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KEY POINTS METHODS RESULTS

= Among 313 PBRS-reviewed drugs (6.0%), 89 (28.4%) were assigned MEA requirements;
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Kaplan-Meier cumulative reimbursement incidence, oncologic vs non-oncologic drugs, pre- vs post-MEA policy
(log-rank P<0.0001 for non-oncologic drugs; P=0.98 for oncologic drugs).

FIGURE 1. DID TRENDS & EVENT-STUDY ESTIMATES FIGURE 3. MEA-REQUIRED DRUGS HAD LONGER TIME TO REIMBURSEMENT

BACKGROUND

= Public payers face a growing tension between expanding access to

high-cost innovative therapies and maintaining fiscal sustainability MEA Policy
(Sep 2018)
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under constrained budgets.
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= Taiwan’s National Health Insurance (NHI) provides universal
coverage under a global budget; the PBRS Joint Committee
determines new-drug listing timing after TFDA approval, using HTA
conducted by the Center for Drug Evaluation.
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= Evidence gap: Longitudinal evidence on whether MEAs actually
accelerate reimbursement remains limited.
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Kaplan-Meier cumulative reimbursement incidence, MEA-required vs no-MEA drugs among PBRS-
reviewed products (log-rank P=0.0016).

COX MODEL ESTIMATES

OBIJECTIVE

To examine the association between MEA policy
implementation and (1) reimbursement within 12 and 24

cancer vs non-cancer drugs
no
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months of TFDA approval, and

(2) time to NHI reimbursement, for oncologic and non- A L O - B S
TFDA Approval Year (relative to policy)

Reimbursement probability difference (percentage points),

Contrast 95% Cl

oncologic drugs.

(A) % of TFDA-approved drugs reimbursed within 12 months, by approval year and cancer status. Oncologic VS
B) Event-study coefficients: differential 12-month reimbursement probability, oncologic vs non-oncologic, .
v y coesfictents: cl probability, oncolog 7 non-oncologic 1.76 1.48-2.09 <.001
by approval-year cohort (ref. 2017).
(pre-MEA)
Oncologic x

post-MEA 1.20 0.95-1.52 .135

MEA-required vs

12-mo reimbursement, | Data were obtained from publicly available TFDA, NHIA, CDE (HTA no MEA (PBRS 0.49 0.28-0.85 011
MEA-required vs no MEA:

TFDA-approved drug oncologic vs longer time to reports), and PBRS meeting-minutes. Processed analytical datasets subset)
TEERTES SMEIESe ne-eneelegie reimbursement (P=.011) and statistical code (R version 4.4.0) are available from the MEA x oncologic
(post-MEA, P=.003) . . . 0.94 0.47-1.90 .870
corresponding author upon reasonable request. Interaction
DISCUSSION & CONCLUSION LIMITATIONS
* Following MEA introduction, oncologic drugs gained a relative advantage in early reimbursement compared with non-oncologic drugs; this = Observational design: MEA assignment was not random, so findings
difference was not sustained at 24 months. reflect associations, not causal effects.

= MEA-required drugs experienced longer reimbursement timelines, likely reflecting prolonged negotiation, administrative complexity, and the
underlying clinical/financial uncertainty of drugs selected for MEAs — a pattern that persisted despite Taiwan’s MEAs being predominantly
financial rather than outcome-based.

= TFDA data do not distinguish innovative drugs from
generics/biosimilars; inclusion of unaffected products may dilute

observed associations.
= Policy implication: Given existing oncology-specific pricing premiums and willingness-to-pay thresholds, further selective prioritization through

MEAs could widen therapeutic-area disparities as high-cost innovation expands beyond oncology. » Coniteentiel s eemirEet Tnms preelieiel ¢ iRreriEting peyer-us

_ , _ L . manufacturer-driven delays or specific agreement types.
= MEAs alone cannot resolve the structural tension between expanding access and fiscal sustainability; broader functions (e.g., outcome-based

contracts, dynamic reassessment) would require further investment in HTA/PBRS capacity and post-listing data infrastructure. * Only currently valid approvals/active listings are captured;
terminated approvals or delisted reimbursement are not reflected.

Conclusion: MEAs appear to facilitate prioritization under resource constraints rather than expand system-wide reimbursement capacity.
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