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While there are no cures for arthritis, scientific advances and 

improved treatments, along with a better understanding 

of combination medication therapy, are allowing people with 

arthritis to live healthier, more productive lives. In particular, 

advances in the area of disease-modifying anti-rheumatic 

medications (or “DMARDs”) and biologic response modifiers 

(or “biologics”) have radically changed health outcomes—for 

the better—of thousands of people living with a number of the 

more than 100 types of arthritis.

To ensure that all Canadians have access to those medications, 

Arthritis Consumer Experts (ACE) created the JointHealth™ 

Report Card on Provincial Formulary Reimbursements for 

Biologic Response Modifiers in 2007. The report card ranks 

publicly funded medication formularies based on the number 

of medically necessary biologic arthritis medications they list. 

It serves as a way to keep Canadians aware of how well their 

province compares to the rest of Canada in its cost coverage of 

medications. 

Over the years, the Report Card has expanded to reflect 

the growth in the number of available biologics, as well as 

the number of diseases they treat. In 2007, there were only six 

medications and three disease types that were under our  
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Innovations in Arthritis Treatment

Arthritis Consumer Experts (ACE) ranks publicly funded medication formularies based on the number 
of medically necessary arthritis medications (biologic response modifiers or “biologics”) they list out of 
a possible eleven.

Biologics are the gold standard in treatment for rheumatoid arthritis, axial spondyloarthritis (which 
includes ankylosing spondylitis and non-radiographic axial spondyloarthritis), juvenile idiopathic 
arthritis, psoriatic arthritis, osteoporosis, systemic lupus erythematosus, and two severe forms of 
vasculitis (Wegener’s Granulomatosis and Microscopic Polyangiitis).

Formularies are awarded one point for each case-by-case (CBC) listing, three-quarters of a point for 

Report Card on Provincial Formulary Reimbursement 
Listings for Biologic Response Modifiers

a listing that has overly restrictive criteria (ORC), and no points for “Declined” listings or files remaining 
“Under Review”. In some cases, information about a medication was unavailable. Where this lack of 
transparency occurred, ACE put “Unknown” and did not award any points.

People with arthritis, with the help of the doctors who treat them, deserve to be able to choose the 
medication most appropriate for their specific risk factors. After reading the Report Card, if you are 
disappointed with your province’s performance, consider making your provincial government aware 
of your concerns. For tips on how to communicate with elected officials or key decision-makers, please 
visit our “What You Can Do” page within the “Taking Action” section of the JointHealth™ website.

A note about the Report Card:
Because provincial formularies change 
frequently, we encourage you to contact 
the Ministry of Health in your province with 
questions you may have about medication 
listings of concern to you.

Disclaimer
The material contained in this or any other ACE 
publication is provided for general information only. 
It should not be relied on to suggest a course of 
treatment for a particular individual or as a substitute 
for consultation with qualified health professionals 
who are familiar with your individual medical 
needs. If you have any healthcare related questions 
or concerns, you should contact your physician. 
Never disregard medical advice or delay in seeking 
it because of something you have read in any ACE 
publication.
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Definitions
Declined:  The formulary does not reimburse patients prescribed this medication.

In Trials:  This medication is undergoing testing for use in treating this disease type.

Listed  — CBC:  Each province and territory has a process by which medications that are not 
normally included in the provincial, territorial or federal drug benefit lists are covered (or 
reimbursed). Approval of this drug is granted on a case-by-case basis.

Listed — ORC:  The medication is listed, but the criteria are not supported by medical 
evidence. Arthritis Consumer Experts considers these overly restrictive criteria (ORC) 
unacceptable.

N/A:  Not Applicable. No Notice of Compliance (or NOC) has been issued for this medication for 
this form of arthritis.

Under Review:  This drug has been approved by Health Canada for this disease type and the 
province is considering whether patients should be reimbursed for it.

Unknown:  There is no public information available.

CDR: The Common Drug Review (CDR) is part of the Canadian Agency for Drugs and 
Technologies in Health. The Common Drug Review (CDR) conducts objective, rigorous 
reviews of the clinical and cost effectiveness of drugs, and provides formulary listing 
recommendations to the publicly funded drug plans in Canada (except Quebec).  
(http://cadth.ca/index.php//cdr)

* Note: People living in the Northwest Territories and 
Nunavut, who do not have private health insurance, 
have coverage for those drugs listed on the federal 
Non-Insured Health Benefits (NIHB) Formulary.

Biologic Chart : Updated February 2014

generic name (Brand Name) rheumatoid  
arthritis 

axial spondyloarthritis

juvenile  
idiopathic  

arthritis 

psoriatic  
arthritis 

systemic lupus 
erythematosus vasculitis osteoporosisankylosing 

spondylitis 
(active disease)

non-radiographic 
axial  

spondyloarthritis
(not visible  

on X-ray)

1st : Saskatchewan   (4th in 2013, 4th in 2012, 2nd in 2011, 2nd in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Listed—CBC In Trials N/A N/A N/A

adalimumab (Humira®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Declined N/A N/A
certolizumab pegol (Cimzia®) Listed—CBC Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Listed—CBC
etanercept (Enbrel®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A

rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Listed—CBC N/A
tocilizumab (Actemra®) Listed—CBC N/A Listed—CBC N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review N/A N/A N/A 

1st : Ontario   (3rd in 2013, 1st in 2012, 5th in 2011, 7th in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Listed—CBC In Trials N/A N/A N/A
adalimumab (Humira®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Declined N/A N/A
certolizumab pegol (Cimzia®) Listed—CBC Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Under Review
etanercept (Enbrel®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Listed—CBC N/A
tocilizumab (Actemra®) Listed—CBC N/A Listed—CBC N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review  N/A N/A 

3rd : British Columbia   (1st in 2013, 2nd in 2012, 1st in 2011, 4th in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Listed—CBC In Trials N/A N/A N/A
adalimumab (Humira®) Listed—CBC Listed—CBC Under Review Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Declined N/A N/A
certolizumab pegol (Cimzia®) Listed—CBC Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Listed—CBC
etanercept (Enbrel®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Listed—CBC N/A
tocilizumab (Actemra®) Listed—CBC N/A Listed—CBC N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review N/A N/A N/A 

3rd : Québec   (1st in 2013, 2nd in 2012, 2nd in 2011, 1st in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Listed—CBC In Trials N/A N/A N/A
adalimumab (Humira®) Listed—CBC Listed—CBC Under Review Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Under Review N/A N/A
certolizumab pegol (Cimzia®) Listed—CBC Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Listed—CBC
etanercept (Enbrel®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Under Review N/A
tocilizumab (Actemra®) Listed—CBC N/A Listed—CBC N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review N/A N/A N/A 

5th : Manitoba   (8th in 2013, 11th in 2012, 11th in 2011, 11th in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Under Review In Trials N/A N/A N/A
adalimumab (Humira®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Under Review N/A N/A
certolizumab pegol (Cimzia®) Listed—CBC Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Listed—CBC
etanercept (Enbrel®) Listed—CBC Listed—CBC Unknown Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Listed—CBC N/A
tocilizumab (Actemra®) Listed—CBC N/A Listed—CBC N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review N/A N/A N/A 

6th : Alberta   (5th in 2013, 5th in 2012, 4th in 2011, 2nd in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Listed—ORC In Trials N/A N/A N/A
adalimumab (Humira®) Listed—CBC Listed—CBC Under Review Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Declined N/A N/A
certolizumab pegol (Cimzia®) Under Review Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Listed—CBC
etanercept (Enbrel®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Listed—CBC N/A
tocilizumab (Actemra®) Listed—CBC N/A Listed—CBC N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review N/A N/A N/A 

7th : New Brunswick   (6th in 2013, 6th in 2012, 5th in 2011, 4th in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Listed—CBC In Trials N/A N/A N/A
adalimumab (Humira®) Listed—CBC Listed—CBC Under Review Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Under Review N/A N/A
certolizumab pegol (Cimzia®) Declined Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Listed—CBC
etanercept (Enbrel®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Listed—CBC N/A Declined N/A N/A N/A

rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Listed—CBC N/A
tocilizumab (Actemra®) Listed—CBC N/A Listed—CBC N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review N/A N/A N/A 

7th : Nova Scotia   (6th in 2013, 8th in 2012, 8th in 2011, 7th in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Listed—CBC In Trials N/A N/A N/A
adalimumab (Humira®) Listed—CBC Listed—CBC Under Review Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Under Review N/A N/A
certolizumab pegol (Cimzia®) Under Review Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Listed—CBC
etanercept (Enbrel®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Listed—CBC N/A Declined N/A N/A N/A
rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Listed—CBC N/A
tocilizumab (Actemra®) Listed—CBC N/A Listed—CBC N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review N/A N/A N/A 

7th : Prince Edward Island   (8th in 2013, 10th in 2012, 8th in 2011, 9th in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Listed—CBC In Trials N/A N/A N/A
adalimumab (Humira®) Listed—CBC Listed—CBC Under Review Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Under Review N/A N/A
certolizumab pegol (Cimzia®) Listed—CBC Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Listed—CBC
etanercept (Enbrel®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Listed—CBC N/A Under Review N/A N/A N/A
rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Under Review N/A
tocilizumab (Actemra®) Listed—CBC N/A Listed—CBC N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review N/A N/A N/A 

10th : Newfoundland and Labrador   (10th in 2013, 6th in 2012, 5th in 2011, 4th in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Listed—CBC In Trials N/A N/A N/A
adalimumab (Humira®) Listed—CBC Listed—CBC Under Review Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Under Review N/A N/A
certolizumab pegol (Cimzia®) Under Review Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Listed—CBC
etanercept (Enbrel®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Listed—CBC N/A Declined N/A N/A N/A
rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Under Review N/A
tocilizumab (Actemra®) Listed—CBC N/A Under Review N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review N/A N/A N/A 

10th : NIHB*   (10th in 2013, 8th in 2012, 8th in 2011, 9th in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Listed—CBC In Trials N/A N/A N/A
adalimumab (Humira®) Listed—CBC Listed—CBC Under Review Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Under Review N/A N/A
certolizumab pegol (Cimzia®) Listed—CBC Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Listed—CBC
etanercept (Enbrel®) Listed—CBC Listed—CBC Listed—CBC Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Declined N/A Declined N/A N/A N/A
rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Under Review N/A
tocilizumab (Actemra®) Listed—CBC N/A Under Review N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review N/A N/A N/A 

12th : Yukon   (12th in 2013, 12th in 2012, 12th in 2011, 12th in 2010)
abatacept (Orencia®) Listed—CBC N/A 

This is a new 
medical term used 

to describe early 
disease not yet 
visible on X-ray. 

Under Review In Trials N/A N/A N/A
adalimumab (Humira®) Listed—CBC Listed—CBC Under Review Listed—CBC N/A N/A N/A
belimumab (Benlysta®) N/A N/A N/A N/A Under Review N/A N/A
certolizumab pegol (Cimzia®) Under Review Under Review N/A Under Review N/A N/A N/A
denosumab (Prolia®) N/A N/A N/A N/A N/A N/A Listed—CBC
etanercept (Enbrel®) Listed—CBC Listed—CBC Under Review Listed—CBC N/A N/A N/A
golimumab (Simponi®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
infliximab (Remicade®) Listed—CBC Listed—CBC N/A Listed—CBC N/A N/A N/A
rituximab (Rituxan®) Listed—CBC N/A N/A N/A N/A Under Review N/A
tocilizumab (Actemra®) Listed—CBC N/A Under Review N/A N/A N/A N/A
ustekinumab (Stelara®) N/A N/A N/A Under Review N/A N/A N/A 
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Medication
Symptoms and diseases 
commonly used to treat

Most common and most serious side effects
Public drug  
plan coverage

Private drug 
plan coverage

acetaminophen

Examples  – pill 

Tylenol®, Panadol®,  
Aspirin Free Anacin®

Should see benefit within 30 
minutes

Pain caused by RA, AS, PsA, SLE, 
osteoarthritis (OA)

Does not treat the underlying disease 
process.

Most common include: Few common side effects. Rare side effects are rash, low blood counts, stomach 
upset.

Most serious include: Sudden liver failure (large overdose) or chronic liver failure if used at higher than 
recommended doses, with alcohol, or with other liver-toxic drugs. 

No No

non-steroidal anti-inflammatory drugs (NSAIDs)

Examples – pill 

diclofenac (Voltaren®) 
ibuprofen (Motrin®) 
indomethacin (Indocid®) 
meloxicam (Mobic®) 
naproxen (Naprosyn®)

Full benefit within 2 weeks 

Inflammation and pain caused by RA, 
AS, PsA, OA.

Does not treat the underlying disease 
process.

Most common include: Stomach upset and dyspepsia.

Most serious include: Peptic ulcer disease (1-4% / year), kidney toxicity, increased risk of cardiovascular 
disease, modest worsening of underlying high blood pressure, liver toxicity, asthma, low blood counts, 
increased risk of bleeding, skin rash. 

Peptic ulcer risk is reduced if a proton pump inhibitor (PPI) is co-administered.

Note: Most NSAID side effects are “dose-dependent” so you should try to use the lowest effective dose 
“as needed”, rather than regularly. All NSAIDs currently available carry an increased risk of heart attack 
and stroke.

Most plans offer 
coverage 

Contact your 
benefits provider 
for information on 
coverage

COX-2 NSAIDs

celecoxib (Celebrex®) – pill

Full benefit seen within 2 
weeks

Inflammation and pain caused by RA, 
AS, PsA, OA.

Does not treat the underlying disease 
process.

Most common include: Same as NSAIDs, except there may be less dyspepsia and stomach upset (often 
better tolerated).

Most serious include: Same as NSAIDs except – 1. There is a reduced risk (about half the risk) of peptic 
ulcer disease and, – 2. There is a possible increased cardiovascular risk at the higher dose (200 mg twice 
daily).

The patient who would benefit from Celebrex® over the other NSAIDs would be the patient with a higher 
risk of peptic ulcer disease (such as a previous ulcer) who also has a low cardiovascular risk. 

Periodic blood tests to check the liver and blood counts are recommended for patients who are on chronic 
doses of these medications.

A number of plans 
offer coverage, some 
only offer restricted 
coverage

Contact your 
benefits provider 
for information on 
coverage

steroids

glucocorticoids – can be 
given by mouth, by intravenous 
infusion (for life or organ-
threatening disease), by 
intramuscular injection, by 
injection directly into a joint or 
tendon sheath (when there is 
local inflammation) 

cortisone 
dexamethasone 
hydrocortisone 
medroxyprednisolone 
methylprednisolone  
prednisone  
prednisolone  
 

Benefits should be seen within 
24 hours

Inflammation caused by RA, AS, PsA, 
SLE, vasculitis. Sometimes given by 
injection to any joint (including OA).

A good bridge therapy before DMARDs 
take full effect.

It is unlikely that glucocorticoids will 
slow down the joint damage caused 
by these diseases, but glucocorticoids 
are often used to treat life-threatening 
or organ-threatening complications of 
these diseases. 

For example:

RA lung inflammation

RA eye disease

RA vasculitis.

Side effects are usually dose and time dependent. They rarely occur with single injections or short course, 
but are very frequent and sometimes irreversible with higher doses or long courses. 

Short term side effects include: Sleep disturbance, mood swings or even psychosis, blurred vision. 

The side effects listed below are generally seen with long-term use (at least a couple of months).

Most common include: Stomach upset, thin skin, easy bruising, central weight gain, facial fullness (moon 
face) buffalo hump, increased hair growth, acne, thin extremities with muscle wasting and weakness, 
glaucoma, cataracts, increased cardiovascular risks, high cholesterol, high blood pressure, mood swings, 
depression, osteoporosis and increased risk of fracture, increased risk of infection, worsening of diabetes in 
known diabetics, or induction of diabetes in people already prone to developing it. 

The risk of osteoporosis (thin bones that break easily) may be reduced by taking appropriate amounts of 
calcium, vitamin D and certain medications that build bone. 

Rare but serious: Psychosis, severe depression, stroke, heart attack, pancreatitis, peptic ulcer disease. A 
very rare side effect is osteonecrosis. This is due to the interruption of blood to the end of a long bone (hip, 
knee or shoulder typically). This may cause complete destruction of the joint and is irreversible, usually. 

Adrenal crisis: Long-term use of glucocorticoids usually suppresses adrenal gland function (makes cortisol 
that our bodies need). Therefore suddenly stopping or rapidly reducing glucocorticoids can cause “cortisol 
deficiency”. Symptoms include loss of appetite, nausea, vomiting, abdominal pain, weakness, fatigue 
confusion or coma. There may be problems with the blood electrolytes (sodium and potassium). Adrenal 
crisis can even occur in a person who is still on glucocorticoids. It can be precipitated by surgery, trauma or 
an infection. 

For this reason, people on long-term glucocorticoids should have a bracelet or necklace indicating that 
they are on “prednisone” for example. This way, emergency personnel will know what to look for and to 
provide appropriate glucocorticoid doses. 

All plans offer 
coverage

Contact your 
benefits provider 
for information on 
coverage

disease-modifying anti-rheumatic drugs (DMARDs) 

azathioprine (Imuran®) – pill Inflammation and pain caused by RA, 
SLE and vasculitis.

Effective at treating the underlying 
disease process in RA, SLE, vasculitis.

Most common include: Stomach upset.

Most serious include: Increased risk of infection, low blood counts (bone marrow suppression), mouth 
ulcers, liver and pancreas toxicity.

Blood tests must be done regularly to check blood counts and liver tests.

Drug interactions can sometimes occur with allopurinol.

All plans offer 
coverage

Contact your 
benefits provider 
for information on 
coverage

hydroxychloroquine sulfate 
(Plaquenil®) – pill

Should see an improvement 
in 3 to 6 months, and 
improvement can continue up 
to a year

Inflammation and pain caused by RA, 
PsA, SLE.

Most common include: Stomach upset, cramps and diarrhea. Long-term use can cause skin pigmentation 
changes. Itchy skin rash (usually within a couple of weeks); many types of skin rashes. Rare: Irritability, 
nightmares, headaches, blurred vision, vision halo.

Most serious include: Very rare retinal (eye) toxicity in 1 in 50,000, but is more common in patients on 
higher doses. The dose is based on lean body weight. Yearly eye exams are recommended. Low blood 
counts. Rare nerve/muscle dysfunction.

All plans offer 
coverage

Contact your 
benefits provider 
for information on 
coverage

leflunomide (Arava®) – pill

Should see an improvement in 
1 to 2 months

Inflammation and pain caused by RA.

Effective at treating the underlying 
disease process in RA, PsA.

Most common include: Stomach upset, diarrhea, increased risk of infection, high blood pressure, headache, 
skin rash.

Most serious include: Liver toxicity and necrosis leading to death, severe infection, low blood counts, nerve 
damage. 

Leflunomide stays in the body for many months. If there is a serious side effect, or there is a plan to 
become pregnant, this drug should be “washed out” of the system by using a course of cholestyramine.

All plans offer 
coverage

Contact your 
benefits provider 
for information on 
coverage

methotrexate 
(Rheumatrex®) – pill or 1 
injection weekly

Benefits should be seen within 
1 to 2 months; maximum 
benefit in 6 months

Inflammation and pain caused by RA, 
AS, PsA, SLE.

Effective at treating the underlying 
disease process in RA, AS, SLE, PsA – 
peripheral arthritis only.

Most common include: Mouth ulcers, stomach upset, nausea, diarrhea, headache, fatigue, mood 
symptoms. Some patients may experience worsening of RA nodules. 

Most serious include: Liver toxicity, lung toxicity, low blood counts, increased risk of infection, hair loss.

All plans offer 
coverage

Contact your 
benefits provider 
for information on 
coverage

minocycline (Minocin®) – pill

Benefit should be seen in 2 to 
3 months

(Prescribed off-label)

Inflammation and pain caused by RA. 
Effective in treating mild early-stage 
RA, possibly. This DMARD is rarely 
prescribed.

Most common include: Dizziness, sedation, headache, stomach upset, diarrhea, skin pigmentation (can be 
permanent), photosensitivity.

Most serious include: Low blood counts, drug-induced systemic lupus, liver toxicity.

All plans offer 
coverage

Contact your 
benefits provider 
for information on 
coverage

sulfasalazine (Azulfidine®) 
– pill

Benefits should be seen in 1 to 
2 months

Inflammation and pain caused by RA, 
AS, PsA.

Effective at treating the underlying 
disease process in RA, AS – peripheral 
arthritis only.

Most common include: Nausea, stomach upset, diarrhea, abdominal pain, skin rash. 

Most serious include: Liver toxicity, drop in blood counts, temporary drop in sperm counts. 

All plans offer 
coverage

Contact your 
benefits provider 
for information on 
coverage

biologic response modifiers (biologics)

abatacept (Orencia®) – 
intravenous, at week 0, 2 
and 4, and then once every 
4 weeks or one injection per 
week.

Inflammation, pain, joint damage 
caused by RA, JIA.

Highly effective at treating symptoms 
and underlying disease process in  
RA, JIA.

Most common include: Infusion reactions can occur and are usually mild and self limiting. Also, headache, 
runny nose, muscle or joint pain, sore throat, nausea, dizziness, heartburn.

Most serious include: Increased risk of serious infections, possible increased risk of lymphoma.

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

adalimumab (Humira®) –  
one injection every 2 weeks

Inflammation, pain, joint damage 
caused by RA, AS, PsA, JIA.

Highly effective at treating symptoms 
and underlying disease process in RA, 
AS, PsA, JIA.

Most common include: Headache, skin rash, injection site reactions, rash, increased risk of minor 
infections.

Most serious include: Low blood counts, increased risk of serious infection, reactivation of tuberculosis 
(TB), multiple sclerosis-like symptoms, possible increased risk of lymphoma, reactivation of hepatitis B.

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

anakinra (Kineret®) –  
one injection every day

Inflammation and pain caused by RA, 
adult Still’s disease.

Most common include: Injection site reactions, skin rash, headache, nausea, abdominal pain, increased risk 
of minor infections.

Most serious include: Increased risk of serious infection.

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

belimumab (Benlysta®) – 
intravenous infusion, every 
2 weeks for the first 3 doses, 
then once every 4 weeks

Effective at treating symptoms and 
underlying disease process in systemic 
lupus erythematosus (SLE). Currently 
approved to treat skin and joint 
manifestations. Not indicated for renal 
or central nervous system (CNS) lupus.

Most common include: Nausea, diarrhea, fever, stuffy or runny nose, cough (bronchitis), trouble sleeping, 
leg or arm pain, depression, headache (migraine), sore throat, urinary tract infection, decreased white 
blood cell count (leukopenia), vomiting, stomach pain. 

Most serious include: Cancer; allergic and infusion reactions; serious reactions may occur on the day or day 
after receiving dose, and may cause death; infections; heart problems; mental health problems, including 
suicide.

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

certolizumab pegol 
(Cimzia®) – one injection 
every 2 weeks

Inflammation, pain, joint damage 
caused by RA, AS, PSA.

Highly effective at treating symptoms 
and underlying disease process in RA, 
AS, PSA.

Most common include: Upper respiratory tract infections, rash, urinary tract infections, lower respiratory 
tract and lung infections.

Most serious include: Infections including reactivation of tuberculosis (TB), malignancies including possible 
increased risk of lymphoma, reactivation of hepatitis B.

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

denosumab (Prolia®) – 
injection, 2 per year

Osteoporosis in postmenopausal 
women who have a high risk of bone 
fractures.

Most common include: Back pain, pain in arms and legs, high cholesterol, muscle pain, and bladder 
infection. Note: These events are also very common in the placebo group.  

Most serious, but rare, include: Infections in skin, lower stomach area (abdomen), bladder, or ear; 
inflammation of inner lining of heart (endocarditis) due to infection; osteonecrosis of the jaw (very rare); 
lowered calcium levels in blood (hypocalcemia).

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

etanercept (Enbrel®) –  
one or two injections every 
week

Inflammation, pain, joint damage 
caused by RA, AS, JIA, PsA.

Highly effective at treating symptoms 
and underlying disease process in RA, 
AS, JIA, PsA.

Most common include: Headache, skin rash, injection site reactions, rash, increased risk of minor 
infections, dizziness. 

Most serious include: Low blood counts, increased risk of serious infection, reactivation of TB, multiple 
sclerosis-like symptoms, possible increased risk of lymphoma, reactivation of hepatitis B.  

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

golimumab (Simponi®) –  
one injection every 4 weeks or 
for RA, intravenous infusion 
at weeks 0 and 4, then every 
8 weeks

Inflammation, pain, joint damage 
caused by RA, AS, PsA.

Highly effective at treating symptoms 
and underlying disease process in RA, 
AS, PsA.

Most common include: Upper respiratory tract infection, nausea, abnormal liver tests, redness at site of 
injection, high blood pressure, bronchitis, dizziness, sinus infection, flu, runny nose, fever, cold sores, 
numbness or tingling.

Most serious include: Serious infection, increased risk of lymphoma, reactivation of TB, reactivation of 
hepatitis B, heart failure, nervous system problems, liver problems, blood problems.

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

infliximab (Remicade®) – 
intravenous infusion once 
every 8 weeks

Inflammation, pain, joint damage 
caused by RA, AS, PsA.

Highly effective at treating symptoms 
and underlying disease process in RA, 
AS, PsA.

Most common include: Headache, skin rash, infusion reactions, rash, increased risk of minor infections.

Most serious include: Low blood counts, increased risk of serious infection, reactivation of TB, multiple 
sclerosis-like symptoms, possible increased risk of lymphoma, reactivation of hepatitis B. 

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

rituximab (Rituxan®) – 
intravenous. 

For RA, the first two infusions 
are separated by 2 weeks, then 
usually re-infusion will occur 
every six months. 

For vasculitis, it is given 
weekly for 4 weeks. If or when 
another course is needed is not 
yet defined.

Inflammation, pain, joint damage 
caused by RA; used to treat ANCA 
vasculitis and can reduce or prevent 
organ damage.

Most common include: Infusion reactions are usually seen at first infusion, include flushing, sweating, 
chest pains. Infusion reactions are typically managed by slowing the rate of infusion and are much less 
frequent in subsequent infusions. 

Most serious include: Sore throat, fever, chills, or other signs of infection, unusual bruising or bleeding, 
severe pain in the stomach area, vision changes, unusual eye movements, loss of balance or coordination, 
confusion, disorientation, difficulty walking, risk of serious infection.

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

tocilizumab (Actemra®) 
– intravenous infusion once 
every 4 weeks

Inflammation, pain, joint damage 
caused by RA and JIA.

Highly effective at treating symptoms 
and underlying disease process in RA 
and JIA.

Most common include: Upper respiratory tract infection, nasopharyngitis, headache, hypertension, and 
increased ALT.

Most serious include: Infections, in some cases fatal, gastrointestinal perforations, and hypersensitivity 
reactions including anaphylaxis.

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

ustekinumab (Stelara®)  –

injection, at weeks 0 and 4, 
then every 12 weeks

Inflammation, pain, joint damage 
caused by PsA.

Highly effective at treating symptoms 
and underlying disease process in PsA.

Most common include: Upper respiratory infections, headache, fatigue.

Most serious include: Increased risk of infection, including TB; increased risk of certain types of cancer.

See Report Card on 
Provincial Formulary 
Reimbursement 
Listings for Biologic 
Response Modifiers

Contact your 
benefits provider 
for information on 
coverage

other medications

pregabalin (Lyrica®) –  
capsule taken by mouth

Widespread muscle pain caused by 
fibromyalgia.

Most common include: Dizziness, sleepiness, weight gain, blurred vision, dry mouth, swelling of hands and 
feet, trouble concentrating.

Most serious include: Serious allergic reactions, suicidal thoughts or actions, muscle problems, problems 
with eyesight, feeling “high”.

Most provinces 
do not yet list but 
resubmissions are 
ongoing

Contact your 
benefits provider 
for information on 
coverage

The medications listed below are the most commonly prescribed by Canadian 

rheumatologists and arthritis specialists to treat rheumatoid arthritis (RA), 

axial spondyloarthritis (which includes ankylosing spondylitis (AS) and non-

radiographic axial spondyloarthritis), juvenile idiopathic arthritis (JIA), psoriatic 

arthritis (PsA), osteoporosis, systemic lupus erythematosus (SLE), and vasculitis.

The information in this JointHealth™ Arthritis Medications Guide is not 

intended to suggest a course of treatment. It is for information only. Always 

speak to your doctor before starting or stopping a medication.

acetaminophen
= Tylenol®

Generic names of medications are shown in lower case  
and the first letter of brand names is capitalized.

Dosages are not provided as they vary based on disease severity and 
individual need.

Only the most common and the most serious possible  
side effects are highlighted.

General information on private and public drug plan  
coverage is provided.

Highlights of this Guide
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News about ankylosing spondylitis...

see page 6



In addition to psoriatic arthritis, early studies (phase II) 
into apremilast for the treatment of Behçet’s disease are 
looking positive. Dr. Shojania described Behçet’s disease 
as an “orphan disease” with serious symptoms that include 
mouth and vaginal ulcers or scrotal ulcers, very painful 
skin rash, joint swelling, brain inflammation, and dilation of 
blood vessels (aneurysms). 

In 2013, the medication’s manufacturer filed for approval 
of apremilast for the treatment of psoriatic arthritis to 
the U.S Food and Drug Administration (FDA). A decision 
is expected in March of this year. Typically following an 
approval by the FDA for a medication, pharmaceutical 
companies will make a submission to Health Canada.

Ustekinumab (Stelara®) is a biological monoclonal 
antibody. (Dr. Shojania provided a clue to help know if a 
medication is an antibody: it always has “-mab” on the end 
of its name.) It works by targeting interleukin-12 (IL-12) and 
IL-23, proteins thought to be involved in psoriatic arthritis 
(PsA). 

After two subcutaneous injections at weeks 0 and 4, 
it is then administered every 12 weeks for the treatment 
of psoriatic arthritis. Dr. Shojania noted the convenience 
of only needing to take the medication once every three 
months. 

Ustekinumab has been approved in Canada for the 
treatment of psoriasis for several years. In September 
2013, the U.S. FDA approved it for the treatment of 
active psoriatic arthritis. This medication was recently 
approved by Health Canada (January 2014), for use alone 
or in combination with methotrexate to treat chronic 
moderately to severely active PsA in adults. 

A study presented at the ACR conference last fall showed 
promise for ustekinumab as a treatment for ankylosing 
spondylitis, as well.

Because no two people with an inflammatory 
(autoimmune) form of arthritis respond to the same 
medication in the same way—and many do not respond 
nearly well enough or at all—there is a need for more 
medications to treat this serious group of diseases. 

The good news is that research into new treatment 
options is ongoing. Here we discuss two not yet available 
“small molecule” medications that work in a whole new 
way, plus a biologic that has been newly approved by 
Health Canada. To help us gain a better understanding of 
these new and upcoming medications, we spoke with Dr. 
Kam Shojania, a research scientist at the Arthritis Research 
Centre of Canada (ARC) and chair of Arthritis Consumer 
Experts’ advisory board. 

Tofacitinib citrate (Xeljanz®) belongs to the class of medications called Janus 
kinase (JAK) inhibitors. According to Dr. Shojania, it specifically targets JAK1 and 
JAK3 of the Janus  family of kinases (enzymes), to interfere with the inflammatory 
process in rheumatoid arthritis that leads to joint damage. 

This disease modifying anti-rheumatic drug (DMARD) is not a biologic, 
which targets inflammation from the outside of cells. Instead it prevents an 
inflammatory immune response from within cells. 

Tofacitinib citrate is taken by tablet twice a day to treat rheumatoid arthritis. 
Investigation is also underway into its effectiveness in psoriasis and other types 
of autoimmune arthritis.

The U.S. Food and Drug Administration (FDA) approved the medication in 
November 2012, but the European Medicines Agency (EMA) did not approve it 
due to safety concerns. It is currently under review by Health Canada. 

It should be noted, however, that infection rates from tofacitinib citrate were 
similar to those seen in other biologics used to treat rheumatoid arthritis. In a 
study comparing tofacitinib citrate to adalimumab (a biologic), the effectiveness 
was shown to be similar.

Apremilast (Otezla®) is another oral, small-molecule compound, taken as two 
tablets twice a day. It has been shown to reduce the signs and symptoms of 
psoriatic arthritis in multiple Phase III clinical trials. Phase II trials have shown 
effectiveness in treating enthesitis and dactylitis, which are associated with 
spondyloarthropathy. Dr. Shojania explained that the medication works by 
inhibiting the action of phosphodiesterase-4 (PDE4). PDE4 is an enzyme found in 
immune cells. 

2

New and emerging treatments

When asked the question, “If these medications were approved by Health Canada, 
along with the currently available medications, would there be enough options or 
would research need to continue?” 
Dr. Shojania said, “Our options right now are better than what we had 20 years ago, 
but they’re not ideal. They have side effects, they don’t work in some people, and 
they’re expensive. They also don’t cure people. When patients come in, they want 
to get rid of the disease once and for all. So that’s what we should be looking for.”

New to the JointHealth™ Report Card
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On January 15 of this year, two subsequent entry 

biologics (SEBs) received Notices of Compliance 

from Health Canada. 

Subsequent entry biologics (SEBs) describe 

a group of medications that are similar, but not 

identical, to innovator biologics such as etanercept 

(Enbrel®), infliximab (Remicade®), and adalimumab 

(Humira®). 

Remsina™ and Inflectra™ are the names of 

the newly approved SEBs. Both are are similar 

to infliximab and are used for the treatment of 

rheumatoid arthritis. 

Health Canada defines SEBs as a “biologic 

drug that enters the market subsequent to a 

version previously authorized in Canada, and 

with demonstrated similarity to a reference 

biologic drug.” While Health Canada uses the term 

“subsequent entry biologic,” the term ‘biosimilar’ 

is also used. 

Medications made with small, chemically 

manufactured molecules (e.g. acetylsalicylic acid, 

the active ingredient in aspirin) are made through 

a relatively simple process. After a company’s 

patent for a particular medication, like aspirin, 

expires, other companies can easily make exact 

copies of the active ingredient of the brand name 

version. These are known as generics.

Biologics, however, are large and complex 

molecules made in a process that starts with living 

cells. It is impossible to make an exact copy of a 

biologic drug because the process is proprietary 

to (owned by) the original manufacturer. After the 

patent expires, different companies are only able 

to make “similar” versions of the original biologic. 

Even minor differences from the originator 

biologic change the way a SEB acts in the body. 

This distinction is important to physicians and 

consumers/patients since there is no guarantee 

a SEB will be equally effective or be as safe as its 

innovator reference product.

How are SEBs regulated?
Generic drugs are pharmaceuticals; SEBs are 

biologics. Therefore, there are significant 

differences in approval processes. Unlike 

generics, approval of a SEB is not a declaration of 

pharmaceutical or therapeutic equivalence to the 

A call to action on SEBs
Since the introduction of biologic medications to treat rheumatoid 
arthritis and other forms of autoimmune arthritis, ACE has made it 
part of its mandate to provide information on the safety and quality of 
biologics, advocate for policies that keep medical decisions between 
patients and physicians, and seek solutions that keep biologic 
medications affordable and accessible, while never compromising on 
patient safety. 

ACE recently conducted a survey of Alberta, British Columbia, and 
Ontario residents to find out how aware they were about SEBs and 
which issues were most important. The surveys determined that 
consumers believe the primary concern for SEB regulation is patient 
safety and that SEBs should receive the same review, approval, and 
listing process by provincial formularies as any other new medication 
would receive.

What can you do to ensure SEBs are appropriately regulated? There 
are many ways that our members and subscribers with arthritis, their 
friends, and family can help. They include:
•	 Writing to the Minister of Health in your province.
•	 Writing a letter to the editor of your local and national newspapers.
•	 Writing a letter to your elected provincial representative.

In this way, you can raise awareness about the issues surrounding 
SEBs and let key decision makers know your concerns.

Similar, but not the same

originator biologic because the SEB does not have 

the same active ingredient. 

Health Canada acknowledges that SEBs are 

not equivalent to their innovator products, so are 

not generic medications that can be substituted, 

without question, for the original. This means 

that SEBs need to go through a review process 

with Health Canada as rigorous as it would be 

for innovator products. Despite Health Canada’s 

recognition of this, individual provinces can 

still decide whether a SEB can be covered as 

though it were interchangeable with its reference 

medication. 

This opens up the possibility that a SEB could 

replace the more expensive original biologic that 

you had previously been prescribed. 

The “interchangeability” of a SEB
“Interchangeability” refers to the ability to switch 

from one medication to another considered to be 

its therapeutic equal. This substitution of drugs 

is often done with generics. However, SEBs are 

not identical copies or “generics” of the original 

biologic drug; small differences between products 

can cause unexpected outcomes.

Interchangeability raises issues about a patient’s 

immune system and how it reacts to medications. 

Evidence in the European market has found a 

person prescribed a SEB may have a different 

immune reaction compared to the original 

medication and vice versa.

31%

12%

25%

15% 17%

4%

1%

1%

44%

30%18%

What is the most important 
consideration for you when 
choosing a SEB as a treatment 
option?

■ 		The safety of the SEB
■ 		The cost of the SEB
■ 		How well the SEB works for 

your disease compared to the 
original biologic

■ 		How affordable it is if you have 
to pay for it yourself

■ 		How at risk will you be of having 
an immune reaction

■ 		If your public or private drug 
plan covers it

What do you think should be 
the primary concern of SEB 
regulation in Canada?

■ 		The effectiveness of SEBs
■ 		The safety of the SEBs
■ 		Ensuring that more treatment 

options are available
■ 		That SEBs receive the same 

review, approval and process by 
Health Canada and provincial 
formularies as any other 
medication

■ 		That SEBs be clinically tested in 
Canada

Subsequent Entry Biologics

SEBs
Similar but not the same
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In her presentation, Dr. Joanne M. Jordan of the Thurston Arthritis 
Research Center at the University of North Carolina, explained current 
treatment and management approaches to osteoarthritis (OA) and 
explored the direction for the future of OA treatment.

Osteoarthritis is the single most common form of arthritis. And 
the numbers are rising due to an aging population, inactivity, and 
rampant obesity—according to the Centers for Disease Control and 
Prevention (CDC), 35.7% of U.S. adults are obese. 

Often people have more than one disease or co-occurring 
condition. For example, between 15 and 46 percent of people living 
with OA also have diabetes. Eighty-eight percent of people with OA 
have another chronic condition. 

Osteoarthritis is more complex than traditionally thought, and 
current treatment approaches reflect a dated understanding of 
the disease. For instance, OA is not just caused by “wear and tear”; 
metabolic and genetic factors also play a role. Also, OA is too easily 
dismissed as an unavoidable side effect of aging. In fact, certain 
lifestyle changes can slow the progression of OA, or prevent it 
altogether.

Dr. Jordan pointed out some of the flaws in the current treatment 
model. Namely, no treatment occurs until the onset of symptoms. 
Furthermore, when treatment starts, it is inconsistent, unstructured, 
poorly integrated into daily life, and lacks a focus on long-term 
outcomes. 

A new treatment model would be preventive, ongoing, and 
consider individuals’ other health issues. Also, improved diagnostic 
tools and updated guidelines would help diagnose OA earlier. 
Non-medication interventions, such as education, exercise, joint 
protection, social support, and weight control would become the 
treatment norm.

Finally, Dr. Jordan stressed the importance of finding disease 
modifying osteoarthritis drugs (DMOADs) to aid treatment. 
Possibilities for DMOADs would include the following:
•	 Repair cartilage.
•	 Regain the balance between cartilage breakdown and buildup.
•	 Remodel bone.

Innovation in Action: Annual arthritis 
conference brings experts from around the 
globe to share research, improve patient care

A new treatment model would be preventive

Osteoarthritis:  
Current and Future Treatment

The American College of Rheumatology (ACR) and the Association 
of Rheumatology Health Professionals (ARHP) meet once a year, 
bringing researchers from around the world together so they 
may share information and discuss the latest science, research, 
and treatments in the field of rheumatology. Innovative sessions, 
groundbreaking science, education that fills knowledge and practice 
gaps, and hands-on skills training make up some of the activities of 
the event. 
The goals of the annual conference include:
•	 Identifying developments in disease diagnosis and treatments.
•	 Describing potential issues in delivery of care and sharing ideas for 

solutions.

•	 Summarizing recent research findings.
•	 Using new research data to improve the quality of patient care.
•	 Encouraging research that leads to new treatment protocols.
Arthritis Consumer Experts was at the most recent event, held in 
October 2013, to represent people living with arthritis and to learn 
about the latest research findings so we could share them with you. 
Of particular interest to consumers were two presentations: One 
was about the current state of osteoarthritis treatment and ways 
to improve outcomes in the future. The other discussed recent 
advances in psoriatic arthritis research and how they could be used 
to effectively identify, diagnose, and treat the disease to improve 
patients’ quality of life and function. 

Improved 
technology

Better 
prediction

Avoid or 
delay OA

Screen high-risk phenotypes  
(physical conditions that  
contribute to OA)
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At the start of his presentation, epidemiologist and Professor of 

Medicine at the University of Rochester, Dr. Chris Ritchlin, asked 

this essential question: “How can we implement recent advances to 

effectively identify, diagnose, and treat psoriatic arthritis in order to 

dramatically improve patient quality of life and function?”

He went on to provide the newest knowledge gained about 

psoriatic arthritis (PsA) related to:

•	 Skin and joint features that are characteristic of the disease.

•	 Comorbidities to look for.

•	 Creating an effective, thorough and practical treatment plan upon 

diagnosis of PsA.

•	 New medications in the pipeline for treating PsA.

Of note was the link between metabolic syndromes (e.g. obesity, 

insulin resistance) and psoriatic arthritis. For example, obesity is 

not only a risk factor for PsA, but obese patients are less likely than 

Psoriatic Arthritis:  
Is There a New Treatment Paradigm?

Week 
12

Week 
16

Week 
24

Certolizumab pegol: 
Responses to this treatment were observed 
as early as the first week. At week 12, 58% of 
participants achieved ACR 20 at the 200 mg 
dose and 51.9% at the 400 mg dose. The 
Health Assessment Questionnaire Disability 
Index (HAQDI) score also improved. The 
HAQDI evaluates changes in the physical 
function of people living with psoriatic 
arthritis.

Apremilast: 
At week 16, 31% of patients achieved 
ACR 20 (20% improvement in tender and 
swollen joints according to the American 
College of Rheumatology criteria) with 
a 20 mg dose. With a 30 mg dose, 40% 
of participants reached an ACR 20 in the 
same time. The major adverse events 
were diarrhea and nausea, which resolved 
over time.

Ustekinumab: 
At week 24, improvements in dactylitis 
(inflammation of fingers), enthesitis 
(inflammation of tendons or ligaments 
where they insert into bone), and the 
HAQ Disability Index were seen. Overall, 
it was found to be effective for skin and 
musculoskeletal inflammation that occurs 
with PsA. Out of 409 patients receiving the 
medication, there were two who developed 
erythroderma (skin inflammation) and one 
who experienced cardiovascular arrest. 

200 mgPlacebo Placebo Placebo20 mg 45 mg

ACR 20 ACR 20 ACR 20

58%

24.3%
19% 22.8%

31%
42.5%

400 mg 30 mg 90 mg

51.9%
40%

49.5%

someone of a healthy weight to achieve minimal disease activity 

(MDA) criteria while taking a tumor necrosis factor (TNF) inhibitor 

medication. Weight loss significantly improved the response to 

medication—after 6 months of taking an anti-TNF, a greater than 10% 

weight loss was associated with a better chance of achieving MDA.

Future psoriatic arthritis treatment will be tailored to the clinical 

features of the disease and associated conditions in an individual 

patient, as well as to imaging (X-ray, MRI) and biomarker results. Also, 

it will include determining whether a psoriasis patient is at risk for 

developing arthritis and to identifying early PsA. 

One of the highlights of the presentation was the discussion of 

studies looking at three potential medications to treat PsA, all of 

which had early positive results. The medications were certolizumab 

pegol (Cimzia®), apremilast (Otezla®), and ustekinumab (Stelara®).
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	ACE discloses all funding sources in all its activities. 
	ACE identifies the source of all materials or 

documents used. 
	ACE develops positions on health policy, products 

or services in collaboration with arthritis consumers, 
the academic community and healthcare providers 
and government free from concern or constraint of 
other organizations. 
	ACE employees do not engage in any personal 

social activities with supporters. 
	ACE does not promote any “brand”, product or 

program on any of its materials or its website, or 
during any of its educational programs or activities.

Thanks
ACE thanks the Arthritis  
Research Centre of Canada  
(ARC) for its scientific review  
of JointHealth™.
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Disclaimer
The material contained in this or any other ACE 
publication is provided for general information only. 
It should not be relied on to suggest a course of 
treatment for a particular individual or as a substitute 
for consultation with qualified health professionals 
who are familiar with your individual medical 
needs. If you have any healthcare related questions 
or concerns, you should contact your physician. 
Never disregard medical advice or delay in seeking 
it because of something you have read in any ACE 
publication.

Who we are
Arthritis Consumer Experts (ACE) provides research-
based education, advocacy training, advocacy 
leadership and information to Canadians with 
arthritis. We help empower people living with all 
forms of arthritis to take control of their disease and 
to take action in healthcare and research decision 
making. ACE activities are guided by its members 
and led by people with arthritis, leading medical 
professionals and the ACE Advisory Board. To learn 
more about ACE, visit www.jointhealth.org

Guiding Principles
Healthcare is a human right. Those in healthcare, 
especially those who stand to gain from the ill health 
of others, have a moral responsibility to examine what 
they do, its long-term consequences and to ensure 
that all may benefit. The support of this should be 
shared by government, citizens, and non-profit and 
for-profit organizations. This is not only equitable, 
but is the best means to balance the influence of any 
specific constituency and a practical necessity. Any 
profit from our activities is re-invested in our core 
programs for Canadians with arthritis.

To completely insulate the agenda, the activities, 
and the judgments of our organization from those of 
organizations supporting our work, we put forth our 
abiding principles: 
	ACE only requests unrestricted grants from private 

and public organizations to support its core 
program. 
	ACE employees do not receive equity interest or 

personal “in-kind” support of any kind from any 
health-related organization. 

About Arthritis Consumer Experts

Ankylosing Spondylitis... 
is now considered to be one of two types of axial spondyloarthritis (axSpA). 
The other is non-radiographic axial spondylitis (nr-axSpA). The latter disease 
is considered to be an earlier form of AS (even though it may not become AS 
later) before structural changes to the sacroiliac joints show up on an X-ray. 
Otherwise, the signs and symptoms of the two diseases are similar. 

Currently, there are no biologics specifically approved for nr-axSpA, but we 
have broken down the disease types on the report card
•	 to reflect the new definition, and 
•	 in anticipation of coming changes to provincial formularies that will take the 

new definition into consideration.

New to the JointHealth™ Report Card

axial spondyloarthritis (axSpA) 

ankylosing 
spondylitis 

(AS)

non-radiographic 
spondyloarthritis  

(nr-axSpA)

scrutiny. Now, each month we examine formularies 

to see which of eleven biologics for seven forms 

of inflammatory arthritis the provinces provide 

coverage for. With the emergence of new 

treatments, including subsequent entry biologics 

(or SEBs), the report card will be expanded further.

Already in the first month of 2014, Health 

Canada has issued Notices of Compliance (NOCs) 

for three biologics:

•	 Certolizumab pegol (Cimzia®) for the treatment 

of psoriatic arthritis (January 2)

•	 Certolizumab pegol (Cimzia®) for the treatment 

of ankylosing spondylitis (January 15)

•	 Ustekinumab (Stelara®) for the treatment of 

psoriatic arthritis (January 21)

The approval of these biologics is reflected in 

the Report Card included with this JointHealth™ 

monthly. Provincial formularies have begun their 

review process to determine each medication’s 

placement on their public drug plans. As 

decisions are made, ACE will update its members, 

subscribers, and website visitors online through 

JointHealth™ expresses and at  

http://bit.ly/197y5VS. 
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