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Introduction: Introducing biosimilar infliximab for the treatment in rheumatology (rheumatoid arthritis and ankylosing spondylitis) and inflammatory bowel disease (Crohn's disease and ulcerative colitis) may reduce treatment costs associated with biologics. This study aimed to investigate the budget impact of adopting biosimilar infliximab in five European countries, considering that the budget impact includes the adoption of biosimilar infliximab and the availability of biologic alternatives such as vedolizumab, biosimilar etanercept, biosimilar rituximab, and other relevant factors.

Methods: An existing budget impact model was adapted to forecast the budget impact in the UK, Germany, France, Spain, and Italy. Epidemiological parameters were derived from published literature reviewed in July 2015. Current market shares of biologics were derived from Therapy Watch (2012/2013 data). Respondents in a Delphi panel, conducted in 2015 and consisting of several leading rheumatologists and gastroenterologists from different nationalities, were asked to forecast uptake of biosimilar infliximab and estimate the proportion of patients eligible for a particular type of biological treatment, including biosimilar infliximab. Scenario analyses assessed the influence of various factors, including price reductions, on the budget.

Results: Uptake of biosimilar infliximab was particularly expected for naïve patients; switching patients that already received other biologics was not expected much. Market shares after 5 years of biosimilar infliximab were ~2% in rheumatology in all five countries and in gastroenterology ranged from 4% in France to over 30% in Italy. Except for France, budgets were expected to decrease for rheumatologic diseases. For gastroenterology, budgets were expected to decrease in Spain and Italy. Budgets were expected to increase substantially in the UK and Germany, due to the introduction of vedolizumab in the studied period. In France, budget was expected to slightly increase for ankylosing spondylitis, Crohn's Disease, and ulcerative collitis. Savings in budget were expected in all countries, for all diseases, when larger price discounts on biosimilar infliximab were used.

Discussion and Conclusion: This study has shown that only when price reductions are large enough (i.e., 50% or more), physicians indicated that they will prescribe biosimilars. Policy makers should ensure substantial price reductions and stimulate physicians to use biosimilar products, to obtain savings in healthcare budgets.
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INTRODUCTION

Biological drugs acting as anti-tumor necrosis factors (TNF), inhibitors of the T- and B-cell costimulation, and inhibitors of the interleukin (IL)-6 and the IL-1 have been shown to successfully reach treatment targets (e.g., remission, low disease activity) and improve patients' quality of life for several gastrointestinal and rheumatic diseases in a number of clinical situations (Mathias et al., 2000; Dignass et al., 2010, 2012; Lichtiger et al., 2010; Braun et al., 2011; Smolen et al., 2014). Both knowledge and experience gained with these drugs have supported their acceptance by gastroenterologists and rheumatologists, and the drugs' integration in the treatment algorithms of inflammatory bowel disease (IBD), including Crohn's disease (CD) and ulcerative colitis (UC)—together also named gastroenterological indications, rheumatoid arthritis (RA), and ankylosing spondylitis (AS)—together also named rheumatological indications (Dignass et al., 2010, 2012; Braun et al., 2011; Smolen et al., 2014).

Treatment with biological drugs in RA, AS, CD, and UC is considered highly effective, but often comes at a high cost. In the European Union Five (EU5) markets including France, Germany, Italy, Spain, and the United Kingdom, annual biological drug acquisition costs in RA range from €6,650 per patient (B cell costimulation inhibitor rituximab in Italy) to €23,395 per patient (T cell costimulation inhibitor abatacept in Germany) assuming list prices and use at the label dose (Italian hospital pharmacist, 2012; Rote Liste, 2013). Notably, acquisition cost of a specific biological drug may vary across indications due to different dosing regimens, but it always outweighs the cost of conventional non-biologic treatment. Several cost-of-illness studies for RA found that the cost of anti-TNF drugs comprised more than double the total medication expenditure, and was the main contributor to the healthcare outpatient costs (Michaud et al., 2003; Fautrel et al., 2005; Verstappen et al., 2005; Li et al., 2006). Likewise, a cost study in the UK also showed the increased medication costs as a proportion of total costs in AS (Cooksey et al., 2015). Similarly, in a cost study of IBD in the Dutch setting, the cost of anti-TNF drugs was estimated to account for 64 and 54% of the total healthcare costs of CD and UC, respectively (van der Valk et al., 2014).

The recent introduction of biosimilar infliximab (marketed as Inflectra® and Remsima®), an anti-TNF biologic indicated for RA, AS, CD, and UC among other conditions, to the EU markets, may address this issue of increasing financial impact of treatment with biologics. Namely, biosimilar infliximab gained market authorization by the European Medicines Agency (EMA) for the same indications as the reference biologic, but is available at a (up to 25%) lower price in the EU5. However, various factors may influence the adoption of biosimilar infliximab by various stakeholders (e.g., clinicians, payers, patients) and, therefore, its possible impact on healthcare budgets (Moors, 2007). Local costs of biologics, reimbursement policies and budgets, differences in medical practices are some of the factors that may influence patient's access to biological drugs, both brands and biosimilars, and their adoption (Kobelt and Kasteng, 2009; Hockley et al., 2012; Rencz et al., 2015). For clinicians to integrate biosimilar infliximab in treatment algorithms, factors such as the availability of clinical trial evidence and comparability with the reference drug may be of key importance. In particular, biosimilar infliximab was authorized by EMA based on evidence from extensive comparability exercises in quality, safety and effectiveness characteristics to the reference drug, and evidence from clinical trials in patients with AS (PLANETAS) and in patients with RA (PLANETRA). Thus, the adoption of biosimilar infliximab for use in extrapolated indications, CD and UC, may be particularly limited, judging by the initial recommendations proposed by the European Crohn's and Colitis Organization in 2013 (ECCO; Danese and Gomollon, 2013). Their recommendations urge for clinical evidence in patients with CD and UC, and discourage switching from an established biologic to a biosimilar for reasons other than efficacy and safety. Furthermore, the adoption of biosimilar infliximab for RA, AS, CD, and UC at European markets, may be additionally challenged by future dynamics in biological drugs markets involving the availability of a new biological brand for the treatment of IBD, vedolizumab, and possible future introductions of biosimilars of etanercept and rituximab indicated for RA and AS.

The aim of this study is to calculate the impact of adopting biosimilar infliximab for the treatment of RA, AS, CD, and UC on the healthcare budgets in the EU5, taking into account that the budgetary impact is not limited to the adoption of biosimilar infliximab, but also needs to reflect the availability of biologic alternatives such as vedolizumab, biosimilar etanercept and biosimilar rituximab, and other relevant factors.

MATERIALS AND METHODS

A budget impact analysis (BIA) was performed to compare the “world with biosimilar infliximab” to the “world without biosimilar infliximab” for treatment of RA, AS, CD, and UC in the EU5. The budget impact of treatment with biosimilar infliximab was assessed each year up to 5 years, from the perspective of a healthcare payer (so not including costs in other sectors e.g., productivity costs).

Adoption of Biosimilar Infliximab (Future Market Shares)—Delphi Survey

A two-round Delphi survey was conducted with rheumatology and gastroenterology experts from the EU5 to establish some of the factors influencing adoption of biosimilar infliximab and the corresponding parameter estimates for market shares of biosimilar infliximab for treatment of RA, AS, CD, and UC in the next 5 years.

Clinicians were considered eligible for our study if they: (1) were appraised as local/international experts in their field, (2) are actively involved in treating or supervising the treatment of patients with RA and AS/CD and UC. Additionally, clinicians involved in forming national/international treatment guidelines were preferred. To identify potential participants, MEDLINE was searched for recent publications in rheumatology and gastroenterology concerning treatment recommendations on biologics use in RA, AS, CD, and UC. Additionally, medical directors of Hospira were asked to nominate local clinical experts.

An information letter was sent to physicians setting out the aims of the study and explaining the nature of their contribution. No informed consent from physicians was needed as data were collected and analyzed anonymously. Physicians received a fee for participation in the study. Given that the Delphi survey did not collect health data and did not gather data from patients, no approval from an ethics committee was required as set out in the Belgian law of 7th May 2004.

A total of 106 rheumatology and gastroenterology experts from the EU5 were invited to participate. Each expert received a field—(i.e., rheumatology and gastroenterology) and country—specific survey. In the first survey, participants were asked to reflect in their answers a general attitude and expectations of clinicians in their own country for the adoption of Infliximab biosimilars. Importantly, data from gastroenterology surveys were pooled per each country, while all the response data from the rheumatology field surveys were pooled together because fewer rheumatologists participated in the survey.

In the second round, respondents from the first round received personalized surveys that contained their initial answer and summarized responses from the first round. Here, experts were given the opportunity to change their initial answer in light of other experts' responses.

The surveys examined a number of medical practice related issues that may aid in explaining the expected adoption of biosimilar infliximab, in particular: (1) the number of patients in their institution that are eligible and receiving biologic drugs, (2) reasons for limited access to biological drugs, (3) the role of patients' preferences in biologic treatment choice and rank order of biologics, (4) the general attitude of rheumatologists and gastroenterologists toward the use of biosimilar infliximab in RA, AS, CD, and UC, (5) the expectation of any physician incentives (e.g., prescription quotas, prescription conditions/guidelines, official recommendations on switching, etc.) to prescribe biosimilars infliximab.

The general attitude of rheumatologists and gastroenterologists toward the use of biosimilar Infliximab in RA, AS, CD, and UC, was assessed by comparing the level of comparability of the efficacy and safety profile of biosimilar Infliximab to the one of the reference biologic. Here, levels of comparability considerations were measured on a 5-point Likert scale, ranging from “1” (considered not comparable) to “5” (considered comparable). To indicate the patients' preferences in biologic treatment choice, experts were asked to rank the available drugs from the most to least likely to be chosen by patient. Other survey questions included (e.g., on the future market shares of biosimilar infliximab) were designed to capture estimates on scale 0–100% and were generally stratified by indication (i.e., RA, AS, CD, and UC) and previous use of biological drugs (i.e., use in naïve and existing patients).

Model Structure

An unpublished budget impact model as developed by WG Consulting Healthcare Limited for Hospira was modified and updated to include all currently available biological drugs in the EU5 for treatment of RA, AS, CD, and UC. This model is informed with country-specific epidemiological data, current and future market shares of each biological drug, and direct treatment cost data (see further for data sources). Patient population in the model comprises all patients who are eligible and receive biological drugs for RA, AS, CD, and UC in practice (see further for data sources). Both biologic naïve and existing patients were included.

In the base-case analysis, in the “world with biosimilar infliximab” scenario, existing patients who enter the model may stay on their initial biologic therapy or switch to biosimilar infliximab, while naïve patients may be allocated to any of the already available biological drugs including biosimilar infliximab. For treatment of AS, biological drugs considered were: etanercept, adalimumab, golimumab, infliximab. Next to the aforementioned biologics, treatment of RA also considered certolizumab, rituximab, abatacept, and tocilizumab. For treatment of CD, adalimumab and infliximab were considered, while the treatment of UC considered golimumab, adalimumab, and infliximab. Importantly, next to biosimilar infliximab, a novel treatment alternative considered for treatment of CD and UC was a new biological brand vedolizumab authorized by EMA in 2014. At the time of conducting this study, vedolizumab has only been available in the UK and Germany. Thus, in those two markets, both existing and naïve CD and UC patients who enter the model could receive vedolizumab as a treatment alternative in the base case. After each model cycle, existing patients were assumed to continue treatment with the biological drug assigned in the previous model cycle.

In the “world without biosimilar infliximab” scenario, both naïve and existing patients who enter the model were allocated to currently available biological drugs according to their market shares. In our study, treatment discontinuation and all-cause mortality were neglected. The model provided yearly budget impact estimates. The time horizon of the model was 5 years. The model was developed in MS Excel.

Epidemiological Data

Data on country-specific incidence and prevalence rates were derived from the published literature. We reviewed the literature for relevant publications up until July 2015. Data on the percentage of patients who are eligible and receive biological drugs in practice were based on the experts' opinion assessed in our Delphi survey. The number of patients in each yearly model cycle was adjusted for the country-specific population growth rate.

Current Market Shares of Biological Drugs

Current market shares of biological drugs available in the EU5 for RA, AS, CD, and UC were based on data obtained from Therapy Watch, Research Partnership Ltd (2012 and 2013 data; https://www.researchpartnership.com/what-we-do/syndicated/therapywatch/). Therapy Watch presents an online patient tracking tool that collects real-time information from a panel of specialists recruited to enter online patient record forms via a secure physician website.

Cost Data

Three types of costs directly related to treatment were included in this BIA: annual acquisition costs, administration costs, and therapy monitoring costs. To calculate the annual acquisition costs, official national list prices and use at the label dose were assumed. Price discounts on biosimilar infliximab compared to reference infliximab varied between countries and were (in 2015) 10% in the UK, 14% in Germany, 0% in France, 18% in Spain, and 25% in Italy. These discounts were based on list prices of drugs as provided by national agencies at the moment of data search. The annual acquisition costs assumed no vial sharing. Finally, a distinction was made between the costs occurring in the first year of initiating biologic treatment (induction treatment) and subsequent years (maintenance treatment), as for some treatments (e.g., infliximab, abatacept) dosing differs between induction treatment and maintenance treatment.

For calculating the annual costs of administration and treatment monitoring, national tariffs or cost and recourse use data collected from published literature were used. All costs were inflated to 2014 levels using the harmonized index for consumer product (HICP) for the health sector separately for each country1. For comparability, costs for the UK were expressed in Euro values, using a exchange rate of £1 = €1.36 (http://www.xe.com/currencyconverter/convert/?From=GBP&To=EUR; 06/09/2015). Costs were not discounted as recommended by the International Society for Pharmacoeconomics and Outcomes Research for BIAs (ISPOR) Task Force (Mauskopf et al., 2007).

Scenario Analyses

To examine the impact of factors influencing adoption of biosimilar infliximab on the budget, six scenario analyses were conducted. The first scenario assumed biosimilar infliximab would be available at a discount of 50% compared to the reference biologic. The second scenario assumed the availability of biosimilar infliximab at a discount of 75% compared to the reference biologic. The third scenario assumed the availability of clinical trial/observational study evidence confirming the efficacy and safety of biosimilar infliximab in extrapolated indications, CD, and UC. The fourth scenario examined the budget impact of adoption of biosimilar infliximab in Italy, Spain, and France, conditional on the availability of a new biological brand vedolizumab for treatment of CD and UC. Here, the price of vedolizumab was assumed to be the average of prices in the UK (i.e., £2,050) and Germany (i.e., €4,305.60). Similarly, scenarios 5 and 6 examined the budget impact of adoption of biosimilar infliximab conditional on the future availability of biosimilar etanercept for treatment of RA and AS, and biosimilar rituximab for treatment of RA, respectively. In the EU5 markets, biosimilar etanercept and rituximab were assumed to be available at the same discounts compared to their reference drugs as currently is established for biosimilar infliximab. Here, after the first year (from year 2016 onwards), existing patients could switch from their initially assigned biologic therapy to biosimilar etanercept (scenario 5) or biosimilar rituximab (scenario 6) while naïve patients may be allocated to any of the already available biological drugs including biosimilar etanercept (or rituximab) and biosimilar infliximab.

RESULTS

Delphi Survey

A total of 106 rheumatology and gastroenterology experts from the EU5 were invited to participate in our Delphi survey. Thirty-five (response rate 33%) and seventeen (response rate 17%) experts responded to the first and second round of survey, respectively. Respondent demographics are displayed in Table 1.


Table 1. Respondent demographics (round 1) n = 35.
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Respondents believed that efficacy of biosimilar infliximab was comparable to reference infliximab in both rheumatology and gastroenterology; on a scale of 1 (not comparable) to 5 (comparable) median responses were 4 or 5 for all countries in both rheumatology and gastroenterology. Likewise, they believed that safety profile was comparable. Comorbidities were most often mentioned as a reason not to use biologics in treating RA and AS patients that were considered eligible for treatment with biologics. Patient characteristics and patient preferences were other reasons for not using biologics. In CD and UC, patient preferences were most often the reason not to use biologics. In these patients, comorbidities were another reasons not to use biologics. Table 2 provides the development of the number of patients that were considered eligible for treatment with biologics in the five countries over the study period.


Table 2. Number of patients eligible for treatment with biologics.
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Market Shares

Figures 1–5 provide the market shares of the various biologics over the studied period in the EU5. For all countries, the uptake of biosimilar infliximab was smaller for RA and AS than for CD and UC. In all countries and for all four diseases, the market share of biosimilar infliximab increased over time. The increasing market share of biosimilar infliximab is also shown in Table 3. For RA, physicians in all five countries indicated that 0% of existing patients would switch to biosimilar infliximab. Only 5% of existing AS patients would switch from reference infliximab to biosimilar infliximab. For existing CD (EU5 average 9.5%) and UC (EU5 average 8.7) patients, the share was higher, but still limited. These rates varied substantially between countries, ranging from 0% in France and Spain to 20% in Italy. On average, 2% of CD and UC patients treated with adalimumab would switch to biosimilar infliximab, and 2% of UC patients would switch from golimumab to biosimilar infliximab. Figures 1, 2 further show that a large proportion of CD and UC patients would switch to vedoluzimab in UK and Germany, in addition to the patients that were treated with biosimilar infliximab.
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FIGURE 1. Market shares biologics UK in years 0–5.
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FIGURE 2. Market shares biologics Germany in years 0–5.
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FIGURE 3. Market shares biologics France in years 0–5.
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FIGURE 4. Market shares biologics Spain in years 0–5.
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FIGURE 5. Market shares biologics Italy in years 0–5.




Table 3. Proportion of patients receiving biosimilar infliximab (year 0 = 2015).
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For all four diseases studied, increasing market shares of biosimilar infliximab was mainly driven by naïve patients, which is shown in the lower part of Table 3. For RA, an increasing share of naïve patients would be prescribed biosimilar infliximab over time, reaching 16% in year 5. In the UK, Italy and Spain, more than half of the naïve IBD patients would be treated with biosimilar infliximab from year 3 onwards.

Budget Impact

Figure 6 shows that, except for France, spending for rheumatology (RA plus AS) for year 5 decreased with the introduction of biosimilar infliximab in the base case analyses. In France, the budget increased by adopting biosimilar infliximab. In UK, Germany, Spain, and Italy, savings were obtained from the introduction of biosimilar infliximab in RA in year 5. In France, the budget was virtually unaffected for RA. For AS biosimilar infliximab resulted to a budget savings in Germany, Spain, and Italy, and increased spending in UK and France.
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FIGURE 6. Budget impact of adopting biosimilar infliximab for rheumatology per country, base case.



Figure 7 shows that the budget for gastroenterology (CD plus UC) decreased only for Spain and Italy compared to a situation without biosimilar infliximab in the base case analyses. Adopting biosimilar infliximab in UK, Germany and (to a lesser extent) France, showed to increase the budget throughout the 5 year study period. It should be noted that for UK and Germany, these analyses include the adoption of vedulizumab, which had a large effect on the total budget spent on biologicals. These patterns were present for both CD and UC. The increasing budget was particularly prominent in the UK with additional expenditures of €65 million (almost £50 million) in year 5 and €15 million in Germany. Budgets in UK and Germany grew mostly in the first 2 years, after which growth flattened. This was caused by a stabilization in the percentage of patients that shifted to biosimilar infliximab.
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FIGURE 7. Budget impact of adopting biosimilar infliximab for gastroenterology per country, base case (including vedolizumab for Germany and United Kingdom).



The budgetary effect of introducing biosimilar infliximab was larger in gastroenterology than in rheumatology.

Scenario Analyses

Various scenario analyses were performed to examine the influence of specific factors on the budget impact of biosimilar infliximab. The results of the scenario analyses are presented in Table 4. Firstly, the price discount of biosimilar infliximab relative to reference infliximab was varied. If the price of biosimilar infliximab was set at 50% of reference infliximab, adopting biosimilar infliximab decreased the budget in all countries. In rheumatology, budget savings in year 5 varied from €22 million (France) to €81 million (Italy); in gastroenterology savings varied from €12 million (Italy) to almost €250 million (£181 million) in the UK. This was particularly due to the higher proportion of patients that were to be switched from existing reference infliximab to biosimilar infliximab. In addition, the proportion of naïve patients to receive biosimilar infliximab increased. If the price of biosimilar infliximab was set at 75% discount from the reference product (scenario 2), savings were even higher. In rheumatology, savings ranged from €66 million (France) to €289 million (Germany); and from €24 million (Italy) to almost €340 million (£249 million) in UK for gastroenterology.


Table 4. Budget impact of adopting biosimilar infliximab: scenario findings (including vedolizumab for Germany and United Kingdom).
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At the moment of study, evidence for the safety and effectiveness of biosimilar infliximab is currently limited to RA and AS. The third scenario assessed the budget impact if additional evidence would be available for CD and UC. Compared to the base case, savings in Italy and Spain were larger in this scenario. In the UK, the budgetary impact of adopting biosimilar infliximab was smaller than in the base case, but still the budget was higher than the situation without biosimilar infliximab. In France, spending would increase compared to the base case. In Germany, additional evidence would increase the budget in the first years, but lead to savings in years 4 and 5, compared to the base case.

Vedoluzimab was, at the moment the study was performed, only available in UK and Germany (and as such was included in the base case analyses for those countries). Scenario 4 investigated the budget impact if vedoluzimab would also available in the other countries. For all three countries, the introduction of vedoluzimab would lead to an increase in spending compared to the base case. The increase in budget due to vedolizumab was largest in France. This resembles the large budgetary impact of vedolizumab in UK and Germany as shown in the base case analyses.

Scenarios 5 and 6 assessed the budget impact of introducing biosimilar etanercept for RA and AS (scenario 5) and biosimilar rituximab for RA only (scenario 6), in addition to biosimilar infliximab. In all countries, scenarios 5 and 6 led to savings in year 5 compared to a situation without biosimilars (except for France in situation 6). The savings of introducing biosimilar etanercept (scenario 5) were largest in Germany and Italy. Likewise, the savings of introducing biosimilar rituximab (scenario 6) was largest in Germany.

DISCUSSION

This study assessed the budget impact of adopting biosimilar infliximab for RA, AS, CD, and UC in the EU5, using specialist assumptions derived from a Delphi survey performed in 2015. To the best of the authors' knowledge, this is the first study that calculates the budget impact taking into account the adoption of biosimilar infliximab and the availability of biologic alternatives such as vedolizumab, biosimilar etanercept, and biosimilar rituximab. The study showed that the budgetary impact of introducing biosimilar infliximab varied between countries and between diseases.

In RA, savings would occur in all countries but France, where budget was unaffected by the introduction of biosimilar infliximab. In AS, savings would occur in Germany, Spain, and Italy; in the UK and France budget would increase by introducing biosimilar infliximab. Biosimilar infliximab is used in naïve patients, whereas these patients would have been mostly prescribed reference infliximab if biosimilar infliximab would not be available. As reference infliximab is more expensive, this results in an overall decrease in budget. If savings on budget due to biosimilar infliximab in RA and AS were observed, these were limited in size, as the proportion naïve RA patients to receive biosimilar infliximab was only 5% and the proportion of naïve AS patients to receive biosimilar infliximab was 28% in year 5 (using the current price discounts). For both rheumatologic diseases, (virtually) no patients would switch from other biologics treatment to biosimilar infliximab.

The proportion of IBD patients treated with biosimilar infliximab was much larger than the proportion of RA patients treated with infliximab. For CD and UC, 20% of French naïve patients, 35% of German naïve patients and more than half of the naïve patients in UK, Italy, and Spain received biosimilar infliximab in year 5. Only a small proportion of existing IBD patients would switch, similar to the situation for RA and AS patients. For gastroenterology, adopting biosimilar infliximab would lead to savings in Spain and Italy, in which substantial price reductions were used. In contrast, a substantial increase in the budget in UK and Germany was shown. For these countries, the analyses not only include the adoption of biosimilar infliximab, but also the introduction of vedoluzimab. Vedolizumab is priced higher than existing treatments. Despite the higher price, many CD and UC patients are switched to vedolizumab, reaching a market share of ~15% in year 5 in these two countries. As a result, the budget increased in these two countries.

For France, the budget slightly increased with the introduction of biosimilar infliximab for AS, CD, and UC; the budget for RA was almost equal in the situations with and without biosimilar infliximab. Similarly, budget for AS increased in the UK with the introduction of biosimilar infliximab. Biosimilar infliximab reduced the market share of reference infliximab, but also reduced the market shares of other biologics (etanercept and adalimumab). As total costs for biosimilar infliximab were higher than total costs for etanercept and adalimumab, the budget increased with the introduction of biosimilar infliximab. Theoretically, the introduction of biosimilar infliximab should have no effect on budget in France, as biosimilar infliximab is not superior to reference infliximab in terms of effects or costs, and pateints are therefore not expected to switch. This was observed only for RA. However, for France, the model showed that the budget would increase in AS, CD, and UC. This implies that physicians might have information on additional price discounts of biosimilar infliximab or that they are expecting additional price discounts in the near future.

The proportion of patients that would switch to biosimilar infliximab differed between countries for several reasons. One reason is that price discounts on biosimilar infliximab varied between countries; in France prices for biosimilar infliximab and reference infliximab were equal, whereas in Italy a price discount of 25% applied. The availability of biosimilar infliximab particularly changes market shares for reference infliximab, but also for other available products. To obtain savings, the total cost of biosimilar infliximab would have to be cheaper than other alternatives if provided to naïve patients prior to other alternatives. The increasing budget for AS in the UK and France and for CD and UC in France showed that the current price discounts used in those countries are not sufficient to ensure budget savings. Scenario analyses 1 and 2 show that larger discounts would result in budget savings for all countries. Apparently, physicians are price sensitive, as larger discounts would lead to higher proportions of patients to receive biosimilar infliximab. However, their price sensitivity is limited, as the majority of patients would be switched only if large discounts are in place. Physicians' price sensitivity is also related to national policies, which can stimulate the use of biosimilars in various ways. For instance, specific regulation is installed in Norway to increase the uptake of biosimilars, amongst which biosimilar infliximab, and reduce biosimilar prices substantially (Jahnsen and Kaasen Jorgensen, 2017).

Other reasons include physicians' beliefs about the comparability of biosimilars to reference products. There are strict regulations about comparability of biosimilars (Simoens et al., 2012), but still not all physicians in our sample believed that biosimilar infliximab was perfectly comparable to the reference product. As a result, they might be less inclined to switch patients from reference product to biosimilar.

Limitations

The study was based on input from a Delphi survey conducted in 2015. Since then, several developments have taken place that need to be taken into account when interpreting the results from our study. In addition to Inflectra® and Remsima®, another biosimilar infliximab (marketed as Flixabi®) is now becoming available in European countries. Also, the uptake of biosimilar products since then has exceeded expectations, which can be attributed to various reasons. Firstly, actual discounts on prices have been larger than presented to the respondents of the Delphi panel. Secondly, specialists are more willing to prescribe biosimilars. This was recently found in a survey among IBD specialists, performed by ECCO (Danese et al., 2016). The specialists state that they have less concerns and more confidence in the use of biosimilars than was previously the case. National rheumatology guidelines in the UK, Germany, and Belgium include guidance to prescribe biosimilar products (Dörner et al., 2016). Another development that has been observed since the Delphi survey was conducted, is that other biosimilars have entered the market, such as biosimilar etanercept. Scenario five showed that the introduction of biosimilar etanercept would lead to budget savings. Many more biosimilars are in the pipeline for RA and IBD (Dörner and Kay, 2015; Dörner et al., 2016). When these will reach the market, this could lead to competition and pressure on prices of biosimilars and innovator products, as we see already happening. As a result, a larger proportion of patients are expected to be treated with biosimilars, as was shown in scenarios 1 and 2, leading to larger savings.

The coefficient of variation was used to assess the dispersion of respondents' answers. Differences in answers were particularly prominent with respect to the expected percentage of naïve patients to receive biosimilar infliximab and the percentage of existing patients to switch from other treatments to biosimilar infliximab. For this reason, median values were used in the study (rather than mean values), to prevent that the effect of outliers on the values used in the model would be too big. For rheumatology, although at least one respondent per country was included in the sample, the number of respondents was deemed too small to calculate country-specific values. Therefore, answers for the five countries were aggregated to one EU5 average. Epidemiological data and input parameters regarding costs used in the model were country-specific. Whether responses from experts in the Delphi survey were representative of their country could not be assess. However, variation between experts participating in the study was limited, suggesting that their answers were representative.

Price changes for existing therapies were neglected in the study. In reality, prices of existing products might be lowered if competition increases with the entry of other (biosimilar) products. Furthermore, the study did not take into account possible market access agreements e.g., discounts on list prices or other risk sharing agreements. As a result, the current estimates of budget savings might be overestimated and increases in spending might be underestimated.

We assumed that no vial sharing occurred in order to ensure comparability of resource use and drug acquisition costs between countries, although in practice vial sharing may occur. However, this practice is variable and likely to differ between countries and between hospitals within a country. As data on vial sharing are not widely available and may not be generalizable, we preferred to assume that no vial sharing occurred in our analysis.

Vedolizumab was included in the base case as a treatment option for CD and UC in the UK and Germany to adequately reflect the available treatments in these countries. However, this complicates the assessment of the impact of biosimilar infliximab on the budget in these countries, as the impact on the budget of biosimilar infliximab and vedolizumab could not be disentangled. If the price of vedolizumab was set equal to the price of biosimilar infliximab, savings in the budget were shown for the UK and Germany, resembling observations for Spain and Italy. Likewise, the budgets in France, Spain, and Italy, increased when vedolizumab was assumed to be available in these countries as well, as shown in scenario 4.

Other Studies

Various studies have investigated the impact of biosimilars on healthcare budgets. Our results deviate from earlier, assumption-based predictions on the impact of biosimilar infliximab on healthcare budgets that projected budget savings for various European countries in both rheumatology and gastroenterology (McCarthy et al., 2013; Brodszky et al., 2014; Jha et al., 2014; Kim et al., 2014). The approach in these studies particularly varied from our methodology using an (arbitrary) value for the price reductions of biosimilar infliximab, instead of using discounts as provided in national list prices. In the scenario analyses, we showed that our model also projects savings when larger discounts were used. Importantly, our results for UK and Germany also deviate because of the inclusion of vedolizumab in our study, associated with a large increase in the budget.

Scenario 5 in our study, investigating the impact of the introduction of a biosimilar for etanercept, resembled the findings of an decreasing budget also found in an earlier study investigating budget impact in EU5 countries (Ruff et al., 2015).

Implications

The number of biosimilars in the pipeline to replace the biologic treatmens in rheumatology and gastroenterology is very large (Dörner and Kay, 2015; Dörner et al., 2016), and underlines both the importance of this study and the opportunity for policy makers to obtain reductions in healthcare budgets. When these biosimilar products will reach the market, it is likely that this will result in downward pressure on prices of all biological treatments, leading to discounts that are larger than the ones used in this study. Besides, list prices, as used in the base case analyses, probably do not reflect actual price levels of biosimilar infliximab, as confidential price agreements were not included in the analyses. Although further research, using updated prices and treatment options and including (confidential) price agreements, is needed to establish the actual budget impact of adopting biosimilar infliximab, scenario 1, using a price discount of 50% on biosimilar infliximab, is in our opinion likely to reflect the actual budget impact of biosimilar infliximab better than the base case analyses.

The purpose of introducing biosimilars is to constrain the growing financial impact of expensive biologic treatments and/or to expand access to healthcare. In our study, the introduction of biosimilar infliximab would lead to increasing budgets in some countries instead and would only lead to modest savings in other countries. In scenario analyses 1 and 2, we have shown that when price discounts are large enough physicians will be more prone to change their prescribing behavior and then budgetary savings will occur. Policy makers should therefore focus on substantial price reductions for biosimilar products. Furthermore, our study showed that the proportion of patients to be switched from reference infliximab to biosimilar infliximab is limited (0–10%). Policy makers can increase budgetary savings by stimulating transition from reference biologics to biosimilar products. In this respect, policy makers, and prescribers should be made aware of the fact that biosimilar products are as safe and effective as reference products, but that they come at a lower price.
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