
 

 

Biologic Response Modifier Agents  
for Adults with Rheumatoid Arthritis 

The information in this Project in Brief is intended to help health care decision-makers, patients, health care professionals, health systems leaders, and policy-
makers make well-informed decisions and thereby improve the quality of health care services. The information in this Project in Brief should not be used as a 
substitute for the application of clinical judgment in respect of the care of a particular patient or other professional judgment in any decision-making process 
nor is it intended to replace professional medical advice. While CADTH has taken care in the preparation of the Project in Brief to ensure that its contents are 
accurate, complete, and up-to-date, CADTH does not make any guarantee to that effect. CADTH is not responsible for any errors or omissions or injury, loss, or 
damage arising from or as a result of the use (or misuse) of any information contained in or implied by the information in this Project in Brief.   
 
CADTH takes sole responsibility for the final form and content of this Project in Brief. The statements, conclusions, and views expressed herein do not 
necessarily represent the view of Health Canada or any provincial or territorial government. Production of this Project in Brief is made possible through a 
financial contribution from Health Canada. 

 
 
 
 
 
 
 

Condition 

Rheumatoid arthritis (RA) is a chronic autoimmune 
disorder that primarily affects the lining of the joints. 
It causes inflammation that can lead to long-term 
joint damage, resulting in chronic pain, loss of 
function, and disability. 

Technologies 

Biologic response modifier agents available in Canada 
at the time of the review included tumour necrosis 
factor (TNF)-alpha inhibitors (adalimumab, 
certolizumab pegol, etanercept, golimumab, and 
infliximab), interleukin-1 antagonists (anakinra),  
CD28 costimulatory modulators (abatacept), and 
CD20+ B-lymphocyte inhibitors (rituximab).  

Issue 

Following failure of a disease-modifying 
antirheumatic drug (DMARD), the addition of a 
biologic is often considered the next step in therapy. 
Given the increasing use of biologic therapies to treat 
RA, health care providers, patients, and policy-
makers need evidence-based information to support 
optimal use of biologics and decision-making. The 
comparative effectiveness, harms, and cost-
effectiveness of the eight biologic therapies 
(including five TNF-alpha inhibitors) is unknown. 
Optimal treatment strategies in patients failing an 
initial TNF-alpha inhibitor are also unclear. 

Methods 

The CADTH therapeutic review evaluated the 
comparative effectiveness, harms, and cost-
effectiveness of the eight biologics indicated for the 
treatment of RA in Canada at the time of the 
therapeutic review. The comparative efficacy and 
harms were explored through a systematic review 
and indirect mixed treatment comparison meta-
analyses. Limited systematic reviews were also 
conducted on dose escalation and switching between 
biologic agents. 
 

 

 

 

 

Results 

 The clinical and economic evaluations were used 
by the Therapeutic Review Panel to generate 
recommendations about the optimal use of 
biologic response modifier agents in the treatment 
of RA. 

 Intervention tools to support the implementation 
of Therapeutic Review Panel recommendations 
and evidence-based optimal prescribing and use of 
biologics in the treatment of RA were developed. 

 

 
 
This summary is based on the Therapeutic Review 
Panel Recommendations for Biologic Response Modifier 
Agents for Adults with Rheumatoid Arthritis. 
 
 
 

Key Messages 

1. For patients with an inadequate response to 
optimal doses of disease-modifying 
antirheumatic drugs, one of the following 
biologics could be used in combination with 
methotrexate or other DMARDs: abatacept, 
adalimumab, etanercept, golimumab, or 
infliximab.  Similar efficacy, harms, and costs 
were observed for these biologics. 

2. For the TNF-alpha inhibitors reviewed, if no 
response or a loss of response is observed, the dose 
should not be increased beyond the lowest 
approved dose. There was insufficient evidence of a 
clinical benefit of dose escalation to justify its 
increased costs. 

3. Following failure of a first TNF-alpha inhibitor, 
patients may be switched to abatacept or 
rituximab.  There was insufficient randomized 
controlled trial evidence to support switching to  
a different TNF-alpha inhibitor. 

For complete clinical, economic, and 
recommendation reports visit www.cadth.ca 


