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ABSTRACT

Introduction: Racial and ethnic disparities in
rheumatoid arthritis (RA) have been identified
in the United States, with higher levels of dis-
ease activity and worse functional status repor-
ted in Hispanic patients compared with their
white counterparts. Although RA is one of the
most prevalent health conditions in Puerto
Rico, few studies have previously examined the
characteristics or treatment patterns of patients
receiving biological and targeted synthetic dis-
ease-modifying anti-rheumatic drugs (b/
tsDMARDs) in this population.
Methods: This was a retrospective cohort study
using data extracted from the Advanced Busi-
ness Management Organization database,
which represents around 70% of pharmacy
claims in Puerto Rico. Patients with RA were
included if they had C 1 prescription for any
approved b/tsDMARD during the index period

(January 2016 to July 2018), and C 2 years of
follow-up. The objective was to describe and
compare the demographic and clinical charac-
teristics of patients with RA being treated with
b/tsDMARD therapy in Puerto Rico, and to
evaluate the treatment patterns among these
patients.
Results: Most patients (74%) received tumor
necrosis factor inhibitors (TNFis) as index ther-
apy, followed by abatacept (17%), Janus kinase
inhibitors (JAKis; 5%), and other non-TNFis
(4%). Similar trends were observed in subse-
quent lines of therapy, although abatacept was
more frequently used in these later lines versus
index therapy. At 2 years, 62% of patients had
discontinued their index therapy and 17% had
switched to an alternative b/tsDMARD; only
21% persisted with index therapy. The per-
centage of patients who were persistent with
their index therapy at the end of year 2 was 28%
for JAKis, 36% for abatacept, 41% for TNFis, and
45% for other non-TNFis.
Conclusions: These findings demonstrate that
despite the availability of several b/tsDMARDs,
patients with RA in Puerto Rico still experience
substantial treatment disruption, with almost
two-thirds of patients discontinuing their index
therapy within 2 years.
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Targeted synthetic disease-modifying anti-
rheumatic drugs; Puerto Rico

Key Summary Points

Why carry out this study?

Rheumatoid arthritis (RA) is one of the
most prevalent health conditions in
Puerto Rico, but little is known about the
characteristics and patterns of treatment
with biological and targeted synthetic
disease-modifying anti-rheumatic drugs
(b/tsDMARDs) in this population.

Understanding patient characteristics and
treatment patterns in real-world
populations with RA is important and
may contribute to improving patient care.

What was learned from the study?

Treatment disruption was observed in
most patients, with only 21% persisting
with their index b/tsDMARD at 24-month
follow-up.

Despite the availability of several
treatment options, patients with RA in
Puerto Rico still have a substantial unmet
need that could potentially be improved
by adopting a precision medicine-based
approach.

INTRODUCTION

Rheumatoid arthritis (RA) is a systemic, chronic
autoimmune disease involving autoantibody
production and subsequent inflammation of
the synovial tissue [1, 2]. Inflammation in the
joint tissue and antibody burden resulting from
RA leads to increasing loss of joint mobility,
erosion of bone in the affected joints, and dis-
ability [1, 2].

In the United States (US) alone, RA affects
around 1.3 million adults, predominantly
women [3]. The goal of RA treatment is clinical
remission, defined as no significant signs or

symptoms of inflammatory disease activity [4].
The first line of therapy (LoT) is usually
methotrexate (MTX), either alone or in combi-
nation with other conventional disease-modi-
fying anti-rheumatic drugs (cDMARDs) [5]. If
the patient does not respond adequately to
cDMARDs they will usually be treated with a
biological DMARD (bDMARD), such as a tumor
necrosis factor inhibitor (TNFi), T-cell co-stim-
ulation modulator, interleukin-6 (IL-6) inhi-
bitor, or anti-CD20 monoclonal antibody.
Alternatively, they may receive a Janus kinase
inhibitor (JAKi) or other targeted synthetic
DMARD (tsDMARD) [5].

Current US guidelines for RA do not express
a preference for TNFi over non-TNFi treatment,
or vice versa, recommending instead that the
choice of treatment be based on clinical judge-
ment and individual patient preference [6]. In
line with this strategy, a recent large US
healthcare registry study found no significant
difference in efficacy after 1 year of treatment
with TNFi versus non-TNFi agents [7].

Although arthritis is one of the most preva-
lent health conditions in Puerto Rico [8], few
studies have been conducted in Puerto Rican or
Hispanic populations specifically [9–11]. Studies
in the broader US population have identified
some racial and ethnic disparities, reporting
higher levels of disease activity and worse
functional status in Hispanic patients compared
with white patients, although it is not clear why
this is the case [12–14]. Several studies have
found that starting b/tsDMARD treatment early
in the disease course (within 12 months of ini-
tial symptoms) improves long-term outcomes
in RA, and this has been confirmed in the
Puerto Rican population [10]. However, little is
known about the patient characteristics or pat-
terns of treatment among people receiving
b/tsDMARD treatment for RA in Puerto Rico.
The few studies that have been performed have
been small [9, 10] or have only included par-
ticular subsets of patients (e.g. Medicaid and
Medicaid–Medicare dual beneficiaries [11]), and
may not be representative of the overall RA
population in Puerto Rico.

The aim of this study was to describe and
compare the characteristics of a large, repre-
sentative sample of patients with RA treated
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with b/tsDMARD therapy in Puerto Rico, and to
evaluate the treatment patterns among these
patients.

METHODS

Data Source

This retrospective cohort study used data
extracted from the Advanced Business Man-
agement Organization (BMO) database, the lar-
gest aggregator of pharmacy claims data in
Puerto Rico. The database contains transac-
tional data from a group of four specialty
pharmacies in Puerto Rico [San Rafael, SPS
Specialty Pharmacy, Special Care Pharmacy, and
Alivia Health Specialty Pharmacy (formerly Best
Option)], representing around 70% of all phar-
macy claims in Puerto Rico. The transactional
data are directly related to the prescription
received at the pharmacy. International Classi-
fication of Diseases, 10th Revision (ICD-10)
information is used to identify pharmacy claims
for RA and brand information is used to identify
the drugs prescribed to the patient. Baseline
information can be extracted using index diag-
nosis month, ICD-10 code for any diagnosis,
and brand for any drug check, though patient
characteristic information in the dataset is lim-
ited. The data extraction process automatically
selects the required fields and specific drugs of
interest and de-identifies all data; thus, it is fully
compliant with US patient confidentiality
requirements (the Health Insurance Portability
and Accountability Act). This study did not
require review or approval by ethics commit-
tees, or informed consent. Patient data were de-
identified and met the Health Insurance Porta-
bility and Accountability Act of 1996 require-
ments to ensure patient anonymity.

Study Design and Population

The study period was January 1, 2016 to July 31,
2020 (Supplemental Fig. 1). Patients treated
with a b/tsDMARD between January 1, 2016 and
July 31, 2018 were identified. The Advanced
BMO database only provides data on the month

of drug prescription, not the day; thus, the first
day of the month of the first b/tsDMARD pre-
scription after an RA diagnosis was defined as
the index date. Patients were followed from the
index date to the end of the study period, or the
date of the last prescription (for any medica-
tion) recorded in the database.

Patients were included if they had at least
one RA diagnosis during the study period, as
identified using ICD-10-CM codes (Supplemen-
tal Table 1), at least one prescription for any
b/tsDMARD approved for RA in Puerto Rico on
or after the first RA diagnosis and during the
index period (January 2016 to July 2018), and at
least 2 years of follow-up. Follow-up duration
was calculated as last prescription in the data-
base (for any medication) index date ? 1.
Patients who had multiple prescriptions for
b/tsDMARDs in the index month were
excluded.

The study cohort was divided into four
mutually exclusive treatment subgroups
according to the index b/tsDMARD: (1) abata-
cept, (2) TNFi (adalimumab, certolizumab,
etanercept, golimumab, or infliximab), (3) JAKi
(baricitinib, tofacitinib, or upadacitinib), and
(4) other bDMARDs (anakinra, rituximab, sar-
ilumab, or tocilizumab), referred to hereafter as
‘non-TNFi’. Where available, biosimilars were
grouped with the original drug (e.g., infliximab
and biosimilar infliximab were counted
together).

Outcomes and Measures

The primary outcome variables described for
the four index treatment subgroups were
patient characteristics and treatment patterns.
Patient characteristics included health plan type
(Medicare, Medicaid, or commercial), patient
region (North, South, East, or West Puerto Rico),
and prescriber specialty (family/general practi-
tioner, internal medicine, rheumatology, or
other). Treatment pattern outcomes included
rates of initiation, switching, persistence, and
discontinuation at each LoT. Mean time to
switching and discontinuation and duration of
treatment persistence were also assessed.
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As it is not possible to determine whether a
patient’s first prescription in the Advanced
BMO database is their first lifetime prescription,
LoT was defined as follows: ‘early line’ (EL),
representing the first index b/tsDMARD pre-
scription filled during the study period; ‘subse-
quent line’ (SqL), representing the second
b/tsDMARD prescription filled during the study
period; and ‘later line’ (LL), representing the
third b/tsDMARD prescription filled.

A treatment switch was defined as a phar-
macy record for a b/tsDMARD that was different
to the index b/tsDMARD drug within the time
period of two times the ’days of supply’ from
the end of the period covered by the previous
prescription. Days of supply was imputed using
the recommended doses for drugs wherever
required. Discontinuation of the index drug was
defined as a period of at least two times the days
of supply from last prescription fill with no
pharmacy record for the index b/tsDMARD. The
patient was considered to have discontinued in
the month at the end of the period covered by
the last prescription.

Patients who continued their treatment
during the study period (without treatment
switching or discontinuation) were defined as
persistent. Persistence was calculated using the
gap of two times the days of supply from the
end of the period covered by the last prescrip-
tion fill. For patients who discontinued treat-
ment, persistence duration was capped to the
date of discontinuation of the index
b/tsDMARD. For patients who switched treat-
ment, persistence was calculated up to the start
date of the next LoT.

Statistical Analyses

Descriptive statistics were used for all study
objectives. The following descriptive statistics
were used to summarize patient characteristics,
overall and by treatment subgroup: for cate-
gorical variables, counts and percentages, and
for continuous variables, means, standard
deviations, and medians, as appropriate. Statis-
tical comparisons were performed across treat-
ment cohorts using Chi-square tests and Fisher’s

exact test with Monte Carlo simulation, as
appropriate.

For treatment patterns, the top five treat-
ment patterns at a drug level up to the third LoT
were described. Within each LoT, the number
and percentage of patients who switched, dis-
continued, and were persistent were determined
and described by treatment cohort. Duration on
each LoT and mean time to switching or dis-
continuation were determined for each index
drug and index drug cohort.

RESULTS

Patient Characteristics

In the Advanced BMO database, 2077 patients
met the eligibility criteria (Table 1). Index
b/tsDMARD prescriptions were primarily from
rheumatologists (65%); 11% were issued by
internal medicine specialists and 6% by fam-
ily/general practitioners. Median (standard
deviation) follow-up was 1188 (313.9) days. The
majority of patients were Medicaid/Medicare
beneficiaries (74%), while 25% were on a com-
mercial health plan type. A significant associa-
tion was identified between the patients’ health
plan type and the treatment they received (Chi-
square test p value\0.0001).

Treatment Distribution

The majority of patients received TNFi (74%),
followed by abatacept (17%), JAKi (5%), and
other non-TNFi (4%) treatments as their index/
EL treatment (Supplemental Table 2; Fig. 1A).
Adalimumab was the most frequently pre-
scribed TNFi (41%), followed by etanercept
(23%), golimumab (6%), infliximab (2%), and
certolizumab (1%). Tofacitinib was the only
JAKi used as index/EL treatment. The most fre-
quently used non-TNFi was tocilizumab (4%)
followed by rituximab (1%); only one patient
received sarilumab as their index/EL treatment.

Among the 580 patients who received SqL
therapy, a majority received TNFi (40%), closely
followed by abatacept (37%) (Fig. 1B). Adali-
mumab was once again the most frequently
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prescribed TNFi (17%), followed by etanercept
(14%); proportions of patients receiving goli-
mumab, infliximab, and certolizumab were
similar to those observed in EL treatment (6, 3,
and 1%, respectively). Higher proportions of
patients received JAKi (12%), and other non-
TNFi (11%) treatments as SqL therapy compared
with EL therapy. Tofacitinib was the most fre-
quently prescribed JAKi (11%).

Among the 205 patients who received LL
therapy, TNFi were once again the most fre-
quently prescribed drug group (48%), followed
by abatacept (21%) (Fig. 1C). A majority of
patients who received TNFi were treated with

etanercept (20%); adalimumab was prescribed
in 12%, golimumab in 10%, infliximab in 4%,
and certolizumab in 2% of patients. Higher
proportions of patients received JAKi (16%) and
other non-TNFi (16%) treatments as LL treat-
ment compared with EL and SqL treatment.
Tofacitinib was the most frequently prescribed
JAKi (11%); higher proportions of patients were
treated with upadacitinib (3%) and baricitinib
(2%) compared with earlier lines of treatment.

Treatment rates for non-TNFi in SqL and LL
were similar to that observed in EL. No patient
received anakinra in any line of treatment.

Table 1 Patient demographics and baseline characteristics by treatment subgroup

ABA TNFi Non-TNFi JAKi p valuea

N % N % N % N %

Patient count 360 100 1535 100 86 100 96 100

Health plan type

Commercial 78 21.67 388 25.28 20 23.26 39 40.63 \ 0.0001

Medicaid 89 24.72 482 31.40 14 16.28 9 9.38

Medicare 191 53.06 652 42.48 50 58.14 48 50.00

Others/multiple 2 0.56 13 0.85 2 2.33 0 0.00

Missing 0 0.00 0 0.00 0 0.00 0 0.00

Patient region

North 230 63.89 982 63.97 60 69.77 71 73.96 0.1615

South 18 5.00 109 7.10 3 3.49 4 4.17

East 53 14.72 239 15.57 8 9.30 9 9.38

West 58 16.11 197 12.83 14 16.28 12 12.50

Missing 1 0.28 8 0.52 1 1.16 0 0.00

Prescriber specialty

Family/general practice 19 5.28 111 7.23 2 2.33 1 1.04 0.0272

Internal medicine 37 10.28 186 12.12 9 10.47 5 5.21

Rheumatology 246 68.33 960 62.54 59 68.60 75 78.13

Others/multiple 58 16.11 275 17.92 16 18.60 15 15.63

Missing 0 0.00 3 0.20 0 0.00 0 0.00

ABA abatacept; JAKi Janus kinase inhibitor; TNFi tumor necrosis factor inhibitor
aChi-square test was used to compute p values for health plan type, patient region, and specialty type. Fisher’s exact test with
Monte Carlo simulation was used to estimate p values for health plan
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Treatment Patterns

The majority of patients (62%) discontinued
index/EL therapy over the 24-month follow-up
period, regardless of therapy; 21% were persis-
tent and 17% switched treatment; 51% also
discontinued SqL treatment during follow-up;
26% were persistent and 23% switched treat-
ment. Overall, 10% of patients who discontin-
ued EL therapy did not reinitiate or start a new
b/tsDMARD during follow-up and were identi-
fied as pure discontinuers; 46% and 10% of
patients reinitiated the same treatment after
discontinuing EL and SqL therapy, respectively.

Overall, the median duration of treatment
persistence for medications prescribed as index/
EL treatment was 536 days [interquartile range
(IQR): 210–1001 days]. Median duration of per-
sistence was 574 days for non-TNFi (IQR: 29–-
1025 days), 539 days for TNFi (IQR:
136–10,906 days), 457 days for abatacept (IQR:
201–937 days), and 275 days for JAKi (IQR:

122–791) (Fig. 2A). For the 73 patients who
received tocilizumab as index/EL treatment,
median duration of persistence was 737 days
(IQR: 271–1025 days); the patient who received
sarilumab had a median persistence of 823 days.
Median (IQR) duration of TNFi persistence was
695 (307–1037) days for infliximab, 606
(244–1096) days for adalimumab, 487 (181–974)
days for etanercept, 480 (163–846) days for
golimumab, and 426 (136–895) days for
certolizumab.

More than half of all patients persisted with
EL treatment at the end of year 1 in the non-
TNFi (63%), TNFi (62%), and abatacept (58%)
subgroups (Fig. 2B). Of the 96 patients treated
with EL tofacitinib, the only JAKi prescribed at
this stage, 45% persisted with treatment at the
end of year 1. In the non-TNFi group, 50
patients (68%) who received EL tocilizumab
persisted with treatment at the end of year 1;
the patient who received EL sarilumab contin-
ued with treatment into year 2, as did three of

Fig. 1 Treatment patterns over 24 months. L1: Early-line treatment; L2: Subsequent-line treatment; L3: Later-line
treatment
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the 12 patients (25%) who received EL ritux-
imab. Proportions of patients persisting with
TNFi treatment at the end of year 1 were 71%
for infliximab, 65% for adalimumab, 61% for
certolizumab, 59% for golimumab, and 56% for
etanercept.

A similar pattern of treatment persistence
was observed across the treatment subgroups at
the end of year 2. The percentage of patients
who were persistent with their index therapy at
the end of year 2 was 28% for JAKis, 36% for
abatacept, 41% for TNFis, and 45% for other
non-TNFis.

DISCUSSION

Although multiple therapeutic options are now
available for RA, not all patients receive guide-
line-recommended therapies [15] and attain-
ment of remission or low disease activity
remains challenging for many patients [16].
Understanding patient characteristics and
treatment patterns in real-world populations
with RA is important and may provide infor-
mation that can contribute to improving
patient care [17–21]. This large real-world study
provides insights into the characteristics and
treatment patterns among patients with RA in
Puerto Rico, highlighting key areas of unmet
need in this little-studied population. We found
that the majority of patients (62%)

discontinued their index/EL therapy during the
study period, regardless of the type of therapy
they were prescribed. Rates of switching were
also high (17%), leaving only 21% of patients
persistent with EL therapy at 24-month follow-
up.

To the best of our knowledge, this is the first
Advanced BMO database study to examine the
characteristics and treatment patterns of
patients receiving b/tsDMARDS for RA in a
large, representative group of patients in Puerto
Rico. In our study, 74% of the population
received TNFis, followed by 17% abatacept, 5%
JAKi, and 4% non-TNFi treatments. Abatacept
treatment was slightly more common in SqL
and LL treatment: 17, 37, and 20% of patients
received abatacept as EL, SqL, and LL therapy,
respectively. This treatment distribution is
similar to what has been reported previously in
the wider US population, where TNFis are also
the most commonly used bDMARDs for the
treatment of RA [6, 11].

Previous studies have provided evidence of
disparities in RA treatment in the Puerto Rican
population [9, 10]. A cross-sectional study of
Puerto Ricans with RA looked at disparities
between those receiving their healthcare in a
managed care system (n = 67) and non-indigent
patients treated in fee-for-service settings
(n = 147) [10]. Patients in the managed care
setting had more joint deformities, extra-artic-
ular manifestations, arterial hypertension, type

Fig. 2 Treatment persistence. A Median duration of
persistence for index/EL treatment; B persistence by year1

of follow-up. 1Year 1 persistence is % of patients who were
persistent for C 365 days; year 2 persistence is % of
patients who were persistent for C 730 days. Percentages

are calculated from the overall number of patients
receiving early-line treatment in each drug group. ABA
abatacept, JAKi Janus kinase inhibitor, TNFi tumor
necrosis factor inhibitor
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2 diabetes mellitus, cardiovascular events,
fibromyalgia syndrome, and poorer functional
status. These patients also had lower exposure
to bDMARDs than those treated in fee-for-ser-
vice settings. A report on the distribution of
DMARDs prescribed to Medicaid and Medi-
caid–Medicare dual beneficiaries of a federally
funded health insurance program in Puerto Rico
found that 24, 16, and 7% of prescriptions for
RA during 2016 were for adalimumab, etaner-
cept, and abatacept, respectively [11]. The use of
newer b/tsDMARDs such as abatacept, goli-
mumab, tocilizumab, tofacitinib, and cer-
tolizumab accounted for approximately 28% of
all b/tsDMARD prescriptions dispensed to RA
patients during the study period.

In our study, significant associations were
identified between the Puerto Rico RA patients’
health plan type and the treatment they
received. Although TNFis were by far the most
common treatment received across health plan
types, a larger proportion of patients with
commercial or Medicare health plans received
JAKi and other non-TNFi treatments than those
with Medicaid plans, and more than 50% of
patients receiving EL abatacept treatment had
Medicare coverage. This finding suggests that
the type of health plan a patient has may dictate
their access to different therapies, at least to
some extent.

In terms of treatment patterns, most patients
discontinued their EL treatment over the
24-month follow-up period regardless of ther-
apy: tofacitinib (76%), abatacept (63%), TNFi
(62%), and non-TNFi (52%). Notably, only 9%
and 14% of patients on EL and SqL abatacept
treatment, respectively, discontinued over the
24-month follow-up period. The comparable
efficacy of abatacept with TNFi and other non-
TNFi has previously been established in a large
network meta-analysis of clinical trial data in
the pre-JAKi era [22] and in real-world observa-
tional studies [23, 24].

Similar trends in persistence duration (time
to discontinuation or switching) were observed
during EL and SqL therapy. Tocilizumab was
associated with the longest observed EL treat-
ment persistence among treatments prescribed
to[1 patient (median 737 days); the one
patient who received EL sarilumab had a

treatment persistence of 823 days. Overall, 58%
of patients treated with EL abatacept and 45% of
patients treated with tofacitinib were persistent
at the end of 1 year.

Overall, the results indicate that despite the
availability of numerous treatment options for
RA in Puerto Rico, patients typically cycle
through many treatments over the course of
their lives, with high rates of discontinuation,
switching to alternative therapies, and reinitia-
tion of the original therapy observed over a
2-year period. Our results are in line with a
previous report, based on US Medicare data,
that only one in 20 patients remain on their
first bDMARD and that nearly 25% of disrup-
tions occur within 60 days of initiating treat-
ment, over 50% within 1 year, and over 90% by
year 3 [25].

The high level of observed treatment dis-
ruption in our study is important because
undertreatment of RA may lead to insufficient
control of inflammation, leading to further
disease progression. The results indicate that
despite the availability of several treatment
options, patients with RA in Puerto Rico still
have a substantial unmet need. Often the
choice of first/EL treatment is not based on an
optimal strategy for controlling inflammation,
but rather a trial-and-error approach that, when
it fails, can impact on subsequent treatment
efficacy. Adopting a precision medicine-based
approach in Puerto Rico could potentially
improve persistence with the first/EL treatment
and lead to better patient outcomes. Further
studies using other databases would be wel-
comed to expand on the current results and to
provide more information about treatment
patterns and persistence among patients with
RA in Puerto Rico.

Study Limitations

A strength of this study is that it takes an
innovative approach, utilizing a database that
has not previously been used for this type of
research. The Advanced BMO database is the
largest aggregator of pharmacy claims data in
Puerto Rico, so is the most useful data source for
examining treatment patterns in the country;
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however, it has some limitations. Patient
demographic and clinical information in the
dataset is limited. The database only provides
information on drug prescription by month not
by day: if a patient has multiple drug prescrip-
tions in the same month, it is not possible to
identify the treatment sequence. To utilize the
data despite this limitation, patients with mul-
tiple prescriptions for b/tsDMARDs in the index
month were excluded. The fact that drug pre-
scriptions are only available by month also
means that time to discontinuation and time to
switching calculations are within a margin of
error of approximately 31 days. The index pre-
scription is the first available prescription in the
database so does not necessarily represent the
patient’s first lifetime prescription. Thus, we
designated the first available prescription for
each patient their ‘early line’ of therapy, fol-
lowed by their ‘subsequent line’ and ‘later line’
where applicable. Continuous enrollment
information is unavailable in the database;
thus, the study required patients to have C 1
pharmacy claim during segments of the
24-month follow-up. Owing to variations in
drug rebate agreements, this may have led to
smaller sample sizes in some treatment groups,
particularly the TNFi group.

Our study focused on biologic and newer
generation targeted synthetic DMARDS. It is
possible that patients were taking conventional
DMARDs or other therapies not accounted for
by our study design, and this may have influ-
enced the low persistence rates. In addition, the
association between health plan type and
treatment type noted in our study raises ques-
tions about the insurance guarantee contents of
different health plans; however, this informa-
tion was not available and thus we cannot be
sure whether the specifics of insurance policies
and/or coverage influenced treatment selection.
The study is also subject to the inherent limi-
tations of any claims database study, in that
miscoding of diagnoses and/or treatments can-
not be excluded, and we cannot be sure that
patients actually took the drugs as prescribed.
Finally, the study is only descriptive in nature,
and as the baseline demographic and clinical
characteristic information in the dataset is lim-
ited, the results of this study should be

interpreted considering potential selection bias;
thus, no causal relationships can be inferred
from the results.

CONCLUSIONS

This large retrospective, real-world study pro-
vides insights into the characteristics and
treatment patterns among patients with RA in
Puerto Rico. Most patients received TNFi agents
as their index/EL treatment. Similar trends were
observed for SqL and LL treatment, though use
of abatacept, JAKis, and non-TNFis was more
common in these lines compared with EL
treatment. The majority of patients (62%) dis-
continued their EL therapy over time, regardless
of the type of therapy they were prescribed. A
further 17% of patients switched treatments,
leaving only 21% of patients persistent at
2 years. These findings demonstrate that
patients with RA in Puerto Rico still have a
substantial unmet need. A precision medicine-
based approach to first-line treatment could
have the potential to improve persistence and
patient outcomes.
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