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slow down or prevent bony fusion and ankylosis. To date, this has
not been achieved. A major limiting factor has been the require-
ment for study participants to demonstrate unequivocal radio-
graphic evidence of sacroiliitis. As this is a late clinical feature of
the disease, patients with early ankylosing spondylitis have been
excluded from anti-TNF studies. Yet it is this cohort that is most
likely to respond to anti-TNF therapy and in whom disease
modification may be most readily apparent. Recently, a novel
algorithm-based protocol for identifying patients with early anky-
losing spondylitis in general practice recommended magnetic
resonance imaging of sacroiliac joints for all people with inflamma-
tory back pain and HLA-B27 positivity.11

Anti-TNF therapy has revolutionised the way in which we think
about ankylosing spondylitis. By approving anti-TNF therapy for
people with severe ankylosing spondylitis, the PBS has allowed
clinical investigators in Australia to remain at the front line of this
revolution.
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Correction
Re: “The potential for tobacco control to reduce PBS costs for
smoking-related cardiovascular disease”, by Susan F Hurley,

EDITORIALS
Michelle M Scollo, Sandra J Younie, Dallas R English and Maurice
G Swanson in the 6 September 2004 issue of the Journal (Med J
Aust 2004; 181: 252-255). The vertical axis on the graph in Box 5
was mislabelled during the production process. The values should
be reduced by a factor of 10. The correctly drawn figure is
reproduced below. ❏

5 Smoking-attributable PBS costs for drugs to treat 
cardiovascular disease

Current smoking prevalence

5% decrease in smoking prevalence from 2007
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