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Secukinumab treatment in rheumatoid arthritis is
associated with incremental benefit in the clinical
outcomes and HRQoL improvements that exceed
minimally important thresholds
Vibeke Strand1, Mark Kosinski2*, Ari Gnanasakthy3, Usha Mallya3 and Shephard Mpofu4
Abstract

Background: The primary aim of rheumatoid arthritis (RA) treatment is to induce remission, the absence of disease
activity. The objective of this study was to explore the association between clinical endpoints used to gauge RA
treatment efficacy and patient-reported outcomes of health-related quality of life, fatigue, and physical function in
RA patients treated with secukinumab in a phase 2 randomized controlled trial (RCT).

Method: Adult RA patients (n = 237) with incomplete responses to methotrexate were randomized equally to
receive monthly s.c. injections of secukinumab 25 mg, 75 mg, 150 mg, 300 mg or placebo. Clinical endpoints used
in this study included the ACR response criteria and its components and simplified disease activity score. Patient-reported
outcomes (PRO) included Health Assessment Questionnaire-Disability Index (HAQ-DI), Medical Outcomes Study Short
Form-36 [SF-36] Survey, and Functional Assessment of Chronic Illness Therapy-Fatigue (FACIT-Fatigue). Patients were
categorized into mutually exclusive groups according to the magnitude and direction of change from baseline to week
16 in each clinical endpoint. Definitions of minimal important differences [MID] in each clinical endpoint were used to
categorize patients, as well as thresholds beyond MID. Mean changes from baseline to week 16 were computed for each
PRO and analyses of variance to test the differences in PRO changes observed across groups of patients that differed in
each clinical endpoint. Analyses were limited to patients randomized to secukinumab treatment. All dose groups were
combined (n = 187).

Results: Mean changes from baseline in each PRO differed significantly across groups of patients in the expected
direction. With few exceptions, there was considerable agreement between clinical endpoints and PROs concerning the
magnitude of change defined as clinically meaningful. More importantly, results demonstrated that greater
improvements in clinical endpoints were associated with incrementally better improvements in HRQoL, fatigue, and
physical function.

Conclusion: Results of this study show considerable agreement between minimal thresholds of improvement
established for PROs and clinical outcome measures used in RA treatment studies and provide thresholds to be
considered in gauging the importance of a treatment effect that goes beyond what is considered as minimally
important for PRO measures.
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Background
Rheumatoid arthritis (RA) is a systemic, chronic inflam-
matory disease characterized by joint inflammation and
structural damage symmetrically in the hands and feet
and large joints. It affects approximately 0.5-1% of the
population in developed countries [1-3]. The natural
course of the disease is one of persistent symptoms,
varying in intensity, with a progressive loss of joint in-
tegrity resulting in impairments in physical function.
The progression of RA places an enormous burden on
the patients, their families, and society as a whole. The
annual direct costs of care attributable to RA from the
societal perspective was estimated to be $3.6 billion [4]
and as the disease progresses, patients often experience
an increase in functional impairment that often leads to
work disability [5-8]. In addition, patients with RA are at
a greater risk of early death [9]. It is estimated that RA
reduces the lifespan of patients by anywhere from 3 to
12 years [10].
The disease course of RA varies greatly across individ-

uals. Some individuals experience mild short-term
symptoms, but in most cases the disease is progressive
for life. The progressive nature of the disease due to
high inflammatory disease activity has a profound effect
on the individual’s health-related quality of life (HRQoL),
including physical functioning, vitality, psychological well-
being, and social and emotional roles [11-13]. Accordingly,
the goals of RA treatment not only include minimizing
the clinical symptoms such as pain and swelling, de-
creasing disease activity, preventing structural damage,
but also the maintenance or improvement in an individ-
ual’s functional capacity and health-related quality of life
[14]. Because it is known that many of the laboratory mea-
sures and clinical markers of disease activity and progres-
sion, such as swollen joint counts, C-reactive protein, or
erythrocyte sedimentation rates, do not correlate well with
patient functional status and are not reliable predictors
of long-term outcomes [15,16], it is important to utilize
HRQoL and physical function measures to capture the
chronic and disabling nature of RA and quantify the long-
term impact of the disease and its treatment. Additionally,
HRQoL and physical function measures provide useful
benchmarks to evaluate the efficacy of RA treatment
that are not fully captured by laboratory and clinical
markers.
In general, results of randomized controlled trials (RCTs)

of RA report clinical endpoints, physical function and
HRQoL independently when evaluating treatment efficacy.
Given the complementary role of these measures in under-
standing efficacy of treatment, it is useful to know which
benefits in HRQoL and physical function are associated
with improvements in well accepted clinical endpoints of
RA treatment efficacy. In this study we link mean changes
in SF-36 and FACIT-Fatigue to changes in the ACR
response criteria and its components [patient and phys-
ician global assessment of disease activity and pain in-
tensity ratings] and simplified disease activity index
[SDAI] that were used to gauge the efficacy of secukinu-
mab treatment in a phase 2 randomized controlled trial
[RCT] of RA patients. Mean changes in HAQ-DI scores
were linked to changes in patient and physician assess-
ment of disease activity and SDAI. In addition, we ex-
pand on the definition of “response” in each clinical
endpoint to evaluate whether incremental improve-
ments beyond what has been established as clinically
meaningful results in incremental improvements in
HRQoL, physical function, and fatigue.

Methods
Regulatory and ethical review board approvals from com-
petent authorities in each country were obtained for the
study protocol. For a list of independent ethics committees
and institutional review boards which approved this
study, please see Additional file 1. All patients signed an
informed consent document, and the study was conduc-
ted in accordance with the Declaration of Helsinki and
followed good clinical practice guidelines.

Study population
237 adults with active RA despite treatment with metho-
trexate [MTX] for ≥3 months, at doses ≥7.5 mg/week
to ≤25 mg/week for at least 4 weeks participated in a
52-week, multi-center RCT to assess the efficacy, safety
and tolerability of subcutaneous secukinumab added to
MTX. Eligible patients met the ACR 1987 revised RA
classification criteria for at least 3 months and were re-
quired to have ≥6 of 28 tender joints and ≥6 of 28 swollen
joints, hsCRP ≥10 mg/L and/or ESR ≥28 mm/1st hour
at randomization. These analyses were conducted on
the subset of patients randomized to receive one of four
secukinumab doses (n = 187).

Clinical endpoints
The American College of Rheumatology 20/50/70%
Response Criteria was utilized as the primary endpoint
of efficacy. In these analyses, ACR-N was used to derive
criterion groups for response [17-19]. These analyses
also correlated responses by Simplified Disease Activity
Index [SDAI]: a simple numerical sum of swollen joint
and tender joint counts, patient global assessment of
disease activity [PtGA], physician global assessment of
disease activity [MDGA], and C-reactive protein [20].
As part of the ACR response criteria and SDAI, the
physician global assessment of disease activity (MDGA)
and patient global assessment of disease activity (PtGA)
were performed using a 100 mm visual analogue scale
(VAS) ranging from “very good” to “very poor”, after the
questions “Considering all the ways rheumatoid arthritis
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affects your patient, how would you rate his or her con-
dition today?” (MDGA) and “Considering all the ways that
your rheumatoid arthritis affects you, how would you rate
your condition today?” (PtGA). Lastly, pain was measured
using a 100 mm VAS ranging from “no pain” to “unbearable
pain”.

Physical function
Physical function was measured at baseline and weeks 2,
4, 8, 12 and 16 using the standard version of the Health
Assessment Questionnaire Disability Index (HAQ-DI)
[21], which queries the difficulty in performing 8 com-
mon activities of daily living, scored from 0 (without any
difficulty) to 3 (unable to do) with a correction for aids
or devices used.

Health related quality of life
HRQoL was measured at baseline and weeks 2, 4, 8, 12
and 16 using the SF-36v2 Health Survey (SF-36) [22,23].
It includes 36 questions that are aggregated to score eight
domains: physical functioning (PF), role limitations due
to physical health (RP), bodily pain (BP), general health
perceptions (GH), vitality (VT), social functioning (SF),
role limitations due to emotional health (RE), and mental
health (MH). Physical (PCS) and mental (MCS) com-
ponent summary scores are derived from the eight SF-
36 domains, with normative scores of 50 and standard
deviations of 10.

Fatigue
Fatigue was measured at baseline and weeks 2, 4, 8, 12
and 16 using the Functional Assessment of Chronic
Illness Therapy-Fatigue (FACIT-Fatigue). The FACIT-
Fatigue consists of 13 items that assesses self-reported
fatigue and its impact upon daily activities and function,
over the past 7 days; each item is scored on a 5-point
Likert scale (0 to 4) [24-26].

Statistical analyses
A known-groups validity [27] approach was taken to
explore the association between changes in HAQ-DI,
SF-36, and FACIT-Fatigue scores and changes in each
of the clinical endpoints. Changes in clinical endpoints
and HAQ-DI, SF-36, and FACIT-Fatigue scores were
derived by subtracting baseline values from week 16
values. Using the known-groups validity [27] approach
mean changes in HAQ-DI, SF-36, and FACIT-Fatigue
scores were compared across mutually exclusive groups of
patients “responding” according to the following clinical
endpoints:

– ACR Improvement (ACR-N).
– Simplified Disease Activity Index (SDAI).
– Patient reported pain.
– Patient global assessment of disease activity.
– Physician global assessment of disease activity.

Four mutually exclusive categories of patients were de-
rived from ACR-N at week 16. Group 1 consisted of pa-
tients whose ACR-N was <20 [“non-responders”]; Group
2: ACR-N 20 – 49; Group 3: ACR-N 50–69 and group 4:
ACR-N ≥70. Analyses of variance tested the statistical
significance of differences in mean changes in SF-36 and
FACIT-Fatigue scale scores across these four ACR-N
patient groups.
Using criteria developed for interpreting changes in

SDAI patients were categorized into four mutually
exclusive groups [28]. The development and validation
of SDAI cutoff scores are well documented elsewhere
[20,29]. Group 1 consisted of patients whose change in
SDAI score was > 10 points (worsening); Group 2:
within + and – 10 points (same); Group 3: -10 to −21
points (minor improvement) and group 4: -22 points
or more (major improvement). Analyses of variance
tested the statistical significance of differences in mean
changes in SF-36, FACIT-Fatigue, and HAQ-DI scale
scores across these four SDAI patient groups.
Patients were additionally grouped into five mutually

exclusive categories based on the magnitude and direction
of change in scores from baseline to week 16 in PtGA and
VAS pain. Improvements of ≥10 points in both PtGA and
VAS pain measures have been defined as clinically
meaningful [30-32]. Using these criteria, patients were
categorized in the following manner. Group 1 consisted
of patients whose change in score >10 points (worse);
Group 2: within +10 and −10 points (same); Group 3: -10
to −20 points (“minimal” improvement); Group 4: -21
to −40 points (“moderate” improvement) and group
5: > − 40 points (“major” improvement). Analyses of
variance tested the statistical significance of changes
in mean SF-36, FACIT-Fatigue, and HAQ-Di scores
across these five patient groups derived from these
criterion measures.
A similar change in MDGA was considered clinically

meaningful. Patients were grouped into five categories as
above, and analyses of variance tested the statistical sig-
nificance of changes in mean SF-36, FACIT-Fatigue, and
HAQ-DI scores across these five patient groups derived
from the MDGA.

Results
Table 1 presents baseline demographics, clinical charac-
teristics, and HRQoL, physical function and fatigue
scores for patients who were randomized to one of four
secukinumab dose groups. The majority of the sample
was female (79.7%) and Caucasian (73.3%). The average
age was 54.9 years. Mean baseline scores on VAS pain
(53.6), PtGA (61.6) and HAQ-DI (1.49) as well as



Table 1 Demographics, clinical characteristics, and
baseline HRQoL scores of participants randomized to
four secukinumab dose groups (N = 187)

Demographics

Female (n, %) 149 (79.7)

Age (mean, SD) 54.9 (10.8)

Caucasian (n, %) 137 (73.3)

Clinical assessment

Prior use of biologics (n, %) 38 (20.3)

VAS pain intensity (mean, SD) 53.6 (20.8)

SDAI (mean, SD) 40.3 (11.9)

Patient global assessment disease activity (mean, SD) 61.6 (19.1)

Physician global assessment disease activity (mean, SD) 61.9 (14.9)

Swollen joint count (mean, SD) 11.4 (4.8)

Tender joint count (mean, SD) 14.7 (6.2)

HRQoL scales

SF-36 Physical functioning (mean, SD) 40.5 (21.7)

SF-36 Role physical (mean, SD) 42.8 (24.3)

SF-36 Bodily pain (mean, SD) 36.1 (16.9)

SF-36 General health (mean, SD) 40.4 (16.6)

SF-36 Vitality (mean, SD) 39.0 (19.7)

SF-36 Social functioning (mean, SD) 57.2 (26.1)

SF-36 Role emotional (mean, SD) 54.1 (26.7)

SF-36 Mental health (mean, SD) 56.8 (19.4)

SF-36 Physical summary (mean, SD) 33.8 (7.5)

SF-36 Mental summary (mean, SD) 40.5 (11.0)

HAQ-DI (mean, SD) 1.49 (0.6)

FACIT-Fatigue (mean, SD) 28.3 (10.1)
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MDGA (61.9), SJC (11.4) and TJC (14.7) were all indica-
tive of active disease. Similarly, mean baseline HRQoL
scores were indicative of significant disease impact. For
example, SF-36 domain and summary scores were much
lower than normative values observed in the general
population: PCS approximately 2 SDs less, and MCS
scores 1 SD lower [33].
Table 2 presents mean changes in HRQoL and fatigue

scores across groups of patients that differed in ACR-N.
As shown, mean changes in HRQoL and fatigue scores
differed significantly across the four ACR-N groups in the
expected direction. Patients in Group 4 (ACR-N ≥ 70)
reported the largest improvements in scores across all
HRQoL domains and fatigue, followed by Group 3
(ACR-N 50–69), and then Group 2 (ACR-N 20–49),
with little or no change in HRQoL and fatigue scores in
Group 1. SF-36 domains of BP, VT, GH and PCS sum-
mary score and FACIT showed the greatest differences
in mean score changes across the four ACR-N groups as
indicated by the magnitude of F-statistics.
Mean changes in HRQoL, fatigue and physical function
scores differed significantly across the groups of patients
who differed in magnitude of changes in SDAI in the ex-
pected direction (Table 3). Patients grouped according to
an increase in disease activity (SDAI change > +10 points)
showed relatively large decreases in SF-36 and FACIT
scores (worsening) as well as increases in HAQ-DI score
(worsening). Patients categorized as having little or no
meaningful change in disease activity (SDAI change
between +/−10 points) reported relatively small or no
changes in HRQoL, fatigue and physical function. Patients
categorized as having “minor” (SDAI changes from −10
to −21 points) and “major” (SDAI changes −22 points
or more) improvements in disease activity reported
clinically meaningful improvement in HRQoL, fatigue
and physical function. As shown in Table 3, there were
incremental improvements in SF-36, FACIT, and HAQ-
DI scores going from “minor” improvement to “major”
improvements in SDAI. With few exceptions, reported
improvements in SF-36, FACIT, and HAQ-DI scores
nearly doubled for patients in the “major” compared to
the “minor” improvement group. SF-36 domains of BP,
PF, RP, VT, GH, SF and RE as well as PCS scores showed
the greatest differences in mean change scores across
the four SDAI groups as indicated by the magnitude of
the F-statistics. Similarly, FACIT and HAQ-DI showed
very large differences in mean change scores across the
four SDAI groups.
Table 4 presents mean changes in SF-36, FACIT, and

HAQ-DI scores across categories of patients that differed
in the magnitude of change in VAS pain scores, which dif-
fered significantly in the hypothesized direction across the
five categories of change. On average, patients categorized
in the group that reported increases in pain showed a
general worsening in SF-36, FACIT, and HAQ-DI scores.
Mean improvements in SF-36, FACIT, and HAQ-DI in-
creased incrementally with greater reported reductions
in pain. SF-36 domains measuring BP, PF, RP, and VT
showed the greatest differences in mean score changes
across the categories of changes in pain, as did FACIT
and HAQ-DI.
Table 5 presents mean changes in SF-36, FACIT, and

HAQ-DI scores across categories of patients differing in
the magnitude of changes in PtGA scores. Significant
differences in mean changes in scale scores were ob-
served across the 5 categories of PtGA change, with few
exceptions. In general, increased disease activity (increase
in PtGA ≥ +10 points) was associated with mean score
decreases in SF-36, FACIT, and HAQ-DI. In each of the
categories of improvement in PtGA, meaningful changes
in SF-36, FACIT, and HAQ-DI were observed. In most in-
stances, the mean score changes in SF-36, FACIT, and
HAQ-DI improved incrementally with each incremental
improvement in PtGA. SF-36 domains of BP, PF, RP, and



Table 2 Mean changes in HRQoL scores from baseline to study phase completion (week 16) by ACR improvement
categories, all dose groups combined

ACR < 20% (n = 100) ACR 20-49% (n = 49) ACR 50-69% (n = 24) ACR 70% (n = 9) F p-value

PRO Instruments

SF-36

Physical functioning 2.1 (15.6) 8.5 (17.2) 17.9 (18.5) 24.4 (28.4) 9.1 0.0000

Role physical 2.7 (17.3) 12.8 (22.5) 23.9 (23.5) 27.8 (35.2) 10.2 0.0000

Bodily pain 0.4 (14.7) 18.1 (16.6) 24.0 (19.0) 39.1 (13.2) 33.1 0.0000

General health −1.9 (12.7) 4.7 (12.8) 15.9 (13.6) 18.7 (11.3) 17.7 0.0000

Vitality 0.1 (16.1) 9.9 (19.6) 18.5 (21.1) 29.9 (24.8) 13.2 0.0000

Social functioning −1.5 (23.9) 12.8 (21.9) 7.8 (27.0) 29.2 (37.0) 7.0 0.0000

Role emotional −2.1 (22.5) 8.9 (27.2) 13.5 (26.6) 29.6 (27.0) 7.1 0.0000

Mental health −0.2 (15.2) 6.8 (16.5) 9.4 (23.6) 23.9 (23.0) 7.2 0.0000

Physical summary 0.8 (4.9) 4.6 (5.9) 9.3 (6.1) 10.1 (10.3) 20.8 0.0000

Mental summary −1.0 (8.9) 4.0 (9.3) 4.3 (12.9) 13.7 (16.0) 8.1 0.0000

FACIT-Fatigue 0.6 (7.2) 5.7 (7.2) 8.8 (8.0) 11.3 (4.5) 14.9 0.0000
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VT, as well as FACIT and HAQ-DI showed the greatest
differences in mean score changes across the categories of
changes in PtGA.
Mean changes in HRQoL, physical function and fatigue

also differed significantly across the categories of change
in MDGA (Table 6). With few exceptions, patients catego-
rized by physicians as having an increase in disease activity
(change of +10 points) reported worsening in SF-36 and
FACIT scores on average and a slight increase in HAQ-DI
scores (worsening). Meaningful improvements in SF-36,
FACIT and HAQ-DI scores emerged in the category of
improvement representing MDGA changes of −21 to −40
Table 3 Mean changes in HRQoL scores from baseline to stud
SDAI, all dose groups combined

SD

> +10 (n = 4) +10 to −10 (n = 67) −

PRO Instruments

SF-36

Physical functioning −7.5 (40.9) 2.5 (14.3)

Role physical 0.0 (15.3) 1.7 (18.9)

Bodily pain −13.0 (11.2) 0.4 (14.5)

General health −10.0 (17.3) −1.1 (13.5)

Vitality −1.6 (25.2) 0.2 (16.8)

Social functioning −28.1 (21.3) −0.4 (21.4)

Role emotional −14.6 (14.2) −0.4 (22.6)

Mental health −1.3 (7.5) −1.0 (15.2)

Physical summary −3.0 (10.5) 0.8 (4.6)

Mental summary −4.7 (9.6) −0.7 (8.5)

HAQ-DI 0.16 (0.07) −0.04 (0.31)

FACIT-Fatigue −6.8 (5.2) 0.6 (7.2)
points and increased incrementally with the next category
of improvement representing the largest improvement
(< −40 points). SF-36 domains of BP, PF and VT, as well
as FACIT and HAQ-DI, showed the greatest differences
in mean change scores across the categories of change
in MDGA.

Discussion
For the past 15 years, PRO measures of physical func-
tion, HRQoL and fatigue have played an increasingly
prominent role in evaluating the safety and efficacy of
RA treatment. It is well recognized that these measures
y phase completion (week 16) by categories of change in

AI Categories of change

10 to −21 (n = 57) −22 to −57 (n = 53) F p-value

6.5 (16.5) 14.8 (20.2) 5.8 0.0008

9.5 (20.3) 20.5 (24.2) 8.2 0.0000

11.4 (17.0) 23.3 (19.9) 20.6 0.0000

3.1 (13.7) 10.2 (13.8) 8.0 0.0001

5.0 (18.3) 17.5 (20.9) 8.9 0.0000

3.7 (26.0) 16.3 (26.7) 7.3 0.0001

5.1 (26.6) 11.6 (28.2) 3.0 0.0332

5.4 (18.5) 9.4 (20.3) 3.6 0.0156

3.2 (5.4) 7.6 (7.1) 15.5 0.0000

1.9 (10.6) 5.3 (12.1) 3.8 0.0108

−0.25 (0.39) −0.53 (0.52) 15.6 0.0000

3.5 (7.3) 8.3 (7.3) 14.1 0.0000



Table 4 Mean changes in HRQoL scores from baseline to study phase completion (week 16) by categories of change in
pain ratings, all dose groups combined

Categories of change in pain ratings

> +10 (n = 31) +10 to −10 (n = 66) −11 to −20 (n = 37) −21 to −40 (n = 28) < −40 (n = 20) F p-value

PRO Instruments

SF-36

Physical functioning −2.0 (19.6) 1.7 (13.7) 8.9 (19.7) 13.2 (14.4) 20.3 (22.9) 6.1 0.0001

Role physical −1.5 (19.7) 4.5 (18.1) 11.0 (20.1) 19.2 (20.6) 26.3 (30.1) 8.0 0.0000

Bodily pain −7.3 (13.9) 4.0 (13.4) 15.1 (15.0) 20.5 (16.3) 33.9 (22.3) 28.4 0.0000

General health −4.4 (11.0) 0.6 (13.8) 3.6 (12.8) 7.1 (14.6) 17.8 (13.1) 9.8 0.0000

Vitality 0.4 (13.9) −0.3 (15.6) 7.6 (19.4) 12.7 (16.4) 28.8 (27.5) 11.8 0.0000

Social functioning −6.0 (24.8) −0.6 (18.9) 9.8 (17.9) 10.7 (28.6) 24.4 (39.4) 6.4 0.0001

Role emotional −7.8 (18.7) 1.4 (23.6) 5.4 (21.4) 10.0 (29.8) 24.6 (32.2) 5.9 0.0002

Mental health −2.7 (14.6) 2.4 (15.4) 3.5 (17.4) 8.6 (17.2) 15.5 (27.1) 3.9 0.0047

Physical summary −0.3 (6.3) 1.1 (4.8) 4.6 (5.7) 6.6 (5.0) 9.9 (1.8) 15.1 0.0000

Mental summary −2.7 (8.3) 0.3 (8.4) 2.0 (8.3) 3.9 (10.9) 10.4 (17.1) 5.9 0.0002

HAQ-DI 0.08 (0.36) −0.06 (0.33) −0.26 (0.36) −0.46 (0.39) −0.86 (0.51) 21.9 0.0000

FACIT-Fatigue 0.2 (5.7) 0.6 (7.4) 4.2 (5.0) 8.8 (8.2) 10.7 (9.1) 14.0 0.0000
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provide important complimentary information in un-
derstanding the efficacy of treatment beyond traditional
clinical endpoints of ACR, DAS and SDAI responses.
While most evaluations of the efficacy of recently ap-
proved RA treatments present clinical outcomes, addition-
ally citing improvements in physical function, HRQoL and
fatigue [34,35], few have tried to link the two types of
outcomes together to further our understanding of the
patient benefits associated with a response by standard
clinical endpoints for RA. The objective of this study
Table 5 Mean changes in HRQoL scores from baseline to stud
the patient global assessment of disease activity, all dose gro

Categories of change in p

> +10 (n = 27) +10 to −10 (n = 64) −11 to −2

PRO Instruments

SF-36

Physical functioning −0.9 (19.7) 3.2 (14.2) 10.9

Role physical −0.6 (14.8) 9.4 (19.4) 9.3 (

Bodily pain −6.9 (11.4) 4.5 (17.1) 11.7

General health −3.9 (11.9) 0.5 (12.5) 4.4 (

Vitality −3.9 (13.1) 4.4 (17.7) 8.8 (

Social functioning −6.9 (19.4) 2.1 (21.1) 5.6 (

Role emotional −7.1 (16.3) 2.9 (27.3) 7.1 (

Mental health −1.1 (12.4) 3.0 (17.4) 1.4 (

Physical summary −0.6 (5.9) 1.9 (4.7) 4.5

Mental summary −2.7 (6.9) 1.2 (10.2) 1.4 (

HAQ-DI 0.01 (0.31) −0.12 (0.37) −0.32

FACIT-Fatigue −1.1 (6.4) 1.94 (7.5) 5.9
was to link changes in several PROs to improvements in
ACR and SDAI responses. In addition, analyses were de-
signed to determine whether further incremental bene-
fits in PROs including physical function, HRQoL and
fatigue accrue with larger improvements in these clin-
ical endpoints beyond what would be expected as MIDs.
Analyses conducted here went beyond standard cor-

relation analyses to investigate the magnitude of mean
changes in physical function, HRQoL and fatigue scores
associated with various ranges of change in standard
y phase completion (week 16) by categories of change in
ups combined

atient global assessment of disease activity

0 (n = 27) −21 to −40 (n = 41) < −40 (n = 23) F p-value

(19.1) 8.3 (17.3) 18.0 (22.4) 4.2 0.0029

24.1) 6.9 (19.8) 26.1 (30.5) 5.2 0.0006

(17.5) 18.1 (13.6) 29.9 (21.9) 19.9 0.0000

16.9) 5.3 (12.2) 14.4 (16.5) 6.7 0.0001

21.2) 7.2 (18.0) 21.7 (25.7) 6.1 0.0001

34.1) 10.7 (18.9) 16.8 (35.7) 3.6 0.0081

31.2) 4.9 (20.0) 18.8 (27.9) 3.4 0.0101

22.3) 6.7 (16.1) 11.9 (21.5) 2.1 0.0827

(6.0) 4.2 (5.7) 9.4 (8.8) 10.4 0.0000

12.9) 2.9 (8.7) 7.1 (13.3) 2.9 0.0219

(0.4) −0.35 (0.40) −0.64 (0.58) 10.4 0.0000

(7.4) 3.78 (6.3) 10.72 (9.1) 9.8 0.0000



Table 6 Change in physician global assessment of disease activity, all dose groups combined

Categories of change in physician global assessment of disease activity

> +10 (n = 8) +10 to −10 (n = 44) −11 to −20 (n = 33) −21 to −40 (n = 56) < −40 (n = 43) F p-value

PRO Instruments

SF-36

Physical functioning −5.6 (27.9) 1.6 (13.2) 2.7 (12.6) 10.1 (19.5) 14.3 (19.7) 4.8 0.0010

Role physical −8.9 (13.0) 1.8 (17.7) 6.3 (19.4) 11.2 (21.2) 21.0 (25.9) 6.4 0.0001

Bodily pain −6.6 (13.4) −0.8 (15.7) 6.4 (18.8) 14.3 (14.2) 22.2 (22.3) 12.3 0.0000

General health −5.9 (17.2) −1.2 (14.7) 4.2 (12.4) 3.6 (14.6) 8.5 (13.3) 3.4 0.0097

Vitality 0.0 (13.8) −3.1 (18.5) 1.9 (19.7) 7.4 (13.8) 20.7 (22.1) 10.3 0.0000

Social functioning −15.6 (23.8) −3.1 (24.1) 0.0 (22.9) 8.7 (19.9) 16.7 (30.9) 5.7 0.0003

Role emotional −10.4 (25.5) −3.4 (23.7) 1.9 (22.9) 7.7 (24.6) 13.3 (28.9) 3.4 0.0109

Mental health −8.1 (13.1) −4.0 (15.4) 5.0 (16.2) 4.0 (16.7) 14.5 (19.7) 7.6 0.0000

Physical summary −1.8 (8.0) 1.0 (4.9) 1.9 (4.9) 4.5 (5.9) 6.5 (7.8) 6.7 0.0000

Mental summary −4.8 (10.5) -.27 (9.2) 1.1 (8.9) 2.4 (8.6) 7.5 (12.8) 6.5 0.0001

HAQ-DI 0.03 (0.44) 0.05 (0.33) −0.14 (0.36) −0.28 (0.41) −0.54 (0.53) 9.1 0.0000

FACIT-Fatigue −4.7 (5.5) −0.6 (7.8) 2.5 (7.1) 4.1 (6.2) 9.6 (7.2) 14.8 0.0000
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efficacy endpoints in RA RCTs. As expected, mean im-
provements in HAQ-DI, SF-36 and FACIT scores dif-
fered significantly across groups of patients categorized
according to their magnitude of change in each clinical
endpoint investigated. Very good agreement was ob-
served between what was defined as “clinically mean-
ingful” in each of the clinical endpoints and what is
defined as the MID for scales of the SF-36, HAQ-DI,
and FACIT instruments. For example, with few excep-
tions mean changes from baseline in scores across all
SF-36 domains and summary scores and FACIT-Fatigue
scales among patients in the minimal ACR-N response
category (20-49%) met or exceeded MID for these PRO
instruments [36,37]. Likewise, mean changes from base-
line in HAQ-DI, SF-36 and FACIT met MID among pa-
tients with “minor” improvements in SDAI, who were
also included in the category representing the smallest
meaningful change (−11 to −20) in VAS pain and PtGA.
These results mutually validate the cut points estab-
lished as clinically meaningful for clinical and MID for
PROs and highlight that even the smallest benefit ob-
served with treatment in each clinical endpoint is associ-
ated with clinically meaningful improvements in physical
function, HRQoL and fatigue.
Another key finding from these analyses was there was

considerable incremental improvement across all phys-
ical function, HRQoL and fatigue scores associated with
greater levels of improvement in each clinical endpoint
beyond what would be considered of minimal clinical
significance. For example, analyses involving ACR-N
showed that, as patients met higher thresholds of improve-
ment on ACR-N there were incremental improvements
in HRQoL and fatigue. At the first level of meaningful
responses by ACR-N (ACR-N category of 20 to 49%)
mean changes from baseline in all SF-36 domains and
FACIT met established definitions for MID. With few
exceptions, the magnitude of mean changes in SF-36
and FACIT doubled and in some instances tripled at the
next level of ACR-N responses (ACR-N category 50 to 69)
and were of moderate to large effect sizes [38]. Changes of
this magnitude could potentially be considered as really
important differences (RID) [39]. Lastly, at the highest
ACR-N response category (ACR-N ≥ 70) mean changes
from baseline in each SF-36 and FACIT scores increased
further compared to lower thresholds of ACR-N responses
and were all in the range of large effect sizes [38].
A similar pattern of results was observed with analyses

based on SDAI, where HAQ-DI could also be included
as it is not a component of the SDAI. Mean changes in
physical function, HRQoL, and fatigue scores increased
incrementally from no meaningful change to “minimal”
and from “minimal” to “major” improvements by SDAI. In
the “minimal” improvement SDAI category mean changes
in HAQ-DI, SF-36 and FACIT scores exceeded MID, with
a few exceptions, and the magnitude of changes were in
the range of small to moderate effect sizes. Going from
“minimal” to “moderate” improvement categories of SDAI,
changes from baseline in HAQ-DI, SF-36 and FACIT
more than doubled in magnitude and in the “major” im-
provement category of SDAI were in the range of large
effect sizes also considered as ≥ RID.
As expected, significant improvements in physical

function, HRQoL, and fatigue were observed with reduc-
tions in VAS pain scores. With exception of SF-36 MH
domain, mean improvements from baseline exceeded
MID even in subjects reporting the smallest category of
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pain reduction (VAS change of −11 to −20 points). Mean
changes from baseline in HAQ-DI, SF-36 and FACIT were
generally in the small to moderate effect size range at this
category of pain reduction. The magnitude of improve-
ments increased incrementally at the next highest category
of pain reduction (VAS change of −21 to −40 points)
where they were generally in the moderate effect size
range. Finally largest improvements in physical function,
HRQOL and fatigue scores were observed at the highest
category of pain reduction (VAS change of < −40 points),
and were, with few exceptions, in the large effect size
range.
Mean changes in physical function, HRQoL and fatigue

scores differed significantly across the groups of patients
that differed in their level of change defined by PtGA and
MDGA. In general, patients with the greatest improve-
ments in PtGA and MDGA also reported the greatest
improvements in HRQoL, physical function, and fatigue.
However, differences in mean changes from baseline were
not always ordered consistently across categories of im-
provement defined by PtGA. For example, in many in-
stances mean improvements from baseline were either
the same or reversed in order of magnitude between the
two intermediate categories of improvement (−11 to-20
and −21 to-40) indicating there were few discernible
benefits in physical function, HRQoL and fatigue be-
tween the two. Comparing the results observed between
PtGA and MDGA it appeared that larger improvements
in MDGA were required before meaningful changes in
physical function, HRQOL and fatigue were reported.
With few exceptions, mean changes in physical func-
tion, HRQoL and fatigue scores were smaller than the
MID threshold on each scale at the first category of im-
provement (−11 to −20 points) on the physician global
assessment, while most changes in physical function,
HRQoL and fatigue scores met the MID at the first cat-
egory of improvement on the patient global assessment.
While it has been established that a 10 point improve-
ment in MDGA is clinically meaningful the data from
this study suggest that there were no discernible benefits
in physical function, HRQoL and fatigue until a change of
at least −21 points.
The results of this study may be of importance to those

investigators wishing to understand the importance of
change in PROs in treatment studies of RA. Specifically,
the value that the results of this study lends to investiga-
tors using PROs in treatment studies relates to the mag-
nitude of change in PROs that one might expect to
observe as treatment results in a greater response on
clinical outcomes. With newer treatments developed for
RA it has become more commonplace in RA treatment
studies to go beyond the minimal threshold of improve-
ment (ACR20 response criteria) to include evaluations
of treatment efficacy in terms of ACR50 and ACR70
response thresholds. The results of this study provide
potentially useful thresholds of improvement in PROs
that go beyond the threshold of minimal importance
established for these tools.
A limitation of this study concerns the statistical tests

used to assess the statistical significance of differences in
mean PRO score changes across groups of patients dif-
fering in the magnitude of clinical outcomes. Specifically,
in several instances samples sizes were relatively small
resulting in large differences in score variances observed
across groups, which is a violation of an assumption
underlying ANOVA. To address this limitation the ana-
lyses of known groups differences were conducted in
two alternative ways to assess the robustness of the re-
sults determined with ANOVA. First, a non-parametric
test, the Kruskal-Wallis test, was conducted. This test
makes no assumptions of the equality of variances ob-
served across comparison groups. The results of these
analyses were all statistically significant confirming the
results of the ANOVA tests. Second, groups with small
sample sizes were collapsed with an adjacent category
and ANOVA tests were conducted. Results of these ana-
lyses were all statistically significant, too. Since the main
objective of this study was to determine the magnitude
of mean PRO score changes associated with incremental
improvement in clinical outcome measures, the original
analyses were presented despite the violation of the
assumption underlying ANOVA.

Conclusion
In conclusion, the results of this study demonstrated consid-
erable agreement between changes in clinical endpoints
used to evaluate efficacy in RA RCTs and PROs of physical
function, HRQoL and fatigue. Using a known-groups valid-
ation approach [27] to study the relationship between these
two types of outcome measures, these analyses demon-
strated that there was considerable agreement in the thresh-
olds established as clinically meaningful changes in both
types of measures. More importantly, the results demon-
strated that going beyond a threshold of minimal improve-
ment in a clinical endpoint was associated with incremental
improvements in HRQoL, physical function and fatigue
beyond what would be considered to represent MID.

Additional file

Additional file 1: Appendix 16.1.3 - List of Independent Ethics
Committees or Institutional Review Boards.

Abbreviations
ACR: American College of Rheumatology; BP SF-36: Bodily pain scale;
CRP: C-reactive protein; ES: Effect size; FACIT: Functional assessment of
chronic illness therapy; GH SF-36: General health scale; HAQ-DI: Health
Assessment Questionnaire-Disability Index; HRQoL: Health related quality of
life; MCS: Mental component summary scale; MDGA: Physician global

http://www.biomedcentral.com/content/supplementary/1477-7525-12-31-S1.pdf


Strand et al. Health and Quality of Life Outcomes 2014, 12:31 Page 9 of 10
http://www.hqlo.com/content/12/1/31
assessment of disease activity; MH SF-36: Mental health scale; MID: Minimal
important difference; MTX: Methotrexate; PCS SF-36: Physical component
summary scale; PF SF-36: Physical functioning scale; PRO: Patient reported
outcome; PtGA: Patient global assessment of disease activity; RA: Rheumatoid
arthritis; RCT: Randomized control trial; RE SF-36: Role emotional scale;
RID: Really important difference; RP SF-36: Role physical scale; SD: Standard
deviation; SDAI: Simplified disease activity index; SF SF-36: Social functioning
scale; SF-36: Medical Outcomes Study Short-Form 36; TJC: Tender joint count;
VAS: Visual analogue scale; VT SF-36: Vitality scale.

Competing interests
Mr. Gnanasakthy, Dr. Mallya, and Dr. Mpofu are employees of Novartis and
own shares of stock from the company. Dr. Strand and Mr. Kosinski have no
financial interests related to the work presented in this paper.

Authors’ contributions
All authors were involved in the drafting of the article or reviewing it
critically for important intellectual content. In addition, all authors approved
the final draft to be published. Mr. Kosinski had full access to all of the data
in the study and takes responsibility for the integrity of the data and the
accuracy of the data analysis.

Author details
1Stanford University Division of Immunology/Rheumatology, Palo Alto, CA,
USA. 2QualityMetric Incorporated, 24 Albion Road, Lincoln, RI, USA. 3Novartis
Pharmaceuticals Corporation, East Hanover, New Jersey, USA. 4Novartis
Pharma AG, Basel, Switzerland.

Received: 30 July 2013 Accepted: 6 February 2014
Published: 5 March 2014

References
1. Symmons D, Turner G, Webb R, Asten P, Barrett E, Lunt M, Scott D, Silman A:

The prevalence of rheumatoid arthritis in the United Kingdom: new
estimates for a new century. Rheumatology 2002, 41:793–800.

2. Jordan K, Clarke AM, Symmons DP, Fleming D, Porcheret M, Kadam UT, Croft P:
Measuring disease prevalence: a comparison of musculoskeletal disease using
four general practice consultation databases. Br J Gen Pract 2007, 57:7–14.

3. Rodriguez LA, Tolosa LB, Ruigomez A, Johansson S: Rheumatoid arthritis in
UK primary care: incidence and prior morbidity. Scand J Rheumatol 2009,
38:173–177.

4. Ward MM, Javitz HS, Yelin EH: The direct costs of rheumatoid arthritis.
Value Health 2000, 3:243–252.

5. Wolfe F, Michaud K, Choi HK, Williams R: Household income and earnings
losses among 6,396 persons with rheumatoid arthritis. J Rheumatol 2005,
32(10):1875–1883.

6. Kessler RC, Maclean JR, Petukhova M, Sarawate CA, Short L, Li TT, Stang PE: The
effects of rheumatoid arthritis on labor force participation, work performance,
and healthcare costs in two workplace samples. Occup Environ Med 2008,
50:88–98.

7. Ozminkowski R, Burton WN, Goetzel RZ, MacLean R, Wang S: The impact of
rheumatoid arthritis arthritis on medical expenditures, absenteeism, and
short-term disability benefits. J Occup Environ Med 2006, 48:135–148.

8. van Jaarsveld CH, Jacobs JW, Schrijvers AJ, Albada-Kuipers GA, Hofman DM,
Bijlsma JW: Effects of rheumatoid arthritis on employment and social
participation during the first years of disease in The Netherlands.
Br J Rheumatol 1998, 37(8):848–853.

9. Sokka T, Abelson B, Pincus T: Mortality in rheumatoid arthritis” 2008 update.
Clin Exp Rheumatol 2008, 26:S35–S61.

10. Wasserman AM: Diagnosis and treatment of rheumatoid arthritis. Am Fam
Physician 2011, 84(11):1245–1252.

11. Kosinski M, Kujawski SC, Martin R, Wanke LA, Buatti MC, Ware JE Jr, Perfetto EM:
Health-Related Quality of Life in Early Rheumatoid Arthritis: impact of disease
and treatment response. Am J Manage Care 2002, 8(3):231–240.

12. Talamo J, Frater A, Gallivan S, Young A: Use of the Short Form 36 (SF36) for
health status measurement in rheumatoid arthritis. Br J Rheumatol 1997,
36(4):463–469.

13. Suurmeijer TPBM, Waltz M, Moum T, Guillemin F, van Sonderen FLP, Briancon S:
Quality of life profiles in the first years of rheumatoid arthritis: results from
the EURIDISS longitudinal study. Arthritis Rheum 2001, 45:111–121.
14. Saag KG, Teng GG, Patkar NM, Anuntiyo J, Finney C, Curtis JR, Paulus HE,
Mudano A, Pisu M, Elkins-Melton M, Outman R, Allison JJ, Suarez Almazor M,
Bridges SL Jr, Chatham WW, Hochberg M, MacLean C, Mikuls T, Moreland LW,
O'Dell J, Turkiewicz AM, Furst DE, American College of Rheumatology:
American College of Rheumatology 2008 recommendations for the use of
nonbiologic and biologic disease-modifying antirheumatic drugs in
rheumatoid arthritis. Arthritis Rheum 2008, 59(6):762–784.

15. Pincus T, Brooks RH, Callahan LF: Prediction of long term mortality in
patients with rheumatoid arthritis according to simple questionnaire
and joint count measures. Ann Intern Med 1994, 120:26–34.

16. Terry RB, Singh G: Quality of life measures in the treatment of arthritis in
clinical practice. New Standards Arthritis Care 1996, 5(3):2–6.

17. Schiff M, Weaver A, Keystone E, Moreland L, Spencer-Green G: Comparison
of ACR response, numeric ACR, and ACR AUC as measures of clinical
improvement in clinical trials. Arthritis Rheum 1999, 42(Suppl 9):S81.

18. Siegel JN, Zhen B: Use of the American College of Rheumatology N (ACR-N)
Index of Improvement in Rheumatoid Arthritis: Argument in Favor.
Arthritis Rheum 2005, 52(6):1637–1641.

19. Boers M: Use of the American College of Rheumatology N (ACR-N) Index of
Improvement in Rheumatoid Arthritis: Argument in Opposition. Arthritis
Rheum 2005, 52(6):1642. customerservice@eastonsports.com1645customerservice
@eastonsports.comcustomerservice@eastonsports.com.

20. Aletaha D, Ward MM, Machold KP, Nell VPK, Stamm T, Smolen JS: Remission and
active disease in rheumatoid arthritis. Arthritis Rheum 2005, 52(9):2625–2636.

21. Fries J, Spitz P, Young D: The dimensions of health outcomes: the Health
Assessment Questionnaire. J Rheumatol 1982, 9:789–793.

22. Ware JEJ, Sherbourne CD: The MOS 36-item short-form health survey
(SF-36). I. Conceptual framework and item selection. Med Care 1992,
30(6):473–483.

23. Ware JEJ, Kosinski M, Dewey JE: How to Score Version 2 of the SF-36 Health
Survey (Standard & Acute Forms). 2nd edition. QualityMetric Incorporated:
Lincoln, RI; 2000.

24. Webster K, Cella D, Yost K: The Functional Assessment of Chronic Illness
Therapy (FACIT) Measurement System: properties, applications, and
interpretation. Health Qual Life Outcomes 2003, 1:79.

25. Cella DF, Tulsky DS, Gray G, Sarafian B, Linn E, Bonomi A, Silberman M,
Yellen SB, Winicour P, Brannon J: The Functional Assessment of Cancer
Therapy scale: development and validation of the general measure.
J Clin Oncol 1993, 11(3):570–579.

26. Cella D: The Functional Assessment of Cancer Therapy-Anemia (FACT-An)
Scale: a new tool for the assessment of outcomes in cancer anemia and
fatigue. Semin Hematol 1997, 34(3 Suppl 2):13–19.

27. Kerlinger FN: Foundations of behavioral research. New York: Holt, Rinehart
and Winston; 1973.

28. Zatarain E, Strand V: Monitoring disease activity of rheumatoid arthritis in
clinical practice: contributions from clinical trials. Rheumatol 2006,
2(11):611–618.

29. Aletaha D, Smolen J: The simplified disease activity index (SDAI) and the
clinical disease activity index (CDAI): a review of their usefulness and
validity in rheumatoid arthritis. Clin Exp Rheumatol 2005, 23(Suppl. 39):
S100–S108. customerservice@eastonsports.com.

30. Strand V, Mease P, Burmester GR, Nikai E, Coteur G, van Vollenhoven R, Combe B,
Keystone EC, Kavanaugh A: Rapid and sustained improvements in health-related
quality of life, fatigue, and other patient-reported outcomes in rheumatoid
arthritis patients treated with certolizumab pegol plus methotrexate over
1 year: results from the RAPID 1 randomized controlled trial. Arthritis Res Ther
2009, 11(6):R170.

31. Strand V, Boers M, Idzerda L, Kirwan JR, Kvien TK, Tugwell PS, Dougados M: It's
good to feel better but it's better to feel good and even better to feel good
as soon as possible for as long as possible. Response criteria and the
importance of change at OMERACT 10. J Rheumatol 2011, 38(8):1720–1727.

32. Farrar JT, Portenoy RK, Berlin JA, Kinman J, Strom BL: Defining the clinically
important difference in pain outcome measures. Pain 2000, 88:287–294.

33. Ware JE, Kosinski M, Bjorner JB, Turner-Bowker DM, Gandek B, Maruish M:
User's manual for the SF-36v2 Health Survey. 2nd edition. QualityMetric:
Lincoln, RI; 2007.

34. Strand V, Smolen JS, van Vollenhoven RF, Mease P, Burmester G, Hiepe F,
Khanna D, Nikaï E, Coteur G, Schiff M: Certolizumab pegol plus
methotrexate provides broad relief from the burden of rheumatoid
arthritis: analysis of patient reported outcomes from the RAPID 2 trial.
Ann Rheum Disord 2011, 70:996–1002.



Strand et al. Health and Quality of Life Outcomes 2014, 12:31 Page 10 of 10
http://www.hqlo.com/content/12/1/31
35. Strand V, Burmester G, Ogale S, Devenport J, John A, Emery P:
Improvements in health-related quality of life after treatment with
tocilizumab in patients with rheumatoid arthritis refractory to tumor ne-
crosis factor inhibitors: results from a 24-week randomized controlled
RADIATE study. Rheumatol 2012: . doi:10.1093/rheumatology/kes131.

36. Ware JE Jr, Kosinski M, Bjorner JB, Turner-Bowker DM, Gandek B, Maruish
ME: User's Manual for the SF-36v2 Health Survey. 2nd Edition ed. QualityMetric
Incorporated: Lincoln, RI; 2007.

37. Cella D, Yount S, Sorensen M, Chartash E, Sengupta N, Grober J: Validation
of the Functional Assessment of Chronic Illness Therapy Fatigue Scale
relative to other instrumentation in patients with rheumatoid arthritis.
J Rheumatol 2005, 32(5):811–819.

38. Cohen J: Statistical power for the behavioral sciences. 1988.
39. Wolfe F, Michaud K, Strand V: Expanding the definition of clinical

differences: From minimally clinically important differences to really
important differences. Analyses in 8931 patients with rheumatoid
arthritis. J Rheumatol 2005, 23:583–589.

doi:10.1186/1477-7525-12-31
Cite this article as: Strand et al.: Secukinumab treatment in rheumatoid
arthritis is associated with incremental benefit in the clinical outcomes
and HRQoL improvements that exceed minimally important thresholds.
Health and Quality of Life Outcomes 2014 12:31.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Method
	Results
	Conclusion

	Background
	Methods
	Study population
	Clinical endpoints
	Physical function
	Health related quality of life
	Fatigue
	Statistical analyses

	Results
	Discussion
	Conclusion
	Additional file
	Abbreviations
	Competing interests
	Authors’ contributions
	Author details
	References

