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• Rheumatoid arthritis (RA) is a chronic inflammatory disease characterized by joint swelling, joint 

tenderness, and destruction of synovial joints, leading to severe disability and premature mortality.
1-3 In some people, RA causes damage to the skin, eyes, lungs, heart and blood vessels as well.4

According to the Global burden of Disease study of 2010, the global prevalence of RA was 0.24%5

• Studies assessing the prevalence of RA in Kingdom of Saudi Arabia (KSA), reported a prevalence 

that ranged from 0.22 to 0.30%6,7

• Current RA management guidelines recommend initial treatment with conventional synthetic 

disease-modifying antirheumatic drugs (csDMARDs), such as methotrexate (MTX). Patients with 

an inadequate response or intolerance to csDMARDs are generally prescribed bDMARDs ( mostly 

TNFi) or oral  targeted synthetic disease-modifying antirheumatic drugs (tsDMARDs, JAK inhibitors 

like Tofacitinib) as a monotherapy or in combination with methotrexate8,9,10,11

• RA has a substantial impact on patients and their families with regards to both, direct and indirect 

costs.12 Direct costs include those of drug acquisition, hospital visits and physician fees for 

managing the disease and physical disability, while indirect costs include loss of income due to lost 

productivity, work disability or unemployment. In addition, RA patients also suffer from disease-

related quality of life impairment, the cost of which is difficult to estimate12

• As the main healthcare provider in KSA, accounting for about 60% of the total healthcare spending 

in the country,13 the Saudi Ministry of Health (MoH) aimed to estimate the direct medical and non 

medical costs associated with the use of biologics and advanced orals for the treatment of adult RA 

patients in the ministry of health facilities

INTRODUCTION

CONCLUSION

• Switching moderate to severe RA patients on bDMARDs to oral tsDMARDs would reduce the cost 

of moderate to severe RA management in KSA

• The use of oral tsDMARDs will reduce the costs associated with parenteral and subcutaneous RA 

drug administration (travel, accommodation, hospital visits for drug infusion and outpatient visits) for 

both the patients and the health systems, freeing-up healthcare resources for other medical needs

• These findings provide evidence that switching to oral tsDMARDs would reduce the costs 

associated with the drug for both the patients and the health systems, improving quality of life for 

the patients and free-up available healthcare resources
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Figure 4: Reduction in average cost per patient (AS1, AS2 & AS3 vs. base case)
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Figure 2: Average Cost Per Patient by Route of Administration (base case)

RESULTS (contd.)

• The study aimed to the assess the economic burden of moderate to severe rheumatoid arthritis 

(sRA) management in Kingdom of Saudi Arabia (KSA) and the cost impact of introducing 

tsDMARDs.

OBJECTIVE

• Currently, the high cost of RA management is due to the drug acquisition, monitoring, travel and 

accommodation costs for the parenterally-administered biologics.(Fig 1)

• Switching from SC to oral tsDMARDs would reduce the average cost per patient by 27% (from 

SAR 62,193 to SAR 45,351) and by 45% (from SAR 82,619 to SAR 45,351) for switch from IV 

biologics. The average cost per patient on oral oral tsDMARDs was found to be ~60% of the 

average cost per patient on SC and IV biologics. (Fig 2) 

• Introduction of oral tsDMARDs in Saudi MOH is expected to lead to average per patient cost 

savings of 28%, 15% and 15% in AS1, AS2 and AS3 compared to the base case respectively. (Fig 

3). The total reduction in average cost per patient for different parameters across all three 

scenarios (AS1, AS2, AS3) in comparison to base case scenario is highlighted in Fig 4
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METHODOLOGY

• The study was done in three phases. In Phase 1, a systematic literature review was conducted to 

identify journal articles, reports, guidelines, conference abstracts, posters, and presentations 

containing relevant data on the disease background, treatment patterns and efficacy, persistence, 

and cold chain and storage system in KSA

• Interviews with key opinion leaders were conducted in Phase 2 to understand the local RA 

management practices in KSA. Phase 1 and 2 provided background information and identified the 

data needed for the cost analysis

• In Phase 3, an analysis of the costs associated with the management of moderate to severe RA 

was conducted. A budget Impact Model (BIM) was developed to compare the base case scenario 

with alternative scenarios in moderate to severe RA management

1. Model structure: Microsoft® Excel based model was developed

2. Model inputs: The BIM calculated the outcomes based on the following inputs

Result and 

Manuscript

Phase 1 – Systematic 

Literature Review
Phase 2 – Key Opinion 

Leaders (KOLs) Interveiw

Phase 3 – Cost Calculation 

and BI Adaptation

Outcomes were calculated for base case and all 

scenarios from a payer perspective

Drug Acquisition 

Costs (Price list 

as SFDA) 

Medication 

Preparation and 

Dispensing Costs 

Diagnostic and 

Monitoring Costs

Cold Chain and 

Storage Cost
z

Outpatient 

Services

Inpatient Services/

Hospitalization 

Transportation 

and 

Accommodation

Average Cost per Patient

3. Model outputs: Average cost per patient and total cost was calculated for the base case and 

alternative scenario’s

- Base case: Based on the KOL’s inputs, the current practice involved treating moderate to 

severe RA patients with biologics and advanced orals. Biologics were administered as SC 

injections (83%) and IV infusions (16%) while advanced orals were prescribed to 1% of 

moderate to severe RA patients 

- Alternative scenarios:

› Alternative Scenario 1 (AS1) assumed that all RA patients on biologics (SC and IV) 

would switch to oral  tsDMARDs over 1 year

› Alternative Scenario 2 (AS2) assumed that 30% of RA patients on IV or SC biologics 

would switch to oral  tsDMARDs due to perceived lower efficacy. In addition, it assumed 

that 50% of new RA cases would be treated oral  tsDMARDs . Costs were assessed over 

three years

› Alternative Scenario 3 (AS3) assumed that 30% of RA patients on IV or SC biologics 

would switch to oral  tsDMARDs due to perceived lower efficacy. In addition, it assumed 

that 100% of new RA cases would be treated with oral  tsDMARDs. Costs were assessed 

over three years

Figure 1: Total Cost Categories of RA Management (base case)
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