
Is Early Intervention Worth It?

In this brief article, I will review what we know about the
health economics of inflammatory rheumatic diseases
and outline some of the issues we must begin to address
in evaluating whether early interventions – particularly
the use of biological agents – are worthwhile.

There is now an abundant literature on the economic
costs of rheumatoid arthritis (RA) and a smaller, but
growing number of studies about systemic lupus erythe-
matosus (SLE). In a comprehensive review of this litera-
ture for RA as of 2000, Pugner and colleagues1 noted the
relative similarity among the studies. Briefly, hospitaliza-
tion can account for as much as two-thirds of the medical
care costs of this condition (even though as few as 10% of
persons with RA experience an admission in a year), but
direct medical care costs are dwarfed by indirect costs due
to lost wages. On average, Pugner and colleagues report
that direct costs were $US5425 in 1988 terms, while indi-
rect costs were $US9744. The situation is much the same
in SLE2-4. Thus, for RA in the era prior to the introduc-
tion of biological agents, to reduce overall costs it was
necessary to avoid hospitalizations and attendant surgery
and to reduce the prevalence of work disability. To
achieve the former goal, reducing functional decline was
crucial. Over a 10-year period, persons in the first

through fourth quartiles of function in the first year
experienced cumulative direct costs of $US41,427,
$US54,402, $US64,137, and $US72,448, respectively5.
Similarly, there is strong evidence that functional status
predicts subsequent work disability in RA.
Unfortunately, evidence that we can arrest longterm
functional decline is, at best, weak.

However, the development of biological treatments
(and to a lesser extent, cyclooxygenase 2 inhibiting
agents) for inflammatory rheumatic diseases may render
the existing literature moot. In the US, for example, the
annual cost of etanercept or infliximab is roughly equiv-
alent to the total costs of RA prior to the introduction of
these agents, including all costs of hospitalization and
surgery and lost work. Messer and colleagues6 modeled
the lifetime costs of treatment of RA and reported that,
even in those with onset after age 60 years, total cumula-
tive costs would be at least $120,000, or roughly twice the
estimate from the pre-biological era. On a one-year basis,
the annual expenditure for a biological agent would triple
the direct costs of RA even if this expenditure were to
replace all other expenditures. Thus, the issue of the
impact of treatment on hospitalization and surgery on
the one hand, and on work loss on the other, is even more
germane in the current era than in the period prior to the
introduction of biological treatments.

Moreover, it is almost impossible to achieve the goals
of reducing hospital admissions, surgery, and work loss
without an effective early intervention. For example, the
incidence of work disability in RA is as high as 20% to
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across individuals. This is not intended as a critique of
the HAQ score, but as an indication that our sights are
now set much higher than 25 years ago when the HAQ
was developed. Adults with severe inflammatory condi-
tions now have a reasonable expectation that they will be
able to do basic hygiene for the foreseeable future, and are
hoping to be able to do discretionary activities as well.

However, even in the event trials were of sufficient
duration to address returns in QALY over a reasonable
time-frame and even in the event that QALY were based
on more meaningful outcomes than ability to dress or
bathe or feed oneself, the question of whether an early
intervention is worthwhile would need to be rephrased to
encompass “for whom.” In the US, as the tax system
becomes increasingly regressive and the health system
increasingly expensive, many of the biological agents, for
example, were developed as a result of US National
Institutes of Health funding, financed disproportionately
by taxes on the poor and middle class, while such indi-
viduals are relegated to managed care systems with more
tightly regulated formularies than the wealthy, rendering
them much less likely to have access to the agents. We
found, for example, that persons with RA in managed
care settings were about 50% less likely to use biological
agents than those in fee-for-service settings, even after
adjustment for differences in demographic characteristics
and severity of disease. Obviously, the managed care
organizations that the less well off choose through their
workplaces to avoid larger payroll deductions and copay-
ments are not convinced that the cost per QALY are suf-
ficiently low; they are resorting to the simpler calculation
of hospital admissions and surgeries avoided in the
time-frame of their coverage contract – one year.

In Canada, of course, the tax system is more equitable
and the fact of universal coverage dampens disparities in
access. Moreover, an investment in a health service this
year will be recouped by the same economic agent – the
provincial health insurance plan – in terms of hospital
admissions and surgeries avoided next year and beyond.
However, some of the same issues are at work in Canada.
Aligning the interests of the health plan and the disabili-
ty insurer is still a problem. And disparities in access by
class, geography, and race/ethnicity still exist. The answer
to the question, “Is early treatment worthwhile?”, is still
dependent on the perspective of the questioner (payor,
consumer, taxpayer, society), but to this outside observer,
the discrepancy among perspectives and the disparities in
access have been dampened by the greater communitari-
an nature of Canadian society and its reflection in such
public policies as universal coverage and more substantial
income redistribution.

REFERENCES
1. Pugner KM, Scott DI, Holmes JW, Hieke K. The costs of

rheumatoid arthritis: an international long-term view. Semin 
Arthritis Rheum 2000;29:305-20.

30% in the first 3 years of disease7, as many as half may
leave work within a decade of onset, and almost all leave
work before the normal age of retirement8, indicating
that the window of opportunity for effective treatment is
very short.

Are expenditures for the early use of biological agents
in RA likely to be worthwhile? The answer depends on
what the meaning of “worthwhile” is. The foregoing data
from studies in the pre- and post-biological treatment
eras would indicate that in the rather limited way that
payors define “worthwhile,” that is that expenditures of
the magnitude of the cost of the biological agents would
have to be offset by the reduced prevalence of hospital-
ization, surgery, and work loss, the agents would have to
very effective indeed. The bar is set even higher in the US
since the expenditures would be made by health insurers,
but the largest return on this investment would accrue to
disability insurance funds, public and private. Moreover,
the returns generally accrue several years after the invest-
ment. In the US, employers change the health plans
offered to their workers frequently, so that the returns
from an expenditure for a biological agent made by one
health plan this year would accrue to another plan in the
form of hospitalizations avoided in a subsequent year.

In the way that most of us would answer the question,
“Is early treatment worthwhile” in our role as consumers,
that is that an intervention reduces pain and allows us to
retain the ability to do the activities that are important to
us, evidence is accumulating, but is probably not yet suf-
ficient to convince others. When one’s own pain or func-
tional capacity is at issue, one’s standards may differ from
“community norms.” When someone else’s pain is at
issue, we are unlikely to be satisfied by soft measures like
restoration of comfort and maintenance of valued life
activities9, and will resort to harder ones, such as hospital
admissions avoided, surgeries prevented, jobs retained,
and, ultimately, dollars saved, the parameters used in a
health plan’s calculations.

In the way that health economists envision value, i.e.,
that early intervention results in either a greater number
of quality-adjusted life-years (QALY) at the same cost or
in the same number of such years at a lower cost, the evi-
dence we have answers the wrong questions. We know
how early intervention does when compared to tradition-
al treatment schemes, but only for the absurdly short
duration of trials in diseases in which significant changes,
and hence costs, unfold over several years, if not a decade
or more. We know how emergent interventions do with
respect to the basic kinds of function, such as the activi-
ties of daily living that are part of the Health Assessment
Questionnaire (HAQ) score: people don’t value these as
much as more integrative activities such as work, family
roles, and leisure9; and even at that, we have little evi-
dence that allows us to map activities of daily living onto
the community-based utilities necessary to measure value
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