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1. BACKGROUND AND OBJECTIVE

With increased use of biologic disease-modifying antirheumatic drugs (obDMARDSs), there is a need to analyze
the impact of comorbidities on RA costs to inform new payment methodologies. We evaluated RA-related
outpatient treatment costs in a community practice cohort.
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Of 2140 patients, who met the study criteria, 1744 (82%) had at least 1 comorbidity. Compared to patients without
comorbidities, patients with comorbidities were older, more likely to be white, female, and Medicare-insured
(Table 1).

Before accounting for differences in demographics, patients with comorbidities had significantly higher costs of

1 Differences for continuous variables were assessed using t-test, differences for categorical variables were assessed using chi-square test. P-value <0.05 was considered significant.
2 Generalized linear means adjusted for age, gender, insurance type, and race.
3 PSM=propensity score matched.

bDMARDSs, labs/other services, and total costs (Table 2). After accounting for differences in demographics using
GLM, patients with comorbidities had statistically higher E&M costs ($569 (Cl: 524-618) vs. $519 (Cl: 471-573),

4. LIMITATIONS

p=0.030) but no difference in costs of bDMARDSs, labs, other medications, and total costs. After PSM there were
no differences in age, race, insurance, and gender between cohorts and 350 patients per group matched without
replacement, representing 20% of patients with comorbidities and 88% of patients without comorbidities.

Among PSM patients, there were no differences in annual costs between cohorts. Prescription of the commer-
cially available biosimilars was found low (1%) during the study period, thus their impact on costs was not
evaluated.

When comparing total RA-related costs for top 5 comorbidities, there were no statistically significant differ-

The findings are limited to the cohort observed in the study and may not fully represent the entire US popula-
tion or a different treatment period. Cost of care outside given rheumatology practices was not accounted for.
Comorbidities were assessed based on patient reported concomitant medications and may be over or under
estimated. Medicare-based or average wholesale prices were used in the study, thus cost of care by payer was
not accounted for due to the study design to limit the differences to patient and treatment related factors to the
extent possible.

ences between patients with vs. without CVD, psychiatric disorders, and infection, while the differences between
patients by COPD/Asthma and diabetes status were statistically significant when accounting for differences in
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1 Differences for continuous variables were assessed using t-test, differences for categorical variables were assessed using chi-square test. P-value <0.05 was considered significant.
2 PSM=propensity score matched. 500
3 CVD=cardiovascular disorders including hypertension, heart failure, acute coronary syndrome, angina, blood clots; identified based on patient reported medications.

4 Patients are considered to have a psychiatric condition if they are receiving medications for schizophrenia, bipolar disorder, depression, panic attacks, anxiety, and other mental health conditions.
5 Patients are considered to have infection if they are receiving antibiotics or antifungals. Psychiatric Infection COPD/Asthma
6 COPD=chronic obstructive pulmonary disease. « Without comorbidity m With comorbidity

5. CONCLUSION:

Among RA patients treated with bDMARDSs in the community setting from 2016 to 2018, the majority of the patients had comorbidities. Patients with comorbidities had significant differences in their characteristics compared to
those without comorbidities and incurred higher RA-related annual costs, however when accounting for differences in patient characteristics, annual costs of RA-related care were not statistically different between the groups. When

comparing top 5 comorbidities, higher total RA-related costs were found in patients with Asthma/COPD and diabetes compared to patients without these comorbidities even after accounting for differences in patient characteristics.
No significant differences were found in total RA-related cost of the patients with/without cardiovascular, psychiatric disorders, and infections.
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