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Objective. Two surveys were conducted with patients with rheumatologic diseases to evaluate perceptions of
different routes of administration (intravenous {IV] or subcutaneous [SC) for biologic therapy.

Methods. In Survey |, patient preferences toward biologic treatment were evaluated at a rheumatology practice in
Buffalo, New York, In Survey II, Canadian patients enrolied in the BioAdvance patient support program and scheduled
to receive |V biologic therapy were asked about their opinions of IV treatment.

Results. in Survey |, 243 rheumatology patients participated. Median patient age was 60 years, 76% were female,
and 44% were naive to treatment with biologic agents. Among biologic-naive patients, the majority (56%}) were open
to either SC or [V treatment; biologic-naive women were more likely than men to express a preference for the route of
administration. In Survey Il, 1,598 patients from the BioAdvance program {including 306 rheumatology patients) com-
pleted the full survey. Among the rheumatology patients, the median age was 49 years, 58% were female, and 61%
had not previously taken biologics before enrolling in the BioAdvance program. The median rating of IV favorabiiity
(on a 10-point scale, with higher numbers indicating increased favorability) recalied by rheumatology patients was 5
prior to their first program infusion, which increased to 9 after multiple treatment infusions.

Conclusion. These survey results indicate that patients with rheumatoid arthritis are generally open to IV treatment
and express high satisfaction with IV therapy. Additional patient and provider education may improve shared decision-
making regarding biologic therapy administration options.

INTRODUCTION

Biologic therapies are the treatment of choice for moderate-
to-severe cases of many rheumatoiogic diseases, including rheu-
matoid arthritis {RA), psoriatic arthritis (Ps4), and aniylosing spon-
dylitis (AS), particularly in patients with an inadequate response to
conventional disease-modifying antirheumatic drugs (DMARDS)
{1-4). For RA patients with active disease despite conventionat
DMARDs, current recormnmendations do not specify a treatment
of choice from among approved anti-tumar necrosis factor (anti-
TNF} inhibitors (e.9., adalimumab, certolizumaby pegol, etan-
ercept, golimumab, or infliximab) or the non-TNF options (e.g.,
abatacept, anakinra, ritiximab, sarilumab, tocilizumab, and tofac-
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itinity) in some cases {1,2). The choice of biologic therapy for sach
patient is generally based on consideration of patient-related fac-
tors, disease-related factors, the mechanism of action of the pre-
scribed medication, and patient preferences for treatment (5-9).
One of the key factors influsncing patient preference for bio-
logic therapy is the route of administration (i.e., intravenous [IV] or
subcutaneous [SCJ} (9-11). Biologics generally exhibit comparable
efficacy, despite differences in route of administration (12). Thus,
patients’ and rheumatologists' preferences for route of adminis-
tration may play a role in driving the chaice of biologic treatment;
however, rheumatologists’ and patients’ perspectives on various
routes of administration may differ. In 1 study in the US, evaluat-
ing perceptions of biologic therapy among patients with RA and
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SIGNIFICANCE & INNOVATIONS

+ A general preference for subcutaneous biclogic
therapies has previously been reported among
rheumatelogy patients.

* Results of the current surveys indicate that rheu-
matoid arthritis patients, including biclogic-naive
patients, are generally open to intravenous or sub-
cutaneous treatment,

+ Patients receiving intravenous therapy express
high satisfaction with this route of administration.

rheumatologists, 53% of patients reported being open to both
IV infustort and SC injections, while only 419% of rheurnatologists
reported that patients would be open to either route of admin-
istration (10), Approximately 28% of surveyed patients reported
preferring IV treatment, while the rheumatologists reported that
only 16% of their patients would prefer [V therapy (10).

Although a general preference for SC biologic therapies has
been reported among rheumatology patients, among those who
have experienced IV therapy, there is some evidence that most
have favorable opinions of the IV route of administration {13-15). In
a Danish study, IV therapy was preferred by 85% of patients already
receiving IV treatment (15}, In another recent study evaluating the
characteristics of US patients with inflammatory arthritis (e.g., RA,
PsA, or AS) who had been receiving IV biologic treatment (n = 100)
ranging in duration from 0.08 to 16 years, approximately 80% of
patients reported being very satisfied with their IV infusions (16). In
that study, patients' perception of IV therapy improved considerably
after starting treatmaent; only 33% of patfents reported an extremely
favorable view of IV therapy prior to treatment, while 71% reported
an extremely favorable view after receiving therapy. Advantages of
IV therapy reported by patients included medication adrministration
by a heaith care provider in the infusion setting, as well as having
regular on-site monitoring of health status and potential side effects.
In general, patients did not consider the time required for travel to
infusion canters, infusion durations, or time missed from work or
school to be major disadvantages of IV therapy.

Two surveys were conducted to further assess trends
regarding rheumatology patient preferences for SC and iV bio-
logic treatment. The aim of Survey | was to evaluate preferences
for route of administration of biologice among rheumatology
patients at a clinicaf practice in the US, while the aim of Survey
Il was to evaluate perceptions of receiving IV biclogic therapy
among rheumatology patients in a Janssen-sponsorad infusion
clinic and treatment support program (BioAdvance). Results of
bioth surveys are presented here.

PATIENTS AND METHODS

Survey I In-office patient preferences for biologic
route of administration in a rheumatology practice.

Survey | was a 20-item survey assessing patient preferences
and adherence to treatment (see Supplementary Appendix 1,
available on the Arthritis Care & Research web site at hitp://onlin
elibrary.wiley.com/doi/10.1002/acr.23758/abstraci) and  was
administered to patients seen in a suburban rheumnatology prac-
tice in Greater Buffalo, New York from January through March
2015. The survey was distributed at a single-speciatty rheuma-
tology practice consisting of 4 rheumatologlsts and 4 nurse prac-
tittoners at 2 offices. The survey was distributed to patients with
rheurnatic diseases, including RA, PsA, AS, systemic lupus ery-
thematosus, and other diseases. This survey included blologic-
naive patients as well as patients who were currently or previously
receiving an IV or SC treatment. Patients completed the survey
voluntarily in the waiting room prior to their visit, Surveys were
reported anonymously; patients provided informed consent for
demographic information to be captured from their chart foased
on an identifying numbexr) if they did rot provide that data in their
survey.,

This survey was approved by the Mercy Hospital of Buffalo
Institutional Review Board. Data analyses were performed using
Excel software with the Data Analysis ToolPak. For demagraphic
characteristics, continuous outcomes were summarized using
descriptive stafistics (median, range, mean, and SD)J, and cat-
egorical outcomes wsre sumrmarized using percentages. For
responses to survey questions about patient preference and
adherence, results were summarized as percentages reparfing
each response. Statistical testing included t-tests and analysis of
variance. P values less than 0.05 were considered significant.

Survey |l Patient perceptions of IV therapy in
the BioAdvance treatment support program. During
an approximately 2.5-month period (May 5 to July 18, 2014),
neary 10,000 patients werg invited to participate in an online
survey (Survey II) regarding their experiences with IV infu-
sion and the Janssan-sponsored BioAdvance program {17).
All invited patients were receiving infliximab treatment at 192
clinics across Canada and were enrolled in the BioAdvance
patient support program, which provides support for Canadian
patients scheduled to receive IV infusions of infliximal, golim-
umab, or ustekinumab for any approved indication (17). The
BioAdvance program streamiines the care process for both
the provider and patient, incorporating a prebiologic checklist,
standard administration pretocol for infusion clinic staff, injec-
tion/infusion education, continuous monitoring, and reminder
calls for patients, while allowing patients to have a flexible
clinic selection. Written informed consent was provided by all
participants or their legal guardians (17).

Survey |l includad a total of 28 questions, including 11
related to patient characteristics and disease, health sta-
tus, and treatment characteristics, and 17 questions related
to patient perceptions of their experience prior to and after
muttiple IV administrations in the BioAdvance program (17).
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The resufts of the full survey, which largely included patients
with inflammatory bowel disease (e.g., Crohn's disease and
ulcerative colitis) who were receiving IV treatment in the
BioAdvance program, have been published previously (17). In
the fulf survey, the majority of patients (75.5%) had received
=1 year of infliximab freatrment (to be taken svery 8 weeks
after induction doses at 0, 2, and 6 weeks) in the BinAdvance
program (17). Patients cornpleted the surveys online, and all
identifying information was removed from the survey results
(17}. This survey was reviewed by an institutional review board.
Data analyses were performed using SAS software, version 9.2
(17). For demographic characteristics, continuous outcomes
were summarized using descriptive statistics (median, range,
mean, and SD), and categorical outcomes were summarized
using percentages. For responses to survey questions about
patient preference and adherence, results were summarized
as percentages reporting each response.

RESULTS

Survey . Patients. A total of 243 rheumatology patients
completed the patient preferences survey. Baseline and demo-
graphic characteristics are shown in Table 1. The majority of
patients wers female (76%), 49% were ages >80 years, 81%
had a diagnosis of RA, and 44% of the 243 were biclogic naive.

Route of administration preference. When biologic-naive
patients {n = 107) were asked whether they would be open

Table 1. Survey I patient baseline and demographic characteristics*

Characteristic Yalues (n = 243)
Age, years
Median (range) 60 (19-32)
Mean + SD 598+128
Age group
<40 7
40-60 44
>60 49
Sex
Female 76
Male 24
Disease statef
Rheumatoid arthritis 81
Psoriatic arthritis 13
Ankylosing spondylitis 5
Current medications
Methotrexate 55
Biclogics 50

* Values are the percentage, unless indicated otherwise.

t Patients could report >1 disease state. Percentages do not add
up to 100%; 5 patients reported having systemic lupus erythema-
tasus only, 6 patients reported having undifferentiated spondy-
loarthropathies, and 34 patients reported multiple diagnoses.

to SC biologic therapy to be self-injected every 1 to 2 weeks,
63% reported being open to some degree: 31% reported
being somewhat open, 13% were very open, and 18% were
extremely open. When biologic-naive patients were asked
whether they would be open to an IV biclogic infusion every
1 te 2 months, 75% reported being at least somewhat open:
36% somewhat open, 21% very open, and 18% extremely
open. In all, 56% of biologic-naive patients reported being
open (i.e., somewhat, very, or extremely) to both SG and IV bi-
ologic therapy. A total of 7% of patients ware open fo 8C treat-
ment only, and 18% of patients were open to IV treatment only.
Among biologic-naive patients who expressed a preference
{n = 54), a significantly higher percentage of patients preferred
IV biologic therapy (65%) compared with SC biologic therapy
{35%; P < 0.01).

When route of administration preferences were evaliated
by sex among biologic-naive patients, the proportion of patients
who did not express a preference was higher among men {54%)
than among women (43%), althcugh the difference did not reach
statistical significance (P = 0.10). Among biclogic-naive womean
who expressed a preference, a significantly higher percentage
preferred IV biologic therapy (65%) compared with SC biologic
therapy (36%; P < 0.01). Among biologic-naive men expressing
a preference, the percentage who praferred IV biclogic therapy
(63%); did not differ significantly from the percentage who pre-
ferred SC biolegic therapy (38%; P = 0.35) (Figure 1A). Among
afl biofogic-naive patients (both sexes) who expressed a route of
administration preference, the proportion who preferred IV therapy
increased with age, as nearly equal numbers of patients age <60
years endorsed SC and IV routes, while approximately 3.4 times
as many patients age >60 years preferred IV (Figure 1B).

When route of administration preferences were svaluated
for patients already receiving biologic therapy (i.e., biologics
experienced), 50% of patients who ware currently receiving SC
preferred SC therapy, with 33% expressing no preference, while
58% of patients who were currently receiving IV therapy pre-
ferred IV therapy, with 29% expressing no preference.

In the overall cohort of patients who completed the survey
and reported a preference, a significantly higher percentage of
patients with RA preferred IV therapy (62%) compared with SC
therapy (38%; P = 0.0004). In contrast, among patients with
PsA, a significantly higher percentage of patients preferred SC
therapy (82%) compared with IV therapy (18%; £ < 0.0001).
Only 6 patients with AS reported a preference, with $0% prefer-
ring SC therapy and 50% preferring IV infusion,

Adherence with SC therapy was assessed with the fol-
lowing guestion: “Assuming you are not having surgery and
do not have an infection, how frequently do you give your-
self your shot exactly as prescribed?” Patients who were not
currently receiving home-based SC treatment were instructed
to skip this question; of the 73 patients who did respond,
most reported taking their shot {injection) exactly as they were
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Figure 1. Survey I: biologic-naive patient preferences for subcutaneous (SC) or infravenous (V) biologic therapy ameng patients who
expressed a preference by sex (A} and age group (B). Patients who reported that they did not have a preference and would consider either
option or were unwilling to consider either option were excluded from these analyses. b indicates £ < 0.01 versus proportion preferring SC
biologic therapy, ¢ indicates P = 0.35 versus proportion preferring SC oiologic therapy; d indicates P = 0.52 versus preportion preferring SC
biclogic therapy; e indicates P = 0.54 varsus proportion preferring $C biologic therapy; f indicates P < 0.01 versus proportion preferring SC
biologic therapy.
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Table 2. Survey I: patient baseline and demographic characteristics*

Overall rheumatic

Characteristic AS(n =113} PsA (n = 74) RA {(n=119) diseases (n = 306)
Age, years
Median (range) 44 {1869} 49 (23-69) 54 (20-81) 49 (18-81}
Mean + SD 450+ 114 490+ 115 51.8+14.0 486+ 128
Age group
<40 33 27 24 28
40-60 56 55 47 52
>60 12 18 29 20
Sex
Male 68 35 21 42
Female 32 65 79 58
Health rating?t
Median (IQR) 7(6-9) 7 (6-8) 7 (6-9) 7 (6-9)
Mean + 5D 72419 684+20 69+23 70+ 2.1
Category
1-4 6 12 14 11
5-6 26 35 15 24
7-8 39 35 44 40
9-10 29 18 27 25
Infliximab treatment, durationi
0-2 months 5 5 7 &
3-6 months 7 10 4 7
7-11 months 8 7 7 7
1-2 years 13 14 10 12
>2 years 66 64 72 68
No. of prior biologic therapies&
NonefP 66 42 69 61
1 18 27 16 20
2 12 15 8 12
3 2 10 3 4
>3 3 3 4 3
Employment status
Full-time 49 27 37 3%
Part-time 12 15 8 11
Student 3 1 3 2
Retired 12 15 29 19
Long-term disability 20 28 15 20
Unemployed 5 12 &8 8

* Values are the percentage, unless indicated otherwise. Percentages may not total 100%, due to rounding. AS = ankylosing spondyiitis;
PsA = psariatic arthritis; RA = rheumatoid arthritis; IQR = interquartile range,

T Possible health rating ranged fram 0 to 10, with higher scores indicating better health.

+ AS:n =112, PsA: n =73; RA n = 118; overall rheumnatic diseases: n = 303.

§AS:n = 111; PsA: n = 72; RA: n = 116; overall rheumatic diseases: n = 300.

[P Patients had received no prior biologics before initiating Intravencus treatment in the BioAdvance program.

supposed to all of the time (5B%), or most of the time (41%),
with only 1 patient {1%) reporting a lack of adherence with SC
treatment {*I'm somewhat casual about giving myself a shot,
and | take it primarily when | feel | need it"). When the data

were analyzed by age, all patients age <40 years (n = 11}and
>80 years (n = 31) reported adherence with treatment most
or all of the time; 97% of patients ages 40~60 years (n = 31)
reported adherence with treatment most or all of the time.
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Survey ll. Patients. Of 10,000 invitations, 1,712 respons-
&5 to Survey Il were provided by patients receiving IV therapy
for any indication from clinics enrolled in the BicAdvance pro-
gram (17). A total of 1,598 patients completed the full survey.
In alf, 306 patients with rheumatic diseases completed the full
survey (RA: n = 119; AS: n = 113; PsA: n = 74). Nearly all of
these patients {29%) were receiving IV infliimab after enrolling
in the BioAdvance program. Baseline and demographic charac-
teristics for patients with rheurnatic diseases who completed full
surveys are shown in Table 2. Armorg patients with rheumatic
diseages, the population with RA was the oldest (median age
94 years [range 20-81 years]) and had the smallest proportion
of male patients (21%) (Table 2). The population with AS was the
youngest (median age 44 years [range 18-69 years]) and had
the highest proportion of male patients (68%). Fewer than 40%
of patients with rheumatic diseases were employed full-time,
19% were retirad, and 20% were on disability.

The proportion of patients with rheumatic diseases with g
health rating of 7 or greater (possible score 0 to 10, with higher
scores indicating better health) ranged from 53% (for patients
with PsA} to 71% (for patients with RA) (Table 2). The majority
of patients (80%) with rheumatic diseases had been receiving
infliximab freatment for 1 year or more.

Patient percaptions of IV therapy in the BioAdvance treat-
ment program. The proportion of patients with rheumatic dis-
eases who felt that their time commitment to obtain IV biologic
therapy was highly worthwhile {score of 9 of a possible total
score of 10) increased after having received multiple IV infu-
sions, Based on recall, 38.2% of patients reported that their
time commitment to [V biolegic therapy was highly worthwhile
prior to therapy, compared with 66% who rated their time
commitment as highly warthwhile after multiple IV infusions
(Figure 2A}. Patients with rheumatic diseases who believed
that the time commitment required for IV therapy was highly
worthwhile (score of at least 9) typically maintained that be-
lief, whife 84% of patients who did not see their time commit-
ment as worthwhile (score of 1 to 8) prior to therapy increased
their rating by at least 1 point, with 77% of patients increasing
their rating to 7 or greater, after undergoing IV infusions in the
BioAdvance program.

Prior to their first IV infusion, the median patient rating of
IV favorability (based on recal) was 5 of a possible score of 10
(with higher numbers indicating increased favorability). After mul-
tiple treatment infusions, the median rating increased to 9 of
10. The proportion of patients with rheumatic diseases with a
highly positive impression of IV infusions {score of 8} increased
after having received multiple IV infusions, Based on recall, 16%
of patients reported a highly favorable rating for their impression
of IV therapy in general (score of at least 9} prior to treatment,
while 57.2% reported a highly favorable rating after muttiple v
infusions (Figure 28). The proportion of patients with rheumatic
diseases with a highly positive perception (score of at least 9) of

W therapy prior to initiating IV treatment mainly remained positive,
while 94% of patients who had a negative perception {score of
110 6} prior to therapy increased their rating by at least 1 point,
with 88% of patfents increasing their rating to 7 or greater, after
undergoing infusions in the BicAdvance program. On average,
patients reported that having a health care practitioner on site at
the BioAdvance clinic was very important to them (median score
9 [range 1-9)), based on a Likert scale of 1 (not important at al)
to 10 {extremely important). Using the same Likert scale, patients
rated the importance of spending time with other patients in the
BioAdvance clinic as only moderately important {median score 5
[range 1-€].

DISCUSSION

The 2 surveys presented here directly evaluated patient
preferences regarding mode of administration (SGC or IV) for
biologic treatment among patierits with rheumatic diseases in
the US and Canada. Based on the results of Survey |, most
biologic-naive patients (56%) were open to sither SC or v
biologic therapy. These results were in kesping with findings
of a previous study evaluating the perceptions of biologic ther-
apy among US patients with RA, which showed that 53% of
patients ware open to either SC or IV therapy (10). In Survey |,
a higher proportion of biologic-naive patients overall expressed
a preference for IV therapy than for SC therapy, although
preferences varied by age, sex, and disease state. Younger
patients (age <40 years) showed a strong preference for SC
therapy; however, younger patients with rheumatic diseases
have previously been shown to be less adherent to SC bio-
logic treatment than older patients {18,19). In general, female
patients were more likely to state a preference for the route of
administration of their biclogic treatment than male patients,
suggesting that men wers more fikely to allow their physician
to decide the best route of administration. The specific disease
state also appeared to affect patient preferences for route of
administration; IV therapy was preferred by a higher proportion
of patients with RA, while SC therapy was preferred by a higher
proportion of patients with PsA, In a survey reparted recently
by Gayilis et al (16}, patients with inflammatory arthritis reported
a nurnber of perceived advantages with IV therapy, including
additional monitering by health care staff, the immediate avail-
ability of heafth care rescurces, less frequent dosing, ease of
schedufing administrations, and reduced fear of self-injection.

Resutts of Survey Il were also consistent with previous data
in the literature (16) regarding patients’ acceptance of IV ther-
apy, Canadian patients with rheurnatic diseases surveyed gen-
erally reported very favorable perceptions of IV therapy and felt
that the time commitment tc obtain biologic therapy was highly
worthwhile, and perceptions of IV therapy and the associated time
commitrment improved favorably after receiving muttiple infusions
in the program.
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Figure 2. Survey lI: propartion of patients with rheumatic diseases, with their impressions of time comrmitment required for intravencus
infusion (A), and intravenous infusions in general {B). a = Scale of 0 to 10, with higher scores indicating a higher rating.
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Results of both surveys reported here indicate that patients
with inflamrmatory arthropathies generally have favorable percep-
tions of IV therapy. Based on the authors’ clinical experience, patient
education and convenience appear to be factors driving the cheice
of treatment modality; biclogic-naive patients may be unaware of
the option of IV biologic therapy or perceive horne-based SC bio-
logic therapy as a safer option than IV therapy. In a previous study
of 500 patients with RA, less than half of patients reported receiving
information about alternative biologic therapies (specifically, anti-
TNF agents) from their physicians {20). Thus, patient education
regarding IV biologics as an option for treatment could represent a
key unmet need. Results from the previous literature on patient and
physician preferences for biclogic therapy suggest a disconnect in
patlent and physician perceptions (21}, Results of the 2 surveys
reported hers, along with the results of previous patient preference
studies (8-10,15,20-22) may address this disconnect by provid-
ing physicians with information regarding patients’ attitudes and
concerns around different rheurnatology treatments. This under-
standing of the patient perspective may help guide physicians’ dis-
cussions with their patients about different biologic therapy cpticns.

To facilitate patisnt-centered, collaborative care of rheurnza-
tology patients, the choice of IV versus SC therapy should be
discussed as part of a shared decision-making process. In Sur-
vey Il, most patients, particularly those who had received mul-
tiple infusions, perceived the time commitment required for iv
therapy as highly worthwhile, which may be related both to the
effects of consistent biologic treatment and regular contact with
& health care provider.

As previously noted, there is often a disconnect between
patient and physician perceptions of IV therapy, with physicians
presenting a more negative perception of IV therapy than that
of patients who have been receiving IV therapy (10,21). Bridg-
ing this gap in patient and provider communication to ensure
that the benefits, as well as risks, of both IV and SC options ars
presented to patients, to allow for a more balanced decision-
making process, coud assist with improving biclogic treatment
adherence and cutcomes.

Another key aspect of biclogic therapy to be considered is
adherence to therapy, Adherence 1o treatments for RA remains
problemnatic; in a recent meta-analysis, an overall adherence rate
of 66% for all evaluated therapeutics (biologics, conventional
DMARDs, steroids, and nonstercidal antiinflarnmatory drugs) was
reported (23). Adherence to treatment could be more readily maon-
itored for patients recefving IV therapy at an infusion center than
for those self-administering SC therapy; however, studies of the
impact of the different routes of administration on adherence are
generally lacking. In addition to the perceived benefit for potentially
improving patient adherence to treatment, increased oversight of
patients by health care providers in an infusion center may allow
better management of patients' overall heaith and the ability to rap-
ioty address any potential side effects of treatment. This concept
is supported by the results of Survey I, in which patients reported

that having a health care provider on-site at the infusion center was
important to them. In addition, & recent study by Gaylis et al (16)
showed that patients believed that medication administration by a
health care provider in the infusion setting, as well as having regutar
on-site monitoring of health status and potential side effects, were
key benefits of IV therapy. Howsver, while patients perceived an
advantage to receiving treatment at an IV center, more research
will be needed to demonstrate an association with general health
or rheumatology outcomes.

The findings of the current surveys in patients with rheu-
matic diseases could potentially be applied to other specialties,
For example, in patients with inflammatory bowel disease, find-
ings regarding patient preference for IV or 5C treatment are
conflicting (24,25}, In 1 survey avaluating preferences for route
of administration of anti-TNFs in 78 patients with Crohn’s dis-
ease, 42% of patients preferred the Iv option while 24% pre-
ferred the SC option (25). In a separate survey of 100 patients
with Crohn's disease, 64% preferred an SC anti-TNF, while 25%
preferred an IV anti-TNF {24). These conflicting resuits suggest
that patients with inflammatory bowel disease may experience
similar challenges in treatment decision-making as those identi-
fied for patients with rheumatic diseases, and that broad educa-
tion about IV and SC bivlegic options could be valuable for this
patient population as well.

The results of these 2 surveys were subject to certain limi-
tations. Some of the questions in these surveys were based on
patient recall. Patient preferences for mode of administration may
have been affected by experiences with prior or current treatments
for other conditions. In Survey |, the results for the overall cohort
of rheumatclogy patients may have besn influenced by other
factors {e.g., sex, disease state}. Survey Il included only patients
in the BioAdvance program. Their perceptions may have been
influenced by mulftiple different factors specifically related to the
program, such as interactions with the BipAdvance coordinator
and participating physicians. Furthermore, there may be systemic
differences in how health care is administersd in Canada that may
not be applicable in other countries.

Taken together, results of the current surveys indicate that
rheumatology patients are generally open to IV treatment and
express high safisfaction with IV therapy. Based on these data
and the authors’ marnty years of combined clinical experierice, we
believe that additional patient and provider aducation may contrib- ‘
ute o animproved shared decision-making process for the patient,
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