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ABSTRACT
OBJECTIVES
To evaluate the added benefit and revenues of 
oncology drugs, explore their association, and 
investigate potential discrepancies between added 
benefit and revenues across different approval 
pathways of the European Medicines Agency (EMA).
DESIGN
Retrospective cohort study.
SETTING
Oncology drugs and their indications approved by the 
EMA between 1995 and 2020.
MAIN OUTCOME MEASURES
Added benefit was evaluated using ratings 
published by seven organisations: health technology 
assessment agencies from the United States, 
France, Germany, and Italy, two medical oncology 
societies, and a drug bulletin. All retrieved ratings 
were recategorised using a four point ranking scale 
to indicate negative or non-quantifiable, minor, 
substantial, or major added benefit. Revenue 
data were extracted from publicly available financial 
reports and compared with published estimates 
of research and development (R&D) costs. Finally, 
the association between added benefit and revenue 
was evaluated. All analyses were performed 
within the overall study cohort, and within subgroups 
based on the EMA approval pathway: standard 
marketing authorisation, conditional marketing 
authorisation, and authorisation under exceptional 
circumstances.

RESULTS
131 oncology drugs with 166 indications were 
evaluated for their added benefit by at least one 
organisation within the required timeframe, yielding 
a total of 458 added benefit ratings; 189 (41%) were 
negative or non-quantifiable. The median time to 
offset the median R&D costs ($684m, £535m, €602m, 
adjusted to 2020 values) was three years; 50 of 55 
(91%) drugs recovered these costs within eight years. 
Drugs with higher added benefit ratings generally had 
greater revenues. Negative or non-quantifiable added 
benefit ratings were more frequent for conditional 
marketing authorisations and authorisations 
under exceptional circumstances than for standard 
marketing authorisations (relative risk 1.53, 95% 
confidence interval 1.23 to 1.89). Conditional 
marketing authorisations generated lower revenues 
and took longer to offset R&D costs than standard 
marketing authorisations (four years compared with 
three years).
CONCLUSIONS
While revenues seem to align with added benefit, 
most oncology drugs recover R&D costs within a 
few years despite providing little added benefit. 
This is particularly true for drugs approved through 
conditional marketing authorisations, which 
inherently appear to lack comprehensive evidence. 
Policy makers should evaluate whether current 
regulatory and reimbursement incentives effectively 
promote development of the most effective drugs for 
patients with the greatest needs.

Introduction
The share of cancer care expenditures allocated to 
oncology drugs is consistently rising, primarily driven 
by increasing volumes of innovative drugs reaching 
the market and the high prices associated with these 
treatments.1-5 Correspondingly, global spending for 
oncology drugs is estimated to rise from $167bn 
(£132bn; €155bn) in 2020 to $269bn in 2025.6 High 
prices for oncology drugs are often justified by the 
need to earn back research and development (R&D) 
expenses, and by the value these drugs aim to deliver 
to patients.7 8 Whether prices are truly justified by the 
required earnings and the value—or added benefit—
that these drugs deliver to patients has been subject to 
extensive debate.1 2 9-11

Health technology assessment (HTA) agencies are 
among the various organisations that conduct and 
publish added benefit assessments. The primary 
objective of HTA is to inform decision makers on the 
implementation of new health technologies to ensure 
that the finite resources of a healthcare system are used 
in an efficient and effective manner. In this context, 

WHAT IS ALREADY KNOWN ON THIS TOPIC
Global spending for oncology drugs is projected to rise from $167bn (£132bn; 
€155bn) in 2020 to $269bn in 2025
Simultaneously, the number of oncology drugs approved is increasingly based 
on less comprehensive evidence, leading to high rates of negative added benefit 
ratings
Concerns have been raised about the misalignment of incentives in the 
pharmaceutical market with patient interests

WHAT THIS STUDY ADDS
This study reveals that a large proportion of oncology drugs approved by the 
European Medicines Agency between 1995 and 2020 offer minimal or no added 
benefit, particularly those approved through expedited pathways
Even though the analysis shows an alignment between added benefit and 
revenues, drugs with lower levels of added benefit were still able to recover their 
estimated R&D expenses within a relatively short period
Through further collaboration on the interface of drug regulation and 
reimbursement, opportunities can be explored to incentivise the development of 
highly beneficial drugs that address urgent unmet needs more effectively
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added benefit assessments are a key tool for evaluating 
the value of new drugs, informing clinical practice, 
and guiding reimbursement decisions.12 These 
assessments are based on comparing a drug’s effects 
with those of the best available alternative, informed 
by relevant evidence. Added benefit assessments 
go beyond benefit-risk assessments performed by 
regulatory authorities because benefit-risk assessments 
are not necessarily comparing a drug’s effects with 
those of the best (nationally) available alternative. The 
differences between these two types of assessments 
might lead to drugs with a positive benefit-risk balance 
but negative added benefit, which is often the case if 
robust comparative evidence is lacking.13-16

Increasingly, oncology drugs are approved based 
on less comprehensive evidence, such as evidence 
obtained from non-randomised or single arm trials, 
or based only on surrogate endpoints that do not 
directly represent a clinical benefit but might predict 
one.2 17 18 A study by Naci and colleagues found that 
13 (24%) of the 54 pivotal trials that supported the 
32 new oncology drugs approved by the European 
Medicines Agency (EMA) between 2014 and 2016 
were non-randomised or single arm trials.19 Regulatory 
authorities acknowledge the unmet medical needs 
that new innovative treatments might address and 
have adopted expedited approval pathways to enable 
patient access, resulting in an increase in the approval 
of drugs that are associated with less comprehensive 
evidence.20 This approach leads to substantial 
uncertainty at the time reimbursement decisions are 
made, inherently hampering assessments of added 
benefit. HTA bodies tend to show greater reluctance 
in recommending drugs for which there is less 
comprehensive evidence available, and previous 
research has shown high proportions of negative 
added benefit ratings of (oncology) drugs approved 
through expedited approval pathways.14 15 18 21 22

With high prices, increased use of expedited 
approval pathways, and the consequential difficulties 
for added benefit assessments, concern is growing 
that incentives within the pharmaceutical market are 
not in line with the interests of patients, namely fast 
and sustainable access to drugs that provide clinical 
benefits.3  14  23 Previous research has shown that no 
statistically significant association exists between 
estimates of added benefit and drug prices, implying 
that drugs are not necessarily rewarded for the value 
they deliver.2 14 17 23-25 Drugs lacking added benefit are 
not found to be associated with lower prices compared 
with drugs that provide greater benefit.1 However, 
an important limitation of these studies is that their 
analyses are often based on public list prices, which are 
arguably an imperfect measure of financial incentives 
because they only provide information for a single 
country and they are usually subject to confidential 
discounts negotiated by hospitals, insurers, 
governments, or HTA agencies.14 23 Focusing on drug 
revenues might be a valid alternative because these are 
globally relevant and provide a better reflection of the 
earnings associated with a drug.

The objectives of this study were to investigate the 
added benefit of oncology drugs approved by the 
EMA between 1995 and 2020; assess corresponding 
cumulative revenues compared with estimated R&D 
costs; and explore the association between added 
benefit and revenues. Additionally, we aimed to 
examine whether discrepancies in added benefit 
or revenues exist across the various EMA approval 
pathways; that is, standard marketing authorisation 
(SMA), conditional marketing authorisation (CMA), 
and authorisation under exceptional circumstances 
(AEC). Box 1 presents definitions of key terms.

Methods
To quantify added benefit, we extracted ratings from 
evaluation reports by several organisations, including 
HTA agencies from Europe and the United States, 
medical oncology societies, and a drug bulletin. 
We analysed the development of global revenues 
based on publicly available financial reports from 
pharmaceutical companies and compared them with 
previously published estimates of R&D expenses. 
Finally, we integrated these analyses by linking added 
benefit ratings to corresponding revenue data.

Study cohort and setting
All drugs and their initial indications approved in the 
European Union since the inception of the EMA in 1995 
up to 2020 were retrieved from the EMA’s register of 
European public assessment reports.28 Veterinary drugs, 
non-oncology drugs, generics, biosimilars, refused drugs, 
diagnostics, and duplicates were excluded from the 
cohort. Non-oncology drugs were identified based on the 
Anatomical Therapeutical Chemical (ATC) classification 
system of the World Health Organization.29

Ratings of added benefit were obtained from 
evaluation reports published by organisations 
including HTA agencies, medical oncology societies, 
and drug bulletins, with the final selection based on four 
criteria: the organisations should publish an appraisal 
or judgment of added benefit; the organisations had 
to use a multiple category scale to quantify the level 
of added benefit (eg, absent, minor, moderate, major); 
the organisations should not incorporate any cost 
related aspects in their added benefit appraisals (ie, 
the added benefit rating should not be confounded by 
costs); and their reports had to be in English, Dutch, 
French, German, or Italian. Ultimately, this led to the 
consideration of evaluation reports from the following 
organisations:
•	 Institute for Clinical and Economic Review (ICER, 

a non-profit organisation in the US). The US lacks a 
centralised HTA agency. While ICER is not formally 
designated as an HTA agency, it operates as an 
HTA-like organisation, conducting assessments 
similar to traditional HTA processes30

•	 Haute Autorité de Santé (HAS, HTA agency of 
France)

•	 Gemeinsamer Bundesausschuss (G-BA, HTA 
agency of Germany). Germany has two HTA 
organisations: G-BA and the Institut für Qualität 
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und Wirtschaftlichkeit im Gesundheitswesen. 
They each publish separate assessments, which 
can lead to differing conclusions. This study 
focuses only on G-BA’s assessments because of 
their responsibility for final appraisals and the 
inclusion of orphan drugs in their evaluations 
(unlike Institut für Qualität und Wirtschaftlichkeit 
im Gesundheitswesen)31

•	 Agenzia Italiana del Farmaco (HTA agency of Italy)
•	 European Society for Medical Oncology (ESMO; 

developed the magnitude of clinical benefit scale 
for grading the added benefit of oncology drug-
indication combinations)

•	 American Society of Clinical Oncology (ASCO; 
developed the value framework for grading 
the added benefit of oncology drug-indication 
combinations through net health benefit scores)

•	 Prescrire (French independent drug bulletin). 
Despite a seemingly different scope than the other 
organisations, Prescrire is internationally renowned 
for its high quality and comprehensive drug 
evaluations conducted collaboratively by a team 
of physicians and pharmacists. The outcomes of 
Prescrire’s assessments play an important part in 
informing drug related decision making.32 33

After retrieving all oncology drugs and their initial 
indications that had been approved by the EMA 
between 1995 and 2020, three cohorts were formed in 
line with the three objectives of the study. The added 
benefit cohort included all added benefit ratings of the 
drug-indication combinations that were evaluated by 
at least one of the organisations listed above. To ensure 
that our study’s findings were grounded in comparable 
evidence conducted near the EMA approval date, we 
excluded evaluations performed more than 1.5 years 
before or after the EMA approval date. This decision 
was made to limit potential discrepancies in the 
evaluations of added benefits owing to the availability 
of additional evidence over time. HTA organisations 
generally perform assessments within 1.5 years 
after EMA approval, which makes this timeframe 
appropriate for our study.34  35 The decision to also 
exclude evaluations conducted more than 1.5 years 
before the EMA approval date was essential because 
there are differences in timelines between regulatory 
authorities in the US and Europe, and we included 
organisations from both regions in our study.

The second cohort, the revenue cohort, included all 
oncology drugs for which revenue data were available. 
The third cohort, the combined cohort, comprised all 
oncology drugs with at least three years of revenue 
data available that had been evaluated for added 
benefit by at least one organisation. We excluded all 
drugs with several initial indications or that received 
new indications before the end of follow-up, which 
was checked by comparing the initial and most recent 
European public assessment reports. This strategy 
ensured that the revenue data were correctly attributed 
to the indications on which the added benefit ratings 
were based, which is important because added benefit 
evaluations apply to drug-indication combinations, 
whereas revenue data are relevant at the product level.

Data collection
Added benefit evaluation reports were collected 
by following a standardised data extraction guide 
developed by FB and discussed with LTB and Rick 
Vreman to ensure consistent extraction of the ratings 
from each organisation (see supplementary materials 
box S1). Added benefit ratings relate to specific 
drug-indication combinations. When added benefit 
ratings were assigned to subindications (eg, specific 
subpopulations) of the initial indication, these were 
treated as distinct drug-indication combinations in 
the study cohort. All retrieved added benefit ratings 
were recategorised using a four point ranking scale 
to indicate negative or non-quantifiable, minor, 
substantial, or major added benefit (see table 1), based 
on previous work.15 37

We retrieved global revenue data up to 2020 from 
publicly available financial reports of pharmaceutical 
companies on the level of the brand names of the 
included drugs. When financial reports indicated that 
only revenues of major or bestselling products were 
disclosed, we inferred that products of that company 
with missing revenue data were minor or less successful 

Box 1: Definitions of key terms used throughout this study

Added benefit
The added benefit of a health technology can be defined as its therapeutic value 
compared with one or more alternative treatments, typically the standard of care within 
the assessed indication. Added benefit ratings serve different purposes, primarily 
enabling treatment prioritisation and informing drug related decision making.
Drug-indication combination
Oncology drugs can be approved for and used in several indications. The extent 
of added benefit for a drug can differ considerably across indications owing to, 
for example, variations in standards of care. Consequently, evaluations of added 
benefit apply to specific drug-indication combinations.
Standard marketing authorisation (SMA)
SMA is a type of marketing authorisation that is granted by the European Medicines 
Agency (EMA) when comprehensive data are available that indicate a positive 
benefit-risk balance.
Conditional marketing authorisation (CMA)
CMA is a type of marketing authorisation that can be granted by the EMA before 
comprehensive clinical data are available. CMA is intended for drugs that target 
seriously debilitating or life threatening diseases for which an unmet medical 
need exists. The drug needs to have a positive benefit-risk balance and the benefit 
of immediate availability needs to outweigh the risks associated with the lack of 
comprehensive clinical evidence. A CMA is subject to requirements to conduct 
further studies after authorisation. Once comprehensive data are provided and 
the benefit-risk balance remains positive, a CMA can be converted into a standard 
marketing authorisation.26

Authorisation under exceptional circumstances (AEC)
AEC is a type of marketing authorisation that can be granted by the EMA for drugs 
for which comprehensive clinical or non-clinical data cannot be provided, such as 
for very rare diseases, because it is considered unethical to collect these data, or 
because the current state of scientific knowledge does not allow it. An AEC is also 
subject to requirements to conduct further studies after authorisation, but is not 
normally converted into a standard marketing authorisation.27
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and made a note of them. The impact of these missing 
products was studied in a sensitivity analysis. All 
revenue data were expressed in US dollars through 
historical exchange rates of the date that the fiscal 
year ended and were converted to 2020 values using 
historical consumer price indices.38  39 We calculated 
yearly cumulative revenues for each individual drug, 
starting from the year in which revenues were first 
generated (year 1 after market entry).

To assess potential discrepancies between added 
benefit and revenue among different approval 
pathways of the EMA, we categorised the study cohorts 
based on approval type, including SMAs, CMAs, and 
AECs. Information about approval types was retrieved 
from the European Commission’s Union Register of 
medicinal products for human use.40

All data collection was performed until 31 August 
2021. Extraction of all data was performed by FB and 
validated by Jan-Willem Versteeg through independent 
extraction of a random sample of 10% of the study 
cohort. Additionally, our extraction of revenue data 
was further validated using a previously developed 
dataset consisting of revenue data from a selection of 
orphan drugs.41

Data analyses
Added benefit
To evaluate the obtained ratings of added benefit in the 
added benefit cohort, we used descriptive statistics. 
We also assessed the number of drug-indication 
combinations that were evaluated across several 
organisations. We did not consolidate multiple added 
benefit ratings for a specific drug-indication combination 
into a single rating. Instead, we performed the analyses 
based on all the extracted added benefit ratings to 
maintain proximity to the original data and preclude the 
risk of losing the valuable variation found across scores 
for individual drug-indication combinations.

Comparison of revenues to estimated R&D costs
We assessed cumulative revenues of the revenue cohort 
for a maximum of eight years after market entry, in line 
with the estimated remaining patent exclusivity period 
of 7-10 years after market approval.42 We compared 
the cumulative revenues obtained for individual drugs 
with estimates of R&D costs of a single oncology drug 
to analyse the time required for cumulative revenues 
to equal (ie, offset) R&D costs. For this comparison, we 
used estimates from a study by Prasad and Mailankody 
in which the median risk adjusted R&D costs of a single 
oncology drug were estimated to be $684m (range 
$166m to $2060m, adjusted to 2020 values).7 These 
estimates also include the costs of failure and are in 
line with other estimates quoted by the pharmaceutical 
industry.3  43 Additionally, we conducted a sensitivity 
analysis using alternative R&D estimates reported 
by Prasad and Mailankody, which incorporated 7% 
opportunity costs (median $800m, range $215m to 
$2747m, adjusted to 2020 values).7

To account for missing revenue data, we conducted 
a sensitivity analysis that corrected for the drugs 
for which revenue data were not available because 
the company only disclosed revenues of its major or 
bestselling products. Taking a conservative approach, 
we assumed that these missing products did not offset 
the estimated R&D expenses during the follow-up 
period in our study, thereby lowering the proportion of 
drugs that offset R&D expenses.

Association between added benefit and revenues
We visualised the cumulative revenues for different 
levels of added benefit in the combined cohort using 
boxplots. We also performed a linear regression 
analysis to estimate the association between 
added benefit ratings of the included drugs and 
corresponding cumulative revenues three years after 
market entry. The three year cumulative revenue cut 

Table 1 | Reclassification of all possible added benefit ratings of included organisations into four point ranking scale
Added benefit ICER HAS G-BA AIFA ESMO-MCBS ASCO-VF Prescrire
Negative 
or non-
quantifiable 
added benefit

P/I=promising but 
inconclusive; I=insufficient; 
D=negative; C-=comparable 
or inferior; C=comparable

5=no or not 
quantified clinical 
added value

Non-quantifiable 
additional 
benefit; no 
additional 
benefit proven; 
less additional 
benefit

Not innovative NA ≤0=no benefit* Not acceptable; 
judgement 
reserved; nothing 
new

Minor added 
benefit

C+=comparable 
or incremental; 
C++=comparable or better

4=minor clinical 
added value

Minor additional 
benefit

Potential or 
conditional 
innovation

1=negligible benefit; 
2=negligible benefit; 
C=moderate benefit

0-40=low benefit Possibly helpful

Substantial 
added benefit

B=incremental; 
B+=incremental or better

2=considerable 
clinical added value; 
3=moderate clinical 
added value

Considerable 
additional 
benefit

NA 3=moderate benefit; 
B=substantial 
benefit

40-45=intermediate 
benefit

Offers an 
advantage; 
a real advance

Major added 
benefit

A=superior 1=major clinical 
added value

Major additional 
benefit

Fully 
innovative

4=substantial 
benefit; 
5=substantial 
benefit; 
A=substantial 
benefit

≥45=substantial 
benefit

Bravo

AIFA, Agenzia Italiana del Farmaco; ASCO-VF, Value Framework from the American Society of Clinical Oncology; ESMO-MCBS, magnitude of benefit scale from the European Society for Medical 
Oncology; G-BA, Gemeinsamer Bundesausschuss; HAS, Haute Autorité de Santé; ICER, Institute for Clinical and Economic Review; NA, not applicable.
*The scale of the ASCO-VF is continuous and possible net health benefit scores range from −20 to 180.36
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off ensures an appropriate balance between sufficient 
market penetration and minimal data loss owing to 
more recently approved drugs, which was particularly 
important given the small sample size of the combined 
cohort (149 added benefit ratings of 43 drugs with 
corresponding revenue data).

We estimated the association between each 
individual added benefit rating and the revenue 
datapoint of the corresponding drug. When a drug 
had been evaluated across different organisations, its 
revenue datapoint was linked to several added benefit 
ratings. Using this approach, we preserved the original 
data because using the median or mean added benefit 
rating of a drug could have resulted in invalid results 
owing to the large variation in added benefit ratings for 
the same drug.

We performed the linear regression analysis in 
R (version 4.1.0) and RStudio (version 1.4.1717) 
and used the lm.cluster function of the miceadds 
package to incorporate a cluster effect in the analysis 
to correct for linking revenue datapoints to several 
added benefit ratings. We checked the assumptions of 
linear regression and evaluated the robustness of our 
estimates by removing outliers in a sensitivity analysis.

Subgroup analyses: standard versus expedited 
approvals
In a subgroup analysis of the added benefit cohort, we 
calculated risk ratios with 95% confidence intervals 
to evaluate the association between the EMA approval 
pathway and level of added benefit. To distinguish 
between added benefit and negative or non-quantifiable 
added benefit, we combined the ratings categorised as 
major, substantial, and minor added benefit.

We assessed whether cumulative revenues were 
higher for certain approval pathways in the revenue 
cohort. AECs were excluded from the analysis owing 
to their small numbers (n=6). Cumulative revenues 
five years after market entry (drugs with less than 
five years of revenue data available were excluded 
for this analysis) were compared between SMAs and 
CMAs by performing a Mann-Whitney U test, in which 
P<0.05 was considered statistically significant. A 
period of five years was chosen because this strikes an 
appropriate balance between a sufficiently long follow-
up—surpassing the duration of most budget impact 
predictions by HTA agencies—and a follow-up short 
enough to ensure that none of the drugs would have 
patent expiration, which would hamper comparison of 
the cumulative revenues.44

Finally, we repeated the linear regression analysis 
in the combined cohort to estimate the association 
between added benefit ratings of the included drugs 
and corresponding cumulative revenues three years 
after market entry for different approval pathways. 
AECs were excluded because of their small numbers 
(n=2).

Patient and public involvement
Because of lack of funding, patients and members of 
the public were not involved in the design and conduct 

of this study. However, the authors plan to involve 
patient representatives during dissemination of the 
study findings.

Results
Study cohort
Figure 1 presents a flowchart of the inclusion process 
and the characteristics of the three distinct study 
cohorts. There were 131 oncology drugs with 166 
indications which had been evaluated for their added 
benefit by at least one organisation within the required 
timeframe, yielding a total of 458 added benefit ratings 
(added benefit cohort). Revenue data were available 
for 109 drugs (revenue cohort), of which 43 were 
evaluated by at least one organisation, had at least 
three years of revenue data, and were associated with 
a single indication at the end of the follow-up period. 
A total of 149 added benefit ratings corresponded to 
these 43 drugs (combined cohort). Supplementary 
materials table S1 presents a more detailed overview 
of the characteristics of the drugs and drug-indication 
combinations in the respective study cohorts.

Added benefit
Of the acquired 458 added benefit ratings, 59 (13%) 
were classified as major benefit, 107 (23%) as 
substantial benefit, 103 (23%) as minor benefit, and 
189 (41%) as negative or non-quantifiable benefit. 
The 166 drug-indication combinations included 
were most commonly assessed across one, two, 
or three organisations (n=39, 23%; n=41, 25%; 
n=33, 20%, respectively), whereas none of the drug-
indication combinations were evaluated by all seven 
organisations. Supplementary materials table S2 
presents the distribution of added benefit ratings for 
each organisation.

Comparison of revenues to estimated R&D costs
Figure 2 shows the median cumulative revenues of the 
revenue cohort from years 1 to 8 after market entry, 
and the estimated R&D costs (supplementary materials 
table S3 gives more details on the number of drugs 
available for yearly follow-up). The median cumulative 
revenues exceeded the minimum R&D costs of $166m 
within two years, the median R&D costs of $684m 
within three years, and the maximum R&D costs of 
$2060m within just over five years after market entry. 
Figure 3 (upper panel) shows the proportion of drugs 
that have offset the median estimated R&D costs of 
$684m for each year after market entry. Within eight 
years of market entry, 50 of 55 (91%) drugs surpassed 
the median R&D costs. In a sensitivity analysis that 
assessed the impact of missing data of minor or less 
successful drugs (fig 3, lower panel), a similar trend 
was found, and 50 of 61 (82%) drugs exceeded the 
median R&D costs within eight years. Supplementary 
materials table S3 presents more details on the number 
of drugs available for yearly follow-up. The sensitivity 
analysis that used alternative R&D estimates and 
included opportunity costs produced similar results to 
the main analysis (data not shown).
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Association between added benefit and revenues
Figure 4 shows that cumulative revenues three years 
after market entry generally increased with the level of 
added benefit, although cumulative revenues varied, 
in particular for drugs with substantial and major 
added benefit. The linear regression analysis estimated 
that the median cumulative revenues three years after 
market entry for drugs with major and substantial 
added benefit were $502m and $506m higher than 
drugs without benefit, respectively. These results were 
not statistically significant, probably owing to the large 
variance and the relatively small sample size available 

for this analysis (149 added benefit ratings for 43 
drugs). Supplementary materials table S4 gives more 
detailed results of the linear regression analysis.

Subgroup analyses: standard versus expedited 
approvals
Added benefit
Of the 341 added benefit ratings for drug-indication 
combinations approved through SMAs, 124 (36%) 
were classified as negative or non-quantifiable 
compared with 56 of 98 (57%) and 9 of 19 (47%) 
added benefit ratings for drug-indication combinations 

Excluded
Veterinary drugs
ATC codes other than L- or V10-
Generics
Biosimilars
Refused drugs
Other (diagnostics, duplicates,
  ATC codes L02/L03/L04 that
  are non-oncology drugs

256
1119

63
51
15

105

Drugs for which financial
data not available

Drugs in EMA EPAR list (1995-2020)
1765

Drugs with at least three years of revenue data and at least one added benefit rating

Oncology drugs

1609

156

109

Added benefit ratings available for
144 drugs with 187 indications

47

91

Drugs considered minor
or less successful

14

Evaluations carried out more
than 1.5 years before or aer

marketing authorisation

Drugs with more than one
indication at end of follow-up

Revenue cohort:
Drugs with financial data available

SMAs (71%)77 CMAs (24%)26 AECs (6%)6

Added benefit cohort:
Added benefit ratings available for

131 drugs with 166 indications

SMAs (72%)120 CMAs (21%)35 AECs (7%)11

Combined cohort:
Drugs with 149 added benefit ratings

SMAs (65%)28 CMAs (30%)13 AECs (5%)2

48

43

458

100

558

Fig 1 | Flowchart of inclusion process leading to three final study cohorts. Subgroup analyses were performed with SMAs, CMAs, and AECs in 
added benefit cohort, and with SMAs and CMAs in revenue cohort and combined cohort. AEC, authorisation under exceptional circumstances; ATC, 
Anatomical Therapeutic Chemical; CMA, conditional marketing authorisation; EMA, European Medicines Agency; EPAR, European public assessment 
report; SMA, standard marketing authorization
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approved through CMAs and AECs, respectively. CMAs 
alone (risk ratio 1.57, 95% confidence interval 1.26 
to 1.96) and in combination with AECs (1.53, 1.23 to 
1.89) were more likely to receive a rating of negative or 
non-quantifiable added benefit compared with SMAs. 
AECs alone also had a point estimate greater than 1.0 
for a negative added benefit rating, but owing to the 

small sample size, this should be interpreted with 
caution (see supplementary materials table S5).

Comparison of revenues to estimated R&D costs
Cumulative revenues of CMAs were distinctly lower 
than those of SMAs (fig 5). Five years after market 
entry, the median cumulative revenues of CMAs (n=17) 
were $1105m lower compared with SMAs (n=58), or 
almost twice as low ($1196m v $2301m, respectively), 
although this difference was not statistically significant 
(P=0.07).

The median cumulative revenues exceeded the 
minimum R&D costs of $166m within two years for 
SMAs and CMAs, the median R&D costs of $684m 
within three years for SMAs and four years for CMAs, 
and the maximum R&D costs of $2060m within five 
years for SMAs and eight years for CMAs (fig 5). At 
the end of the eight year study period, 37 of 41 (90%) 
SMAs and 8 of 9 (89%) CMAs had offset the median 
R&D costs (see supplementary materials figure S1), 
and median cumulative revenues of SMAs (n=41) 
were more than $3bn higher than those of CMAs (n=9; 
$5306m v $2276m, respectively). The observed decline 
in median cumulative revenues for CMAs between 
years 6 and 7 can be attributed to the varying market 
durations of the included drugs. Supplementary 
materials table S3 presents more details on the number 
of drugs available for yearly follow-up.

Association between added benefit and revenues
Revenues increased similarly for SMAs and CMAs, 
along with higher levels of added benefit, although 
these associations were not statistically significant. 
The linear regression analysis estimated that the 
median cumulative revenues three years after market 
entry for drugs with major and substantial added 
benefit were $429m and $413m higher than for drugs 
without added benefit, respectively (see supplementary 
materials table S6).

Discussion
Our study showed that oncology drugs approved by 
the EMA between 1995 and 2020 were often found 
to provide little or no added benefit. Our results on 
revenues showed that the median time to offset the 
median estimated R&D costs of $684m was three years, 
and 50 of 55 (91%) of the included drugs had recovered 
these costs within eight years. We found that higher 
added benefit ratings were generally accompanied by 
greater revenues. Moreover, negative added benefit 
ratings were more common for drugs initially approved 
through CMA and AEC compared with SMA, and 
cumulative drug revenues were found to be distinctly 
lower for CMAs than for SMAs. Correspondingly, initial 
CMAs took longer to offset the median estimated R&D 
spending in comparison to SMAs (four years versus 
three years).

Despite claims from the pharmaceutical industry 
that high drug prices are necessary to sustain the costs 
of R&D, studies have found no correlation between 
drug prices and R&D expenses.45 A recent study 
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Fig 2 | Median cumulative revenues between years 1 and 8 after market entry. Dashed 
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in first year to 55 in eighth year of study period
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by Angelis and colleagues showed that the world’s 
largest biopharmaceutical companies spent more on 
selling, general, and administrative activities than 
on R&D, with only 16-21% of revenues allocated to 
R&D between 1999 and 2018.8 Additionally, Tay-
Teo and colleagues found a median income return of 
$14.50 for every $1 spent on R&D costs.46 Our findings 
complement these studies by showing that R&D costs 
are typically recovered within a few years of a drug’s 
market entry, with the median time to recover the 
median and maximum estimated R&D costs being 
three and five years, respectively. Even for drugs with 
considerably lower added benefits at the time of initial 
approval (ie, CMAs), the median time to recover the 
median estimated R&D costs is four years (typically the 
timeframe within which more comprehensive evidence 
becomes available21 47).

Previous studies have extensively focused on the 
relation between added benefit and drug prices, in 

which no statistically significant associations were 
found.2 14 23-25 However, drug prices might be an imperfect 
measure as they only reflect information for a single 
country and are often subject to confidential discounts; 
therefore, these findings should be interpreted with 
caution. Our study explores the association between 
added benefit and drug revenues. We view revenues 
as a more relevant measure because these hold global 
relevance and better reflect the earnings of a drug. Our 
findings imply that—irrespective of approval type—
revenues of oncology drugs are generally in line with 
their added benefit, which is in concordance with our 
expectations.2 14 23-25 This indicates that pharmaceutical 
companies might be incentivised to develop drugs 
with high levels of added benefit because these drugs 
are associated with higher revenues. However, we 
also observed that drugs with lower levels of added 
benefit were still able to recover their estimated R&D 
expenses within a relatively short time period. This 
finding indicates that while lower levels of added 
benefit might result in lower revenues, these are still 
sufficiently high to recover R&D expenses. Additionally, 
our results revealed a striking similarity in the revenues 
generated by drugs with substantial and major added 
benefits. These mechanisms in obtaining revenues 
might attenuate the potential incentive to develop high  
value drugs because pharmaceutical companies might 
be satisfied with the revenue generated from lower 
value drugs.

In subgroup analyses, we assessed whether added 
benefit and revenues were higher for certain approval 
types. CMAs and AECs are approval pathways intended 
for patients with unmet medical needs, for which 
the EMA determined that the benefit of immediate 
access outweighs the risks of increased uncertainty. 
Our results indicate that this potential to address 
unmet medical needs might be negated by the lack of 
comprehensive evidence inherent to these approval 
pathways, often resulting in negative added benefit 
ratings at the time of initial approval. Similarly, 
other studies found high numbers of negative added 
benefit ratings for expedited approval drugs.15  18  21  22 
All these findings imply that drugs approved through 
expedited pathways, which are meant to allow access 
to promising drugs, do not necessarily show an added 
benefit at the time of initial evaluation. Our study 
extends previous research by revealing that CMAs not 
only have more negative added benefit ratings than 
SMAs but also generate substantially lower revenues, 
and accordingly, take longer to offset estimated R&D 
costs. The median time to recover R&D expenses 
ranged between three and four years for SMAs and 
CMAs, respectively. Because CMA is a pathway that 
aims to speed up drug approval, it might also lead 
to earlier market entry and therefore an increased 
period of time to generate revenues before patent 
expiration. Conversion from CMA to SMA takes place 
once the marketing authorisation holder fulfils the 
obligation to provide more comprehensive evidence, 
a process that typically occurs within four years of 
receiving regulatory approval.21  47 This conversion 
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point can be considered the potential starting point 
for generating revenues by SMAs, coinciding with the 
approximate offsetting of R&D costs by initial CMAs. 
This prompts the question of whether it is desirable for 
CMAs to have already offset their estimated R&D costs 
at this particular stage. Nevertheless, the difficulties 
in showing added benefit during reimbursement 
processes might negate the effects gained through 
earlier regulatory approval, given that after eight years, 
the difference in the median cumulative revenues 
between CMAs and SMAs is more than $3bn.

Limitations of this study
This study has several limitations. We focused solely on 
the initial indications of the included oncology drugs 
and evaluated the added benefit that was based on 
data submitted for initial approval because this reflects 
the entry into the market. We did not assess how this 
benefit evolves over time, including potential new 
indications, because this fell beyond the scope of our 
study. Additionally, to avoid potential discrepancies 
resulting from additional evidence becoming available 
over time, we excluded evaluations performed more 
than 1.5 years after the EMA approval date from 
the added benefit cohort. However, because some 
organisations from the US (ICER and ASCO) follow 
timelines of the US Food and Drug Administration 
for drug approval, which are typically earlier than 
EMA approval dates, we also excluded evaluations 
conducted more than 1.5 years before EMA approval 
to ensure that our findings were based on comparable 
evidence. While it would have been more accurate to 
consider US Food and Drug Administration approval 
dates for ICER and ASCO assessments, we chose to 
focus on EMA approval dates for our study.

We obtained ratings of added benefit from seven 
different organisations, each using a distinct scoring 
system. To ensure consistency, we converted these 
scores to a four point rating scale; however, alternative 
categorisations might have been possible, which could 
have produced different outcomes. Nevertheless, 
we attempted to reduce the risk of disagreements by 
aligning our methods with those used in previous 
research from our group. 

Some drugs in our dataset are used for several 
indications, including non-oncology indications. The 
revenue data that we obtained were attributed to the 
drugs in an oncology setting, whereas this might not 
have been fully the case. This approach did not impact 
the comparison of revenues to added benefit because 
these drugs were excluded from that analysis to ensure 
that the revenue data were correctly attributed to 
the indications on which the added benefit ratings 
were based. Nevertheless, this exclusion might have 
introduced a selection bias, potentially leaving out 
highly successful blockbuster drugs that are used 
for several indications and generate substantial 
revenues. Consequently, our estimation of revenues 
in this analysis might have been conservative, and the 
actual revenues associated with the included drugs 
are potentially higher than we report. Additionally, 

our analyses did not consider the size of patient 
populations in the included indications because these 
data were unavailable, even though they affect the 
revenue generated. Future research could focus on 
indication based analyses or account for the size of 
patient populations.

Finally, we used an estimate of $684m (range 
$166m to $2060m) to examine returns on R&D 
investments, which did not include opportunity costs. 
This estimate was derived from a study by Prasad 
and Mailankody, who also reported ranges of R&D 
costs that incorporated opportunity costs.7 However, 
because our analysis focused on comparing revenues 
with R&D costs, we deemed it appropriate to use 
estimates excluding opportunity costs. In a sensitivity 
analysis incorporating a range with 7% opportunity 
costs, our findings remained similar. Additionally, we 
used the same range of R&D costs for all drugs in our 
study cohort, even though this number might not be 
applicable for every drug. For example, Prasad and 
Mailankody found that drugs receiving accelerated 
approval generally had lower R&D costs compared 
with those receiving regular approval.7 This finding 
suggests that our analysis on R&D costs for CMAs might 
have taken a conservative approach, while in reality, 
the median R&D costs for the initial development of 
these drugs could potentially be offset sooner than 
our estimated four year timeframe. However, the R&D 
estimates we used are consistent with other estimates 
cited by the pharmaceutical industry, account for 
failed products, and are adjusted to 2020 values.

When interpreting our study’s findings, it 
is important to consider a potential role of the 
phenomenon of me-too versus first-in-class drugs. 
First-in-class drugs rely on a novel pharmacological 
mechanism and might be more likely to receive positive 
added benefit ratings and enjoy lengthier periods of 
competition-free usage. Subsequent me-too drugs, 
sharing similar mechanisms of action and developed 
through sequential innovation, might not always offer 
major advantages over their predecessors, resulting 
in lower added benefit ratings.48 Additionally, 
these drugs might generate fewer revenues because 
they split market share with the first-in-class drug. 
Future research could focus on exploring potential 
discrepancies in added benefit and revenues between 
first-in-class and later-in-class drugs.

Health policy implications of findings
Creating regulatory incentives to effectively promote 
development of the most effective drugs for patients 
with the greatest needs is complex. On the one hand, 
approval might be expedited because drugs are 
expected to address unmet medical needs, while on 
the other hand, they more frequently create difficulties 
showing added benefits, potentially leading to 
negative added benefit ratings and lower revenues. 
Further collaboration on the interface of regulation 
and reimbursement is therefore needed to explore 
opportunities to more appropriately incentivise 
development of the most beneficial drugs addressing 
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the most pressing unmet needs.30 In this context, 
it is noteworthy that the proposals for the reformed 
EU pharmaceutical legislation contain a definition 
of high unmet medical need based on morbidity 
and mortality reductions, ranging from meaningful 
to substantial.49  50 Our study’s results align with 
and support this definition, enabling the accurate 
identification of treatments addressing the most 
critical needs. Connecting this definition to regulatory 
incentives, such as market exclusivity, becomes crucial 
in effectively fostering the development of these 
essential drugs. Our study further underscores that 
almost all oncology drugs, even those lacking added 
benefits, manage to recover their estimated R&D 
costs. Consequently, we strongly advocate for a more 
thorough understanding of added benefit assessments 
and expedited pathways by formulary committees 
and to investigate the apparent discrepancy between 
assessed added benefit and (extent of) appropriate use 
in clinical practice.

Further policy recommendations for improved 
alignment might include increased use of parallel 
joint scientific consultations between regulatory 
authorities and HTA agencies, a key element within the 
recently adopted EU HTA Regulation.51 Differences in 
evidentiary requirements between the EMA and HTA 
bodies often lead to positive benefit-risk assessments 
but negative added benefit assessments.13-16 Through 
parallel joint scientific consultations, alignment on 
evidence requirements and assessment criteria can 
be established. In the context of expedited approvals 
that are inherently associated with less comprehensive 
evidence, parallel joint scientific consultations can prove 
invaluable to adequately navigate HTA requirements 
and truly achieve expedited patient access. 

Moreover, our findings about the recovery of R&D 
costs can inform pharmaceutical pricing strategies. 
Managed entry agreements, for example, extend 
beyond simple reimbursement decisions and are 
effective strategies to mitigate uncertainties.52 Given 
that many oncology drugs generate substantial 
revenues despite providing minimal added benefit, 
managed entry agreements emerge as valuable tools 
to establish flexible payment structures that reflect the 
value (or the lack thereof) of drugs to patients. Building 
on this, improved price transparency is a critical 
prerequisite for managing drug costs and enhancing 
sustainable patient access, providing opportunities 
to shape fair pricing strategies and policies more 
effectively.3 Our study’s findings and subsequent 
policy recommendations should be further discussed 
in initiatives aiming to ensure equitable, sustainable, 
and affordable patient access to innovative and 
expensive drugs, such as Beneluxa, the Oslo Medicines 
Initiative, and WHO’s Novel Pricing Platform,53  54 or 
can be used as input to develop new initiatives in this 
critical domain.

Conclusion
Our study revealed that evaluations of oncology 
drugs frequently result in a conclusion of negative 

or non-quantifiable added benefit. This finding is 
especially true for drugs approved through expedited 
pathways that are intended for promising drugs, 
but are simultaneously associated with an inherent 
lack of comprehensive evidence, which indicates a 
misalignment between regulatory and reimbursement 
policies. Oncology drugs with higher levels of added 
benefit tend to generate higher revenues than drugs 
with less added benefit, potentially creating incentives 
for pharmaceutical companies to develop high value 
drugs. However, drugs with lower added benefits are 
often able to recover their estimated R&D costs within 
a few years. It is crucial for policy makers to assess 
whether the current regulatory and reimbursement 
incentives are properly structured to promote and 
facilitate the development of the most effective drugs 
for patients with the greatest needs.
The authors would like to thank Rick Vreman (formerly Utrecht 
University, affiliation at time of the study) for his assistance during 
the design and conduct of the study, Jan-Willem Versteeg (Utrecht 
University) for verification of the data extraction methods, and 
journalists Daan Marselis and Lucien Hordijk (Amsterdam) for allowing 
access to their dataset consisting of revenue and sales data from 
2000 to 2019 of selected (orphan) drugs.
The views expressed in this article are the personal views of the 
authors and might not be understood or quoted as being made on 
behalf of or reflecting the position of the organisations with which the 
authors are affiliated.
Contributors: All authors contributed to the conception and design 
of the study. FB extracted the data and performed the analyses 
under the guidance of LTB, AKMT, and WGG. All authors contributed 
to the interpretation of the results. FB drafted the manuscript and all 
authors read, critically revised, and approved the final manuscript. The 
corresponding author attests that all listed authors meet authorship 
criteria and that no others meeting the criteria have been omitted. FB 
is the guarantor.
Funding: No funding was received for this study.
Competing interests: All authors have completed the ICMJE uniform 
disclosure form at https://icmje.org/disclosure-of-interest/ and 
declare: no support from any organisation for the submitted work; 
no financial relationships with any organisations that might have an 
interest in the submitted work in the previous three years; no other 
relationships or activities that could appear to have influenced the 
submitted work.
Ethical approval: No ethical approval was required for this study.
Data sharing: All data used in this study were publicly available. 
All relevant data are presented in this article or included in the 
supplementary materials.
The lead author affirms that the manuscript is an honest, accurate, 
and transparent account of the study being reported; that no 
important aspects of the study have been omitted; and that any 
discrepancies from the study as planned (and, if relevant, registered) 
have been explained.
Dissemination to participants and related patient and public 
communities: The authors plan to actively disseminate the study 
findings to the public and patients through social media and 
plain-language summaries on the websites of the authors’ affiliated 
organisations. Further, the findings will be shared at research 
institutions, governmental agencies, academic conferences, and 
through press releases from the authors’ affiliated organisations.
Provenance and peer review: Not commissioned; externally peer 
reviewed.
This is an Open Access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, 
which permits others to distribute, remix, adapt, build upon this work 
non-commercially, and license their derivative works on different 
terms, provided the original work is properly cited and the use is non-
commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

1  Leighl NB, Nirmalakumar S, Ezeife DA, Gyawali B. An arm and a leg: 
the rising cost of cancer drugs and impact on access. Am Soc Clin 
Oncol Educ Book 2021;41:1-12. doi:10.1200/EDBK_100028

10 doi: 10.1136/bmj-2023-077391 | BMJ 2024;384:e077391 | the bmj

https://icmje.org/disclosure-of-interest/
http://creativecommons.org/licenses/by-nc/4.0/


RESEARCHRESEARCH

2  Vokinger KN, Hwang TJ, Grischott T, et al. Prices and clinical  
benefit of cancer drugs in the USA and Europe: a cost-benefit 
analysis. Lancet Oncol 2020;21:664-70. doi:10.1016/S1470-
2045(20)30139-X

3  World Health Organization. Pricing of cancer medicines and its 
impacts. World Health Organization, 2018.

4  Savage P, Mahmoud S, Patel Y, Kantarjian H. Cancer drugs: an 
international comparison of postlicensing price inflation. J Oncol 
Pract 2017;13:e538-42. doi:10.1200/JOP.2016.014431

5  Hofmarcher T, Lindgren P, Wilking N, Jönsson B. The cost of cancer 
in Europe 2018. Eur J Cancer 2020;129:41-9. doi:10.1016/j.
ejca.2020.01.011

6  IQVIA. Global Oncology Trends 2021 [online]. https://www.iqvia.com/
insights/the-iqvia-institute/reports/global-oncology-trends-2021 
(accessed 5 September 2022).

7  Prasad V, Mailankody S. Research and development spending 
to bring a single cancer drug to market and revenues after 
approval. JAMA Intern Med 2017;177:1569-75. doi:10.1001/
jamainternmed.2017.3601

8  Angelis A, Polyakov R, Wouters OJ, Torreele E, McKee M. High drug 
prices are not justified by industry’s spending on research and 
development. BMJ 2023;380:e071710. doi:10.1136/bmj-2022-
071710

9  Mailankody S, Prasad V. Five years of cancer drug approvals: 
innovation, efficacy, and costs. JAMA Oncol 2015;1:539-40. 
doi:10.1001/jamaoncol.2015.0373

10  Del Paggio JC, Sullivan R, Schrag D, et al. Delivery of meaningful 
cancer care: a retrospective cohort study assessing cost and benefit 
with the ASCO and ESMO frameworks. Lancet Oncol 2017;18:887-
94. doi:10.1016/S1470-2045(17)30415-1

11  Hwang TJ, Kesselheim AS, Gyawali B. Affordability and price increases 
of new cancer drugs in clinical guidelines, 2007-2016. JNCI Cancer 
Spectr 2018;2:pky016. doi:10.1093/jncics/pky016

12  Whyte P, Hall C. The Role of Health Technology Assessment in 
Medicine Pricing and Reimbursement. World Health Organization, 
2013.

13  Vreman RA, Naci H, Goettsch WG, et al. Decision making under 
uncertainty: comparing regulatory and health technology assessment 
reviews of medicines in the United States and Europe. Clin Pharmacol 
Ther 2020;108:350-7. doi:10.1002/cpt.1835

14  Vivot A, Jacot J, Zeitoun JD, Ravaud P, Crequit P, Porcher R. Clinical 
benefit, price and approval characteristics of FDA-approved 
new drugs for treating advanced solid cancer, 2000-2015. Ann 
Oncol 2017;28:1111-6. doi:10.1093/annonc/mdx053

15  Vreman RA, Bouvy JC, Bloem LT, et al. Weighing of evidence by health 
technology assessment bodies: retrospective study of reimbursement 
recommendations for conditionally approved drugs. Clin Pharmacol 
Ther 2019;105:684-91. doi:10.1002/cpt.1251

16  Wolters S, Jansman FGA, Postma MJ. Differences in evidentiary 
requirements between European Medicines Agency and European 
health technology assessment of oncology drugs—can alignment 
be enhanced?Value Health 2022;25:1958-66. doi:10.1016/j.
jval.2022.05.006

17  Molto C, Hwang TJ, Borrell M, et al. Clinical benefit and cost of 
breakthrough cancer drugs approved by the US Food and Drug 
Administration. Cancer 2020;126:4390-9. doi:10.1002/cncr.33095

18  Kim C, Prasad V. Cancer drugs approved on the basis of a surrogate 
end point and subsequent overall survival: an analysis of 5 years 
of US Food and Drug Administration approvals. JAMA Intern 
Med 2015;175:1992-4. doi:10.1001/jamainternmed.2015.5868

19  Naci H, Davis C, Savović J, et al. Design characteristics, risk of bias, 
and reporting of randomised controlled trials supporting approvals 
of cancer drugs by European Medicines Agency, 2014-16: cross 
sectional analysis. BMJ 2019;366:l5221. doi:10.1136/bmj.l5221

20  Bloem LT, Schelhaas J, López-Anglada L, Herberts C, van Hennik PB, 
Tenhunen O. European conditional marketing authorization in a 
rapidly evolving treatment landscape: a comprehensive study of 
anticancer medicinal products in 2006-2020. Clin Pharmacol 
Ther 2023;114:148-60. doi:10.1002/cpt.2906

21  Bloem LT, Bot RE, Mantel-Teeuwisse AK, et al. Pre-approval and post-
approval availability of evidence and clinical benefit of conditionally 
approved cancer drugs in Europe: a comparison with standard 
approved cancer drugs. Br J Clin Pharmacol 2022;88:2169-79. 
doi:10.1111/bcp.15141

22  Lipska I, Hoekman J, McAuslane N, Leufkens HG, Hövels AM. 
Does conditional approval for new oncology drugs in Europe lead 
to differences in health technology assessment decisions?Clin 
Pharmacol Ther 2015;98:489-91. doi:10.1002/cpt.198

23  Saluja R, Arciero VS, Cheng S, et al. examining trends in cost 
and clinical benefit of novel anticancer drugs over time. J Oncol 
Pract 2018;14:e280-94. doi:10.1200/JOP.17.00058

24  Vokinger KN, Hwang TJ, Daniore P, et al. Analysis of launch and 
postapproval cancer drug pricing, clinical benefit, and policy 
implications in the US and Europe. JAMA Oncol 2021;7:e212026. 
doi:10.1001/jamaoncol.2021.2026

25  Salas-Vega S, Shearer E, Mossialos E. Relationship between costs 
and clinical benefits of new cancer medicines in Australia, France, 
the UK, and the US. Soc Sci Med 2020;258:113042. doi:10.1016/j.
socscimed.2020.113042

26  European Medicines Agency. Conditional marketing authorisation 
[online]. https://www.ema.europa.eu/en/human-regulatory-
overview/marketing-authorisation/conditional-marketing-
authorisation (accessed 10 December 2023).

27  European Medicines Agency. Pre-authorisation guidance [online]. 
https://www.ema.europa.eu/en/human-regulatory-overview/
marketing-authorisation/pre-authorisation-guidance (accessed 10 
December 2023).

28  European Medicines Agency. Download medicine data [online]. 
https://www.ema.europa.eu/en/medicines/download-medicine-
data#european-public-assessment-reports-(epar)-%20section 
(accessed 25 August 2021).

29  WHO Collaborating Centre for Drug Statistics Methodology. ATC/
DDD Index [online]. 2023. https://www.whocc.no/atc_ddd_index/ 
(accessed 14 April 2023).

30  Vreman RA, Leufkens HGM, Kesselheim AS. Getting the right 
evidence after drug approval. Front Pharmacol 2020;11:569535. 
doi:10.3389/fphar.2020.569535

31  Ivandic V. Requirements for benefit assessment in Germany and 
England - overview and comparison. Health Econ Rev 2014;4:12. 
doi:10.1186/s13561-014-0012-8

32  Hwang TJ, Ross JS, Vokinger KN, Kesselheim AS. Association between 
FDA and EMA expedited approval programs and therapeutic value of 
new medicines: retrospective cohort study. BMJ 2020;371:m3434. 
doi:10.1136/bmj.m3434

33  Vitry A, Mintzes B. “Drugs to avoid” to improve quality use of 
medicines: how is Australia faring?J Pharm Policy Pract 2021;14:60. 
doi:10.1186/s40545-021-00346-3

34  Lipska I. Variation in Health Technology Assessment of new 
medicines: processes and outcomes [dissertation]. Utrecht, the 
Netherlands: Utrecht University, 2017.

35  Wang T, McAuslane N, Liberti L, Gardarsdottir H, Goettsch W, 
Leufkens H. Companies’ health technology assessment 
strategies and practices in Australia, Canada, England, France, 
Germany, Italy and Spain: an industry metrics study. Front 
Pharmacol 2020;11:594549. doi:10.3389/fphar.2020.594549

36  Cherny NI, de Vries EGE, Dafni U, et al. Comparative assessment  
of clinical benefit using the ESMO-magnitude of clinical benefit  
scale version 1.1 and the ASCO Value Framework Net Health  
Benefit score. J Clin Oncol 2019;37:336-49. doi:10.1200/
JCO.18.00729

37  Vreman RA, Mantel-Teeuwisse AK, Hövels AM, Leufkens HGM, 
Goettsch WG. Differences in health technology assessment 
recommendations among European jurisdictions: the role of 
practice variations. Value Health 2020;23:10-6. doi:10.1016/j.
jval.2019.07.017

38  US Inflation Calculator. Inflation Calculator [online]. https://www.
usinflationcalculator.com/ (accessed 21 August 2021).

39  X-Rates. Exchange Rates [online]. https://www.x-rates.com/ 
(accessed 27 August 2021).

40  European Commission. Union Register of medicinal products [online]. 
https://ec.europa.eu/health/documents/community-register/html/ 
(accessed 25 August 2021).

41  Marselis D, Hordijk L. From blockbuster to “nichebuster”: how a 
flawed legislation helped create a new profit model for the drug 
industry. BMJ 2020;370:m2983. doi:10.1136/bmj.m2983

42  Berger J, Dunn JD, Johnson MM, Karst KR, Shear WC. How drug 
life-cycle management patent strategies may impact formulary 
management. Am J Manag Care 2016;22(Suppl):S487-95.

43  DiMasi JA, Grabowski HG, Hansen RW. Innovation in the 
pharmaceutical industry: new estimates of R&D costs. J Health 
Econ 2016;47:20-33. doi:10.1016/j.jhealeco.2016.01.012

44  Tax SEM, van der Hoeven JJM. Toegankelijkheid van dure 
kankergeneesmiddelen: Nu en in de toekomst. KWF 
Kankerbestrijding, 2014.

45  Wouters OJ, Berenbrok LA, He M, Li Y, Hernandez I. 
Association of research and development investments 
with treatment costs for new drugs approved from 2009 to 
2018. JAMA Netw Open 2022;5:e2218623. doi:10.1001/
jamanetworkopen.2022.18623

46  Tay-Teo K, Ilbawi A, Hill SR. Comparison of sales income and research 
and development costs for FDA-approved cancer drugs sold by 
originator drug companies. JAMA Netw Open 2019;2:e186875. 
doi:10.1001/jamanetworkopen.2018.6875

47  European Medicines Agency. Conditional marketing authorisation 
Report on ten years of experience at the European Medicines 
Agency. EMA, 2017.

48  Aronson JK, Green AR. Me-too pharmaceutical products: history, 
definitions, examples, and relevance to drug shortages and essential 
medicines lists. Br J Clin Pharmacol 2020;86:2114-22. doi:10.1111/
bcp.14327

the bmj | BMJ 2024;384:e077391 | doi: 10.1136/bmj-2023-077391 11

https://www.iqvia.com/insights/the-iqvia-institute/reports/global-oncology-trends-2021
https://www.iqvia.com/insights/the-iqvia-institute/reports/global-oncology-trends-2021
https://www.ema.europa.eu/en/human-regulatory-overview/marketing-authorisation/conditional-marketing-authorisation
https://www.ema.europa.eu/en/human-regulatory-overview/marketing-authorisation/conditional-marketing-authorisation
https://www.ema.europa.eu/en/human-regulatory-overview/marketing-authorisation/conditional-marketing-authorisation
https://www.ema.europa.eu/en/human-regulatory-overview/marketing-authorisation/pre-authorisation-guidance
https://www.ema.europa.eu/en/human-regulatory-overview/marketing-authorisation/pre-authorisation-guidance
https://www.whocc.no/atc_ddd_index/
https://www.usinflationcalculator.com/
https://www.usinflationcalculator.com/
https://ec.europa.eu/health/documents/community-register/html/


RESEARCHRESEARCH

49  Wölken T. DRAFT REPORT on the proposal for a regulation of  
the European Parliament and of the Council laying down  
Union procedures for the authorisation and supervision of  
medicinal products for human use and establishing rules  
governing the European Medicines Agency. European  
Parliament, 2023.

50  European Commission. Reform of the EU pharmaceutical legislation 
[online]. 2023. https://eur-lex.europa.eu/legal-content/EN/
TXT/?uri=CELEX:52023PC0193 (accessed 10 December 2023).

51  European Commission. Regulation on Health Technology Assessment 
[online]. https://health.ec.europa.eu/health-technology-assessment/
regulation-health-technology-assessment_en (accessed 14 April 
2023).

52  Callenbach MHE, Vreman RA, Mantel-Teeuwisse AK, Goettsch WG. 
When reality does not meet expectations—experiences and 
perceived attitudes of Dutch stakeholders regarding payment and 
reimbursement models for high-priced hospital drugs. Int J Environ 
Res Public Health 2022;20:340. doi:10.3390/ijerph20010340

53  World Health Organization. Cross-country collaborations to 
improve access to medicines and vaccines in the WHO European 
Region. WHO, 2020.

54  Kohler D, Abdelall L, Rommel W. Cross-border collaboration initiatives 
in the healthcare space: Facilitating access to innovative treatments 
at fairer prices. ECL Access to Medicines Task Force, 2021.

Web appendix: Supplementary materials

12 doi: 10.1136/bmj-2023-077391 | BMJ 2024;384:e077391 | the bmj

https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=CELEX:52023PC0193
https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=CELEX:52023PC0193
https://health.ec.europa.eu/health-technology-assessment/regulation-health-technology-assessment_en
https://health.ec.europa.eu/health-technology-assessment/regulation-health-technology-assessment_en

