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INTRODUCTION OBJECTIVE CONCLUSIONS

L . - N Earlier initiation of anti-TNFs for RA can:
« Early treatment is critical at managing the beginning of a patient’'s
rheumatoid arthritis (RA). Patients at risk of persistent RA are To compare clinician-reported Increase DAS28 remission rates
recommended to initiate treatment with disease-modifying anti-rheumatic outcomes (ClinROs) and PROs in o
drugs (DMARDSs) as early as possible’. patients with RA: Reduce levels of disability
« There is strong evidence to suggest that targeted therapy (TT) with Reduce activity impairment
biologic DMARDs such as anti-tumor necrosis factor therapies (Anti- » Receiving an Anti-TNF or SZ-ADL
TNFs) improve clinical outcomes for patients with RA when used earlier as their first line of TT (1L-TT) for ‘ Improve patient adherence to treatment
in the disease course=”. 23 months Reduce symptoms and increase physicians’ treatment
« Biosimilars, such as Sandoz adalimumab (SZ-ADL) are generally less satisfaction — as also demonstrated for SZ-ADL
expensive than their reference biologics and demonstrate comparable » Recelving a conventional
efficacy for patients with RA*>. synthetic (cs) DMARD for 23 compared to remaining on csDMARD therapy.
« Whilst clinical benefits have been supported in real-world studies, months without having ever — RS
evidence of the impact of earlier TT initiation on patient-reported received a TT (TT-naive) Availability of cost-effective biosimilars such as SZ-

INn countries where cost is a barrier.

outcomes (PROs) in RA are limited. \j ADL can facilitate earlier initiation of Anti-TNF therapy

AESU LTS Figure 1a: Weighted Clinician-Reported Outcomes (Anti-TNF vs. csDMARD) \
Demographics B Anti-TNF (1L-TT), n=483
« Atotal of 714 patients were included (Anti-TNF (1L-TT), n=659; SZ-ADL (1L-TT), . _
n=287; csDMARD TT-naive, n=427), in which a large majority were female, aged 00 Bl csDMARD (TT-naive), n=231 p—O 0096 \
40-65 years, white/Caucasian and had been diagnosed with RA for an average of ° p= 0 1554 93. 1%
4-6 years (Table 1). 20% ] 81.7% 36
« Patients across all groups on had received 1-2 csDMARD lines on average 80% p-O 0031 6.7 /° 89 29 _0 0383 32
(including their current line if receiving a csDMARD) (Table 1). & 70% ° 2.8
S eo% 9O 1% 0 1957 56. 7% & 2.4 p=0.0275
Table 1: Pre-Weighted Demographics, Time Since Diagnosis and csDMARD 5 0 6541 p= 0 0901 P~ S
Lines S S0% 43.3% P~ ey | 4 5% 6.0% 35 2 -
. = 40% 35 8% 33 6cy ° 37 9% < 16 .
Anti-TNF (1L-TT), | SZ-ADL (1L-TT), csDMARD (TT- @ 0 32.7% e,
n=659 n=287 naive), n=427 = 30% = 12
Age in years (mean * SD) 50.5 + 13.22 49.9 + 12.23 53.2 + 13.66 20% 0.8
Biological sex, n (%) 10% 0.4
Female 473 (72%) 201 (70%) 294 (69%) 0% 0
. o ° Achieved Disease Mild RA Severity  No Fatigue No Pain Physician Complete Number of
Ethnic origin, n (A’) Remission Condition = satisfaction with Patient Symptoms
White/Caucasian? 485 (91%) 221 (91%) 349 (93%) (DAS28 <2.6) Improving treatment Adherence
Tg;‘fsﬁ'(r:s:a‘:"igggf's " 5.6 + 6.15 4.7 £ 5.32 4.4 £6.09
y - Figure 1b: Weighted Clinician-Reported Outcomes (SZ-ADL vs. csDMARD)
Number of csDMARD 134 14+ 16+
lines¢ (mean * SD) 3+0.78 4+0.7 6109 .
n=531 (Anti-TNF), n=242 (SZ-ADL), n=376 (csDMARD) due to data missing data; bh=579 (Anti-TNF), n=256 (SZ-ADL), n=407 . SZ-ADL (1 L-TT)’ n_245
(csDMARD) due to missing data; “Number of csDMARD lines includes their current csDMARD. . csDMARD (TT—naTve) n=231 p_o 0120
Table 2: Inverse Probability Weighting 100% 92. 7% *

SMDs* (% difference with csDMARD) 80% 74 2 /0 70.9% b= 0 0657 3.2
2.8

0% p=0.1687
59.6% = . p=0.0053

Weighting Covariates

Pre- . Pre- . Pre- .
Weighted | Ve19Mted | \weighted | We19Nted | \weighteq | Veighted

= 01240 p= 01486

6 531% _ g
0, P=0:2385 8 g0 S
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47. 2%

44, 1%
iscy '7%

Age atinitiation ofcurrent — ,187 1671  -1846 603  -5368  -1.64

50% 45.0% " :
therapy 40% O3 /0 33.5%
Biological sex 8.04 4.07 0.68 1.95 30.74 24 .48 L 509
Concomitantautoimmune 5, 540 4563 937 478  7.84 20%
condition 10%
DAS-28*** at initiation of 0%

64.57 15.15 52.57 11.00 91.53 4.24
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ClinROs Model PROs Model 20% p=0.5566 '2% 36

o

current therapy Achieved Disease Mild RA Severity No Fatigue No Pain Physician Complete Number of
= 4= Remission Condition = satisfaction with Patient Symptoms

f';a"”" Comorbidity 1916 1526 -17.54 -062  -3124  22.89 (DAS28 <2.6)  Improving treatment ~ Adherence

naex

Duration of time receiving

csDMARD therapy 713 2.03 0.88 417 5.57 8.07

(excluding current line) Figure 2: Weighted Patient-Reported Outcomes (Anti-TNF vs. csDMARD)

Number of months from _
diagnosis to initiation of 9619  -14.90 8645 -583  N/A*  N/A# Bl Anti-TNF (1L-TT), n=87
current treatment B csDMARD (TT-naive), n=53
*SMDs (Standardized Mean Differences) represent the differences in means between the groups in units of standard deviation.
These have been converted to a percentage. Anti-TNF and SZ-ADL were weighted separately with csDMARD; **Concomitant 0 0551
autoimmune condition was defined as: Ankylosing spondylitis, Connective tissue disease, Crohn’s disease, Lupus, Multiple sclerosis, 100% P= _0 0003 3 100 50 P=0 2361
Non-radiographic axial spondyloarthritis, Psoriasis, Psoriatic arthritis, Ulcerative colitis, Uveitis, Vasculitis; *** 28-joint Disease 90% 86 6cy [—]
Activity Score; #This variable was removed from the PRO model to maintain sample size. ° 0 79 4% 2.7 90 45 39 5
v 80% p= 2 2.4 80 40 . 37.2
o 9.5% 0 000 _
Weighted ClinROs : 57.6% % . .
. g . . . . S 60% 1. 30
* The Anti-TNF group had significantly higher 28-joint Disease Activity Score (DAS- & oo, 7 8% 0 0398 & 1 : 23 s
. . . - . . . o % — - + ) —_—
28) remission rates, fewer symptoms, higher physician satisfaction with treatment, £ 40 P 2 p=0.0305 40 " 20
and higher rates of treatment adherence than the csDMARD group (Figure 1a). §300/ 25 49 % = 0'9 | 0 7\ 3 20 .
. . . . e . . . 0 o 0 ] .
. Slrr.ularly_, SZ-ADL had significantly fewer sym_ptoms and higher physician 200% 22, 5 os  0.51 20 : 10
satisfaction with treatment than csDMARD (Figure 1b). 10% 0.3 10 5
Weighted PRO 0% ° ’
eignte S Satisfied with No RA Mild Pain  WPAI: Activity HAQ-DI score (0= HAQ-DI Pain (0= FACIT-F (0= worst,
» Anti-TNF patients themselves reported significantly lower HAQ-DI disability, more Treatment  symptoms / Mild Impariment due no disability, 3= no pain, 100= S2= best possible
. : ; : . Disease to RA completely severe pain) quality of life)
often reported having no RA symptoms or mild disease, mild pain, and reported disabled)
\significantly less WPAI activity impairment than csDMARD patients (Figure 2). /
] ] . ] _ _ _ 1 Combe B,, et al. 2016 update of the EULAR recommendations
Data Source and Patient Population Statistical Analysis « The Adelphi RA DSP™ do not constitute a for the management of early arthrits. Annals o th rheurnati
. . . . . . iseases ; , Pp.948-959.
- Data were drawn from the Adelphi RA Disease « ClinROs and PROs were assessed in Anti-TNF (1L- true random sample, as patients who ? Emery P, et al. Combination etanercept and methotrexate
. g . . . . - . . ides b di i ly (<=4 h
Specific Programme (DSP ™), a cross-sectional TT) patients using inverse probability weighted con_sult more frequently are more likely to verous early theamatord arthrtis (\;irzlni?’nrtzs(?andfzo czail):
survey of rheumatologists and their consulting regression adjustment (IPWRA) with csDMARD (TT- be included in the sample. However, Post hoe analyses from the COMET study. Ann Rheum Dis
patients with RA in a real-world clinical setting in naive) patients as a comparison group. ClinROs of SZ- physicians were asked to provide data for >smolen 15, et al. EULAR recommendations for the
. . . . . . Management or rneumatolid artnritis with synthetic an
France, Italy, Germany, Spaln and the UK ADL (1 L'TT) patlentS were aISO Compared W|th the thelr neXt Several ConseCUtlvely ConSUItlng biological disease-modifying antirheumatic drugs: 2019
between July 2023 and August 2024. csDMARD group using the same method (Figure 1). patients who met the DSP inclusion criteria O A . 1 Drommes Specfic
o : : : o ° : Y 0 : . Programme. BMJ Open 2016; 6(8). et al. Therapeutic
Rheumatologists, referring to their clinical notes Groups were weighted within a <25% standardized to reduce selection bias Programme. B Open 2016, 68). et ol Therapeutic
I ’ I I I I I I I I . . . . rheumatoid arthritis: A systematic review and meta-
and pat!ents medlcall records, provided ClinROs mean dlff_ergnce in their demog.raphms, baseline Residual confounding factors may exist e e e 315872
and patients voluntarily completed a characteristics and treatment history (Table 2). that were not observed as part of the s Baumgart D.C., et al. Biological Therapies in Immune-
. . RT . . . . Mediated Inflammatory Diseases: Can Biosimilars Reduce
qguestionnaire providing PROs. « Regression was adjusted for these weighted variables survey and therefore not accounted for Access Inequities? Front Pharmacol 2019; 28;10:279.

. . . . 6 Babineaux S.M., et al. Evidence for validity of a national
\ and for current therapy duration. during weighting. / wcianand patient-reported, cross-sectional survey in y
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