of the higher-quality review and efficiencies in shared
expertise, workload, and costs, nearly 90% of individual respon-
dents supported a centralized review process. A centralized
process would be of greater importance to smaller community
hospitals than to larger academic institutions."” Despite the
advantages of centralizing the formulary review process, respon-
dents were wary that institution-specific population needs or
priorities might not be adequately addressed. In a debate about
centralizing formulary management and pharmacy services in
general, Slobodan and others® outlined the advantages of taking
a broader perspective, including consistency in pharmacy
services, funding, and access to medications and drug
information resources. However, Wilson? raised concerns that a
centralized process might impede a hospital’s ability to respond
to the needs of local patients in a timely manner or to be innovative
with the adoption of new drugs or reallocation of resources; he
noted, however, that processes currently in place could alleviate
these concerns.

Similar to the findings of other North American studies,'*
the current survey showed that considerations of value for money
are not well developed, usually consisting of basic analyses of
budgetary impact. A full economic evaluation, to determine the
cost-effectiveness of a new drug relative to current alternatives,
is required to understand whether the drug under consideration
will offer good value for money and what other hospital programs
or services will need to be forgone to fund the drug.*' Similar to
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2226 the use of economic evaluations

the results of previous studies,
in the HNHB LHIN was constrained by a shortage of expertise,
as well as limited time and resources available to collect, analyze,
and review economic data.

The response rate for the institution profile survey was
excellent, with all 10 hospital corporations completing the survey.
Nonetheless, this study had several limitations. Despite purposive
sampling of 4 or 5 P&T committee members representing
different professions from each institution, there was an overrep-
resentation of pharmacists in the committee member survey.
As such, the representativeness of the medicine and nursing
responses may be limited by the small number of responses from
people in these professions. Second, the generalizability of the
survey responses beyond this particular LHIN is uncertain. For
example, 35% of the sites within HNHB LHIN were academic
teaching centres, which may not be representative of other areas
in the province. In terms of generalizability to other parts of
Canada, this survey may provide some insight into the regional-
ization of formulary reviews and potential alignment of formu-
laries across hospitals within a geographic area, given the ongoing
trend toward increased collaboration and coordination of formu-
lary decision-making processes across Canada."® Third, only a
limited amount of information was requested in the question-
naire, as a way to encourage completion. The survey did not
address the organizational challenges of implementing a regional
hospital formulary and the associated administrative processes,
although there was agreement among committee members
that a common drug formulary across institutions would be
beneficial. Future research is needed to further explore the pros,
cons, and feasibility of centralized formulary review and the
potential for a common regional formulary.

CONCLUSION

Formulary review for new drugs is duplicated in hospitals
across the HNHB LHIN, with considerable utilization of time
and resources. There was strong support for centralized formulary
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review, for better use of high-quality provincial and national
evidence reviews and recommendations. A gap exists in terms of
health economic or health technology assessment expertise for
new drug formulary reviews by P&T committees in this LHIN.
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