AR

BRI
AEIY ¢

Eﬁ%%

o= f&%ﬁ?j

o+
B FI

« P - E

1 s
o s

« flIY ﬁ%ﬁ;[

RG9808-0072
ol SRARETEREE S e v

_HM
—F

MR - G DOH98-NH-1008
[AER e i i i e e i

9806 ~ 9812

o CWEER A

W TR & }fﬁﬁl% ; ﬁ"ﬁ\[ &3 5 Tang Chao-Hsiun ; Chen Shih-Ming : Chuang Po-Ya ; Ines Hang-Iao Chow ;

Bl VAR FR G 2 R
| o
pharmaceuticals ; reimbursement ; pricing ; National Health Insurance ; ; ;

F11995 & 2 S{ERBHEE | > 357711996 F 9 622 BT > 2003 F [ 944 (B ,ﬁ‘ﬁpﬁgﬁp? 2007 F 19 1097 (& %7
T RS [P 24.5% = 25.5% 1/ [H] - RSB 15% i o [l > PR UAYVRE IS ['%Zf“‘wﬂ%‘fﬁlé%é@?@ﬁd”&
RS BE VRN > PIFRTRIBET DS A8 L E U Y BB ~ o B R BSEREY BERA ERG S )
» I i VF&FH&JW o P EEEGIRL AT T A TG T BRI ol TR SR T ITI% == I AR
BB > S IR v@ﬁ?‘ﬂiﬂﬁzﬁ’ﬂm;ﬂ&f VIS Elﬁ%phﬂa’% MRl B o PRIV B
IR~ 2 I R (4558 I - SRS - UL AT - PR MEDLINE - Puied
SCOPUS... S BIREATE S 15k ?f[f[l’f%rg %PJﬁﬁZZOOOWW SR st~ g s PV R R [T
Fl R A NFEBIF PSR Hﬂ@*ﬂﬁ—%l FITS AR R o F=9% SRS IR A FFEhE 5 5T 3 [ 5 2 BT 6 IR 15 1R &
HEa#H > i ﬁl PHF ER ST AT o TSRt BRI (MR BB BRG] RIS HE o APTRRE
AR ﬂW%m%Hmﬂﬁw»[%ﬂwﬁﬁtﬂwﬂﬁ S W RS DPTRIIpE s~ P T BT
S B A TSR RS [ o TS IR R %‘iFll%%ﬁ‘mﬁﬂﬂﬁmﬁﬁf& S (FpE o AR
T B T BT AT B PR EIH%UV*IEIIH*E > (BRI HICEBE P EL A4S B (8 2.8 2GR A0 B
é’m;@?%zﬁ"ﬁ# ﬂ@‘ffr{]‘ HJ%?W J[[ﬁi—‘\[mi é—f%—\j‘gﬂ;@? ﬂ:%@?zﬁ"lfljjj ZﬁF[ —L§§“7y7[?i/‘, fFLEI -Tﬁf El J[[FIF Pgiﬁg‘m ) _]'7 ff&m I'E‘EJTIHF&;'
TRATE AR - [l P HLH B I (M 3.3 skl g - TR G R T éﬁ?*ﬂfaﬁ [FilI ' g d S g
ﬁ%@ﬁ.%ﬁﬂr;L@W@%@h%%#ﬁprﬁﬁ PATH S PRI ST 3=y 477 risk-sharing



- Rt

agreement > '] 57 #EL " [rgg I PR R b o F EPROSHE N EE I p S ME R o BRIEEESRIT G 2T iR
B (1 27 2 B IV R LR o P R IR A B AR e AT S SN R S R s
U1V BEgL G RYEOe s B3R RIS - 02 F R Ay fba (1 RIS ot » e Fa Ry T (B SO pBE R 95 [RLE
BT SRRV BT > EE S P MR CSEOBEGL - o PO ARG R R BRI ROS  S A
E}ﬂfﬁfﬁ%ﬁ[ﬂ%fﬁlﬁlﬂ”ﬁf}k&’ PRI D 25 e R VR [l RIS R [ Sl Eﬁ?ﬁ%"yf}uf'E“f‘—fﬂ_%E'Jﬁf‘E@;ﬂfﬁﬂ °

Since the national health insurance has started in 1995, the pharmaceutical expenditure increases from 6,220 million in 1996 and
9,440 million in 2003 to 10,970 million in 2007, which represents approximately one-quarter of the total NHI expenditure and is
higher than 15 percent of the pharmaceutical expenditure of America. Meanwhile, due to limited financial resources for NHI,
population aging and disease severity, pharmaceutical costs become extremely high. Thus, to control on the growth of
pharmaceutical expenditure becomes one of the primary goals for the Bureau of National Health Insurance. The pharmaceutical
policies in most countries are mainly to regulate the reimbursement list and control the pharmaceutical price. To define whether the
pharmaceuticals can be reimbursed or not, two methods, positive lists and negative lists are adopted. For the price control, most
countries besides America adopt statutory pricing and also negotiate price through governments or insurers with manufactures.
Procedures they used to set and control the pharmaceutical price include international price comparison, reference pricing, cost-plus
pricing, the pharmaceutical price survey, price freeze and price-volume agreement as well. The study reviews and analyzes the
literatures concerning the pharmaceutical reimbursement and pricing policy from 2000 within an international context through the
literature searched from large databases, such as MEDLINE, PUBMED and SCOPUS. The study focuses on literatures in America,
United Kingdom, Canada, Australia, Germany, France, Japan, South Korea, Italy, etc. In addition, two expert meetings are held in
the third month and the sixth month after the launch of the project. By referring to the analysis of the literature review, experts are
expected to provide suggestions with regard to the prospective pharmaceutical reimbursement and pricing policy of Taiwan, and the
consequence and impact of the policy revision on Taiwan. The study makes following suggestions. First, governments should
strength the role of HTA with the reimbursement decision making and price setting based on the pharmaceutical value. Governments
could develop a pharmacoeconomic guideline suitable for Taiwan, and learn from Korea, which requires manufactures to submit the
economic evaluation based on the guideline during the application of listing and pricing. Second, due to the circumstances that most
of innovative drugs have only gradual innovation but not breakthrough, for the clear definition of the level of therapeutic
improvement and the reasonable price setting rule, government should consider the way Canada does. Third, prices for breakthrough
drugs should be set higher as a reward for innovation, and should be set with the consideration of the appropriateness when
referencing international prices. Prices for drugs with comparable therapeutic effect should be set by considering its safety, efficacy
and convenience compared with its comparator as Japan does. Besides, it is worth to define the way to select the comparator and to
consider the appropriateness of adopting its price as a reference. Last but not least, for drugs in the same pharmacotherapeutic



category or have similar therapeutic effect, government can consider to adopt reference price system which has already beened used
in several western countries. Under the reference price system, government could not only control pharmaceutical prices indirectly,
but also promote competition in pharmaceutical markets as well as give patients incetives to take drugs with lower price. For not
being worried about equity in using pharmaceuticals by patients, government should guarantee also educate patients the safety and

the effectiveness of drugs with reference price.



