Supplemental Table 1. Multivariate Regression Model to Estimate Utility
	 
	Coefficients
	SD
	t
	p > t
	95% CI

	Age
	.0017
	.0005
	3.64
	<.001
	.0008
	.0026

	Gender
	−.0320
	.0109
	−2.94
	.003
	−.0534
	−.0106

	BASDAI
	−.0439
	.0030
	−14.61
	<.001
	−.0498
	−.0380

	BASFI
	−.0373
	.0026
	−14.57
	<.001
	−.0423
	−.0323

	Constant
	.1819
	.0277
	6.55
	<.001
	.1274
	.2363




Note. Utility decreases with higher disease activity and increasing functional impairment. Men have higher costs than women, essentially due to higher production losses. The effect of age is very small, but the coefficient is positive. This finding is surprising, as standardized population utility decreases with age. It is possible that, in our sample, older patients have adapted better to the disease or that there is a selection bias in that elderly patients responding to a mail survey may be the more active and healthy patients. 

CI, confidence interval; BASDAI, Bath Ankylosing Spondylitis Disease Activity Index; BASFI, Bath Ankylosing Spondylitis Functional Index.
Supplemental Table 2. Two-Part Model for Estimating the Cost per Patient
	
	 
	NHS costs
	Other direct costs
	Indirect costs

	Consumption
	BASDAI
	.310538
	.2165013
	.165764

	
	BASFI
	.103178
	.2076948
	.287394

	
	Age
	−.019244
	−.0243168
	−.020848

	
	Male
	0
	−.675453
	.408086

	
	Constant
	.898913
	−.1820307
	−1.748078

	
	
	
	
	

	Costs
	BASDAI
	0
	435.3818
	474.3351

	
	BASFI
	524.5273
	1240.524
	1530.587

	
	Age
	0
	0
	0

	
	Male
	0
	0
	3838.038

	
	Constant
	−295.5761
	−4386.626
	−5165.681




Note. Costs were highly skewed, and individual cost components were, therefore, estimated with a two-part regression model with BASDAI, BASFI, age, and gender as explanatory variables. The model estimates first the probability of utilizing a given resource (expressed as an odds ratio) and then the expected cost (using stepwise multivariate regression). Costs are clearly driven by BASFI and BASDAI, whereas age has a very small but not significant negative effect, with older patients having slightly lower costs. This finding is frequently seen in progressive diseases where much of the active intervention happens earlier in the disease course; also, older patients are in normal retirement rather than on disability pensions and, hence, incur no productivity losses. Costs for informal care and productivity losses were more likely for men.
NHS, National Health Service; BASDAI, Bath Ankylosing Spondylitis Disease Activity Index; BASFI, Bath Ankylosing Spondylitis Functional Index.
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Supplemental Figure 1. Structure of the model used in this study. During the double-blind phase, patients’ individual Bath Ankylosing Spondylitis Functional Index (BASFI) and Bath Ankylosing Spondylitis Disease Activity Index (BASDAI) scores measured as in the double-blind period of the clinical trials are used, and costs and utilities are assigned based on their profile. In the extension, cost and utility scores were estimated based on the regression models and depending on whether the patients’ functional disability progresses according to natural history in the no treatment group and according to different assumptions for patients with treatments. “Clone 1” indicates that the structure of the node, that is, branches that follow, is the same as “Markov 1.” w, week.
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Supplemental Figure 2. Cohort movements between the Markov states. A: Treated cohort in the Braun trial. B: Treated cohort in the ASSERT trial. The graphs illustrate the transition of patients at a mean age of 40 who are initially on treatment (i.e., 100% of patients on treatment) for both trials. Over time, patients withdraw from treatment and a certain proportion dies (normal mortality).
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Supplemental Figure 3. Acceptability curves (treated cohorts, National Health Service [NHS] perspective). A: Braun trial . B: ASSERT trial. Acceptability curves are obtained by Monte Carlo simulation (10,000 runs for each scenario and trial) using the full stochastic data sets and show the proportion of estimates that fall below given thresholds of willingness to pay for a quality-adjusted life-year (QALY) gained. As treatment was dominant in two of the three scenarios in the societal perspective, we present the uncertainty in the results using only NHS and Personal Social Services costs (NHS perspective). In the base case, where progression is controlled while on treatment, there is an 80% probability that the cost per QALY falls below the threshold of £30,000, and all estimates fall below £32,000. When patients progress at half the rate of untreated patients, all estimates fall below £40,000. When only inflammation is controlled by treatment and treatment is assumed to have no effect on structural damage, 80–90% of the estimates fall below £50,000.
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