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ABSTRACT. Objective. We compared variations among Canadian provinces in rheumatoid arthritis (RA) initiat-

ing anti-tumor necrosis factor (TNF) therapy. 

Methods. Data were obtained from the Optimization of Humira trial (OH) and from the Ontario

Biologics Research Initiative (OBRI). Baseline characteristics were compared between regions:

Ontario (ON), Quebec (QC), and other provinces (OTH). We compared Ontario OH to OBRI

patients who were initiating anti-TNF therapy.

Results. In 300 OH patients, mean age was 54.8 years (13.3). There were 151 (50.3%) ON patients,

57 from QC (19%), and 92 from OTH (30.7%). Regional differences were seen in the number of dis-

ease-modifying antirheumatic drugs (DMARD) ever taken (ON: 3.8 ± 1.4, QC: 3.1 ± 1.1, OTH: 3.3

± 1.4; p < 0.001); swollen joint count (SJC; ON: 10.9 ± 5.9, QC: 9.0 ± 4.4, OTH: 11.3 ± 5.6; p =

0.033); tender joint count (TJC; ON: 12.2 ± 7.5, QC: 10.3 ± 5.7, OTH: 14.4 ± 7.6; p = 0.003); 28-

joint Disease Activity Score (DAS28; ON: 5.8 ± 1.2, QC: 5.6 ± 1.0, OTH: 6.0 ± 1.1; p = 0.076); and

Health Assessment Questionnaire (ON: 1.4 ± 0.7, QC: 1.7 ± 0.7, OTH: 1.5 ± 0.7; p = 0.060).

DMARD-ever use differed: methotrexate (ON: 94.7%, QC: 93%, OTH: 84.8%; p = 0.025); lefluno-

mide (ON: 74.8%, QC: 21.1%, OTH: 51.1%; p < 0.001); sulfasalazine (ON: 51%, QC: 38.6%, OTH:

25%; p < 0.001); myochrysine (ON: 9.3%, QC: 0%, OTH: 15.2%; p = 0.008); and hydroxychloro-

quine (ON: 67.5%, QC: 86%, OTH: 66.3%; p = 0.018). In comparison to ON OH patients, 95 OBRI

patients initiating first anti-TNF had lower SJC (p = 0.017), TJC (p = 0.008), and DAS28 (p = 0.05).

Conclusion. In Quebec, where access to anti-TNF is less restrictive, patients had lower SJC and TJC. ON

used more DMARD, especially leflunomide, as mandated by the provincial government. Both provincial

funding criteria and prescribing habits may contribute to differences. Canadian rheumatologists may vary

in treatment decisions, but patients generally have similar DAS28 when initiating anti-TNF therapy. 
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Anti-tumor necrosis factor-α (anti-TNF) therapies, which

include infliximab, etanercept, adalimumab, and the recent-

ly approved golimumab and certolizumab, have proven to

be effective in reducing joint pain and inflammation, slow-

ing disease progression, and improving function and quality

of life in patients with rheumatoid arthritis (RA)1,2,3,4,5,6,7,8.

However, anti-TNF agents are far more expensive than

 conventional disease-modifying antirheumatic drugs

(DMARD) and this may limit patient access to anti-TNF

agents. Despite Canada’s ostensibly comprehensive health-

care system, reimbursement of anti-TNF agents varies

provincially and is supplemented by private insurance for

some patients. The use of anti-TNF treatment in RA is far

lower in Canada than in the United States, although it may

be slightly above the European average9. 

There is evidence of regional variation in prescribing

practices for some conventional DMARD within Canada10.
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However, published data comparing patients with RA initi-

ating anti-TNF treatment in Canada are limited. Our aims

were to compare regional variation in prescribing anti-TNF

in RA among patients enrolled in the Optimization of

Humira (OH) trial, to compare provincial formulary cover-

age for anti-TNF prescribing in RA, and to validate the

Ontario findings from the OH patients using data from the

Ontario Biologics Research Initiative (OBRI).

MATERIALS AND METHODS

Data for this study were taken from the Optimization of Humira trial and

patients with RA initiating anti-TNF therapies from the OBRI. The OH trial

is a multicenter, randomized, controlled, parallel-group, single-blind trial

with a total of 32 sites across Canada. The OH trial was undertaken to

determine the effect of treatment targets on the outcomes of patients receiv-

ing adalimumab (Humira) through usual care. Physicians and their patients

were randomized to one of the following groups: treating to 0 swollen joint

count (SJC), treating to Disease Activity Score (DAS) < 3.2, or routine

care. Patients had to have active RA, access to reimbursable standard care

(private and provincial insurance), and a rheumatologist who wished to pre-

scribe adalimumab. Thus, drugs were obtained through usual care. Further,

patients had to be ≥ 18 years old and naive to adalimumab therapy, although

up to a total of 20% registered patients were permitted to have had previ-

ous exposure to other biologic therapy. Any other care was allowed. As part

of the OH trial, a database of 300 well characterized patients with active

RA was developed. In our study the baseline characteristics of these

patients upon entry into the trial were analyzed. 

Data were collected and compared according to province and included

age, sex, previous biologic use, number and types of DMARD used, SJC

(out of 28), number of tender joints (TJC, out of 28), 28-joint Disease

Activity Score (DAS28, based on C-reactive protein), erythrocyte sedi-

mentation rate (ESR), C-reactive protein (CRP), Health Assessment

Questionnaire Disability Index (HAQ-DI), and patient assessment of over-

all health on a visual analog scale (VAS; 0 to 100 mm).

The OBRI is a voluntary registry for patients with RA starting anti-TNF

or other biologic therapies and control patients who are changing, adding,

or increasing DMARD treatment because of increased disease activity. The

control patients were not used in our analysis. For the anti-TNF arm,

patients had to have active RA, be able to give informed consent, be initi-

ating their first biologic, and have obtained anti-TNF through usual care.

The OBRI collects data from participating physicians every 6 months

(DAS, HAQ, adverse events, and global assessments) and from patients by

telephone at 3 and 9 months after enrollment. The OH trial patients were

recruited before the OBRI was in a pilot phase and there was no overlap in

patients between the OH and OBRI patients. All provincial formulary

guidelines for anti-TNF therapy coverage in RA were sought from provin-

cial health ministry websites and by asking RA experts in each province. 

Patient characteristics in the OH trial were organized into 3 groups

according to region (Ontario, Quebec, and all other provinces). Groups

were compared by using chi-squared tests for categorical variables and

ANOVA for continuous variables. Patients with RA at anti-TNF initiation

from the OBRI were compared to biologic-naive Ontario patients from the

OH trial using 2-tailed t-tests. At baseline (randomization visit) patients

were asked to assess satisfaction with their current RA treatment. Very well

satisfied and well satisfied were combined as “satisfied,” and moderately

satisfied, a little satisfied, and not satisfied were combined with

 dissatisfied.

RESULTS

Demographic, disease, and treatment characteristics of 300

patients in the OH trial interim analysis are presented in

Table 1. Statistically significant regional differences in dis-

ease characteristics were observed for TJC (p = 0.003) and

SJC (p = 0.033), with lowest values in Quebec and highest

in the other provinces group. The number of DMARD used

varied regionally (p < 0.001), with the highest value in

Ontario. Regions also differed significantly in the percent-

age of patients who received each type of DMARD (Figure

1). More patients in Ontario used leflunomide compared to

patients in other provinces. Hydroxychloroquine usage was

highest in Quebec. Although methotrexate use differed sig-

nificantly among regions (p = 0.025), in each region over

84% of patients were taking it. A majority of patients, con-

sistently across the regions, were dissatisfied with their cur-

rent RA treatment.

Table 2 shows the provincial guidelines for anti-TNF

therapy coverage in RA. All provinces require intolerance or

inadequate response to 2 or more DMARD including

methotrexate, and 8 of 10 provinces require a trial of some

form of DMARD combination. Seven provinces require a

trial of leflunomide. Saskatchewan seems to have the most

generous reimbursement criteria among provinces. Quebec

has criteria similar to Saskatchewan, although it has more

stringent requirements regarding disease activity. Interes -

tingly, Quebec had the lowest mean previous DMARD

usage, TJC, SJC, DAS28, and ESR among the 3 regions

analyzed (although not all of these differences were signifi-

cant). Not all patients who initiated anti-TNF treatment met

the provincial guidelines and these patients presumably had

other private coverage. This highlights the 2-tier system that

exists for biologic drugs. Although only 2 provinces (British

Columbia and Alberta) require severely active disease for

anti-TNF therapy coverage, the mean DAS28 scores in all

provinces was above 5.1, a commonly accepted threshold

for severe RA.

Table 3 compares the baseline characteristics from the

OBRI patients with RA initiating anti-TNF treatment to the

subset of Ontario patients from the OH trial who were initi-

ating their first biologic. Biologic-naive OH patients had

higher mean SJC, TJC, and DAS28 scores (2-tailed t tests, 

p < 0.05 in all cases), but no significant differences were

found in demographic characteristics or ESR (2-tailed t

tests, p > 0.05 in all cases). The differences may be related

to the timing of data collection. The OH data were collected

over the 2 years preceding data collection for the OBRI.

Several national databases of biologic use in patients with

RA have shown a decline in disease severity measures over

time21,22,23,24,25. This decline may be due to increasingly

generous coverage criteria and/or increasing physician

familiarity with anti-TNF therapies. It is important to note

that the provincial coverage criteria did not change over that

time interval. Also, the OBRI is still piloting sites, so it may

be that physicians who are frequent biologic prescribers are

the main participants in the OBRI currently. Thus it could be

that low prescribers start treatment with anti-TNF agents at

higher disease activity and are underrepresented in the
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OBRI, which could account for the lower mean DAS28

found among OBRI patients.

DISCUSSION 

Regional variations were observed in some disease charac-

teristics, such as TJC and SJC, and the number and type of

DMARD treatments for patients with RA. Methotrexate use

was consistently high across provinces in our study, in keep-

ing with its high use in other countries26 and results from

previous studies of DMARD use in Canada10. The pattern of

leflunomide use (high in Ontario, low in Quebec, moderate

in others) can largely be explained by variations in require-

ments for a leflunomide trial prior to initiation of anti-TNF

coverage (e.g., required in Ontario but not in Quebec).

Ontario had the highest average use of DMARD prior to

anti-TNF therapy initiation. This may reflect the require-

ment for trials of multiple drugs plus combination therapy

before provincial funding of anti-TNF agents.

Variations among provinces in TJC and SJC at initiation

of anti-TNF therapy suggest that rheumatologists may vary

2471Pease, et al: Variations in TNF therapy
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Table 1. Demographic, disease, and treatment characteristics by province. P values are from one-way ANOVA

for means and chi-squared tests for percentage values.

Characteristics ON QC OTH p

N (%) 151 (50.3) 57 (19) 92 (30.7) —

Age, yrs (SD) 55.1 (13.3) 54.2 (12.6) 54.6 (13.7) 0.886

Women, % 83.4 70.2 83.7 0.069

Previous biologic use, % 19.9 22.8 21.7 0.878

No. of DMARD (SD) 3.8 (1.4) 3.1 (1.1) 3.3 (1.4) < 0.001

TJC, 0–28 (SD) 12.2 (7.5) 10.3 (5.7) 14.4 (7.6) 0.003

SJC, 0–28 (SD) 10.9 (5.9) 9.0 (4.4) 11.3 (5.6) 0.033

Patient global assessment, 0–100 mm VAS (SD) 63.9 (27.0) 64.4 (22.0) 62.0 (28.1) 0.820

DAS28 (SD) 5.8 (1.2) 5.6 (1.0) 6.0 (1.1) 0.076

ESR, mm/h (SD) 31.0 (20.4) 26.3 (17.1) 29.2 (23.0) 0.333

CRP, mg/l (SD) 14.7 (17.3) 23.2 (28.6) 19.8 (26.9) 0.062

HAQ-DI (SD) 1.4 (0.7) 1.7 (0.7) 1.5 (0.7) 0.060

OTH: British Columbia (n = 8), Alberta (n = 25), Saskatchewan (n = 17), New Brunswick (n = 8), Nova Scotia

(n = 7), and Newfoundland (n = 27). ON: Ontario; QC: Quebec. DMARD: disease-modifying antirheumatic

drug; TJC: tender joint count; SJC: swollen joint count; VAS: visual analog scale; DAS28: 28-joint Disease

Activity Score; ESR: erythrocyte sedimentation rate; CRP: C-reactive protein; HAQ-DI: Health Assessment

Questionnaire-Disability Index.

Figure 1. Provinces differ in the percentage of patients who receive each type of DMARD (p < 0.05, all comparisons; ON: Ontario; QC:

Quebec; OTH: all other provinces). P values for group differences from chi-squared tests: gold, p = 0.008; hydroxychloroquine, p = 0.018;

leflunomide, p < 0.001; methotrexate, p = 0.025; and sulfasalazine, p < 0.001.
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in the specific measures used to make decisions regarding

anti-TNF therapy. Along with funding guidelines, factors

such as guideline recognition, physician’s familiarity and

comfort with traditional DMARD and anti-TNF agents, and

the presence of specialized rheumatologic care might give

rise to these dissimilarities among provinces27. However,

patient profiles among Canadian provinces are similar. No

Canadian province has coverage criteria in line with current

2472 The Journal of Rheumatology 2010; 37:12; doi:10.3899/jrheum.091447
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Table 2.  Criteria for reimbursement for anti-TNF agents among adults (≥ 18 years old) with rheumatoid arthritis in the 10 Canadian provinces.

Province Required Disease DMARD Trial (duration of trial*) Response Required

Activity for Continued

Coverage (time given)

British Columbia11 Severely active RA (1) Parenteral MTX (min 8 wks) AND ≥ 2 of LFL (10 wks), gold (20 wks), sulfasalazine Improvement in

(3 mo), or azathioprine (3 mo) AND 68-joint count,

(2) At least 1 combination involving MTX plus cyclosporine (4 mo); sulfasalazine and SJC, TJC, ESR, CRP,

hydroxychloroquine (4 mo); gold (20 wks); OR LFL (10 wks) and/or duration of

morning stiffness 

(1 yr)

Alberta12 Severely active RA (1) Oral then parenteral MTX (12 wks) AND ACR20 OR ↓ DAS28

(DAS28 > 5.1) (2) Combination of MTX plus other DMARD (4 mo) AND of 1.2 AND HAQ ↓

(3) LFL (10 wks) by 0.22 (5 doses)

Saskatchewan13 Active RA (1) MTX AND LFL —

Manitoba14 Moderate to severe RA ≥ 3 DMARD including MTX or LFL and 1 combination —

Ontario15 Synovitis of ≥ 5 (1) MTX (3 mo) AND LFL (3 mo) AND 1 combination of DMARD (3 mo), OR ↓20% in SJC and

joints and RF+ or (2) MTX (3 mo) and MTX plus LFL combination (3 mo) improvement in

joint erosion ≥ 2 joints

Quebec16 Synovitis of ≥ 8 joints (1) 2 DMARD (3 mo each) including MTX 20%↓ in inflamed

and 1 of RF+, HAQ > 1,  joints AND 1 of: ↓

↑ CRP, ↑ ESR, joint erosions ≥ 20% CRP, or 

ESR; HAQ ↑ ≥ 0.2, 

or return to work 

(5 mo)

New Brunswick17 Moderate to severe RA (1) ≥ 2 DMARD (including MTX and LFL) AND —

(2) Combination including MTX OR 1 additional DMARD

Prince Edward Active RA (1) LFL (3 mo) AND Must reapply as new

Island18 (2) Combination of MTX PlUS ≥ 1 of gold (5 mo), sulfasalazine (3 mo), after 6 mo

hydroxychloroquine (4 mo), azathioprine (3 mo), chloroquine (3 mo), or penicillamine 

(4 mo) OR 2 of above if MTX intolerant OR sequential MTX plus 2 of above 

DMARD if combination contraindicated

Nova Scotia19 Active RA (1) Combination of ≥ 2 DMARD (including MTX and LFL) OR ↓ 20% in symptoms

(2) ≥ 3 DMARD in sequence (including MTX and LFL) (6 mo)

Newfoundland20 Active RA (1) Combination of ≥ 2 DMARD (including MTX and LFL) OR —

and Labrador (2) ≥ 3 DMARD in sequence (including MTX and LFL)

* Unless drug not tolerated or contraindicated. TNF: tumor necrosis factor; RA: rheumatoid arthritis; DMARD: disease-modifying antirheumatic drug; 

MTX: methotrexate; LFL: leflunomide; SJC: swollen joint count; TJC: tender joint count; ESR: erythrocyte sedimentation rate; CRP: C-reactive protein;

ACR: American College of Rheumatology; DAS28: 28-joint Disease Activity Score; HAQ: Health Assessment Questionnaire; RF: rheumatoid factor.

Table 3. Characteristics of biologic-naive Ontario patients from the OH and OBRI databases. P values are for

comparison using t-tests for means and chi-squared tests for percentage values.

Characteristics OH OBRI p

Period of patient enrollment Nov 2006 to Apr 2008 Jan 2008 to July 2009 —

No. 120 95 —

Age, yrs, SD 55 (14) 54 (14) 0.568

Women, % 84 85 0.825

Disease duration, yrs — 11.1 —

DAS28, mean (SD) 5.8 (1.2) 5.3 (1.4) 0.005

SJC, 0–28; mean (SD) 10.7 (6.2) 8.7 (5.9) 0.017

TJC, 0–28; mean (SD) 12 (7.5) 9.3 (7.1) 0.008

ESR, mm/h; mean (SD) 30.5 (20.0) 33.2 (22.5) 0.355

OH: Optimization of Humira trial; OBRI: Ontario Biologics Research Initiative; DAS28: 28-joint Disease

Activity Score; SJC: swollen joint count; TJC: tender joint count; ESR: erythrocyte sedimentation rate.
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North American guidelines for the use of anti-TNF therapy

in RA. All provinces require more DMARD trials than cur-

rent recommendations. A position paper from the Canadian

Rheumatology Association recommends that biologic thera-

py be initiated in patients with active RA after failure of a

full trial of a single traditional DMARD (e.g., methotrex-

ate)28. Similarly, the American College of Rheumatology

recommends the use of anti-TNF agents after failure of a

trial of methotrexate in patients who have established RA (>

6 months’ duration) and either high disease activity or mod-

erate disease activity plus poor prognostic features29. Also,

anti-TNF agents are recommended without a DMARD trial

in patients with early RA (duration < 6 months) if disease

activity is high for either 3–6 months or < 3 months if there

are poor prognostic factors and no barriers to access29.

Disease duration is not currently considered in provincial

coverage criteria. However, in most provinces, the number

and duration of required DMARD trials would preclude

patients with a disease duration < 6 months from receiving

anti-TNF therapy coverage and in most cases disease dura-

tion prior to coverage is likely to be considerably longer

(e.g., disease duration at anti-TNF therapy initiation was

11.1 years in the OBRI database). This is particularly impor-

tant given the evidence of the benefit of early aggressive

treatment of RA30,31 and the effectiveness of anti-TNF

agents in early RA2,3,4,5. Given this, an expedited approval

process in cases of rapidly progressive disease may be ben-

eficial. Anti-TNF therapy has been associated with a reduc-

tion in the rate of radiographic progression of joint damage

compared to conventional DMARD in a number of clinical

trials7,32,33,34. This suggests that even in established RA,

delays in initiation of anti-TNF agents may lead to worsen-

ing of joint damage in the long term. Provincial agencies

should thus seek to avoid unnecessary delays in the approval

of funding for anti-TNF agents for eligible patients.

Many provinces fail to clearly define the response

required for continuing anti-TNF therapy coverage, often

leading to uncertainty regarding continuing treatment.

Providing such definitions, along with greater uniformity

among provincial coverage criteria, would mean simpler

and more equitable care across Canada.

It was assumed that patients receiving adalimumab ther-

apy were similar to those receiving other anti-TNF treat-

ment in the real world. In the OH trial, the drug had to be

available by usual means, so it is likely that these patients

are similar to other patients starting other anti-TNF thera-

pies in the many practices that were studied. Further, meta-

analyses of clinical trials have shown infliximab, adali-

mumab, and etanercept to be similar in efficacy1,35,36 and

there is no evidence to our knowledge of systematic differ-

ences between Canadian patient populations prescribed dif-

ferent anti-TNF therapies. However, such evidence does

exist for US patients, but this is likely related to unique

aspects of American public health insurance programs and is

not generalizable to Canadian patients37. Caution should be

used in generalizing results from patients in provinces other

than Ontario and Quebec because of the small sample sizes

involved.

Canadian provinces are largely similar in prescribing

practices, suggesting that anti-TNF agents are being used in

a similar range of patients. However, it seems that the

prospects for patients with RA are at least partially influ-

enced by their geographic location, likely as a result of

 variations in criteria for provincial coverage of anti-TNF

therapies.

REFERENCES

1. Singh JA, Christensen R, Wells GA, Suarez-Almazor ME,

Buchbinder R, Lopez-Olivo MA, et al. Biologics for rheumatoid

arthritis: An overview of Cochrane reviews. Cochrane Database

Syst Rev 2009;4:CD007848.

2. Breedveld FC, Weisman MH, Kavanaugh AF, Cohen SB, Pavelka

K, van Vollenhoven R, et al. The PREMIER study: A multicenter,

randomized, double-blind clinical trial of combination therapy with

adalimumab plus methotrexate versus methotrexate alone or 

adalimumab alone in patients with early, aggressive rheumatoid

arthritis who had not had previous methotrexate treatment. Arthritis

Rheum 2006;54:26-37.

3. Van Vollenhoven RF, Ernestam S, Geborek P, Petersson IF, Coster

L, Waltbrand E, et al. Addition of infliximab compared with 

addition of sulfasalazine and hydroxychloroquine to methotrexate

in patients with early rheumatoid arthritis (SWEFOT trial): 1-year

results of a randomised trial. Lancet 2009;374:459-66.

4. Emery P, Breedveld FC, Hall S, Durez P, Chang DJ, Robertson D,

et al. Comparison of methotrexate monotherapy with a combination

of methotrexate and etanercept in active, early, moderate to severe

rheumatoid arthritis (COMET): A randomised, double-blind, 

parallel treatment trial. Lancet 2008;372:375-82.

5. Emery P, Fleischmann RM, Moreland LW, Hsia EC, Strusberg I,

Durez P, et al. Golimumab, a human anti-tumor necrosis factor

alpha monoclonal antibody, injected subcutaneously every four

weeks in methotrexate-naive patients with active rheumatoid 

arthritis: Twenty-four-week results of a phase III, multicenter, 

randomized, double-blind, placebo-controlled study of golimumab

before methotrexate as first-line therapy for early-onset rheumatoid

arthritis. Arthritis Rheum 2009;60:2272-83.

6. Keystone EC, Genovese MC, Klareskog L, Hsia EC, Hall ST,

Miranda PC, et al. Golimumab, a human antibody to tumour 

necrosis factor (alpha) given by monthly subcutaneous injections,

in active rheumatoid arthritis despite methotrexate therapy: The

GO-FORWARD study. Ann Rheum Dis 2009;68:789-96.

7. Keystone E, Heijde D, Mason D Jr, Landewe R, van Vollenhoven

R, Combe B, et al. Certolizumab pegol plus methotrexate is 

significantly more effective than placebo plus methotrexate in

active rheumatoid arthritis: Findings of a fifty-two-week, phase III,

multicenter, randomized, double-blind, placebo-controlled, 

parallel-group study. Arthritis Rheum 2008;58:3319-29.

8. Fleischmann R, Vencovsky J, van Vollenhoven RF, Borenstein D,

Box J, Coteur G, et al. Efficacy and safety of certolizumab pegol

monotherapy every 4 weeks in patients with rheumatoid arthritis

failing previous disease-modifying antirheumatic therapy: The

FAST4WARD study. Ann Rheum Dis 2009;68:805-11.

9. Jonsson B, Kobelt G, Smolen J. The burden of rheumatoid arthritis

and access to treatment: Uptake of new therapies. Eur J Health

Econ 2008;8 Suppl 2:S61-86.

10. Pope JE, Hong P, Koehler BE. Prescribing trends in disease 

2473Pease, et al: Variations in TNF therapy

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2010. All rights reserved.

 www.jrheum.orgDownloaded on April 10, 2024 from 

http://www.jrheum.org/


modifying antirheumatic drugs for rheumatoid arthritis: A survey of

practicing Canadian rheumatologists. J Rheumatol 2002;29:255-60.

11. Ministry of Health, Government of British Columbia. Limited

Coverage Drugs – Adalimumab/ Etanercept/ Infliximab/ Abatacept/

Rituximab. [Internet. Accessed July 2009.] Available from:

http://www.health.gov.bc.ca /pharmacare/ 

12. Alberta Health and Wellness, Government of Alberta. Special

Authorization Guidelines. [Internet. Accessed July 2009.] Available

from: http://www.health.alberta.ca/AHCIP/drug-benefit-list.html 

13. Ministry of Health, Government of Saskatchewan. Appendix 

A – Exception Drug Status program. [Internet. Accessed July

2009.] Available from: http://formulary.drugplan.health.gov.sk.ca 

14. Manitoba Health, Government of Manitoba. Exceptional Drug

Status Program. [Internet. Accessed July 2009.] Available from:

http://www.manitoba.ca/health/mdbif/index.html

15. Ministry of Health and Long-Term Care, Government of Ontario.

Comparative Drug Index. [Internet. Accessed July 2009.] Available

from: http://www.health.gov.on.ca/ 

16. Régie de l’assurance maladie du Québec. List of Medications.

[Internet. Accessed July 2009.] Available from:

http://www.ramq.gouv.qc.ca/en/regie/lois/liste_med.shtml 

17. Department of Health, Government of New Brunswick. New

Brunswick Prescription Drug Program Special Authorization

Criteria. [Internet. Accessed July 2009.] Available from:

http://www.gnb.ca /0051/0212/index-e.asp 

18. Department of Social Services and Seniors, Government of Prince

Edward Island. The Prince Edward Island Drug Programs

Formulary. [Internet. Accessed July 2009.] Available from:

http://www.gov.pe.ca /health 

19. Department of Health, Government of Nova Scotia. Nova Scotia

Formulary. [Internet. Accessed July 2009.] Available from:

http://www.gov.ns.ca/health/Pharmacare/formulary.asp

20. The Newfoundland and Labrador Prescription Drug Program,

Department of Health and Community Services, Government of

Newfoundland and Labrador. Criteria for the Coverage Of Special

Authorization Drugs. [Internet. Accessed July 2009.] Available

from: http://www.health.gov.nl.ca/health/nlpdp/sadsearch.asp

21. 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 biological agents

affect treatment response and adherence to therapy? Results from

the nationwide Danish DANBIO registry. Ann Rheum Dis

2008;67:1023-6.

22. Kvien TK, Heiberg MS, Lie E, Kaufmann C, Mikkelsen K,

Nordvag BY, et al. A Norwegian DMARD register: Prescriptions of

DMARDs and biological agents to patients with inflammatory

rheumatic diseases. Clin Exp Rheumatol 2005;5 Suppl 39:S188-94.

23. Askling J, Baecklund E, Granath F, Geborek P, Fored M, Backlin

C, et al. Anti-tumour necrosis factor therapy in rheumatoid arthritis

and risk of malignant lymphomas: Relative risks and time trends in

the Swedish biologics register. Ann Rheum Dis 2009;68:648-53.

24. Soderlin MK, Geborek P. 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 2008;67:37.

25. Hjardem E, Hetland ML, Ostergaard M, Krogh NS, Kvien TK,

Danish Database for Biological Therapies in Rheumatology Study

Group. Prescription practice of biological drugs in rheumatoid

arthritis during the first 3 years of post-marketing use in Denmark

and Norway: Criteria are becoming less stringent. Ann Rheum Dis

2005;64:1220-3.

26. Sokka T, Kautiainen H, Toloza S, Makinen H, Verstappen SM,

Lund Hetland M, et al. QUEST-RA: Quantitative clinical 

assessment of patients with rheumatoid arthritis seen in standard

rheumatology care in 15 countries. Ann Rheum Dis 

2007;66:1491-6.

27. Lacaille D, Anis AH, Guh DP, Esdaile JM. Gaps in care for

rheumatoid arthritis: A population study. Arthritis Rheum

2005;53:241-8.

28. Haraoui B. Canadian Rheumatology Association position on the use

of biologic agents for the treatment of rheumatoid arthritis. 2001.

[Internet. Accessed July 21, 2010.] Available from:

http://rheum.ca/Resources/Pdf/Biologics_for_RA.pdf

29. Saag KG, Teng GG, Patkar NM, Anuntiyo J, Finney C, Curtis JR,

et al. American College of Rheumatology 2008 recommendations

for the use of nonbiologic and biologic disease-modifying

antirheumatic drugs in rheumatoid arthritis. Arthritis Rheum

2008;59:762-84.

30. Lard LR, Visser H, Speyer I, vander Horst-Bruinsma IE,

Zwinderman AH, Breedveld FC, et al. Early versus delayed

treatment in patients with recent-onset rheumatoid arthritis:

Comparison of two cohorts who received different treatment 

strategies. Am J Med 2001;111:446-51.

31. Nell VP, Machold KP, Eberl G, Stamm TA, Uffmann M, Smolen

JS. Benefit of very early referral and very early therapy with

disease-modifying anti-rheumatic drugs in patients with early

rheumatoid arthritis. Rheumatology 2004;43:906-14.

32. Keystone EC, Kavanaugh AF, Sharp JT, Tannenbaum H, Hua Y,

Teoh LS, et al. Radiographic, clinical, and functional outcomes of

treatment with adalimumab (a human anti-tumor necrosis factor

monoclonal antibody) in patients with active rheumatoid arthritis

receiving concomitant methotrexate therapy: A randomized, 

placebo-controlled, 52-week trial. Arthritis Rheum 

2004;50:1400-11.

33. Klareskog L, van der Heijde D, de Jager JP, Gough A, Kalden 

J, Malaise M, et al. Therapeutic effect of the combination of 

etanercept and methotrexate compared with each treatment alone in

patients with rheumatoid arthritis: double-blind randomised 

controlled trial. Lancet 2004;363:675-81.

34. St. Clair EW, van der Heijde DM, Smolen JS, Maini RN, Bathon

JM, Emery P, et al. Combination of infliximab and methotrexate

therapy for early rheumatoid arthritis: A randomized, controlled

trial. Arthritis Rheum 2004;50:3432-43.

35. Gartlehner G, Hansen RA, Jonas BL, Thieda P, Lohr KN. The 

comparative efficacy and safety of biologics for the treatment of

rheumatoid arthritis: A systematic review and metaanalysis. 

J Rheumatol 2006;33:2398-408.

36. Hochberg MC, Tracy JK, Hawkins-Holt M, Flores RH. Comparison

of the efficacy of the tumour necrosis factor alpha blocking agents

adalimumab, etanercept, and infliximab when added to 

methotrexate in patients with active rheumatoid arthritis. Ann

Rheum Dis 2003;62 Suppl 2:ii13-6.

37. DeWitt EM, Glick HA, Albert DA, Joffe MM, Wolfe F. Medicare

coverage of tumor necrosis factor alpha inhibitors as an influence

on physicians’ prescribing behavior. Arch Intern Med 

2006;166:57-63.

2474 The Journal of Rheumatology 2010; 37:12; doi:10.3899/jrheum.091447

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2010. All rights reserved.

 www.jrheum.orgDownloaded on April 10, 2024 from 

http://www.jrheum.org/

