
 

 
 
___________________________________________ 

LUP  
Lund University Publications 

Institutional Repository of Lund University 
__________________________________________________ 

 
 

This is an author produced version of a paper published in 
Annals of the rheumatic diseases. 

This paper has been peer-reviewed but does not include 
the final publisher proof-corrections or journal pagination. 

 
Citation for the published paper: 

Anders Gülfe, Lars Erik Kristensen, Tore Saxne, Lennart 
Jacobsson, Ingemar Petersson, Pierre Geborek 

 
“Rapid and sustained health utility gain in anti-TNF treated 

inflammatory arthritis. Observational data during seven 
years in southern Sweden.” 

Annals of the rheumatic diseases, 
2009, Issue: March 27 

 
http://dx.doi.org/10.1136/ard.2008.103473 

 
Access to the published version may require  

journal subscription. 
 

Published with permission from: BMJ Publishing Group 

http://dx.doi.org/10.1136/ard.2008.103473


1 

Rapid and sustained health utility gain in anti-TNF treated inflammatory 
arthritis. Observational data during seven years in southern Sweden. 
 
Anders Gülfe, MD#, Lars Erik Kristensen, MD, PhD#, Tore Saxne, MD, PhD#, Lennart TH 

Jacobsson, MD, PhD##, Ingemar F Petersson, MD, PhD###, Pierre Geborek, MD, PhD# 

#Dept of Rheumatology, Lund University Hospital, Lund Sweden 

##Dept of Rheumatology, Malmö University Hospital, Malmö, Sweden 

###South Sweden Musculoskeletal Research Centre, Dept of Orthopedics, Lund University 

Hospital, Lund, Sweden 

 

Acknowledgements 

We are indebted to all colleagues and staff in the South Swedish Arthritis Treatment Group 
for cooperation and data supply and to Jan-Åke Nilsson for help with statistical calculations. 
This study was supported by grants from Österlund and Kock Foundations, King Gustav V 80 
year fund, Lund University Hospital, Region Skåne, Faculty of Medicine, Lund University 
and Reumatikerförbundet. 
 

The Corresponding Author has the right to grant on behalf of all authors and does grant on 
behalf of all authors, an exclusive licence (or non-exclusive for government employees) on a 
worldwide basis to the BMJ Publishing Group Ltd and its Licensees to permit this article (if 
accepted) to be published in Annals of the Rheumatic Diseases and any other BMJPGL 
products to exploit all subsidiary rights, as set out in our licence 
(http://ard.bmj.com/ifora/licence.pdf). 
 
 
 
 
Correspondence: Anders Gülfe 
Dept of Rheumatology 
Lund University Hospital 
SE-221 85 Lund, Sweden 
Telephone: +46 46171619 
Fax: +46 46128468 
E-mail: anders.gulfe@med.lu.se 
 

 
 
 
 

http://ard.bmj.com/ifora/licence.pdf
mailto:gulfe@med.lu.se


2 

Abstract 

Background. Rheumatoid arthritis (RA), psoriatic arthritis (PsA), and other 

spondylarthritides (SpA) impose great impact on the individual in addition to the costs on 

society, which may be reduced by effective pharmacological treatment. Industry independent 

health economic studies should complement studies sponsored by industry. 

Objective.  To study secular trends in baseline health utilities in patients commencing TNF 

blockade for arthritis in clinical practice over 7 years; to address utility changes during 

treatment; to investigate the influence of previous treatment courses; to study the feasibility of 

health utility measures, and to compare them across diagnostic entities. 

Methods. EuroQoL 5 Dimensions (EQ-5D) utility data were collected from a structured 

clinical follow-up program of anti-TNF treated patients with RA (N=2554), PsA (N=574) or 

SpA (N=586). Time trends were calculated. Completer analysis was used. 

Results. There were weak or non-significant secular trends for increasing baseline utilities 

over time for RA, PsA and SpA. Maximum gain in utilities occurred already after 2 weeks for 

all diagnoses and remained stable for patients remaining on therapy. First and second anti-

TNF courses performed similarly.  

Conclusions. Utilities at inclusion remained largely unchanged for RA, PsA and SpA over 7 

years. Improvement occurred early during treatment and not beyond 6 weeks at the group 

level. Improvement during the first course was not consistently greater than the second. There 

were no major differences between RA, PsA and SpA. EQ-5D proved feasible and applicable 

across these diagnoses. These “real world” data may be useful for health economic modelling. 

 
 

 

Word count: 245 
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Introduction 

Societal costs of rheumatoid arthritis (RA), psoriatic arthritis (PsA), and other 

spondylarthritides (SpA) are substantial 1, and indirect costs predominate. Effective treatment 

for these diseases, preventing disability, should therefore be beneficial for society. On the 

other hand, the new effective biologic therapies (blockers of TNF, IL-1, T-cell costimulation 

and B-cell depletors) are costly. Therefore, the cost effectiveness of these drugs has been 

subject to health economic studies2 3. However, many studies on cost effectiveness rely upon 

clinical trial data 4-6 with their limited generalizability,  and not on observational data from 

daily clinical practice 7 8. Furthermore, several diagnoses from the same setting are rarely 

reported, and health utilities are derived from measures such as the health assessment 

questionnaire (HAQ) 9 10 in RA 11 12.  

 

Changes in the indications for treatment with biologics can be anticipated when used in 

clinical practice, as physicians become more familiar with them. This could result in secular 

changes in baseline utilities as well as change in their improvement during treatment. Indeed, 

we and others have reported changes in baseline characteristics towards lower disease activity 

and disability at start of first treatment during the first three years after introducing anti-TNF 

therapy13 14. 

 

We have reported the costs and health economic benefits associated with early anti-TNF 

therapy for RA in clinical practice 7. However, we had to use sensitivity analyses for cost 

effectiveness estimations, since we did not have multiple measurements during the first 

treatment year, and we also lacked utility values beyond this time. Another aspect not 

scrutinized in the study was that patients switched between different expensive biologic drugs 

(up to 35% in our setting)14. 
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We undertook the present study on patients with RA, PsA, and other SpA treated in clinical 

practice in southern Sweden, with four specific goals: 

• To determine if health utilities at initiation of anti-TNF treatment changed over the 7 

year period between May 2002 and December 2008; 

• To address changes in this measure during anti-TNF treatment both in the short and 

long perspective, including reasons for drug withdrawal;  

• To study if previous biological therapy influenced this measure;  

• To study the feasibility of the preference based health utility instrument EuroQoL-5-

dimensions (EQ-5D) and apply it across different diagnostic entities.  

 

Materials & Methods 

 

Anti-TNF treatment courses for patients with RA, PsA and SpA according to the treating 

physician were retrieved from the South Swedish Arthritis Treatment Group Registry15-17. In 

2002, collecting health utility data was introduced in routine clinical follow up. Data were 

collected using the 5 descriptive questions of the EuroQol 5 Dimension (EQ-5D)18. The visual 

analogue scale of the EQ-5D was not used. From this generic preference based instrument, 

utility values can be derived with a range from death (0) to full health (1), with values below 

0 (-0.56) being possible19 20. The dimensions covered by the EQ-5D include mobility, self-

care, usual activities, pain/discomfort, and anxiety/depression.  

 

Patients eligible for this study had a diagnosis of RA, PsA, or SpA according to the opinion of 

the treating physician. Patients with PsA and SpA were further classified as having peripheral 
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joint disease (arthritis distal of shoulder and hips ever) and/or clinical signs of spondylitis  by 

the treating physician21. The different diagnoses and classifications have been validated in 

large groups of patients and found to be accurate in between 90-98 %16 21 according to 

established criteria22-25. The patients were identified in the SSATG registry during the period 

May 2002 through December 2008 as starting a treatment course of infliximab, etanercept, or 

adalimumab. Treatment courses were classified as either first, second, or third or more anti-

TNF. All EQ-5D utility values at treatment follow up time points 0, 0.5, 1.5, 3, 6, 12, 24, 30, 

36, 48, and 60 months were retrieved from the database. Treatment courses lacking baseline 

EQ-5D were excluded. Anti-TNF treatments were grouped according to year of initiation for 

analyses of time trends at treatment onset. Reason for drug withdrawal was documented in the 

SSATG protocol as failure, adverse event, or other, but only one stop reason could be given. 

Distinction between primary failure (never having a response) and secondary failure (having 

an initial response, with deterioration later), was not always possible, and they were therefore 

grouped together. Other stop reasons include among others pregnancy, switching for 

convenience, or remission.  Missing follow up data were requested from treating physicians 

1-2 times per year, including possible withdrawal reason.  

 

To assess feasibility of EQ-5D in the current observational setting, the number of follow up 

visits with full EQ-5D information was compared to those with data on HAQ. 

 

Statistics: Values are given with mean and 95 % confidence interval (CI). Follow up times are  

given with median (range), and mean (SD) values. Generally, only observations with at least 

20 valid N are presented. Patients remaining on therapy at given follow up time points were 

estimated from Kaplan-Meier plots. Patients with full data sets at time 0, 3, 6, 12, and 24 
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months were compared with all patients to see if there were relevant differences between 

those with complete and incomplete data. 

 

Results 

Baseline patient characteristics according to anti-TNF treatment and diagnosis are shown in 

table 1. Most patients receiving their second, third or more course of TNF-blocker were 

included in the first course group, thus making direct statistical comparisons of the patient 

groups hazardous. There were several differences between the diagnostic groups. RA patients 

were older, had tried more DMARDs, were more often treated with concomitant DMARDs, 

and were more often female. Overall, patients subject to more than one anti-TNF drug tended 

to be older, have longer disease duration and they were less often treated with concomitant 

methotrexate. As expected, clinical signs of spondylitis were more prevalent in the SpA group 

(77%); many patients belonged to the undifferentiated SpA entity. Clinical spondylitis was 

also present in almost 30 % of PsA patients. 

 

The secular trends for baseline EQ-5D utility values at first anti-TNF treatment and the 

different diagnoses are illustrated by figure 1. There were weak, non significant trends for 

increasing baseline utility values for RA patients (Spearman’s ρ=0.03, P=0.23), PsA (ρ=0.04, 

P=0.37), and SpA (ρ=0.05, P=0.29) over time.  

 

The development of EQ-5D utilities at first, second, and third or more anti-TNF treatment 

course for RA, PsA and SpA patients is illustrated in figure 2A-C. For RA patients, utility 

improvement during the first and second anti-TNF treatments performed in a similar way. The 

third or more anti-TNF treatments started from a lower utility level and groups were smaller 
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with wider CIs, but nevertheless they performed with about the same numerical improvement 

as for first and second anti-TNF treatments. 

 

Most gain in EQ-5D utilities was achieved already after 2 weeks for both first and second 

anti-TNF treatments for RA and PsA at the group level, while the SpA patients had a 

somewhat slower initial improvement. 

 

RA patients stopping therapy demonstrated lower utility gain regardless of reason for 

withdrawing treatment (figure 3). Utility improvement in cases with stop reasons other than 

adverse event or failure seemed to perform like those remaining on treatment, but numbers 

were limited.  

 

To assess the feasibility of EQ-5D in clinical practice, we compared the frequency of 

complete EQ-5D and HAQ questionnaires. Total number of follow up visits were 12585, 

2553, and 2630 with presence of HAQ values in 98%, 97%, 97%, and presence of EQ-5D 

values in 93%, 94%, and 94% for RA, PsA and SpA, respectively. 

 

To investigate the possibility of bias in patients with missing values, we compared the total 

amount of information for RA patients at time points 0, 3, 6, 12, and 24 months with RA 

patients with complete data sets at all these time points, grouped according to treatment order 

(figure 4). The pattern of improvement is similar regardless of data set completeness, but the 

magnitude of improvement is somewhat higher at some time points in first anti-TNF courses 

with complete data sets.  

 

To facilitate health economic modelling, we calculated median/mean follow up time and life-

table estimates of drug survival, in relation to diagnoses, anti-TNF treatment sequences, and 
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stop reasons (On-line supplemental Table 1, Figure 2A-C). Expectedly, patients with ongoing 

treatment had longer follow up, while those stopping because of adverse event had the 

shortest. Treatment courses terminated due to low response and failure had follow up times 

close to those due to adverse event. Other stop reasons were less common but resulted in 

longer follow up times. Overall follow up time decreased with increasing anti-TNF number, 

and follow up times were skewed towards early withdrawal as indicated by lower median 

compared to mean values. 

 

Discussion 

A major finding in this study was the rapid improvement in health utilities already after 2 

weeks in RA patients treated with their first anti-TNF drug. The improvement was maintained 

for at least 5 years for patients remaining on therapy. Baseline utilities remained relatively 

stable during the period 2002-2008 for the first anti-TNF drug. This was somewhat 

unexpected, given our previously reported steady improvement of both disability (HAQ) and 

disease activity (DAS28) levels during 1999-200614. Interestingly, there were no major 

differences between different chronic arthritis diagnoses, whereas there was a trend for lower 

baseline utilities with increasing number of anti-TNF drugs. However, limited number for 

third course anti-TNF in PsA and SpA patients precludes firm conclusions at present. 

 

EQ-5D was chosen due to its simplicity, patient acceptability, and well established utilities. It 

is well suited for measuring diseases mainly involving locomotor organs, including 

dimensions such as pain, mobility, self-care, and usual activities, all of which are important in 

inflammatory joint diseases. We have found the visual analogue scale of the EQ-5D less 

suitable with low patient acceptability in clinical practice, and the core set already included 
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two VAS scales, one of pain and one of global disease activity. Our findings of only 6-7 

percent missing health utilities compared to 2-3% for HAQ scores confirms the feasibility of 

the EQ-5D instrument in our observational setting.  

 

EQ-5D is a generic measure thus intended for comparing various diseases. Our findings 

support this. This type of comparison had not been possible using disease specific measures 

such as the HAQ, RA-QoL, and PsAQoL9 27-29. Although VAS scales have been used as 

surrogates in health economic models29, it should be better to use instruments with established 

health utilities. However, EQ-5D entails several subjective judgements made by the patients, 

and therefore it has to be complemented with more objective measures before making 

decisions regarding start or change of biological treatment. 

 

Observational data like ours are more generally applicable as a reference for health economic 

modelling than RCT data, which are derived from highly selected patients5 30 31. Furthermore, 

in Sweden there are no formal requirements for inclusion or response, few economic 

restrictions, and drug costs are almost entirely funded by society. This may result in more 

missing data, but data may be less biased towards worse utility and disease activity. 

 

Major strengths of the present study is that the variables have been prospectively collected 

and the setting can be regarded as truly population based17. It is also, to our knowledge, the 

first report giving comprehensive data on the development of EQ-5D utility over 7 years for 

patients with RA, PsA and SpA in a clinical setting. Our findings are in line with utility gain 

in RCTs of TNF blockers in RA32 33 and AS34 and an observational study of PsA35. 
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Our investigation also has limitations. Firstly, it is difficult to obtain complete sets of data in 

the observational setting. Using all available data increases generalizability. This, however, 

will yield lower improvement estimates as compared to including only subjects with complete 

follow up information from all visits (Figure 4). Thus, there may be a possible bias if 

complete data sets are required. Incompleteness could be due to either withdrawal from 

therapy or missing reports for other reasons. Withdrawal may be the main reason why gain in 

health utility is less when using all available data as compared to only subjects with complete 

follow-up information. Those stopping therapy, irrespective of cause (lack of effect or adverse 

event), had less improvement in health utility prior to the stop (Figure 3). More emphasis 

should be put on overall withdrawal rate than on stop reason, since insufficient effect may 

lower the threshold for stopping treatment due to a mild adverse event.21 36. Secondly, regular 

follow up is a prerequisite for good data provision. This can be a problem in a voluntary 

multi-centre observational setting such as ours, where health care is provided in organisations 

changing over time for economical, political, or other reasons. Even so, the professional 

SSATG network has remained stable over the last 10 years, and we have not been able to 

identify any major bias in the missing follow up data which would seriously impair our 

conclusions.  

 

Previously, when we only had baseline and 1 year measures, we had to make sensitivity 

analyses as to when the actual improvement occurred7. This can now be simplified. In the 

present dataset, the gain can be regarded as almost instantaneous and steady over the years 

after anti-TNF institution (figure 2A-C), thereby facilitating the calculation of gain in quality 

adjusted life years (QALYs). However, it must be kept in mind that these calculations are 

derived from patients remaining on therapy, and therefore selected as good responders. Drug 

continuation can vary substantially between different treatment remedies in our setting 37, and 
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this must be accounted for in health economic modelling. We consider the data in Figure 2A-

C and on-line supplemental Table 2 fairly robust due to the active and regular search for 

treatment withdrawal reason when follow-up data are missing16 37.   

 

Our data illustrate, that irrespective of guidelines, there are trends regarding the baseline 

characteristics of patients that are started on biologics14. These trends seem less obvious for 

health utility measures, but long term follow up, as in the present study, is needed in addition 

to analyses of RCTs and shorter observational studies to establish true utility gain in the 

clinical setting.   

 

In conclusion, this study demonstrates a rapid gain in EQ-5D utility after initiation of anti-

TNF-treatment in chronic arthritis, irrespective of diagnosis, and that this changes little in the 

subsequent five years for patients remaining on therapy. The EQ-5D utility used to describe 

improvement is feasible in this observational population, and the similar results obtained for 

various diagnoses support its generic character. 

 

 

Word count: 2382 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



13 

References 
 
1. Kavanaugh A. Health economics: implications for novel antirheumatic therapies. Ann 

Rheum Dis 2005;64 Suppl 4:iv65-9. 
2. Emery P. Review of health economics modelling in rheumatoid arthritis. 

Pharmacoeconomics 2004;22(2 Suppl 1):55-69. 
3. Fleurence R, Spackman E. Cost-effectiveness of biologic agents for treatment of 

autoimmune disorders: structured review of the literature. J Rheumatol 
2006;33(11):2124-31. 

4. Kobelt G, Jonsson L, Young A, Eberhardt K. The cost-effectiveness of infliximab 
(Remicade) in the treatment of rheumatoid arthritis in Sweden and the United 
Kingdom based on the ATTRACT study. Rheumatology (Oxford) 2003;42(2):326-35. 

5. Kobelt G, Lindgren P, Singh A, Klareskog L. Cost effectiveness of etanercept (Enbrel) in 
combination with methotrexate in the treatment of active rheumatoid arthritis based on 
the TEMPO trial. Ann Rheum Dis 2005;64(8):1174-9. 

6. Kobelt G, Sobocki P, Sieper J, Braun J. Comparison of the cost-effectiveness of infliximab 
in the treatment of ankylosing spondylitis in the United Kingdom based on two 
different clinical trials. Int J Technol Assess Health Care 2007;23(3):368-75. 

7. Kobelt G, Eberhardt K, Geborek P. TNF inhibitors in the treatment of rheumatoid arthritis 
in clinical practice: costs and outcomes in a follow up study of patients with RA 
treated with etanercept or infliximab in southern Sweden. Ann Rheum Dis 
2004;63(1):4-10. 

8. Kievit W, Adang EM, Fransen J, Kuper HH, van der Laar MA, Jansen TL, et al. The 
effectiveness and medication costs of three anti-TNF agents{alpha} in the treatment of 
rheumatoid arthritis from prospective clinical practice data. Ann Rheum Dis 2008. 

9. Fries JF, Spitz P, Kraines RG, Holman HR. Measurement of patient outcome in arthritis. 
Arthritis Rheum 1980;23(2):137-45. 

10. Ekdahl C, Eberhardt K, Andersson SI, Svensson B. Assessing disability in patients with 
rheumatoid arthritis. Use of a Swedish version of the Stanford Health Assessment 
Questionnaire. Scand J Rheumatol 1988;17(4):263-71. 

11. Jacobsson LT, Lindroth Y, Marsal L, Juran E, Bergstrom U, Kobelt G. Rheumatoid 
arthritis: what does it cost and what factors are driving those costs? Results of a survey 
in a community-derived population in Malmo, Sweden. Scand J Rheumatol 
2007;36(3):179-83. 

12. Kobelt G, Jonsson L, Lindgren P, Young A, Eberhardt K. Modeling the progression of 
rheumatoid arthritis: a two-country model to estimate costs and consequences of 
rheumatoid arthritis. Arthritis Rheum 2002;46(9):2310-9. 

13. Hetland ML, Lindegaard HM, Hansen A, Podenphant J, Unkerskov J, Ringsdal VS, et al. 
Do changes in prescription practice in patients with rheumatoid arthritis treated with 
biologics affect treatment response and adherence to therapy? Results from the 
nationwide Danish Danbio Registry. Ann Rheum Dis 2008. 

14. Söderlin MK GP. Changing pattern in the prescription of biological treatment in 
rheumatoid arthritis. A 7-year follow-up of 1839 patients in southern Sweden. Ann 
Rheum Dis;67:37-42. 

15. Geborek P, Saxne T. Clinical protocol for monitoring of targeted therapies in rheumatoid 
arthritis. Rheumatology (Oxford) 2000;39(10):1159-61. 

16. Geborek P, Crnkic M, Petersson IF, Saxne T. Etanercept, infliximab, and leflunomide in 
established rheumatoid arthritis: clinical experience using a structured follow up 
programme in southern Sweden. Ann Rheum Dis 2002;61(9):793-8. 



14 

17. Geborek P, Nitelius E, Noltorp S, Petri H, Jacobsson L, Larsson L, et al. Population based 
studies of biological antirheumatic drug use in southern Sweden: comparison with 
pharmaceutical sales. Ann Rheum Dis 2005;64(12):1805-7. 

18. EuroQol--a new facility for the measurement of health-related quality of life. The EuroQol 
Group. Health Policy 1990;16(3):199-208. 

19. Hurst NP, Kind P, Ruta D, Hunter M, Stubbings A. Measuring health-related quality of 
life in rheumatoid arthritis: validity, responsiveness and reliability of EuroQol (EQ-
5D). Br J Rheumatol 1997;36(5):551-9. 

20. Dolan P GC, Kind P, Williams A. A social tariff for EuroQol: Results from a UK 
population survey. York, UK: Centre for Health Economics, University of York, 1995. 

21. Gülfe A, Kristensen LE, Geborek P. Six and twelve weeks response predicts continuation 
of TNF-blockade in rheumatoid arthritis. Observational cohort study from southern 
Sweden. J Rheumatol 2009, accepted for publication. 

22. van der Linden S, Valkenburg HA, Cats A. Evaluation of diagnostic criteria for 
ankylosing spondylitis. A proposal for modification of the New York criteria. Arthritis 
Rheum 1984;27(4):361-8. 

23. Dougados M, van der Linden S, Juhlin R, Huitfeldt B, Amor B, Calin A, et al. The 
European Spondylarthropathy Study Group preliminary criteria for the classification 
of spondylarthropathy. Arthritis Rheum 1991;34(10):1218-27. 

24. Arnett FC, Edworthy SM, Bloch DA, McShane DJ, Fries JF, Cooper NS, et al. The 
American Rheumatism Association 1987 revised criteria for the classification of 
rheumatoid arthritis. Arthritis Rheum 1988;31(3):315-24. 

25. Bennett PM WP. Population studies of the rheumatic diseases. Amsterdam International 
Congress Series 1966(148):148. 

26. Kristensen LE, Saxne T, Geborek P. The LUNDEX, a new index of drug efficacy in 
clinical practice: results of a five-year observational study of treatment with infliximab 
and etanercept among rheumatoid arthritis patients in southern Sweden. Arthritis 
Rheum 2006;54(2):600-6. 

27. McKenna SP, Doward LC, Whalley D, Tennant A, Emery P, Veale DJ. Development of 
the PsAQoL: a quality of life instrument specific to psoriatic arthritis. Ann Rheum Dis 
2004;63(2):162-9. 

28. Whalley D, McKenna SP, de Jong Z, van der Heijde D. Quality of life in rheumatoid 
arthritis. Br J Rheumatol 1997;36(8):884-8. 

29. Kobelt G, Lindgren P, Lindroth Y, Jacobson L, Eberhardt K. Modelling the effect of 
function and disease activity on costs and quality of life in rheumatoid arthritis. 
Rheumatology (Oxford) 2005;44(9):1169-75. 

30. Bansback NJ, Young A, Brennan A. The NICE reappraisal of biologics in 2005: what 
rheumatologists need to know. Rheumatology (Oxford) 2005;44(1):3-4. 

31. Bansback NJ, Brennan A, Ghatnekar O. Cost effectiveness of adalimumab in the 
treatment of patients with moderate to severe rheumatoid arthritis in Sweden. Ann 
Rheum Dis 2005;64(7):995-1002. 

32. van Riel PL, Taggart AJ, Sany J, Gaubitz M, Nab HW, Pedersen R, et al. Efficacy and 
safety of combination etanercept and methotrexate versus etanercept alone in patients 
with rheumatoid arthritis with an inadequate response to methotrexate: the ADORE 
study. Ann Rheum Dis 2006;65(11):1478-83. 

33. van Riel PL, Freundlich B, MacPeek D, Pedersen R, Foehl JR, Singh A. Patient-reported 
health outcomes in a trial of etanercept monotherapy versus combination therapy with 
etanercept and methotrexate for rheumatoid arthritis: the ADORE trial. Ann Rheum 
Dis 2008;67(8):1104-10. 



15 

34. Braun J, McHugh N, Singh A, Wajdula JS, Sato R. Improvement in patient-reported 
outcomes for patients with ankylosing spondylitis treated with etanercept 50 mg once-
weekly and 25 mg twice-weekly. Rheumatology (Oxford) 2007;46(6):999-1004. 

35. Olivieri I, de Portu S, Salvarani C, Cauli A, Lubrano E, Spadaro A, et al. The psoriatic 
arthritis cost evaluation study: a cost-of-illness study on tumour necrosis factor 
inhibitors in psoriatic arthritis patients with inadequate response to conventional 
therapy. Rheumatology (Oxford) 2008;47(11):1664-70. 

36. Zink A, Listing J, Kary S, Ramlau P, Stoyanova-Scholz M, Babinsky K, et al. Treatment 
continuation in patients receiving biological agents or conventional DMARD therapy. 
Ann Rheum Dis 2005;64(9):1274-9. 

37. Kristensen LE, Saxne T, Nilsson JA, Geborek P. Impact of concomitant DMARD therapy 
on adherence to treatment with etanercept and infliximab in rheumatoid arthritis. 
Results from a six-year observational study in southern Sweden. Arthritis Res Ther 
2006;8(6):R174. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



16 

Legends 
 
Table 1.  
Patients characteristic at treatment initiation. 
 
On-line supplemental Table 1. 
Follow up time in months. Values are given as median ; mean (standard deviation), range; 
number. 
 
Figure 1.  
EQ-5D at first treatment initiation 2002-2008 for RA, PsA and SpA patients. 
 
 
Figure 2A.  
EQ-5D during follow up for RA patients, starting anti-TNF 2002-2008 and with baseline EQ-
5D values. 
 
  
Figure 2B.  
EQ-5D during follow up for PsA patients, starting anti-TNF 2002-2008 and with baseline EQ-
5D values. 
 
 
Figure 2C.  
EQ-5D during follow up for SpA patients, starting anti-TNF 2002-2008 and with baseline 
EQ-5D values. 
 
 
Figure 3.  
EQ-5D during follow up – stop reason. RA patients starting first anti-TNF 2002-2008 and 
with baseline EQ-5D values. 
 
 
Figure 4.  
EQ-5D during follow up for RA patients. All patients and patients with complete data. 
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Table 1 
Baseline characteristics in the different diagnostic and treatment groups 
  
 

 RA Psoriatic arthritis Spondylarthritis 
 1st anti-TNF 2nd anti-TNF >2 anti-TNF 1st anti-TNF 2nd anti-TNF >2 anti-TNF 1st anti-TNF 2nd anti-TNF >2 anti-TNF 
Valid N 1584 742 228 401 135 38 430 117 39 
Male/Female (%) 23/77 19/81 17/83 51/49 41/59 34/66 60/40 54/46 58/42 
Age years  
(Mean 95% CI) 55.0 (54.2-55.8) 55.1 (53.8-56.4) 57.0 (54.6-59.4) 46.8 (45.6-48.0) 48.4 (46.1-50.7) 52.0 (48.1-56.0) 43.2 (42.0-44.3) 43.9 (41.7-46.2) 47.0 (43.1-50.8) 
Disease duration  
(Mean 95% CI) 9.8 (9.2-10.4) 12.1 (11.0-13.1) 14.2 (12.2-16.3) 10.1 (9.3-11.0) 12.0 (10.5-13.4) 16.0 (12.6-19.4) 13.1 (12.0-14.2) 16.1 (13.9-18.2) 16.3 (12.6-20.0) 
Previous DMARD 
number# (Mean 95% CI) 2.3 (2.2-2.3) 4.0 (3.8-4.2) 5.7 (5.3-6.0) 1.7 (1.6-1.8) 3.0 (2.8-3.1) 4.6 (4.0-5.2) 1.4 (1.3-1.5) 2.9 (2.7-3.1) 4.5 (4.0-4.9) 
Ongoing DMARD 
number (Mean 95% CI) 1.1 (1.1-1.1) 1.0 (1.0-1.1) 1.0 (1.0-1.1) 0.7 (0.7-0.8) 0.6 (0.5-0.7) 0.5 (0.3-0.7) 0.6 (0.5-0.7) 0.5 (0.4-0.6) 0.5 (0.4-0.7) 
Ongoing Methotrexate 
(%) 68.1 52.5 51.3 62.8 54.1 39.5 42.6 41.9 43.6 
Etanercept (%) 46.8 51.8 35.1 48.4 57.8 31.6 40.7 43.6 17.9 
Adalimumab (%) 26.6 40.7 49.6 23.2 37.0 52.6 20.5 45.3 61.5 
Infliximab (%) 26.6 7.5 15.4 28.4 5.2 15.8 38.8 11.1 20.5 
Clinical spondylitis  
ever (%)    29.4 29.6 47.4 64.2 69.2 69.2 
Peripheral arthritis  
ever (%)    66.3 77.0 88.8 44.0 48.7 64.1 
Definite ankylosing 
spondylitis (%)    2.7 1.5 0 46.3 51.3 48.7 
          

#Includes previous biologics         
 
 














