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willing to accept increased treatment risks to achieve 
improved physical function and disease control. These 
attributes are helpful to clinicians to make informed treat-
ment choices.
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Treatment options · Discrete choice experiment · Benefit-
risk

Introduction

Rheumatoid arthritis (RA) is a long-term, debilitating 
autoimmune disease that occurs in 0.5–1.0% of the adult 
population [1]. It is characterized by joint inflamma-
tion (swelling and pain) and the erosion of cartilage and 
bones, which lead to deformity [2]. Symptoms of active 
RA include tender or swollen joints, reduction of physical 
function, fatigue, lack of energy, and muscle and joint pain. 
Traditional treatment options include glucocorticoids, non-
steroidal anti-inflammatory drugs (NSAIDs) and disease-
modifying antirheumatic drugs (DMARDs) such as metho-
trexate [3].

A major advance in the treatment of RA occurred with 
the development of biologic agents. The first biologic 
agents approved for the treatment of RA were tumor necro-
sis factor (TNF)-α inhibitors, including adalimumab, cer-
tolizumab pegol, etanercept, golimumab, and infliximab. 
Over the past few years, biologic agents with different 
targets have been approved, including interleukin inhibi-
tors (anakinra and tocilizumab), T cell co-stimulation 
modulators (abatacept), CD20 inhibitors (rituximab), and 
small molecules including janus kinase (JAK) inhibitors 
(tofacitinib).

Abstract  Given the increasing number of available treat-
ments for rheumatoid arthritis (RA) with varying efficacy 
and safety profiles, it is critical to understand the level of 
trade-offs that patients are willing to make between ben-
efits and risks. Adult patients with moderate to severe RA 
were invited to participate in a discrete choice experiment 
that solicited their preferences for hypothetical RA treat-
ments. Each participant was presented with 14 choice 
cards asking about their preference between two hypo-
thetical RA treatments with varying levels of efficacy, 
adverse events, and process-related attributes. A multi-
variable logistic regression model assessed the association 
between the attributes and the patient’s decision and risk-
increases were calculated. 510 eligible patients with mod-
erate to severe RA completed the study. The average age 
of the participants was 56.4  years, 64.7% were female, 
and 45.1% received biologic agents. To achieve a 50% 
improvement in physical function, patients were will-
ing to accept risk-increases of 91.1, 4.7, and 18.4% for 
abnormal laboratory results, cancer, and serious infection, 
respectively. Similarly, to achieve a 50% reduction in RA-
related pain, patients were willing to accept risk-increases 
of 70.6, 3.7, and 14.2% for each AE. Moreover, patients 
were willing to trade risk-increases of 42.0, 2.2, and 8.5% 
for each AE to obtain a 50% reduction in the number of 
swollen joints. Patients with moderate to severe RA are 
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Studies have shown that biologic therapies control 
inflammation, minimize joint damage, and preserve physi-
cal function when compared against traditional DMARDs 
[4, 5]. The 2015 American College of Rheumatology 
(ACR) guidelines for the treatment of RA recommend 
biologic agents for patients with moderate or high disease 
activity despite treatment with DMARD monotherapy [3]. 
Real-world evidence suggests that patients who cycled 
fewer conventional DMARDs before switching to a bio-
logic therapy experience a lower economic burden than 
those who cycled more conventional DMARDs [6]. In 
addition, TNF-α inhibitors were shown to be associated 
with better efficacy and less frequent healthcare resource 
use compared with other biologic agents in the treatment 
of RA [7–10].

While biologic agents are proven effective for the treat-
ment of RA, the US Food and Drug Administration (FDA) 
has issued black-box warnings for several of the treatments, 
indicating that these agents may lead to severe adverse 
events such as serious infections and malignancies [11–18]. 
However, the incidence rates of these severe adverse events 
are low, and it is unknown what benefit-risk thresholds RA 
patients are willing to accept in potential efficacy gains 
compared to the potential risks of adverse events in the US. 
Additionally, biologic treatments are administered via sub-
cutaneous injection or intravenous infusion, which may be 
less convenient for patients and have been shown to influ-
ence patient decision-making [19]. Data from the COR-
RONA registry study show an average time of over 4 years 
from patient initiation of a conventional DMARD to initia-
tion of biologic therapy [20], which suggests that patients 
may delay biologic initiation for the treatment of RA.

Due to the increasing number of RA treatments and their 
varied efficacy and safety profiles, patient preferences for dif-
ferent profiles of treatment options play an increasingly impor-
tant role in the clinical decision-making process. It is crucial to 
understand preferences from the patient perspective because 
studies have shown discrepancies in patients’ and physicians’ 
health perceptions [21] and opinions from potential treatment 
recipients should also be valued during the disease journey. 
Therefore, it is important to understand how treatment attrib-
utes affect patient preferences for RA treatments and the level 
of trade-offs patients are willing to make between potential 
benefits and risks. The objectives of this study were to quan-
tify the thresholds of benefit-risk trade-offs that patients are 
willing to accept in the treatment of RA in the US.

Methods

A discrete choice experiment was conducted among 
patients with moderate to severe RA. Discrete choice 
experiments are a rigorous method for eliciting preferences. 

This method assumes that any product or service can be 
described by a number of attributes and that the extent to 
which an individual values a product or service depends on 
the level of those features. It allows for the estimation of 
the relative importance of different attributes and the trade-
offs between those attributes. This method is considered 
valuable for patient-centered evaluations of health products 
and services [22, 23].

Patients with RA from an existing patient panel were 
invited to participate in this study. Eligible participants 
were required to be at least 18  years of age at the time 
of the survey, have a confirmed diagnosis of moderate to 
severe RA for at least 6 months, and be willing to partici-
pate in the study. This study was exempted from a full eth-
ics review by the New England Institutional Review Board.

Identification of treatment attributes and levels

Nine attributes associated with RA treatments were selected 
based on a targeted literature review in combination with 
expert opinion. These attributes describe efficacy, safety, 
and process-related measures associated with RA treat-
ment. The efficacy attributes include (1) reduction in the 
number of swollen joints, (2) reduction in RA-related pain, 
and (3) improvement in physical function. The safety attrib-
utes include (1) risk of having abnormal laboratory results 
(including abnormal liver function tests [such as increased 
levels of alanine transaminase or aspartate transaminase] or 
abnormal blood counts [such as neutropenia, leukopenia, 
or thrombocytopenia]), (2) risk of malignancies (includ-
ing skin cancers, lymphoma, breast cancer, and colon can-
cer), and (3) risk of serious infection (including tuberculo-
sis, pneumonia, and sepsis). The process-related attributes 
include (1) route of administration (oral, intravenous infu-
sion, or subcutaneous injection), (2) dose frequency (daily, 
biweekly, or monthly), and (3) out-of-pocket treatment cost 
per month. The levels of each attribute were selected based 
on their observed ranges in the literature for different RA 
treatments such that they reflected the realistic conundrum 
that patients were facing for treatment selection and were 
distinguishable enough from each other for patients to 
make a meaningful choice [24–36]. Table 1 presents the list 
of attributes and their levels included in the study.

Experimental design

Hypothetical treatment profiles were generated with 
random combinations for the levels of each treatment 
attribute. With three four-level attributes and six three-
level attributes (46,656 possible combinations), a full 
factorial design was not feasible. A smaller orthogonal 
design with 144 pairs of treatment profiles was adopted 
in the study. Each pair of treatment profiles composed 
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one choice card. The experimental design guarantees an 
optimal combination of attribute levels with the high-
est statistical efficiency [37]. To make the questionnaire 

manageable, the 144 choice card pairs were randomly 
grouped into 16 versions of questionnaires. Each ver-
sion had nine choice cards per design. In addition, four 

Table 1   Choice card attributes and levels for RA treatments

RA rheumatoid arthritis, DMARDs disease-modifying anti-rheumatic drugs

Attribute levels for efficacy and safety measures were determined based on clinical trial results for both biologic and non-biologic DMARDs 
for RA. The number of levels for each attribute was determined based on the range of possibilities seen in the literature and are not meant to be 
compared across attributes
a  Abnormal laboratory results include elevated liver function tests (elevated alanine transaminase or aspartate transaminase) and hematological 
tests (neutropenia, leukopenia, and/or thrombocytopenia)
b  Cancers include skin cancers, breast cancer, lymphoma, and colon cancer, among others
c  Serious infections include tuberculosis, pneumonia, and sepsis, among others

Attributes Level 1 Level 2 Level 3 Level 4

Reduction in the number of swollen joints No reduction 25% reduction 50% reduction 75% reduction

Reduction in pain No reduction 25% reduction 50% reduction 75% reduction

Improvement in physical function No improvement 20% improvement 40% improvement 60% improvement

Abnormal laboratory resultsa 10% 20% 30% –

Cancerb 0% 1% 2% –

Serious infectionc 0% 2% 4% –

Route of administration Oral Subcutaneous injection Intravenous infusion –

Dose frequency Daily Every two weeks Monthly –

Out-of-pocket cost per month $0 $50 $100 –

Fig. 1   Example choice card 
used in the study
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extra choice cards were randomly included in each ques-
tionnaire to test the internal validity of the responses. 
Each participant was presented with a randomly selected 
version of questionnaire. Figure  1 presents an example 
choice card used in the study.

Participants and survey process

Participants were recruited from the Harris Panel (owned 
by Nielsen Opinion Quest), which consists of individu-
als who had voluntarily registered and agreed to regularly 
complete research surveys on a variety of topics. Adult RA 
patients were randomly selected to participate in the sur-
vey based on pre-registered medical history information. 
These patients received invitations to participate in the sur-
vey by Nielsen Opinion Quest, a well-established market 
research firm. The survey started with a brief introduction 
of the study and asked the respondents whether they would 
like to participate in the study. In the case of non-response, 
reminders were sent to individuals to increase the overall 
response rate. If patients gave consent to take the survey, 
they would proceed to the main survey and were screened 
for eligibility. Eligible participants were first presented with 
a tutorial that explained the study process and the treatment 
attributes involved. An example choice card was shown to 
each participant. Patients were then presented a randomly 
selected version of questionnaire from the 16 versions gen-
erated from the experimental design. The participants were 
asked to select the preferred treatment profile from each 
choice card presented to them. Moreover, the survey also 
collected basic demographic information and RA-related 
medical history of the participants. No personally identifi-
able data were collected in the survey and the identities of 
the participants are anonymous to the researchers of this 
study.

It has been recommended that the sample size of the 
discrete choice experiment should include at least 300 
respondents, and when planning to study subgroups the 
sample size should comprise of at least 200 respondents 
per group [38]. Therefore, a sample of 500 respondents was 
planned for this study to allow for subgroup analyses of 
patients who had not received any biologic agents for the 
treatment of RA. This strategy has been endorsed by the 
Good Research Practices for Conjoint Analysis Task Force 
of the International Society for Pharmacoeconomics and 
Outcomes Research (ISPOR) [39].

Statistical methods

Baseline characteristics were summarized for all eligi-
ble participants. Furthermore, patient preferences for the 
RA treatment features were assessed using a multivari-
able logistic regression model by regressing the patient’s 

choice decision on the level of change in RA treatment 
features between the two treatment profiles of a choice 
card. Coefficients obtained from this regression analysis 
indicated the relative importance of attributes in deter-
mining patient preferences, and the associated p values 
showed whether these features affected patients’ decisions 
in a statistically significant manner. Odds ratios were calcu-
lated based on the regression coefficients from the logistic 
regression model. An odds ratio greater than one indicates 
that patients prefer a profile with this level of a particular 
attribute, while an odds ratio less than one indicates that 
patients prefer a profile without this level of a particular 
attribute. Benefit-risk thresholds were presented as will-
ingness to trade (WTT) and were calculated as the abso-
lute value of the ratio between the regression coefficient of 
one efficacy measure and the regression coefficient of one 
adverse event. The WTT indicates how much risk-increase 
of an adverse event an average RA patient is willing to 
accept to gain an increase in efficacy. Patient preferences 
were further expressed as willingness to pay (WTP) and 
were calculated as the absolute value of the ratio between 
the regression coefficient of an attribute and the regression 
coefficient of out-of-pocket treatment cost. The WTP indi-
cates how much money per month an average RA patient 
is willing to pay to achieve higher efficacy or avoid higher 
risk of adverse events. Subgroup analysis was conducted 
among patients who had not received any biologic agents 
for the treatment of RA. All analyses were conducted in 
SAS version 9.4 (SAS Institute, Cary, NC, USA).

Results

Patient characteristics

Out of 859 patients who responded to the survey invita-
tion, 510 patients from all census regions in the US met the 
eligibility criteria and completed the survey for a 59.4% 
completion rate. Table 2 presents the characteristics of the 
respondents. The respondents were 56.4 years old on aver-
age, and approximately two-thirds were female. A major-
ity of the respondents (77.3%) had education beyond high 
school, and 38.4% of the sample was employed at the time 
of the survey. A total of 62.4% of respondents reported 
being in excellent, very good, or good health, and 43.1% 
of patients had RA for more than 10  years. Approxi-
mately 12% of patients had severe RA. In terms of treat-
ment experience, 45.1% respondents had used prior bio-
logic DMARDs, with the most common being etanercept 
(22.4%) and adalimumab (21.8%). 48.2% respondents had 
used non-biologic DMARDs, with the most common being 
methotrexate (39.6%) and hydroxychloroquine (24.3%). In 



1427Rheumatol Int (2017) 37:1423–1434	

1 3

Table 2   Baseline 
characteristics of RA patients

All patients (N = 510) Biologic-naïve (N = 280)

Demographics

Age (years), mean (SD) 56.4 (13.8) 58.6 (13.3)

Female, n (%) 330 (64.7%) 180 (64.3%)

Years of school completed, n (%)

 Less than high school 8 (1.6%) 7 (2.5%)

 Completed high school 99 (19.4%) 62 (22.1%)

 Some college 122 (23.9%) 66 (23.6%)

 Associate’s degree 80 (15.7%) 42 (15.0%)

 Bachelor’s degree or higher 192 (37.6%) 99 (35.4%)

 Other 9 (1.8%) 4 (1.4%)

Employment status, n (%)

 Employed 196 (38.4%) 89 (31.8%)

 Unemployed 40 (7.8%) 28 (10.0%)

 Retired 204 (40.0%) 126 (45.0%)

 Student 8 (1.6%) 6 (2.1%)

 Homemaker 41 (8.0%) 18 (6.4%)

 Other 21 (4.1%) 13 (4.6%)

Income level, n (%)a

 Missing 81 (15.9%) 51 (18.2%)

 Not missing 429 (84.1%) 229 (81.8%)

 Less than $35,000 120 (28.0%) 76 (33.2%)

 $35,000 to $74,999 164 (38.2%) 84 (36.7%)

 $75,000 to $149,999 122 (28.4%) 60 (26.2%)

 $150,000 or above 23 (5.4%) 9 (3.9%)

Disease characteristics

Current health, n (%)

 Excellent 12 (2.4%) 7 (2.5%)

 Very good 96 (18.8%) 46 (16.4%)

 Good 210 (41.2%) 112 (40.0%)

 Fair 152 (29.8%) 93 (33.2%)

 Poor 40 (7.8%) 22 (7.9%)

Time since RA diagnosis, n (%)

 Less than 5 years 192 (37.6%) 106 (37.9%)

 5 to less than 10 years 98 (19.2%) 52 (18.6%)

 10 to less than 20 years 117 (22.9%) 66 (23.6%)

 More than 20 years 103 ( (20.2%) 56 (20.0%)

RA disease severity, n (%)

 Moderate 250 (49.0%) 161 (57.5%)

 Moderate to severe 200 (39.2%) 93 (33.2%)

 Severe 60 (11.8%) 26 (9.3%)

Medications used for RA, n (%)

 Biologic DMARDs 230 (45.1%) –

  Adalimumab 111 (21.8%) –

  Etanercept 114 (22.4%) –

  Infliximab 52 (10.2%) –

  Tocilizumab 18 (3.5%) –

  Abatacept 38 (7.5%) –

  Rituximab 25 (4.9%) –

  Golimumab 9 (1.8%) –

  Tofacitinib 20 (3.9%) –
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Table 2   continued All patients (N = 510) Biologic-naïve (N = 280)

  Certolizumab 10 (2.0%) –

 Non-biologic DMARDs 246 (48.2%) 105 (37.5%)

  Methotrexate 202 (39.6%) 72 (25.7%)

  Leflunomide 37 (7.3%) 9 (3.2%)

  Sulfasalazine 51 (10.0%) 11 (3.9%)

  Azathioprine 14 (2.7%) 3 (1.1%)

  Hydroxychloroquine 124 (24.3%) 55 (19.6%)

  Any DMARDs 335 (65.7%) 105 (37.5%)

  Fewer than 2 DMARDsb 139 (41.5%) 70 (66.7%)

  2 DMARDs or moreb 196 (58.5%) 35 (33.3%)

  Fewer than 3 DMARDsb 218 (65.1%) 95 (90.5%)

  3 DMARDs or moreb 117 (34.9%) 10 (9.5%)

 Received treatment, but did not remember name 57 (11.2%) 49 (17.5%)

 Otherc 101 (19.8%) 80 (28.6%)

 None 63 (12.4%) 63 (22.5%)

RA rheumatoid arthritis, SD standard deviation, DMARDs disease-modifying anti-rheumatic drugs, NSAIDs 
non-steroidal anti-inflammatory drugs
a  Percentages were calculated out of respondents whose income information was available
b  Percentages are calculated out of respondents who had any DMARDs
c  The most frequently used other drugs included NSAIDs, narcotic pain medications, and steroids

Fig. 2   Importance of treatment 
attributes to patients with RA. a 
Overall RA patients; b biologic-
naive RA patients
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addition, 58.5% of respondents had previously used two or 
more different biologic or non-biologic DMARDs.

Patient preferences

Figure 2 presents the odds ratios for each treatment attribute 
obtained from the logistic regression model. For all efficacy 
measures (50% reduction in the number of swollen joints, 
50% reduction in RA-related pain, and 50% improvement 
in physical function), the odds ratios were greater than 
one, indicating that patients preferred treatments with these 
attributes (all p values <0.01). Physical function affected 
patients’ preference for treatments the most (OR 4.03 for 
50% improvement), followed by RA-related pain (OR 
2.95 for a 50% reduction) and number of swollen joints 
(OR 1.90 for a 50% reduction). Patients also preferred oral 
treatments to intravenous infusion, subcutaneous injection 
to intravenous infusion, and oral to subcutaneous injec-
tion (all p values <0.01). They also favored treatments with 
lower dosing frequencies, including monthly dosing over 
daily dosing, every two weeks over daily, and monthly 
over every two weeks (all p values <0.01). Patients avoided 

treatments with higher risks of adverse events—increased 
risk of cancer affected patients’ avoidance of treatment the 
most (OR 0.74 for a 1% increase, p value <0.01), followed 
by serious infections (OR 0.93 for a 1% increase, p value 
<0.01).

Figure  3 presents patients’ thresholds of benefit-
risk trade-off. Patients were most willing to trade off to 
achieve a 50% improvement in physical function, as they 
were willing to accept risk-increases of 91.1% in abnor-
mal laboratory results, 18.4% in serious infection, and 
4.7% in cancer. In comparison, to achieve a 50% reduc-
tion in RA-related pain, patients were willing to accept 
risk-increases of 70.6% in abnormal laboratory results, 
14.2% in serious infection, and 3.7% in cancer. Patients 
were slightly less willing to trade off to achieve a 50% 
reduction in swollen joints, as they were willing to accept 
risk-increases of 42.0% in abnormal laboratory results, 
8.5% in serious infection, and 2.2% in cancer.

Table 3 presents patients’ willingness to pay for each 
of the treatment attributes. Among efficacy measures, 
patients placed the highest value on improvement in 
physical function (willing to pay $190 per month for a 

Fig. 3   Thresholds of benefit-
risk trade-off of patients with 
RA. a Overall RA patients; b 
biologic-naive RA patients
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50% increase), followed by reduction in RA-related pain 
($149 per month for a 50% decrease), which is consist-
ent with the benefit-risk thresholds. Patients also valued 
the convenience of a treatment and were willing to pay 
high amounts for oral treatment instead of intravenous 
infusion ($113 per month) and monthly dosing instead of 
daily ($72 per month).

Subgroup analysis

A subgroup analysis was conducted among biologic-naïve 
patients (n  =  280). The baseline characteristics were 
largely consistent with the overall sample (Table  2). The 
average age of the naïve subgroup was 58.6 years, 64.3% 
were female, and 43.6% had RA for more than 10 years. 
Biologic-naïve patients were slightly less severe than the 
overall sample—9.3% had severe RA (vs. 11.8% in the 
overall sample), and 81.1% reported being in excellent, 
very good, or good health (vs. 62.4% in the overall sample).

The subgroup results were largely consistent with the 
results in the overall sample (Figs. 2, 3); the benefit-risk 
thresholds were slightly lower among biologic-naïve 
patients. Physical function affected their preference for 
treatments the most (OR  3.91 for 50% improvement, p 
value <0.05), followed by RA-related pain (OR 2.84 for 
a 50% reduction, p value <0.05) and number of swollen 

joints (OR 1.75 for a 50% reduction, p value <0.05). 
Among adverse events, increased risk of cancer affected 
biologic-naïve patients’ avoidance of treatment the most 
(OR 0.69 for a 1% increase, p value <0.05), followed by 
serious infections (OR 0.92 for a 1% increase, p value 
<0.05), consistent with the overall sample. Among effi-
cacy measures, the biologic-naïve patients placed the 
highest value on improvement in physical function (will-
ing to pay $170 per month for a 50% increase), followed 
by reduction in RA-related pain ($130 per month for a 
50% decrease), which is consistent with the benefit-risk 
thresholds for the overall sample (Table 3).

Data validity

In the entire sample, 93.9% of the responses passed 
validity tests—2.2% of respondents failed test–retest 
validity, meaning they did not consistently respond to 
two choice cards with the same pair of profiles, but in dif-
ferent orders; 5.5% failed transitivity validity, meaning 
they did not consistently respond when presented with 
three choice cards of an apparent ranking of superiority/
inferiority. The failure rates in this study are below what 
was reported in the literature. Based on recommendations 
from previous discrete choice experiment research, these 

Table 3   Marginal willingness to pay for features of RA treatment

RA rheumatoid arthritis
a  Willingness to pay was calculated using formula −(βattribute/βout-of-pocket cost). The number indicates how much money per month an average RA 
patient is willing to pay to achieve or avoid an attribute

Willingness to pay (monthly out-of-pocket cost)a

All patients (N = 510) Biologic-naïve (N = 280)

Efficacy measures

50% reduction in the number of swollen joints $87.57 $69.57

50% reduction in RA-related pain $147.36 $130.29

50% improvement in physical function $190.12 $170.26

Adverse events

1% decrease in abnormal laboratory results $2.09 $2.49

1% decrease in cancer $40.23 $46.15

1% decrease in serious infection $10.35 $10.99

Process-related measures

Route of administration

 To get oral instead of intravenous infusion $113.47 $120.39

 To get subcutaneous injection instead of intravenous infusion $71.70 $67.19

 To get oral instead of subcutaneous injection $41.77 $53.20

Dose frequency

 To get monthly instead of daily $71.85 $58.78

 To get every two weeks instead of daily $51.42 $39.12

 To get monthly instead of every two weeks $20.42 $19.66
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responses that did not pass the validity tests were not 
excluded from the analysis [40].

Discussion

The ACR guidelines recommend biologic treatments 
to RA patients with moderate to high disease activity 
after failing an initial conventional synthetic DMARD 
[3]. While biologic DMARDs are able to bring signifi-
cant clinical benefits, these drugs are associated with 
risks of adverse events including serious infections and 
malignancies. These potential adverse events may pre-
vent physicians from prescribing the clinically beneficial 
biologic DMARDs to patients, albeit the actual willing-
ness of patients to accept these slightly increased risks to 
get better efficacy is uncertain. Since treatment decision 
is a mutual agreement between physicians and patients, 
it is important to understand if patients would accept 
increased risk of adverse events against efficacy benefits. 
As the time a physician has with a patient may be limited, 
attributes that are the most meaningful to a patient will 
be important for physician awareness during this limited 
time to improve conversations around treatment options 
that may result in improved acceptance by the patient.

The results from our study suggested that patients 
were willing to accept increased risk of adverse events 
including abnormal laboratory results, serious infec-
tion, and cancer for improved efficacy (reduction in the 
number of swollen joints, reduction in RA-related pain, 
and improvement in physical function). Among the 
three adverse events investigated, cancer risk is the most 
impactful attribute that the patients try to avoid when 
making decisions on treatment selection. Nonetheless, 
patients are still willing to accept 2–4% increased risk 
of cancer to obtain better physical function and disease 
control. For other risks including abnormal laboratory 
results and serious infection, patients showed higher 
benefit-risk thresholds than for cancer, ranging from 42 
to 91 and 9 to 18%, respectively.

Discrete choice experiments are a rigorous method 
for eliciting preferences and quantifying benefit risk 
thresholds. They have recently been applied to healthcare 
research and are considered valuable for patient-centered 
evaluations of health products and services [22, 23]. Dis-
crete choice experiments generate and rank hypothetical 
product profiles mimicking real-world use of drugs, and 
allow patient preferences for both the individual treat-
ment features and the overall treatment profiles to be 
elicited.

A number of studies have used discrete choice experi-
ments to evaluate patient preferences for treatments 
in various disease areas, including RA [19, 41–48]. 

Previous discrete choice experiments in RA have found 
that patients expressed strong preference for improved 
efficacy and avoidance of adverse events; oral treatments 
and treatments with lower frequency of administration 
were valued [19, 41, 43, 45–47]. One study also recog-
nized a higher willingness to pay for a treatment with 
improved efficacy and more convenient features [19]. 
The results of the current study corroborate the existing 
literature on patient preferences in RA treatments [19, 
41, 43, 45–47].

While there are a number of studies that evaluated 
patients’ preference for RA treatments, few have estab-
lished the thresholds of benefit-risk. Thresholds of benefit-
risk from a patient-based survey can clearly inform phy-
sicians and decisions makers of the degrees of trade-offs 
that patients are willing to accept. One Canadian study 
has identified a threshold of 15% increase in major symp-
tom improvement for possible increased risk of cancer and 
small risk of serious infection. However, the precise level 
of the increased risk of cancer and serious infection was not 
evaluated [45]. To our knowledge, the current study was 
the first US study to assess the thresholds of benefit-risk 
in the treatment of RA. The thresholds identified from the 
current study can help physicians better communicate risks 
and benefits in clinical practice to improve patient accept-
ance of recommended treatments. For instance, patients 
were willing to accept up to 18.4% increased risk of seri-
ous infection for increased efficacy, while the rate of seri-
ous infection in one pivotal trial of adalimumab was only 
2.3% [24]. Similarly, patients are willing to accept up to 
4.7% increased risk of cancer for increased efficacy, but the 
reported rates of malignancies for adalimumab are below 
1% [24]. This study can help physicians better identify how 
patients value the benefits of treatment compared to the 
risks.

The current study also separately evaluated the thresh-
olds of benefit-risk of RA treatments of biologic-naïve 
patients. Compared to the overall population, biologic-
naïve patients were less willing to accept increased risk of 
adverse events to achieve greater efficacy. A potential rea-
son is that the patients with less severe RA have more treat-
ments still available to them and hope to achieve efficacy 
results without experiencing adverse events. In addition, 
biologic-experienced patients already have drug exposure 
and familiarity with benefit and risks and may be more 
willing to accept additional risks.

The current study evaluated preferences from the patient 
perspective. Since preferences of patients may differ from 
those of physicians, understanding what is truly important 
in patients’ opinions in terms of risk and benefit of a treat-
ment helps physicians come up with a treatment plan that is 
tailored toward patients’ needs. The Outcome Measures in 
Rheumatology (OMERACT) group endorsed the necessity 
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to have treatment of RA target on patient-relevant out-
comes and has been working toward incorporating more 
patients’ opinions in RA outcome measures [49]. One study 
that compared patients’ and physicians’ perceptions of RA 
disease activities found that pain was the most important 
determinant for patients while for physicians it was mostly 
joint swelling. The results of the current study showed 
a consistent story that patients preferred treatments that 
could relieve pain more than those that could mitigate joint 
swelling [50].

The current study has some limitations. First, even 
though the data for this study came from a patient popula-
tion from all census regions in the US, the use of a panel-
based survey may present a generalizability issue. The 
panel population may not be completely representative 
of the broader RA population. In addition, other factors 
could potentially affect a respondent’s preference, such 
as cultural or socioeconomic differences. These effects 
were not evaluated in the current study. However, because 
this is a randomized experiment, the cultural or socioeco-
nomic differences are not likely to confound the results 
of the benefit-risk measures. Second, to be considerate of 
the response burden, only a limited number of features 
that were considered most impactful were included in 
the study. Some features of interest were not included in 
the product profiles, such as other adverse events. Future 
studies are encouraged to investigate the impact of differ-
ent features of RA treatment on preference and thresholds 
of benefit-risk.

In conclusion, efficacy, safety, and process-related 
features significantly affect patient preferences in RA 
treatment. Patients with moderate to severe RA are will-
ing to accept increased risks of adverse events to achieve 
improved physical function and disease control. The cur-
rent study findings can help physicians and decision mak-
ers customize patient-oriented treatment plans and facili-
tate physician–patient conversations around treatments 
to improve patient acceptance of recommended treatment 
plans.

Acknowledgements  The authors would like to thank Cheryl Q. 
Xiang and Giuliana Zaccardelli from Analysis Group for significant 
contribution towards medical writing and analytical support. Finan-
cial support for these services was provided by AbbVie.

Compliance with ethical standards 

Conflict of interest  Dr. M. Elaine Husni has served as a consultant to 
AbbVie and on advisory boards for AbbVie, Bristol-Meyers Squibb, 
Genentech, Novartis, Pfizer, and Janssen. Keith A. Betts and Yan Song 
have served as consultants to AbbVie. Jenny Griffith and Arijit Ganguli 
are employees of AbbVie and may own company stock.

Research involving human participants and or animals  All pro-
cedures performed in studies involving human participants were 

in accordance with the ethical standards of the institutional and/or 
national research committee and with the 1964 Helsinki declaration 
and its later amendments or comparable ethical standards.

Informed consent  Informed consent was obtained from all individual 
participants included in the study.

Funding statement  Design, conduct, and financial support for the 
study were provided by AbbVie. AbbVie participated in the interpreta-
tion of data, review, and approval of the abstract. All authors contrib-
uted to the development of the publication and maintained control over 
the final content.

References

	 1.	 Helmick CG, Felson DT, Lawrence RC, Gabriel S, Hirsch R, 
Kwoh CK, Liang MH, Kremers HM, Mayes MD, Merkel PA, 
Pillemer SR, Reveille JD, Stone JH, National Arthritis Data W 
(2008) Estimates of the prevalence of arthritis and other rheu-
matic conditions in the United States. Part I. Arthritis Rheum 
58(1):15–25. doi:10.1002/art.23177

	 2.	 Venables PJW (2016) Diagnosis and differential diagnosis of 
rheumatoid arthritis. UpToDate. Accessed July 14 2016

	 3.	 Singh JA, Saag KG, Bridges SL, Akl EA, Bannuru RR, Sulli-
van MC, Vaysbrot E, McNaughton C, Osani M, Shmerling RH 
(2016) 2015 American College of Rheumatology guideline 
for the treatment of rheumatoid arthritis. Arthritis Rheumatol 
68(1):1–26

	 4.	 van Vollenhoven RF, Cifaldi MA, Ray S, Chen N, Weisman MH 
(2010) Improvement in work place and household productivity 
for patients with early rheumatoid arthritis treated with adali-
mumab plus methotrexate: work outcomes and their correla-
tions with clinical and radiographic measures from a randomized 
controlled trial companion study. Arthritis Care Res (Hoboken) 
62(2):226–234. doi:10.1002/acr.20072

	 5.	 Taylor PC, Feldmann M (2009) Anti-TNF biologic agents: still 
the therapy of choice for rheumatoid arthritis. Nat Rev Rheuma-
tol 5(10):578–582. doi:10.1038/nrrheum.2009.181

	 6.	 Betts KA, Griffith J, Ganguli A, Li N, Douglas K, Wu EQ (2016) 
Economic burden and treatment patterns of cycling between 
conventional synthetic disease-modifying antirheumatic drugs 
among biologic-treated patients with rheumatoid arthritis. Clin 
Ther 38(5):1205–1216. doi:10.1016/j.clinthera.2016.03.013

	 7.	 Colombel JF, Sandborn WJ, Panaccione R, Robinson AM, Lau 
W, Li J, Cardoso AT (2009) Adalimumab safety in global clini-
cal trials of patients with Crohn’s disease. Inflamm Bowel Dis 
15(9):1308–1319. doi:10.1002/ibd.20956

	 8.	 Dommasch ED, Abuabara K, Shin DB, Nguyen J, Troxel AB, 
Gelfand JM (2011) The risk of infection and malignancy with 
tumor necrosis factor antagonists in adults with psoriatic disease: 
a systematic review and meta-analysis of randomized controlled 
trials. J Am Acad Dermatol 64(6):1035–1050. doi:10.1016/j.
jaad.2010.09.734

	 9.	 Schiff MH, Burmester GR, Kent JD, Pangan AL, Kupper H, 
Fitzpatrick SB, Donovan C (2006) Safety analyses of adali-
mumab (HUMIRA) in global clinical trials and US postmar-
keting surveillance of patients with rheumatoid arthritis. Ann 
Rheum Dis 65(7):889–894. doi:10.1136/ard.2005.043166

	10.	 Zhou ZY, Griffith J, Du EX, Chin D, Betts KA, Ganguli A 
(2016) Economic burden of switching to a non-tumor necrosis 
factor inhibitor versus a tumor necrosis factor inhibitor biologic 

http://dx.doi.org/10.1002/art.23177
http://dx.doi.org/10.1002/acr.20072
http://dx.doi.org/10.1038/nrrheum.2009.181
http://dx.doi.org/10.1016/j.clinthera.2016.03.013
http://dx.doi.org/10.1002/ibd.20956
http://dx.doi.org/10.1016/j.jaad.2010.09.734
http://dx.doi.org/10.1016/j.jaad.2010.09.734
http://dx.doi.org/10.1136/ard.2005.043166


1433Rheumatol Int (2017) 37:1423–1434	

1 3

therapy among patients with rheumatoid arthritis. Adv Ther 
33(5):807–823. doi:10.1007/s12325-016-0318-5

	11.	 HUMIRA (adalimumab) injection, for subcutaneous use. (2014) 
Food and Drug Administration. Accessed 19 Sept 2016

	12.	 CIMZIA (certolizumab pegol) for injection, for subcutaneous 
use (2013) Food and Drug Administration. Accessed 19 Sep 
2016

	13.	 SIMPONI (golimumab) injection, for subcutaneous use (2014) 
Food and Drug Administration. Accessed 19 Sep 2016

	14.	 SIMPONI ARIA (golimumab) injection, for intravenous use 
(2014) Food and Drug Administration. Accessed 19 Sep 2016

	15.	 ENBREL (etanercept) solution for subcutaneous use (2015) 
Food and Drug Administration. Accessed 19 Sep 2016

	16.	 REMICADE (infliximab) lyophilized concentrate for injec-
tion, for intravenous use (2015) Food and Drug Administration. 
Accessed 19 Sep 2016

	17.	 ACTEMRA (tocilizumab) injection, for intravenous use (2015) 
Food and Drug Administration. Accessed 19 Sep 2016

	18.	 RITUXAN (rituximab) injection, for intravenous use (2015) 
Food and Drug Administration. Accessed 19 Sep 2016

	19.	 Augustovski F, Beratarrechea A, Irazola V, Rubinstein F, Teso-
lin P, Gonzalez J, Lencina V, Scolnik M, Waimann C, Navarta 
D, Citera G, Soriano ER (2013) Patient preferences for biologic 
agents in rheumatoid arthritis: a discrete-choice experiment. 
Value Health 16(2):385–393. doi:10.1016/j.jval.2012.11.007

	20.	 Harrold LR GJ, Bao Y, Grant S, Kremer JM, Reed G, Florenti-
nus S, Karki C, Lacerda AP, Ganguli A (2014) Time to biologic 
therapy driven by rheumatoid arthritis disease activity and sever-
ity. In: Annual European congress of rheumatology, Paris

	21.	 Suarez-Almazor ME, Conner-Spady B, Kendall CJ, Russell AS, 
Skeith K (2001) Lack of congruence in the ratings of patients’ 
health status by patients and their physicians. Med Decis Mak 
21(2):113–121

	22.	 Ryan M (2004) Discrete choice experiments in health care. BMJ 
328(7436):360–361. doi:10.1136/bmj.328.7436.360

	23.	 Ryan M, Gerard K, Amaya-Amaya M (2008) Using discrete 
choice experiments to value health and health care. The Econom-
ics of Non-Market Goods and Resources vol 11. Springer, Neth-
erlands. doi:10.1007/978-1-4020-5753-3

	24.	 van de Putte LB, Atkins C, Malaise M, Sany J, Russell AS, van 
Riel PL, Settas L, Bijlsma JW, Todesco S, Dougados M, Nash P, 
Emery P, Walter N, Kaul M, Fischkoff S, Kupper H (2004) Effi-
cacy and safety of adalimumab as monotherapy in patients with 
rheumatoid arthritis for whom previous disease modifying anti-
rheumatic drug treatment has failed. Ann Rheum Dis 63(5):508–
516. doi:10.1136/ard.2003.013052

	25.	 Fleischmann R, Vencovsky J, van Vollenhoven RF, Borenstein 
D, Box J, Coteur G, Goel N, Brezinschek HP, Innes A, Strand 
V (2009) Efficacy and safety of certolizumab pegol monother-
apy every 4  weeks in patients with rheumatoid arthritis failing 
previous disease-modifying antirheumatic therapy: the FAST-
4WARD study. Ann Rheum Dis 68(6):805–811. doi:10.1136/
ard.2008.099291

	26.	 Klareskog L, van der Heijde D, de Jager JP, Gough A, Kalden J, 
Malaise M, Martin Mola E, Pavelka K, Sany J, Settas L, Wajdula 
J, Pedersen R, Fatenejad S, Sanda M, Investigators Ts (2004) 
Therapeutic effect of the combination of etanercept and metho-
trexate compared with each treatment alone in patients with rheu-
matoid arthritis: double-blind randomised controlled trial. Lancet 
363(9410):675–681. doi:10.1016/S0140-6736(04)15640-7

	27.	 Emery P, Fleischmann RM, Moreland LW, Hsia EC, Strusberg 
I, Durez P, Nash P, Amante EJ, Churchill M, Park W, Pons-
Estel BA, Doyle MK, Visvanathan S, Xu W, Rahman MU 
(2009) Golimumab, a human anti-tumor necrosis factor alpha 
monoclonal antibody, injected subcutaneously every four 
weeks in methotrexate-naive patients with active rheumatoid 

arthritis: twenty-four-week results of a phase III, multicenter, 
randomized, double-blind, placebo-controlled study of goli-
mumab before methotrexate as first-line therapy for early-
onset rheumatoid arthritis. Arthritis Rheum 60(8):2272–2283. 
doi:10.1002/art.24638

	28.	 St Clair EW, van der Heijde DM, Smolen JS, Maini RN, 
Bathon JM, Emery P, Keystone E, Schiff M, Kalden JR, Wang 
B, Dewoody K, Weiss R, Baker D, Active-Controlled Study of 
Patients Receiving Infliximab for the Treatment of Rheumatoid 
Arthritis of Early Onset Study G (2004) Combination of inflix-
imab and methotrexate therapy for early rheumatoid arthritis: 
a randomized, controlled trial. Arthritis Rheum 50(11):3432–
3443. doi:10.1002/art.20568

	29.	 Kremer JM, Genant HK, Moreland LW, Russell AS, Emery P, 
Abud-Mendoza C, Szechinski J, Li T, Ge Z, Becker JC, Wes-
thovens R (2006) Effects of abatacept in patients with meth-
otrexate-resistant active rheumatoid arthritis: a randomized 
trial. Ann Intern Med 144(12):865–876

	30.	 Fleischmann RM, Schechtman J, Bennett R, Handel ML, Bur-
mester GR, Tesser J, Modafferi D, Poulakos J, Sun G (2003) 
Anakinra, a recombinant human interleukin-1 receptor antago-
nist (r-metHuIL-1ra), in patients with rheumatoid arthritis: 
a large, international, multicenter, placebo-controlled trial. 
Arthritis Rheum 48(4):927–934. doi:10.1002/art.10870

	31.	 Cohen S, Hurd E, Cush J, Schiff M, Weinblatt ME, Moreland 
LW, Kremer J, Bear MB, Rich WJ, McCabe D (2002) Treat-
ment of rheumatoid arthritis with anakinra, a recombinant 
human interleukin-1 receptor antagonist, in combination with 
methotrexate: results of a twenty-four-week, multicenter, 
randomized, double-blind, placebo-controlled trial. Arthritis 
Rheum 46(3):614–624. doi:10.1002/art.10141

	32.	 Burmester GR, Rubbert-Roth A, Cantagrel A, Hall S, Leszczynski 
P, Feldman D, Rangaraj MJ, Roane G, Ludivico C, Lu P, Rowell 
L, Bao M, Mysler EF (2014) A randomised, double-blind, parallel-
group study of the safety and efficacy of subcutaneous tocilizumab 
versus intravenous tocilizumab in combination with traditional 
disease-modifying antirheumatic drugs in patients with moderate 
to severe rheumatoid arthritis (SUMMACTA study). Ann Rheum 
Dis 73(1):69–74. doi:10.1136/annrheumdis-2013-203523

	33.	 Fleischmann R, Kremer J, Cush J, Schulze-Koops H, Con-
nell CA, Bradley JD, Gruben D, Wallenstein GV, Zwillich SH, 
Kanik KS, Investigators OS (2012) Placebo-controlled trial of 
tofacitinib monotherapy in rheumatoid arthritis. N Engl J Med 
367(6):495–507. doi:10.1056/NEJMoa1109071

	34.	 Smolen JS, Kay J, Doyle MK, Landewe R, Matteson EL, 
Wollenhaupt J, Gaylis N, Murphy FT, Neal JS, Zhou Y, Vis-
vanathan S, Hsia EC, Rahman MU, Investigators G-As (2009) 
Golimumab in patients with active rheumatoid arthritis after 
treatment with tumour necrosis factor alpha inhibitors (GO-
AFTER study): a multicentre, randomised, double-blind, pla-
cebo-controlled, phase III trial. Lancet 374(9685):210–221. 
doi:10.1016/S0140-6736(09)60506-7

	35.	 Cohen SB, Emery P, Greenwald MW, Dougados M, Furie 
RA, Genovese MC, Keystone EC, Loveless JE, Burmester 
GR, Cravets MW, Hessey EW, Shaw T, Totoritis MC, Group 
RT (2006) Rituximab for rheumatoid arthritis refractory to 
anti-tumor necrosis factor therapy: results of a multicenter, 
randomized, double-blind, placebo-controlled, phase III trial 
evaluating primary efficacy and safety at twenty-four weeks. 
Arthritis Rheum 54(9):2793–2806. doi:10.1002/art.22025

	36.	 Moreland LW, Schiff MH, Baumgartner SW, Tindall EA, Fleis-
chmann RM, Bulpitt KJ, Weaver AL, Keystone EC, Furst DE, 
Mease PJ, Ruderman EM, Horwitz DA, Arkfeld DG, Garrison 
L, Burge DJ, Blosch CM, Lange ML, McDonnell ND, Wein-
blatt ME (1999) Etanercept therapy in rheumatoid arthritis. A 
randomized, controlled trial. Ann Intern Med 130(6):478–486

http://dx.doi.org/10.1007/s12325-016-0318-5
http://dx.doi.org/10.1016/j.jval.2012.11.007
http://dx.doi.org/10.1136/bmj.328.7436.360
http://dx.doi.org/10.1007/978-1-4020-5753-3
http://dx.doi.org/10.1136/ard.2003.013052
http://dx.doi.org/10.1136/ard.2008.099291
http://dx.doi.org/10.1136/ard.2008.099291
http://dx.doi.org/10.1016/S0140-6736(04)15640-7
http://dx.doi.org/10.1002/art.24638
http://dx.doi.org/10.1002/art.20568
http://dx.doi.org/10.1002/art.10870
http://dx.doi.org/10.1002/art.10141
http://dx.doi.org/10.1136/annrheumdis-2013-203523
http://dx.doi.org/10.1056/NEJMoa1109071
http://dx.doi.org/10.1016/S0140-6736(09)60506-7
http://dx.doi.org/10.1002/art.22025


1434	 Rheumatol Int (2017) 37:1423–1434

1 3

	37.	 Reed Johnson F, Lancsar E, Marshall D, Kilambi V, Muhlbacher 
A, Regier DA, Bresnahan BW, Kanninen B, Bridges JF (2013) 
Constructing experimental designs for discrete-choice experi-
ments: report of the ISPOR Conjoint Analysis Experimental 
Design Good Research Practices Task Force. Value Health 
16(1):3–13. doi:10.1016/j.jval.2012.08.2223

	38.	 Orne B (2010) Getting started with conjoint analysis: strategies 
for product design and pricing research, 2nd edn. Research Pub-
lishers, Madison

	39.	 Bridges JF, Hauber AB, Marshall D, Lloyd A, Prosser LA, 
Regier DA, Johnson FR, Mauskopf J (2011) Conjoint analysis 
applications in health—a checklist: a report of the ISPOR Good 
Research Practices for Conjoint Analysis Task Force. Value 
Health 14(4):403–413. doi:10.1016/j.jval.2010.11.013

	40.	 Lancsar E, Louviere J (2006) Deleting ‘irrational’ responses 
from discrete choice experiments: a case of investigating or 
imposing preferences? Health Econ 15(8):797–811. doi:10.1002/
hec.1104

	41.	 Bolge SC, Goren A, Brown D, Ginsberg S, Allen I (2016) Open-
ness to and preference for attributes of biologic therapy prior to 
initiation among patients with rheumatoid arthritis: patient and 
rheumatologist perspectives and implications for decision mak-
ing. Patient Prefer Adherence 10:1079–1090. doi:10.2147/PPA.
S107790

	42.	 Burnett HF, Regier DA, Feldman BM, Miller FA, Ungar WJ 
(2012) Parents’ preferences for drug treatments in juvenile idi-
opathic arthritis: a discrete choice experiment. Arthritis Care Res 
(Hoboken) 64(9):1382–1391. doi:10.1002/acr.21698

	43.	 Harrison M, Marra C, Shojania K, Bansback N (2015) Societal 
preferences for rheumatoid arthritis treatments: evidence from a 
discrete choice experiment. Rheumatol (Oxf) 54(10):1816–1825. 
doi:10.1093/rheumatology/kev113

	44.	 Hauber AB, Arden NK, Mohamed AF, Johnson FR, Peloso PM, 
Watson DJ, Mavros P, Gammaitoni A, Sen SS, Taylor SD (2013) 
A discrete-choice experiment of United Kingdom patients’ will-
ingness to risk adverse events for improved function and pain 
control in osteoarthritis. Osteoarthritis Cartilage 21(2):289–297. 
doi:10.1016/j.joca.2012.11.007

	45.	 Hazlewood SG, Bombardier C, Tomlinson G, Thorne C, Bykerk 
PV, Thompson A, Tin D, Marshall AD (2016) Treatment pref-
erences of patients with early rheumatoid arthritis: a discrete-
choice experiment. Rheumatol (Oxf) 55(11):1959–1968

	46.	 Louder AM, Singh A, Saverno K, Cappelleri JC, Aten AJ, 
Koenig AS, Pasquale MK (2016) Patient preferences regarding 
rheumatoid arthritis therapies: a conjoint analysis. Am Health 
Drug Benefits 9(2):84–93

	47.	 Nolla JM, Rodriguez M, Martin-Mola E, Raya E, Ibero I, Nocea 
G, Aragon B, Lizan L, Prades M (2016) Patients’ and rheuma-
tologists’ preferences for the attributes of biological agents used 
in the treatment of rheumatic diseases in Spain. Patient Prefer 
Adherence 10:1101–1113. doi:10.2147/PPA.S106311

	48.	 Seston EM, Ashcroft DM, Griffiths CE (2007) Balancing the 
benefits and risks of drug treatment: a stated-preference, discrete 
choice experiment with patients with psoriasis. Arch Dermatol 
143(9):1175–1179. doi:10.1001/archderm.143.9.1175

	49.	 van Tuyl LH, Sadlonova M, Davis B, Flurey C, Goel N, Hewl-
ett SE, Hill CL, Hoogland W, Kirwan JR, van Schaardenburg D 
(2016) Remission in rheumatoid arthritis: working toward incor-
poration of the patient perspective at OMERACT 12. J Rheuma-
tol 43(1):203–207

	50.	 Studenic P, Radner H, Smolen JS, Aletaha D (2012) Dis-
crepancies between patients and physicians in their percep-
tions of rheumatoid arthritis disease activity. Arthritis Rheum 
64(9):2814–2823

http://dx.doi.org/10.1016/j.jval.2012.08.2223
http://dx.doi.org/10.1016/j.jval.2010.11.013
http://dx.doi.org/10.1002/hec.1104
http://dx.doi.org/10.1002/hec.1104
http://dx.doi.org/10.2147/PPA.S107790
http://dx.doi.org/10.2147/PPA.S107790
http://dx.doi.org/10.1002/acr.21698
http://dx.doi.org/10.1093/rheumatology/kev113
http://dx.doi.org/10.1016/j.joca.2012.11.007
http://dx.doi.org/10.2147/PPA.S106311
http://dx.doi.org/10.1001/archderm.143.9.1175

	Benefit-risk trade-offs for treatment decisions in moderate-to-severe rheumatoid arthritis: focus on the patient perspective
	Abstract 
	Introduction
	Methods
	Identification of treatment attributes and levels
	Experimental design
	Participants and survey process
	Statistical methods

	Results
	Patient characteristics
	Patient preferences
	Subgroup analysis
	Data validity

	Discussion
	Acknowledgements 
	References




