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A core message often delivered to managed care phar-
macy managers is “treat early and treat often,” which sug-
gests that aggressive treatment of chronic diseases will reap 
benefits over the long term in the form of less morbidity and 
mortality. This treatment approach must be validated by 
controlled clinical trials with solid endpoints. In addition, 
comprehensive outcomes data are needed to effectively sup-
port this treatment approach.

In rheumatoid arthritis (RA), taking the opportunity to 
target patients at risk for disease progression would be a valuable 
approach to identify and treat appropriate patients. Functional 
decline and erosive changes may begin early in the disease and 
an earlier approach to treatment could offer the potential for a 
more durable effect over the long term.1 Also, it is important 
to identify patients who would not benefit from particular 
therapies, as this may minimize the risk of adverse events in 
such patients and offer additional value to the health plans and 
insurers who would otherwise be charged with paying for this 
utilization. This could have a significant impact on pharmacy 
budgets and free up resources to pursue additional treatments 
or services.

A total of 40% to 50% of patients with undifferenti-
ated arthritis will experience spontaneous remission, and the 
remaining will have active disease that will likely benefit from 
early treatment.2,3 A validated survey instrument that effec-
tively targets appropriate patients to receive treatment could 
offer an important addition to the management tools used by 
managed care to control pharmacy drug costs.4 The challenge 
of identifying the appropriate patient is encouraged by the fact 
that a greater possibility of treatment success is achievable with 
a more targeted approach to medication selection. Ultimately, 
disease activity should guide the clinician on the appropriate 
treatment path for the patient. 

 Such an instrument needs to be easy to use and to incorpo-
rate into the practice by physicians. The key benefit to patients 
and plans is the greater probability of disease remission with 
earlier treatment of RA. This leads to quality-of-life improve-

ments, reduced disability, and the potential for significant cost 
savings. These savings include the obvious decrease in drug 
spending, as well as the avoidance of any costs to treat the 
negative side effects associated with drug treatment. A treat-to-
target approach with the goal of remission supports a managed 
care model of disease management.

Greater improvement in clinical outcomes and greater 
reductions in joint damage and disability are the valuable ben-
efits of newer complex therapies. Evidence supports the notion 
that remission is more likely in patients with early RA than in 
those with long-standing disease.5 The American College of 
Rheumatology guidelines support the managed care approach 
of utilizing conventional disease-modifying antirheumatic drugs 
(DMARDs) as first-line therapies and biologics as second-line 
agents.6

Additional studies are needed to identify the best thera-
peutic options based on individual patient profiles. The lack 
of head-to-head data makes comparisons difficult; however, 
current clinical studies effectively support the use of biologics in 
patients who fail to respond to conventional DMARDs.

The suggested improvements to make biologics cost-effec-
tive (cited in the article by Resman-Targoff and Cicero) are 
on target. Biologics can be cost-effective if (1) drug prices 
are lower; (2) the risk of death is permanently reduced with 
biologic therapy; (3) patients experience drug-free remission; 
(4) responders can be selected prior to therapy initiation; and 
(5) effective alternative treatments are available for patients in 
whom several biologic agents have failed.

The Treat-to-Target Task Force proposes the ultimate 
therapeutic goal of remission.7 Although a reduction in indirect 
costs has a societal benefit, direct cost reductions associated 
with disease remission are critical for managed care support and 
acceptance of early and aggressive treatment. The benefits of 
improved quality of life, less productivity loss, decreased physi-
cal disability, fewer hospitalizations, and a decreased need for 
joint replacement support the need for effective treatment of 
patients with RA.
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