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Pankaj patel abbvie

Indian Multinational Pharmaceutical Company Cadila Healthcare LimitedSceed asBSE: 532321NSE: CADILAHCInductions PharmaceuticalssaceuticalsFoundedRamanbhai patelHeadquartersAhmedabad, Indiakey SoulsPankai R. Patel, Chairman, Charleville P. Patel, managing
directorRevenue₹7,104.30 crore (US$1.0 billion) [1] (2019)Net income ₹1,602.10 crore (US$220 million employees13180 (2015)Websitew www.zyduscadila.com Cadila Healthcare Limited (aka Izd Kadila) is an Indian pharmaceutical company headquartered in Ahmedbad, Gujarat, India [3] with revenues
of 7,104.30 crore (US$1.0 billion) in 2019. [4] It is a manufacturer of generic medicines. [5] Kadila's story was founded in 1952 by Ramanbayus Patel (1925-2001), a former lecturer at LUM Pharmaceutical College, and his business partner Indrawatdan Modi. Over the next four decades, it became an
established pharmaceutical company. In 1995, the Patel and Modi families separated; The Modi family's share was moved to a new company called Cadila Pharmaceuticals Ltd., and Cadillac Health Ltd. became a holding company of the Patel family. Cadillac Healthcare had its initial public offering of the
Bombay Stock Exchange in 2000 as stock code 532321. In 2015, the company acquired another Indian pharmaceutical company called German Remedies. On 25 June 2007, the company acquired Química e Farmacêutica Nikkho do Brasil Ltda (Nikkho) as part of Zydus Healthcare Brasil Ltda.[6] In
2010, Cadila Healthcare received the Wellcome Trust Award under the R&amp;d Initiative for Affordable Healthcare in India. In 2014, Cadila Healthcare launched the world's first biosimie adalimumab under the brand name Released at a price of one-fifth of the original product. [7] Zydus Cadila Healthcare
also launched its first research-based drug molecule Saroglitazar in the treatment of diabetic dyslipidemia under the brand name Lipaglin. SoviHep is the first sofosbuvir brand launched in India by Zydus in 2015. [5] In 2019, injectable ketorolac trometamine produced by Zydus (Cadila Healthcare) was
recalled due to microbial growth. In 2020, Zydus Cadila drug Desidulstat received approval from the USFDA to begin clinical trials of cancer patients. [8] Products from nine pharmaceutical manufacturing operations in India, as well as Zydus Cadila, develop and manufacture a wide range of
pharmaceutical products, as well as diagnostics, herbal products, skin care products and other OTC products. Starting in late 2015, after having entered into a voluntary licensing agreement with Gilead, the company also manufactures generic drugs for the treatment of hepatitis C (i.e. sofosbuvir
distributed under the name SoviHep). The company produces active pharmaceutical ingredients at three locations in India, the Ankle, the Vadodara plant and the Patalganga plant. COVID-19 vaccine development In July 2020, the company was authorised to conduct human for the development of a
COVID-19 vaccine called ZyCoV-D by the Chief Drug Administrator of India (DCGI), (DCGI), of India. [10] [11] [12] Cadillac was also among several Indian pharmaceutical companies that received the licensing agreements from Gilead Sciences for the production of remedivir[13] Corporate Control Zydus
Cadila was Patel's main shareholder. Pankaj Patel (born 1951), son of the founder, is chairman of the company. In 2004, Pankaj Patel was placed on India's annual list of richest. By 2020, Forbes estimates Patel's net worth at US$3.9 billion, making Him India the 46th richest man. [14] References ^
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2019 Clinical Rheumatology 39, 391–400(2020) Cite this article 1301 Access 13 Altmetric Metrics This study aims to characterise the disease in patients with rheumatoid arthritis (RA) with moderately high disease activity who have received conventional disease-modifying rheumatoid monotherapy
(csDMARD) for ≥ 6 months but have not advanced to biological therapy. MethodsParents included in the U.S. Corrona RA registry between June 1, 2014 and January 30, 2018, with 6 months of prolonged CSDMARD monotherapy, with moderately high disease activity that remained biologically
uninfected, and who had ≥ 1 2016 were established. The activity of the disease was evaluated among patients with 6-month follow-up (± 3 months). Descriptive statistics were used to compare the demographic characteristics and characteristics of the disease between patients with or without progression
of treatment. Results The study included 409 patients with an assessment of disease activity at 6 months (mean (SD) age 65, 9 (12, 6) years; mean duration of treatment with csDMARD 407 (221) days). Of these patients, more than half (54%, n = 219) remained in moderate to high activity of the disease.
Patients who remained moderate to moderate from remission to low disease activity had a higher baseline (6.1) and the number of painful joint cells (6.8). During the 6-month period, treatment was observed in 29% of patients. Those who received advanced treatment (n = 118) versus non-previously
treated (n = 291) were younger, had a shorter duration of RA, had higher disease activity and reported higher levels of pain and fatigue. Conclusions The reported number of patients with persistent moderate to high CSDMARDs disease over a period of 6 months and who have not advanced treatment
indicate that there is a significant need for a treatment approach to the target of treating RA patients. Main points • For patients with RA and insufficient response to treatment with initial csDMARD monotherapy, the guidelines recommend the development of treatment; However, this may not happen in
real clinical settings.•In this study, a significant percentage of patients (54%) 6-month (± 3 months) follow-up visits; However, only 29% of patients had advanced medication treatment, indicating that there is a significant need for a treatment approach to the target of treating RA patients.•Patients of
younger age, shorter RA duration and higher disease activity are more likely to be advanced treatment of the drug, suggesting that potentially more aggressive treatment of disease activity is needed across the population. Rheumatoid arthritis (RA) is a complex inflammatory disease characterized by
symmetrical and erosive arthritis, which usually affects small and medium joints [1, 2]. When not treated effectively, RA can cause significant pain and progressive damage to the joints, which can lead to damage and reduced quality of life [1, 2]. The severity of the disease in ra is associated with
numerous concomitant diseases and psychosocial disabilities [1, 2]. Conventional synthetic disease-modifying antirheumatic drugs (CSDMARDs) are recommended as a first-line treatment for RA patients [3,4,5]. For patients who have an active disease despite initial csDMARD monotherapy, the
guidelines recommend developing treatment to a combination of CSDMARDs and/or using biological or Janus kinase inhibitors (JAKi) [3,4,5]. In clinical practice, patients treated with CSDMARDs should normally remain in a moderate to moderate state of the disease without treatment development until
biologically or targeted synthetic BMRD [6]. [6]. there is an international consensus on the progress of treatment to low activity remission [7], it is not known whether this happens consistently in daily clinical practice. Patients with RA who remain in a state of moderate to high activity of the disease have
worse short and long-term results (increased burden of pain, disability, irreversible joint damage, etc.) [8]. This study sought to characterise the disease in ra patients with moderate to high disease activity who received csdmard monotherapy for at least 6 months but whose treatment had not progressed to
biological or JAKi. Among those with moderate to high activity of the disease, the patterns of treatment and the activity of the disease were evaluated on a subsequent visit 6 months later and compared to patients who achieved remission to low activity of the disease and those who remained moderate to
high at this 6-month visit; patients were also compared between those who advanced treatment and those who did not. This study also aims to identify factors related to the progress of treatment. This is a retrospective, descriptive analysis of the Koran register. The U.S. Corrona RA Registry is an
independent, prospective, observational cohort of RA patients that started in 2001 [9]. As of December 31, 2018, the RA Koran Registry includes data from about 50,600 patients with approximately 384,400 visits and approximately 180,600 man-years of follow-up. Information about the duration of the
disease, the severity and activity of the disease, concomitant diseases, the use of drugs and data on the results of clinical outcomes of patients are collected by patients and their treating rheumatologists. All patients have provided written informed consent and permission prior to enrollment in corinna's
register. The investigators involved were required to obtain the approval of a full board to conduct non-scientific studies involving people with a limited data set. The approvals of an Institutional Review Committee (IRB) for the register and this study have been obtained from a central IRB (120160610)) for
private practice sites and from local IRB for each participating academic site. A population of the study ≥y 2014 and January 30, 2018. Patients with pre-existing biological or JAKi exposure were excluded from the study. Eligible patients had moderate to high disease activity (Clinical Disease Activity
Index (CDAI) &gt; 10) when visiting the index (baseline); patients with CDAI ≤ 10 in the index visit. Patients are required to have had an index visit with six-month follow-up visit was defined as each visit within the 3-9-month 3-9-month period. Period. The baseline period is defined as the 6-month
continuous csDMARD monotherapy and biological untreated treatment period prior to the visit to the index (Fig. 1). 1Description of the study time period. CSDMARDs, conventional synthetic disease-modifying antirheumatic drugsAnalysis of rheumatoid arthritis Initial descriptive analysis was conducted to
evaluate the proportion of patients with moderately high activity of the disease despite the prolonged 6-month monotherapy with csdmard. The overall study population was divided into two cohorts based on moderately high (CDAI &gt; 10) versus remission to a low (cdai ≤ 10) CDAI level in 6-month follow-
up. The distribution of patient demographics, clinical characteristics and disease activity were initially evaluated in cohorts CDAI &gt; 10 or CDAI ≤ 10 according to descriptive statistics. Changes from baseline to follow-up of disease activity measures were also assessed descriptively and compared
between the two visits (baseline and six-month follow-up) on twice the T-test for continuous results and the McNemar test for mating nominal measures, as well as in each cohort (CDAI &gt; 10 or CDAI ≤ 10). Among patients assessing disease activity in the 6-month follow-up visit, descriptive statistics
were used to assess patients' demographics, clinical characteristics and disease activities at the beginning among three groups of RA disease durations (&lt; 2 years, 2–5 years, &gt; 5 years). The statistical significance of the relationship between each of these variables and the duration of the disease
was determined using hi-square tests for definite variables and Kruskal-Wallis unilateral dispersion analysis (ANOVA) for continuous measures. The change in disease activity from baseline was also assessed descriptively and stratified by disease duration (&lt; 2 years, 2-5 years, &gt; 5 years). To
determine whether there are statistically significant differences between the average changes in disease activity among the three groups of disease duration, unilateral ANOVA was used. Moreover, the baseline characteristics of those patients who advanced treatment compared to those who did not
advanced treatment and were resistant to moderate to high disease activity condition after 6 months. The progress of treatment is defined either as an increase in the dose of the initial csDMARD, or the initiation of DMARD (conventional synthetic, targeted synthetic and biological) from the visit of the
index to the 6-month visit. The characteristics of patients with or without therapeutic development were evaluated by descriptive statistics and compared with the graphical level of the Wilcoxon test for continuous variables and hi-square test for definitive measures. The study analyses were used to
determine the factors associated with the lack of progression in patients who persisted with moderate high disease. The frequency and percentage of patients who received each type of advance treatment was calculated. Univariate and many logistical models of regression have been used to the
likelihood of patients progressing based on demographic and clinical characteristics at baseline and quantifying how strongly each of these prognostic factors is associated with the progress of treatment in terms of chance factor (OR). As of June 1, 2014, a total of 23,022 patients aged 18 years or older
with RA were enrolled in the U.S. Corrona RA registry. Of the 2,982 treatment-naïve csDMARD-naïve patients as monotherapy for at least 6 months, a total of 809 (27%) moderate to high activity of the disease and were considered for this study; 525/809 completed the visit at least 3 months after their
index visit and were therefore eligible for inclusion. Of these, 414 completed a follow-up visit 3-9 months after the visit to the index, and 409 made a CLSAI assessment at 6 months (Fig. 2). The mean (SD) age of patients with a CDAI score of 6 months was 65.9 (12.6) and patients had an average
csDMARD treatment duration of 407 days (221). More details on the demographic groups of patients are given in Table 1.Fig. 1. CDAI, the clinical activity of the disease; RA, rheumatoid arthritis; CSDMARD, conventional synthetic disease-modifying antirheumatic drugsTablack 1 patient demographic and
clinical characteristicsBole activityEps receiving CSDMARDs continuously for ≥ 6 months before the cohort, 54% (219/409) of patients with CDAI evaluation had persistent moderate to severe disease activity of 6 months (± 3 months) followed visit. Among patients with CDAI &gt; 10 at 6 months (n = 219),
no significant improvement in disease activity was observed (Table 2), but an increase in the mean status assessment score (mHAQ) (p = 0.040) was observed in the 6-month follow-up. In addition to achieving CDAI remission to low disease activity, there is also strong evidence that patients in the CDAI ≤
10 at 6 months of cohort had significant improvement in other outcomes, including pain (p &lt; 0.001), fatigue (p &lt; 0.001), morning stiffness (p = 0.01) and mHAQ (p = 0.03) (Table 2). Table 2 Change from baseline in disease activity measures in patients with clinical disease activity index (CDAI) score of
6 months (n = 409)When stratified by disease duration, characteristics such as age, sex, race and comorbidities were similar in the three categories of disease duration of &lt; 2, 2 to 5 and ≥ 5 years in the CDAI patient group &gt; 10 to 6 months (data not shown). Patients with shorter duration of the
disease (&lt; 2 years) have significantly higher baseline disease activity (p = 0.004) and the number of painful joint nodes (p &lt; 0.001) (data not shown). Among patients with CDAI ≤ 10 to 6 months stratified by disease duration, changes in disease activity from baseline to follow-up visits were greater
among patients with shorter disease durations, and patients with ra disease duration &lt; 2 years had a significantly greater reduction in the number of joint groups (p = 0.016) compared to patients with longer duration of the disease Table 3 Change from baseline in disease activity measures in patients
with clinical disease activity index (CDAI) of 6-month visit stratified by disease duration (n = 409)Progress of treatment at 6 monthsFrom patients who completed a visit 3-9 months after the date of the index, treatment progression was observed in 118 (29%) patients, with 291/409 (71%) without change.
The increase in csDMARD dose, the initiation of another csDMARD and the initiation of biological BMALS were observed in 55 (13%), 33 (8%) 100 patients in the general population (n = 409), respectively (data not shown). Patients who did not progress but still had CDAI &gt; 10 after 6 months had an
average (SD) age of 66.6 (12.4) years, duration of use of csDMARD 371.8 (202.3) days, and the duration of RA 11.4 (11.0) years. Taking drugs is significantly associated with a younger age (p = 0.007), shorter duration of ra (p &lt; 0,001), the use of prednisone in doses ≥ 10 mg (p = 0. 023), lower
EuroQol 5 (EQ-5D) (p = 0.007) and higher CDAI disease activity indicators (p = 0.008 &lt;), (p = 0.021), pain in patients (p = 0.009), (p = 0.002), modified activity scale (mDAS28) (p &lt; 0.001), mHAQ (p = 0.035) and duration of morning stiffness (p = 0.012) at baseline (Table 4). Among patients with an
increase in the dose of medicines, significantly greater changes in disease activity measures were observed in the 6-month follow-up of visits from baseline in patients worldwide (p = 0.006), pain in patients (p = 0.021), patient fatigue reported (p = 0.027) and duration of morning stiffness (p = 0.029). Table
4 Demographic and clinical characteristics of patients on the progress of therapy The results of a single-variant logistical regression analysis further confirm the relationship of the patient's baseline characteristics with the progress of treatment, with the exception of mBAL. Significant variables from the
single-room analysis serve as candidate variables for multiple logistical regression analysis. The results of numerous regressions showed that the progress of treatment was significantly associated with p = 0, 032), even after adjustment for non-steroidal anti-inflammatory use (OR = 1.31, p = 0.26), high
CDAI scores (OR = 1.02, p = 0.15) and patient fatigue (OR = 1.01, p = 0.15) is recommended as a first-line treatment for RA patients. However, for patients who have an active disease despite csDMARD monotherapy, the guidelines recommend developing treatment to a combination of CSDMARDs
and/or using biological [3,4,5]. More than 50% of RA patients treated with csDMARD monotherapy in our study did not achieve remission to low disease activity. Despite a significant number of patients with persistent moderately high disease activity and for pre-treatment in such cases, progress of
treatment was observed in &lt; 30% of patients. This finding is in with a recent study looking at prescribed models of biological and non-biological DMARDs among RA patients, which reported that a large number of patients did not receive care consistent with the recommendations [10]. In the current
study, more than half of RA patients did not have an adequate response to csDMARD monotherapy, and a significant increase in mean mHAQ was observed in the 6-month visit. According to historical studies, haq scores are usually high at the onset of the disease and then increase slowly over time
(0.01-0.016 units per year) [11]. In addition, in ra patients, it is assumed that a change in mHAQ 0.25 is clinically relevant [12]. A significant increase in mHAQ of 0.49 to 0.54 (p = 0.04) over a 6-month period may indicate a faster progressive and clinically significant impairment in patients who have
continued with an uncontrolled disease. In addition, a significant number of patients on csdMARDs patients (54% of 409 patients) had constant moderate to high disease activity for 6 months of follow-up. Those patients who persisted with moderate to high disease activity and were not previously treated
had an average RA duration of 11.4 (10.99) years. Patients who have undergone therapy are younger, have a shorter duration of RA, have higher disease activity at the beginning and have a significantly higher baseline mHAQ.In in addition to clarifying the proportion of patients who do not progress
therapy despite the constant moderately high activity of the disease for 6 months of follow-up, it is also important to understand the factors that may be associated with the likelihood of continuation of therapy. In this study, patients with younger age, shorter RA duration, and higher disease activity were
more likely to have advanced drug treatment leading to improvements in patient reported pain, fatigue, and morning stiffness duration among these patients. Conversely, 54% of patients remained in a state of moderate to high activity disorder and did not improve in disease activity measures, suggesting
that potentially more aggressive treatment was needed across the ra patient population. In line with the findings of this study, patient factors such as disease duration, disease activity and work status are described elsewhere as contributing to patients receiving care in accordance with treatment
recommendations [13]. In addition, treatment approaches were determined to be less consistent with the published American College of Rheumatology recommendations in those with moderate disease activity and poor prognosis [10]. Most patients in this study are not managed with a targeted
philosophy, although its value is widely accepted and despite advanced therapies that are readily available for the treatment of response to csDMARD monotherapy. There are several challenges to the implementation of the care approach, including patients' reluctance to take therapies and economic
factors [13,14,15,16,17,18]. The lack of response to persistent active disease, defined as clinical inertia, has been documented for other chronic diseases [14]. Moreover, many healthcare providers are not designed or trained to routinely assess the activity of the disease, and many practitioners do not
participate in shared decision-making with patients regarding the acceleration of medicines [16]. Patient hesitation may be another factor in the lack of dose increase [18]. The higher prevalence of drug skipping due to limited economic means was also reported for RA patients compared to patients with
other chronic diseases [15]. A study analysis of risk and benefit found that patients were willing to take a significant risk to achieve benefits from RA medications, such as pain reduction and swollen joints, especially patients with severe illness [17]. Physicians should take into account patient preferences,
quality of life, economic factors, and willingness to take an increased risk of adverse events when discussing treatment plans with RA patients. Despite guidelines recommending the progress of treatment, when there is an insufficient response to the initial csDMARD monotherapy [3, 4], this may not occur



in real clinical conditions. It is appropriate to re-evaluate the treatment after 3-6 months, and in patients who do not respond to treatment, the dose should be increased, therapy changed or additional treatment added to their current regimen [3, 4]. Systematic assessment of disease activity and response
with titration medications is something that healthcare providers should consider for RA patients. In addition, understanding the severity of the disease among ra patients on csdmard treatment may lead to the development of new treatment regimens for patients. LimitationsThis study has several
limitations. As with any study in the registry, it is difficult to assess whether patients are representative of the general population of RA patients in the UNITED States in terms of clinical characteristics and ra treatment practices, given that there is no national health plan that includes all patients; However,
a recent study showed that Medicare beneficiaries enrolled in the U.S. registry have similar demographic and clinical characteristics with Medicare beneficiaries with PAs claims that are not enrolled [19]. Although this study did not assess whether financial problems may be factors in treatment decision-
making, it looked at treatment patterns for at least 3 months (up to 9 months) after the index visit; However, it may take longer for providers to incorporate therapy progress and treatment to targeted recommendations in clinical practice. It may be appropriate to delay the progress of treatment if the
increased disease activity or increased disease activity due to a time-limited event. It is also not known whether patients have been therapies, but refused to report their treatment; This turned out to be in a recently published treatment for purpose, which documents reasons for the patient's reluctance to
proceed with treatment [18]. Furthermore, this study has not systematically identified concomitant diseases that may contribute to the clinical decision not to pre-prescribe treatment. Finally, due to the less frequent reporting of visits and/or previous or ongoing biological use, some of the patients included in
the Koran PA register do not meet the criteria for including this study. As described in this article, a significant number of RA patients continue to be treated with csDMARD monotherapy despite being in moderate to high disease activity at 6-month follow-up. This shows that there is a significant need for a
treatment approach to the goal of care to prevent joint damage and physical disabilities and to maximise the long-term quality of life associated with health for RA patients. Furthermore, future studies are justified to clarify the factors associated with the variation in csDMARD response and treatment choice
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