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Rheumatoid arthritis (RA) is a chronic systemic
autoimmune disorder and the most common form
of inflammatory arthritis.1 RA affects 1% of the

population, most often adults aged 40 to 70 years.2

Recent epidemiologic data indicate that the incidence of
RA in women has risen in the past 10 years.3 Because RA
affects many individuals who are of working age and
remains a major cause of disability, the economic burden

of RA adds a significant cost not only to patients and
their families, but also to society as a whole.1,4 In addi-
tion, reduced quality of life, loss of work productivity,
and substantial healthcare utilization are factors that
must be considered in RA management.4,5

Because complications of RA may begin to develop
within months of disease onset, early and aggressive
treatment is considered clinically necessary to manage
immediate symptoms of pain associated with inflamma-
tion, but also to slow disease progression to prevent long-
term disability.1,6,7 Historically, estimates of work disabili-
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Background: Advances in therapies for rheumatoid arthritis (RA), particularly biologics,
have transformed the treatment paradigm for RA. However, the associated costs of these
therapies result in a significant economic burden on the healthcare system. As a chronic
disease requiring lifelong treatment, most health plans now position RA drugs as a high-
priority therapeutic category.
Objective: To identify provider and payer practices and perceptions regarding coverage
of RA biologics in the current marketplace, as well as emerging trends in reimbursement
practices.
Method: In November 2011, Reimbursement Intelligence, a healthcare research company,
collected and analyzed quantitative and qualitative data via parallel-structure online surveys
of 100 rheumatologists and 50 health plan payers (medical and pharmacy directors) who
represent more than 80 million covered lives. The surveys included approximately 150 ques-
tions, and the surveys were designed to force a response for each question.
Results: Payers reported using tier placement, prior authorization, and contracting in
determining coverage strategies for RA biologics. Among providers, experience with older
RA agents remains the key driver for the choice of a biologic agent. A majority of payers
and providers (68% and 54%, respectively) reported that they did not anticipate a change
in the way their plans would manage biologics over the next 2 to 4 years. Payers’ re -
sponses indicated uncertainty about how therapeutic positioning of newer, small-molecule
drugs at price parity to biologics would affect the current reimbursement landscape.
Survey responses show that approval of an indication for early treatment of RA is not likely
to change the prescribing and reimbursement landscape for RA biologics. This survey fur-
ther shows that payers and providers are generally aligned in terms of perceptions of cur-
rent and future treatments for RA. 
Conclusion: Advances in RA therapies allow patients increasing options for effective dis-
ease management. However, the high cost of biologic therapies and the need for lifelong
treatment raise economic concerns. Payer satisfaction with current therapies and uncer-
tainty about added value of new therapies will create challenges for new medications
coming to market. 
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ty rates for RA have been high, with higher rates associ-
ated with longer disease duration; work disability esti-
mates have been shown to reach 30% within 2 to 3 years
of diagnosis.4,5 Recent estimates suggest that RA-related
work disability rates remain high, although potentially
lower than in earlier estimates.8 This 2008 longitudinal
analysis showed estimates of 23% work disability at 1 to
3 years of disease onset and of 35% within 10 years.8

Clinical studies have shown better clinical outcomes
when aggressive treatment is initiated early, including
treatment with a wide range of disease-modifying
antirheumatic drugs (DMARDs) and non-DMARD
combination therapies.7-9 A recent joint collaboration of
the American College of Rheumatology (ACR) and the
European League Against Rheumatism has led to the
development of an updated classification system of RA,
to shift the focus from late-stage disease features—such
as structural changes and joint damage that can be deter-
mined from various imaging techniques—to early-stage
disease features that are associated with persistent dis-
ease.6 Given the advances in treatment for RA, includ-
ing nonbiologic and biologic options, along with the
associated improved outcomes, this classification system
update to include early-disease features marked a major
shift in the RA disease construct.6

The ACR guidelines outline clinical treatment path-
ways by first defining disease duration and activity.7

Disease duration is divided into 3 major categories: <6

months (equivalent to early disease), 6 to 24 months
(equivalent to intermediate disease duration), and >24
months (equivalent to longer disease duration).7 Disease
activity measurements are often qualitative in early-stage
disease, and measures are subject to clinical judgment.7

Pharmacotherapy for RA often includes a non -
steroidal antiinflammatory drug, selected use of gluco-
corticoids, and initiation of a DMARD early in the dis-
ease course.1,7 Biologic therapies may be added when
adequate disease control has not been met by previously
initiated drug therapies, which may occur within the first
year of diagnosis.1,7 With regard to biologic therapies, the
ACR further subdivides “early disease” by disease dura-
tion of <3 months or 3 to 6 months, to accommodate the
needs for early advancement of the patient to biologic
therapies when disease activity is high.7

Despite positive clinical outcomes from treatment
advances, healthcare costs associated with the treatment
of a prevalent and lifelong disease such as RA are a con-
siderable issue for health plans. The ACR estimates that
per-patient treatment with biologic therapies is typically
in excess of $12,000 annually.10 The Agency for
Healthcare Research and Quality estimates the annual
costs for RA medications from as low as a few hundred
dollars for oral, nonbiologic DMARDs to a high of more
than $16,000 for injectable biologic DMARDs.11 As new
therapeutic options for RA become available, provider
practices and payer strategies to support evidence-based
care within the confines of cost management demand
close examination.

This study was conducted to identify provider and
payer practices and perceptions regarding therapeutic
options and reimbursement for RA. To this end,
Reimbursement Intelligence, a healthcare research com-
pany, conducted parallel online surveys with health plan
payers and rheumatologists. Payers were asked to also
consider market trends and potential for formulary cov-
erage of RA therapies currently in development.

Methods
Online parallel-structure surveys were conducted in

November 2011 and were completed by 2 groups: 100
rheumatologists and 50 payers identified as advisors to
Pharmacy & Therapeutics Committees who are formu-
lary decision makers for RA coverage. The payer group
survey respondents included 50 pharmacy and medical
directors from national and regional health plans who
had held their positions for more than 2 years. The
payer group of health plans represented 80 million cov-
ered lives.

The distribution of plan types among payer respon-
dents included Medicare Part D, commercial plans,
Medicare Advantage, freestanding prescription drug

KEY POINTS
➤ Advances in RA medications, particularly

biologics, have transformed the treatment paradigm
for RA; however, the associated costs of these
therapies result in a significant economic burden
on the healthcare system. 

➤ With a chronic disease requiring lifelong
treatment, most health plans are positioning RA
drugs as a high-priority therapeutic category.

➤ This survey of 100 rheumatologists and 50 payers
representing >80 million lives revealed that provider
experience and satisfaction with older RA agents
remains the underlying driver for choice of biologics.

➤ Payers and providers alike reported that they did
not anticipate a change in the way their plans
would manage biologics over the next 2 to 4 years.

➤ Payers were uncertain about the therapeutic
positioning for newer, small-molecule drugs at price
parity to biologics.

➤ Survey responses also suggest that an indication for
a biologic to treat early RA will likely not change
current prescribing and reimbursement patterns.
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plans, Managed Medicaid, and dual-eligible populations.
More than two thirds (69%) of payers represented com-
mercial plans with 3- or 4-tier formularies.

The rheumatologist group represented providers from
large and small group practices, and ones with and with-
out in-office infusion capabilities. Rheumatologists were
screened as to whether their practice offered in-office
biologic infusions, the practice volume of in-office infu-
sions weekly, and the number of rheumatologists in the
practice. The sample was weighted toward rheumatology
and multispecialty group practices seeing more than 80
patients with RA monthly.

The parallel-structure payer and rheumatologist sur-
veys were comprised of approximately 150 questions,
and the survey instrument required answers to all ques-
tions. Survey questions included specific probes about 8
biologic therapies currently indicated for RA (Table 1);
existing medications that may receive an RA indication;
and new, small-molecule oral agents still in develop-
ment. All respondents received an honorarium for their
participation.

Results
Tier Placement

Tiered cost-sharing is a common strategy for therapies
covered under a pharmacy benefit. Payers reported that
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Figure 1 Payer Formulary Tier Placement for RA Biologics

Question to payers (N = 50): For the following agents covered under your pharmacy benefit, please
select the corresponding tier positioning.

Tier 2
Tier 3
Tier 4
N/A

N/A indicates not applicable; RA, rheumatoid arthritis.

Table 1 Biologic Medications Indicated for 
Rheumatoid Arthritis

Brand name Generic name

Actemra Tocilizumab

Cimzia Certolizumab

Enbrel Etanercept

Humira Adalimumab

Orencia Abatacept

Simponi Golimumab

Rituxan Rituximab

Remicade Infliximab
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none of the current 8 biologic medications (Table 1,
page 85) covered under the pharmacy benefit is placed
on tier 1. Tier 2 stat us was given most frequently to etan-
ercept (Enbrel; 36%) and adalimumab (Humira; 34%),
whereas the remaining products were distributed across
tiers 3 and 4 (Figure 1, page 85).

Prior Authorizations and Step Edits
To target medications to appropriate patients, health

plans may require patients to meet predetermined clinical
criteria and receive prior authorization before reimburse-
ment is approved. Similarly, health plans may use step
edits, or a “fail-first” requirement, where payment for a
therapy will be made only after certain therapies have
been used first. If the patient does not respond appropri-
ately (ie, considered a “step” or “failure”), then the
provider will likely recommend a second-line therapy.12

Payers were asked about approval rates when prior
authorizations or step edits are required. Survey results
show that most health plans use prior authorizations to
manage utilization of RA therapies; 80% to 88%
reported they require prior authorizations for the 8 bio-

logic options presented in the survey. More than half
(55%) of the providers reported approval rates between
81% and 100% of the time, whereas 29% reported
approval rates from 61% to 80% of the time (Figure 2).

Distribution Strategy and Use of 
Specialty Pharmacies

Most (80%) payers in the survey reported they use
specialty pharmacies for distribution of biologic thera-
pies for RA. Among those who use specialty pharma-
cies, 65% reported using closed networks, whereas 83%
reported they do not mandate the use of specialty phar-
macies for distribution of office-infused biologic agents.

Specialty pharmacy services often offer services
beyond product dispensing. Payers reported that the
most valuable add-on services are patient education
(60%), compliance programs (54%), compliance/adher-
ence data reported back to payers (46%), and reimburse-
ment assistance (28%).

Perceptions of Management Approach
Payer respondents characterized their general approach
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Figure 2 Approval Rates for Prior Authorization/Step Edits

Question: What is the approval rate for prior authorizations and step edits for your patients with RA?

N/A indicates not applicable; RA, rheumatoid arthritis.
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to RA management in terms of level of stringency of
drug approval requirements for providers. Specifically,
payers were asked, “How would you characterize your
plan’s general approach toward the management of
rheumatoid arthritis?” Respondents were asked to
choose from 5 categories—“open access,” “somewhat
regimented,” “regimented approach,” and “other.” 

Regimented was defined as “patients must have doc-
umented failure on a DMARD and a preferred biologic.”
Open access was defined as “physician decides patient
therapy and no documentation needed.”

Overall, 40% of payers characterized their plan’s
approach as regimented. In contrast, only 33% of
providers characterized their plans as regimented. A lit-
tle more than one third (36%) of payers characterized
their management approach as somewhat regimented, in
which patients must have a documented failure while
using a DMARD before a biologic drug will be approved.

Conversely, 57% of providers characterized their
health plans as somewhat regimented. Of the payers,
10% reported that they offer open access, in which the
physician decides on the patient’s therapy and no docu-
mentation is needed for treatment initiation or changes.
More payers (16%) than providers (10%) reported open
access in this survey.

Impact of Reimbursement Process on 
Access to Biologics

Providers reported that oral methotrexate (Trexall,
Rheumatrex) is initiated within the first 3 months of RA
diagnosis: 74% reported immediate initiation of the
drug; 22% reported initiating methotrexate within 1 to
3 months. In addition, 21% of providers also reported
initiating biologics within 1 to 3 months after initiation
of methotrexate; 61% reported initiating biologics
between 3 to 6 months; and 8% reported initiation of
biologics between 6 months and 1 year. With regard to
the number of biologics used for each patient, only 7%
of providers reported that patients remained using the
first biologic throughout the duration of their disease;
48% and 43% of providers indicated that patients typi-
cally cycle through 2 or 3 biologics, respectively, in the
course of the disease (Figure 3).

Payers and providers were asked to rank, in order of
importance (from highest to lowest), the reasons for
choice of preferred biologic (Figure 4). For both respon-
dent groups, efficacy ranked the highest in influence on
choice of biologics. Payers ranked etanercept, adalim -
umab, and infliximab (Remicade)—the 3 most estab-
lished of the 8 biologics studied—as the most frequent
first- and second-line drug choices. Payers reported that
contracting/rebating is the second most frequent influ-
ence in determining a preferred biologic for patients

with commercial coverage. For the Medicare popula-
tion, payers ranked safety as more important than con-
tracting/rebating. 
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Figure 3 Provider-Reported Number of RA Biologics Prescribed
per Patient during the Course of Disease

RA indicates rheumatoid arthritis.

Question to rheumatologists (N = 100): How many 
biologics do your patients with RA typically cycle
through during the course of their disease?

Efficacy profile Efficacy profile

Mode of administration Mode of administration

Frequency of dosing Market share

Reimbursement easier to 
obtain on most health plans

Utilization rate among plan’s 
in-network physicians

My personal experience Safety profile

Safety profile Contracting/rebating
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Figure 4 Ranked Order of Importance for Choosing Preferred
Biologics 

Question: Please rank in order of importance (from 
highest to lowest) the reasons for your choice of 
preferred biologic(s). 

Biologics prescribed
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Payers and providers were asked about the main rea-
son for low utilization of newer tumor necrosis factor
(TNF) inhibitors, such as certolizumab (Cimzia) and
golimumab (Simponi), and asked to rank in order from
highest to lowest the reason for low utilization.
Although contracting/price had some impact on product
choice, ranking third, provider comfort with older agents
was the first-ranked reason given by both providers and
payers. More than three fourths (79%) of providers

reported that some documentation of medical need for a
biologic is always required. However, providers, like pay-
ers, stated that approval is granted more than two thirds
of the time (Figure 2).

Only 15% of providers reported that plans require
quantitative measurements (ie, x-ray) of active disease
to allow the initiation or change of biologics. One third
(34%) of providers and 40% of payers reported ACR
20% criteria for improvement (ACR20) achievement as
a requirement for approval of a biologic therapy, and
42% of providers and 44% of payers reported that
demonstrated safety and tolerability are required to ini-
tiate biologic drug therapy. 

Providers were asked, “Under what circumstances
would you be willing to take steps to dispute a payer deci-
sion?” More than two thirds (68%) agreed with the
statement, “To appeal a denied prior authorization of
one autoimmune biologic because payer requires failure
of a different autoimmune biologic agent (eg, step edit).”
Similarly, 60% chose the statement, “To counter oner-
ous administrative or documentation requirements (eg,
to eliminate burdens some request for additional docu-
mentation beyond reasonable medical notes),” with
68% choosing the statement, “to secure reimbursement
following a claim denial for an on-label diagnosis.” In a
follow-up question, providers were asked how many
times they would dispute a denial before accepting the
denial as a defined payer policy. Nearly one third
(32%) of providers reported 1 time, 38% reported 2
times, and 17% reported 3 times. In this survey,
providers reported that their support staff was generally
successful at overcoming prior authorization and step-
edit requirements (Figure 5).

Overall, payers and providers were consistent in their
responses in regard to changes in the way RA will be man-
aged over the next 2 to 4 years, with 54% of rheumatolo-
gists and 68% of payers reporting no change. Payers were
asked if changes in reimbursement for office-infused prod-
ucts influenced the treatment selection rheumatologists
currently make. More than 6 of 10 (62%) payers said that
these changes would not influence treatment selection. 

Regarding sites of care, 82% of the rheumatologists
reported providing in-office infusion, although 62% of
these providers also reported using an alternate site of
care at least part of the time. When asked does “site of
care affect your choice of therapy,” 72% of providers
agreed with the statement, “It does not affect my choice
of biologic.”

Potential Impact of Expanding Therapeutic
Options for RA

Payers and providers were asked to assess the poten-
tial impact of several emerging trends in RA therapies,

BUSINESS

88 l American Health & Drug Benefits  l www.AHDBonline.com March/April 2012  l Vol 5, No 2

41%-60%

21%-40%

61%-80%

0%-20%

Figure 5 Provider-Reported Staff Success Rate in Obtaining
Reimbursement Approval

Question to rheumatologists (N = 100): How successful
is your staff in obtaining reimbursement approval for
your patients?
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Table 2 Disease-Modifying Rheumatoid Arthritis Agents in
Development

Generic name/drug type Development phase

Fostamatinib, oral, spleen 
tyrosine kinase inhibitor

Phase 2 clinical trial

Tofacitinib, oral, Janus 
kinase inhibitor

NDA submitted to the FDA on
December 21, 2011

Tabalumab, IV, human
immunoglobulin G4 
monoclonal antibody 

Phase 3 clinical trial

FDA indicates US Food and Drug Administration; 
IV, intravenous; NDA, New Drug Application.
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including new, small-molecule oral disease-modifying
agents (Table 2, page 88). Respondents were asked,
“Once FDA [US Food and Drug Administration]
approved, how will they change your treatment strategy?
Assume efficacy and safety are similar to current TNF
inhibitors. Assume price parity to current biologics.”
One third (36%) of providers and one fifth (20%) of
payers reported these agents will be used after
methotrexate but before TNF inhibitors. One third
(33%) of providers and 16% of payers reported these
agents will be used after TNF inhibitor failure. Smaller
numbers, 15% of providers and 18% of payers, reported
these agents will be used after TNF inhibitors fail. Only
11% of providers and 34% of payers say they are not sure. 

If small-molecule drugs are priced at a 15% to 20%
discount to biologics, a little more than half (52%) of
payers reported they would position them before TNF
inhibitors. However, if small-molecule drugs were priced
at a 15% to 20% premium to biologics in product costs,

they would position them after TNF inhibitors. If the
price of these compounds were discounted relative to
TNF inhibitors, an expedited review would be expected
by 46% of payer respondents. 

Most payers (88%) and more than half (57%) of
providers reported they believe small-molecule therapies
to be in the same therapeutic class as biologics. More
than two thirds (68%) of payers noted that approval of
the first small-molecule therapy would likely trigger a
class review of the biologics. Regarding compliance
potential of orals, which will be dosed 2 or 3 times
daily,13,14 58% of payers and 44% of providers reported
that oral dosing would improve patient compliance; 25%
of providers and 8% of payers reported they believe it
will reduce compliance as a result of the 2- or 3-times-
daily dosing regimen, and 29% of providers and 28% of
payers reported that compliance will not be an issue.

Consideration of adoption of new therapies at launch
was reported by only 27% of providers. However, 46% of
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Figure 6 Impact of Early RA Indication on Prescribing Patterns

DMARD indicates disease-modifying antirheumatic drug; FDA, US Food and Drug Administration; 
RA, rheumatoid arthritis.

Question for rheumatologists: If an early RA indication were FDA approved, how do you think 
this will impact your biologic prescribing?

Question for payers: If an early RA indication were FDA approved, how do you think this will impact
the biologic prescribing patterns of rheumatologists in your network?
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providers reported they would require <1 year of experi-
ence with a new therapy to regularly prescribe it, with
the balance of respondents (27%) reporting a 1- to 3-
year time frame to adoption. 

In addition, payers and providers were asked if they
were aware of any ongoing head-to-head trials in RA;
affirmative responses were given by 12% of payers and
26% of providers. Payers and providers were then asked,
“How significant would the results of a head-to-head trial
be in selecting your preferred biologic, if the trial design
is for superiority?” On a scale of 1 to 7, with 1 represent-
ing “not significant at all” and 7 representing “most sig-
nificant,” 40% of both payers and providers selected 6,
whereas 34% and 33%, respectively, selected 7. 

Payers and providers in this survey were asked if there
would be an impact on prescribing patterns if an early
RA indication was approved by the FDA. Among
rheumatologists, 46% reported they would not change
prescribing of biologics, with 23% reporting they will
add a biologic within 1 year of initiating methotrexate.
Nearly one third (31%) of rheumatologists reported they
would prescribe a biologic at the time methotrexate or
another DMARD is initiated (Figure 6, page 89). 

Discussion
Cost Burden

RA represents a significant burden to payers and is
positioned as the highest priority therapeutic category
for most health plans.15 Specialty pharmacy costs for RA
therapies account for more than 25% of total spending
for specialty drugs.16 Although nonspecialty drug costs in
many categories are expected to grow more slowly over
the next 3 years (because of increased availability of
generics), costs for specialty therapies are expected to
grow between 15% and 17% annually.16

Between 2011 and 2013, the costs for RA biologics
are expected to be the single largest contributor to
increases in specialty drug spending and are predicted to
represent approximately one fifth (21%) of all health
plan drug spending by 2014.16

Payers continue to implement and refine a variety of
reimbursement strategies to balance quality of care in

light of the economic burden of RA biologics, with
varying effects.

Payer Reimbursement Management 
The high costs associated with RA therapies have led

payers to look for strategies to manage immediate costs,
while weighing the potential for long-term costs of
delayed treatment (eg, disability). Health plans have his-
torically covered biologic therapies with subcutaneous
delivery under a pharmacy benefit, because patients can
self-administer these therapies.15 Intravenous and infu-
sion therapies have been covered largely under a medical
benefit, because drug administration needs to be deliv-
ered by a healthcare professional.15

Drugs covered under the medical benefit lack the
scrutiny of drug utilization review and coverage manage-
ment protocols used in pharmacy benefit structures. The
entry of new oral and self-injectable products will gener-
ate greater scrutiny, which may result in an impact on
cost.16 As new biologics enter the market, health plans
will need to consider how coverage channels, including
rebates or other discounts offered under a pharmacy ben-
efit structure, will impact future costs.

Currently, there is no biologic therapy on the market
that is specifically indicated for “early” RA. Because
early stages of RA are diagnosed by clinical presentation
rather than a definitive test, diagnostic parameters of
early RA remain unclear.1

The survey findings highlight emerging trends in RA
cost-management strategies, including payers’ efforts to
follow evidence-based guidelines for use of RA biologics,
and the trend toward shifting a greater proportion of the
cost to patients; the resulting framework can inform the
coordination of cost and clinical management of RA. 

Results from this survey also show that payers and
providers were generally aligned in terms of perceptions
of current and future treatments for RA. Because
provider experience and satisfaction with older RA
agents were reported as the underlying driver for using
current therapies, uptake of newer agents may also fol-
low a similar pattern. Of note were responses that having
an indication for early RA would not influence prescrib-
ing patterns, because biologics generally are already
being used within 1 year of diagnosis, which is still con-
sidered early in the course of the disease. 

Limitations
The limitations of this study include those inherent

to all surveys. Survey questions must be developed
broadly to be appropriate to as many respondents as pos-
sible. Surveys in general are inflexible to adaptation to
individuals or subsets of respondents, so captured data
may not reveal the richer context of the questions posed. 
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Drugs covered under the medical benefit
lack the scrutiny of drug utilization review
and coverage management protocols used
in pharmacy benefit structures. The entry of
new oral and self-injectable products will
generate greater scrutiny, which may result
in an impact on cost.
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In addition, this survey was administered online and
was formatted with forced-answer questions. Although
there is a benefit to capturing responses for all questions
and all respondents, question saliency may not be uni-
form for all respondents, thereby impacting the weight of
each question in relation to others.

Furthermore, the sample size of the provider group
was twice that of the payer group, which could skew
intergroup comparisons. 

Conclusion
Although the availability of highly effective biologic

therapies for RA has greatly improved patient care, the
cost of these therapies remains a priority concern for
patients, providers, and payers alike. Provider and
payer satisfaction with older RA agents, and skepticism
about the incremental value of new therapies, will con-
tinue to raise the hurdles for new RA therapies coming
to market. ■
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Biologic Therapies for Rheumatoid Arthritis: It’s All about Value 
Value has been defined as the relationship between

benefits and costs. Using mathematical concepts, value
has been described as “value = benefits/cost” or the
units of benefit derived from a given number of units of
costs. Applying this definition, if we wish to maximize
the value of a therapy, there are only 2 ways to achieve
it: either by increasing the benefits obtained from the
therapy, or by decreasing the cost paid for that therapy.

Value in healthcare is also a function of perspective.
What may be considered valuable to an individual
patient undergoing treatment or to a physician pre-
scribing that treatment to a similar group of patients

may not necessarily be considered valuable to the same
extent by a payer, who must not only pay for that indi-
vidual’s treatment but who also has to manage the
needs of multiple groups of patients and/or members
with equally compelling medical conditions and prior-
ities. Optimizing value within the healthcare system
means that physicians and payers must be aligned in
the way they view the various benefits and costs of a
given treatment.

Achieving such optimization is where the article by
Ms Greenapple in this issue of American Health & Drug
Benefits fits in. In her article, Ms Greenapple shows
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that providers and payers, at least when it comes to the
use of biologics for the treatment of rheumatoid arthri-
tis, have much more in common than not when look-
ing at value within this drug class. The findings from
this survey have several important implications to
providers, payers, and patients/plan members.

PROVIDERS: Providers can practice more
autonomously in addressing the needs of the patient
with rheumatoid arthritis. They can do this by follow-
ing evidence-based guidelines as they initiate treat-
ment with disease-modifying antirheumatic drugs, and
only progress to more costly biologic therapies when
they need to improve treatment benefits, thereby opti-
mizing the value of treatment. Such staged manage-
ment is aligned with payer coverage policies.

PAYERS: For payers, this issue is a matter of expec-
tation. Knowing that providers practice using the same
specialty guidelines that payers follow will allow payers
to expect that their contracted providers will “do the
right thing” when it comes to promoting evidence-
based medicine when treating patients with rheuma-
toid arthritis. 

PATIENTS/PLAN MEMBERS: When provider
practice is aligned with plan policy, patients or plan

members are the ultimate winners. As is described in
this article, with 84% of providers reporting approval
rates of at least 61% of requests for rheumatoid arthritis
biologics (and 55% reporting approvals of at least 81%
of such requests), patients who need more intensive
treatment for their arthritis can receive it in a more
timely and coordinated manner. 

MEDICAL DIRECTORS: Does this mean that
payers should stop enforcing step therapies or other
such strategies? Regretfully, not yet; complete buy-in
to evidence-based medicine has not yet been
achieved, and we continue to see treatment irregular-
ities for certain disease states. Perhaps one day soon,
with the advancement of meaningful use parameters
by providers, along with electronic medical records
and decision support systems promoting evidence-
based medicine, we will be able to get there. After all,
reaching such a goal for rheumatoid arthritis, or any
other significant condition, would not only be
admirable, but more important, it would provide great
value in healthcare.

Albert Tzeel, MD, MHSA, FACPE
National Medical Director, HumanaOne
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