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The 32-item Motor Function Measure (MFM32) is an assessment of motor function used to evaluate fine and gross motor ability in patients with neuromuscular disorders, including spinal muscular atrophy (SMA). Reliability and validity of the MFM32 have been documented in individuals with SMA. Through semi-structured qualitative interviews (N = 40) and an online survey in eight countries (N = 217) with individuals with Types 2 and 3 SMA aged 2–59 years old and caregivers, the meaning of changes on a patient-friendly version of the MFM32 was explored. In an independent analysis of clinical trial data, anchor- and distribution-based analyses were conducted in a sample of individuals with Type 2 and non-ambulant Type 3 SMA to estimate patient-centered quantitative MFM32 meaningful change thresholds. The results from this study demonstrate that, based on patient and caregiver insights, maintaining functional ability as assessed by a patient-friendly version of the MFM32 is an important outcome. Quantitative analyses using multiple anchors (median age range of 5–8 years old across anchor groups) indicated that an ~3-point improvement in MFM32 total score represents meaningful change at the individual patient level. Overall, the qualitative and quantitative findings from this study support the importance of examining a range of meaningful change thresholds on the MFM32 including ≥0 points change reflecting stabilization or improvement and ≥3 points change reflecting a higher threshold of improvement. Future research is needed to explore quantitative differences in meaningful change on the MFM32 based on age and functional subgroups.
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INTRODUCTION

Spinal muscular atrophy (SMA) is a rare, autosomal, recessive neuromuscular disease characterized by slow, progressive muscle weakness and atrophy of the skeletal muscles. The phenotypic spectrum is classically divided into four subtypes (1–4 [most severe to least severe]) based on age of onset and the maximum motor milestone achieved (1). However, this classification is evolving to focus on milestone achievement (non-sitters, sitters, walkers) (2). When focusing on individuals with Types 2 and 3 SMA, symptom presentation in individuals with Type 2 SMA occurs between ages 7–18 months and after 18 months of age for individuals with Type 3 SMA (1). Types 2 and 3 SMA are more heterogeneous and less severe than Type 1 SMA, in which untreated babies are unable to sit (3). Some individuals with Type 3 SMA are able to stand and walk independently, although these abilities may be lost as the disease progresses (3, 4). Individuals with Types 2 and 3 SMA commonly also have scoliosis and contractures that impact motor abilities (5, 6).

Due to the different clinical presentations of SMA symptoms across the population, numerous clinical outcome assessments (COAs) have been developed to capture the full range of symptom presentations and primarily focus on assessing change in motor function (7). The 32-item Motor Function Measure (MFM32) is a clinician-reported outcome (ClinRO) used to evaluate fine and gross motor ability in individuals with neuromuscular disorders, including SMA (8). The MFM32 was developed by clinical experts to assess important motor constructs across a range of functional abilities through items associated with standing and transfers (e.g., walking and standing up from sitting), proximal and axial function (e.g., rolling, sitting) and distal motor function (e.g., finger dexterity, hand function).

The MFM32 is validated for use in individuals with neuromuscular disorders, including those with Types 2 and 3 SMA (8, 9) and has been found to be better targeted to weaker patients with a more progressed disease (7). Although the MFM32 has demonstrated acceptable reliability, validity and responsiveness (10), there remains an important need to further understand meaningful change on the scale from a patient-centered perspective using both qualitative and quantitative methods.

The US Food and Drug Administration Patient Focused Drug Development (PFDD) Guidance 3 Discussion Document (11) emphasizes the importance of establishing meaningful change on COAs at the individual patient level, rather than focusing on the clinical meaningfulness of between-group-level differences which do not provide insights into the level of change an individual has experienced. Institute for Quality and Efficiency in Health Care (IQWiG) General Methods guidance in Germany (12) also refer to the importance of assessing clinical meaningfulness at the individual patient-level. Anchor-based estimates that use a patient-centered external criterion to assess the level of meaningful change an individual has experienced are preferred, with distribution-based estimates providing supportive evidence of change beyond a degree of measurement error. Approaches that complement these quantitative analyses, such as qualitative insights from patients and caregivers, are increasingly endorsed in order to provide context to what a change on a ClinRO means for the target population (13, 14).

In this work, we describe a comprehensive effort to provide a patient-centered evaluation of meaningful change at the individual patient-level on the MFM32 through both qualitative and quantitative methodologies (Figure 1). The first component consisted of qualitative semi-structured interviews (Part 1), which were supplemented by an online survey (Part 2). In an independent quantitative analysis (Part 3), we utilized data from SUNFISH Part 2 (NCT02908685), a randomized, double-blind, placebo-controlled clinical trial, to conduct exploratory post-hoc anchor- and distribution-based analyses to estimate thresholds for meaningful change from a patient-centered perspective.
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FIGURE 1. Study design. MFM32, 32-item Motor Function Measure; ADLs, activities of daily living; CGI-C, Clinical Global Impression of Change; RULM, Revised Upper Limb Module; SMAIS-ULM CG, SMA Independence Scale Upper Limb Module Caregiver report; EQ-5D-5L CG, EuroQoL 5D-5L Caregiver report. This figure was adapted from Duong et al. (15).




METHODS

In the validated version of the MFM32, the scoring of each item uses a 4-point Likert scale (0–3), with higher scores associated with better motor function abilities (8). The 32 scores are summed and then transformed onto a 0–100 scale to yield a total score expressed as the percentage of the maximum possible score; the lower the total score, the more severe the impairment. For the purpose of the qualitative interviews and online survey, a self-reported, patient-friendly version of the MFM32 items, developed in collaboration with members of the MFM group and patient advocacy groups, was completed by patients/caregivers to provide an approximate understanding of the individual's current level of motor function ability. The patient-friendly version of the MFM32 was created to reduce clinical terminology whilst ensuring that the emphasis on the specific ability being assessed was maintained. This was done to ensure patient understanding of the concepts assessed. An overview of the patient-friendly MFM32 measure used in the interviews (maintaining 0–3 point scale) and the survey (reducing to can/cannot do responses) has been previously described (15). Supplementary Table 1 includes a comparison of the patient-friendly MFM32 items used in the qualitative interviews and online survey and the MFM32 clinical items used in the quantitative analysis.


Part 1. Qualitative Interviews Using a Patient-Friendly Version of the MFM32 Assessment

In-depth, semi-structured qualitative telephone/WebEx interviews were conducted with individuals with Type 2 SMA and ambulant (i.e., able to walk unassisted for 10 meters or more) and non-ambulant (i.e., unable to walk unassisted for 10 meters or more) Type 3 SMA and their caregivers (ambulatory status was self-assessed). In brief, eligible individuals with SMA were required to be aged 12–60 years old and caregivers had to be 18 years old or above and care for an individual aged 2–60 years old. Additional eligibility criteria are described in the Supplementary Methods section. Telephone interviews lasting between 60 [n = 15 who took part in an activities of daily living (ADL) interview described in (15)] to 75 min (n = 25 new participants) were conducted with individuals with SMA or caregivers of individuals with SMA from the USA. During the interview, participants were asked questions at an item and total score level. At the item level, in order to focus the discussion, the last three items where the participant scored a 2 (able to perform the ability/movement but with some help, slowly, without complete control or can't hold it for long), 1 (start the ability/movement but unable to finish it), and 0 (unable to start an ability or movement) were identified. The participants were then asked to discuss what it would mean to improve from their current level of functioning, and what impact this change might have on their ability to perform ADL. Participants were also asked to reflect on improving, remaining stable (i.e., maintaining current level of function) and declining on the patient-friendly MFM32 total score over a 1-year period.

The meaningful change interviews were conducted between February 2020 and May 2020. Interviews were audio recorded and transcribed verbatim. Data were subjected to thematic analysis, a process by which researchers review interview transcripts to identify, analyze and interpret patterns (or “themes”) within qualitative data by assigning “codes,” which was facilitated using ATLAS.Ti software (16). The study was approved by Copernicus Group IRB (20192527) and written informed consent was obtained from participants aged ≥18 years old and written informed consent was provided by caregivers for individuals aged 12–17 years old prior to the interviews, as well as obtaining assent from adolescents. Participants were reimbursed for their time in line with US fair market value for interview research. Interviews were conducted by experienced qualitative researchers.



Part 2. Online Survey Using a Patient-Friendly Version of the MFM32 Assessment

The online survey was conducted following feedback from the patient advocacy groups involved in this project regarding the importance of the inclusion of additional countries outside the US. The same eligibility criteria used in the qualitative interview study were applied for the online survey. Participants completed questions from the online survey relating to the MFM32 items relationship to ADL (15) and secondly relating to meaningful change. Questions included the importance of maintaining a similar level of functioning over a 1-year period, improving on the abilities currently able to perform (i.e., responded “can do”) and improving on a selection of abilities currently unable to perform (i.e., first three items where participant responded “cannot do”) based on the patient-friendly MFM32.

The online survey was completed by participants between January to April 2020. It was conducted following market research principles and hence did not receive ethical approval but was consistent with British Healthcare Business Intelligence Association Adverse Event Reporting in Market Research as well as General Data Protection Regulation guidelines and guidelines set by ESOMAR and EphrMRA for all European research. In addition, data checks (e.g., avoidance of duplicate participants) were in place to ensure data integrity. A tick box indicating consent to participate was included in the survey prior to completion. Assent was provided by caregivers prior to survey completion for individuals aged <18 years old. Upon completion of the survey, participants were reimbursed for their time in line with geographical fair market value rates for survey research which was not linked to the patient or caregiver survey responses.



Part 3. Quantitative Analyses Using the Validated MFM32 Assessment

Analyses were performed using MFM32 data from Part 2 (up to 52 weeks) of the SUNFISH clinical trial (N = 180 target sample). The SUNFISH study is a multicenter, randomized, double-blind, placebo-controlled, Phase 2/3 study to assess the safety, tolerability, pharmacokinetics, pharmacodynamics, and efficacy of risdiplam in a broad adult and pediatric population aged 2–25 years old with Type 2 and non-ambulant Type 3 SMA, including patients with contractures and scoliosis. Refer to Mercuri et al. (17) for methods and results of the SUNFISH Part 2 clinical trial. For this research, the risdiplam and placebo 52-week data from SUNFISH Part 2 were pooled as the aim of this analysis was to define a meaningful score change on the MFM32 for future research rather than to evaluate treatment efficacy (18, 19). The analyses were conducted as post-hoc exploratory analyses. Thresholds for meaningful individual patient-level change were estimated based on methods recommended in the FDA Patient-Reported Outcomes guidance (2009) (20) and PFDD Guidance 3 Discussion Document (2018) (11). In line with this guidance, anchor-based estimates were the primary approach, while distribution-based estimates were considered supportive.


Anchor-Based Methods

Anchor-based methods use an external criterion of known relevance to define individuals who have experienced a meaningful change in their condition (11). In line with industry guidance, a variety of anchors were evaluated based on their relevance to patients and suitability as an anchor according to their correlation with the MFM32 (21). Typically correlations between the anchor and target measure should ideally exceed 0.30 to support interpretation (21). However, it is acknowledged that the clinical relevance of the anchor is also a key consideration and >0.50 has been deemed a very high correlation, >0.40 a high correlation, >0.21 a moderate correlation and ≤0.20 a weak correlation (22). Further evaluation of anchor suitability was explored through empirical cumulative distribution function (CDF) plots (11) to ensure that the anchor groups adequately discriminated between individuals improving and worsening on the MFM32. Two clinical anchors assessing overall health status and motor function [the Clinical Global Impression of Change (CGI-C) scale and the Revised Upper Limb Module (RULM)] and two caregiver anchors assessing everyday activities [SMA Independence Scale Upper Limb Module (SMAIS-ULM) caregiver report and EuroQol 5D-5L (EQ-5D-5L) caregiver report, a self-care item assessing the caregiver's perspective of the individual's ability to wash and dress] were identified for the analysis. The anchors are further described in Table 1.


Table 1. Spearman's rank correlation coefficient correlations between the MFM32 and target anchor.
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In line with Copay et al. (18) and Howells et al. (26), individual patient improvement meaningful change estimates (also called within-patient estimates) were determined. The least squares (LS) mean change in the MFM32 total score was derived from a repeated measures model by identifying patients who had experienced the following level of change from baseline to Week 52 on each of the target anchors individually:

• Improvement (i.e., combined minimally, much and very much improved groups) on the CGI-C.

• Improvement on the RULM defined as ≥2 and ≥3 points in RULM total score (27, 28).

• Improvement on the SMAIS-ULM reported by caregivers defined as ≥3 points in 22-item upper limb total score (24).

• Improvement on the EQ-5D-5L self-care item reported by caregivers defined as improved by ≥1 point.

LS mean change scores of the MFM32 over 52 weeks corresponding to the pre-specified anchor levels were estimated using the change in MFM32 as the dependent variable and the change in anchor measure (i.e., CGI-C, RULM, SMAIS-ULM caregiver report and EQ-5D-5L caregiver report self-care item) as a categorical predictor, with age category (2–5, 6–11, and 12–25 years old), SMA type (Type 2 and non-ambulant Type 3), years of disease duration, study visit, study treatment arm and baseline MFM32 as covariates. The LS means were extracted for the improved level of the anchor variable from a repeated measures model.



Distribution-Based Methods

Distribution-based methods assess the distribution of scores on the target measure at a single time point to classify the size of meaningful change considered to have occurred beyond a degree of measurement error, rather than the statistical or clinical significance of that change. In addition to the anchor-based methods described, ± 1 standard error of measurement (SEM) on the MFM32 ([image: image]) at baseline using Cronbach's alpha (29) to estimate reliability was conducted. The value of 1 SEM has previously been found to correspond to anchor-based meaningful change results (30). Furthermore, 0.5 standard deviation (SD) and 0.2 SD on the MFM32 at baseline were evaluated to approximate a moderate and small effect size, respectively (18).



Triangulation

Final meaningful change estimates were selected using triangulation (i.e., integrating qualitative and quantitative insights in order to propose a range of estimates) (31). The triangulation approach involves researchers collectively evaluating all the estimates generated across the different methods and selecting the respective range of values for the MFM32 where there is convergence. The most consideration was given to estimates generated from qualitative studies and anchor-based analyses as these are tied to the patient/clinical perspective, with distribution-based estimates considered as exploratory.





RESULTS


Part 1. Qualitative Interview Results Using a Patient-Friendly Version of the MFM32 Assessment

Twenty-eight individuals with SMA and 12 caregivers were interviewed in total (see Table 2) and no individual/caregiver dyads were recruited (i.e., each response pertained to unique individuals). The mean age of individuals (including individuals with SMA who were reported on by caregivers) was 19.7 years (range 3–45 years) and 68% were female. Forty-eight percent of individuals had Type 2 SMA, while the remaining population included both individuals with ambulant Type 3 (30%) and non-ambulant Type 3 (23%) SMA. The majority (90%) of individuals were taking nusinersen (SPINRAZA®) treatment at the time of interview, all of whom were in the maintenance dosing phase of nusinersen treatment.


Table 2. Interview and online survey sample demographic characteristics.
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The mean age of caregivers was 42.5 years (range 31–57 years) and 100% were female. The majority (92%) of caregivers provided care for one individual with SMA and all caregivers were the parent or legal guardian of the individual. On average caregivers self-reported providing 86.2 h (range 5–168 h) per week of care, though this varied depending on SMA type, with caregivers of individuals with Type 2 on average spending more time providing care when compared with caregivers of individuals with Type 3 SMA.

The importance of a single-point improvement at the item level on the patient-friendly version of the MFM32 was discussed 287 times across the 40 interviews. The improvement was considered important to the individual with SMA in most instances (244 out of the 287 times this was discussed, 85%), regardless of whether the participant scored 0, 1 or 2 on the item. At the item level 70% of participants (n = 28/40) indicated that small improvements on multiple items would be preferable, because of the potential incremental gains across different abilities. Twenty percent of participants (n = 8/40) indicated a preference for larger improvements on a single item, due to the fact the change may be more noticeable. The remaining 10% of participants (n = 4/40) did not have a preference for smaller vs. larger changes. In terms of deterioration, the sample was divided with regards to a preference for a smaller deterioration on several items (53%, n = 21/40) vs. a larger deterioration on a single item (45%, n = 18/40). The remaining participant's preference (3%, n = 1/40) was unclear.

The importance of maintenance, improvement and deterioration on the patient-friendly MFM32 total score, over a 1-year period, was discussed with all participants (100%, n = 40/40). As expected, the vast majority of participants considered improvement (100%, n = 40/40) and deterioration (98%, n = 39/40) on the patient-friendly MFM32 to be important. Similarly, the majority of participants (98%, n = 39/40) stated that maintaining their/the individual's motor function ability over a 1-year period as measured by the patient-friendly MFM32, would be a meaningful outcome (Figure 2). While maintaining motor function ability on the patient-friendly MFM32 was deemed to be important across the participants who participated in the interviews, there were important age-specific insights (Figure 2). For caregivers of infants and children, many descriptions focused on the future and the inevitable progression of the disease thus meaning that preserving function as early as possible was considered meaningful. Adolescents and adults described the importance of maintaining current ability from the perspective of having already lost function and highlighted their awareness of the future continued decline in performance on functional scales, leading to stabilization being a meaningful goal.


[image: Figure 2]
FIGURE 2. Quotes from the qualitative interviews illustrating the importance of maintaining functional ability over a 1-year period as measured by the patient-friendly MFM32 by caregivers and individuals with Type 2 and non-ambulant and ambulant Type 3 SMA.




Part 2. Online Survey Results Using a Patient-Friendly Version of the MFM32 Assessment

One hundred and nineteen individuals with SMA and 98 caregivers completed the online survey. Participants were evenly distributed geographically, with 20–32 responses per country, and no individual/caregiver dyads were recruited (i.e., each response pertained to unique individuals).

In the total sample, including individuals with SMA and caregivers reporting on individuals with SMA, the mean age of individuals with SMA was 27 years (range 2–59 years) and 62% were female (see Table 2). Over half of the individuals (n = 116) had Type 2 SMA. Almost half of the participants (n = 104) were treatment naïve, with the remaining participants currently in the maintenance phase of nusinersen treatment or having discontinued. Of the 98 caregivers surveyed, 73% provided care for one individual with SMA. Caregivers self-reported spending an average of 78.6 h (range 0–168 h) per week providing assistance to an individual/individuals with SMA. Caregivers of individuals with Type 2 SMA reported spending more time providing care on average when compared with caregivers of individuals with Type 3 SMA.

Confirmatory findings to the interviews were obtained in the online survey. A total of 196 participants (90%, n = 196/217) selected “yes” that maintaining a similar level of functional ability based on the patient-friendly MFM32 over a 1-year period would be a meaningful outcome. When asked about the importance of this outcome in daily life, participants selected a variety of pre-specified options, including “maintaining current quality of life” (92%, n = 181/196), “feeling reassured that the disease was not progressing” (87%, n = 170/196), the “ability to maintain current levels of independence” (85%, n = 166/196), the “ability to continue to perform certain tasks for the same length of time” (81%, n = 159/196) and “other” (10%, n = 19/196). The two most frequently reported “other” responses included “improving/maintaining mental health/less fear or concern” (53%, n = 10/19) and “demonstrating slowing of disease progression” (16%, n = 3/19). Of the remaining participants, 7% (n = 14/217) indicated that they were not sure whether maintaining their/the individual's functional ability would be a meaningful outcome and 3% (n = 7/217) indicated that they did not agree that maintaining their/the individual's functioning was a meaningful outcome. The most frequently reported reason for this disagreement provided by participants related to the expectation of treatments to offer improvement in functional ability (57%, n = 4/7).

In addition, 98% of participants (n = 213/217) selected “yes” when asked if some level of improvement in their ability to complete patient-friendly MFM32 items they are currently able to do would be a meaningful outcome, with the remaining 2% unsure (n = 4/217). When probed on the importance of experiencing some level of improvement via pre-specified response options, participants indicated that this would “help maintain their level of independence” (90%, n = 192/213) and their “current quality of life” (89%, n = 189/213), with 26% selecting “other reasons”. The two most frequently reported “other” responses included “improve independence/relieve caregivers” (n =23) and “more hope/boost of confidence meaning less anxiety about the future” (n = 15). When asked about some level of improvement for the first three items where the participant selected “cannot do,” 94% (n = 202/214) stated that some level of improvement in their ability would be meaningful for at least one item, with 5% disagreeing (n = 10/214) and 1% unsure (n = 2/214). The two most frequently reported reasons for disagreement included “not considering a skill critical for everyday life” (n = 5) and “rarely needing to use the movement” (n = 3). No open-ended answers were provided by participants who responded “don't know.”



Part 3. Quantitative Analysis Results Using the Validated MFM32 Assessment

As described in Table 1, all cross-sectional Spearman's rank correlation coefficients between the MFM32 and the target anchors of CGI-C, RULM, SMAIS-ULM and EQ-5D-5L exceeded |r| = 0.50, while change from baseline to Week-52 correlations ranged from |r| = 0.20–0.50. Evaluation of anchor suitability through empirical CDF plots (11) indicated that the anchor groups adequately discriminated between individuals improving and worsening on the MFM32 (i.e., there was no overlap between improved and worsened groups).

Table 3 shows the LS mean change from baseline (and standard error) to Week 52 on the MFM32 associated with each anchor level. Table 4 details the SEM, 0.5 and 0.2 SD estimates at baseline. These results suggest that overall, ~3 points (3.125%) is a meaningful improvement at the individual patient level in individuals with Type 2 and non-ambulant Type 3 SMA [range: 2.35–3.72 points for anchor-based methods (median age range of 5–8 years old across anchor groups); Table 3].


Table 3. LS mean change (standard error) from baseline to Week 52 in MFM32 by anchor group.
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Table 4. Distribution-based MFM32 baseline results.
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DISCUSSION

This study represents a comprehensive multi-pronged approach to evaluating individual patient-level meaningful change assessed using a patient friendly version of the MFM32 (Parts 1 and 2) and the validated MFM32 (Part 3) in individuals with Type 2 and Type 3 SMA. The combined qualitative and quantitative approaches represent endorsed methods, ensuring inclusion of the patient voice via the collection of interview and survey data using patient-friendly versions of the MFM32 (14, 32) as well as traditional quantitative methods using the validated MFM32 clinical assessment (11).

The individuals with SMA and caregivers enrolled in the qualitative interview and survey sample confirmed that stability on the concepts assessed in the patient-friendly MFM32 over 1 year is a meaningful outcome across SMA types and functional status (i.e., ambulant and non-ambulant individuals). This finding supports the importance of examining ≥0 points change on MFM32 as a meaningful change threshold. This is in line with previous interview and survey findings that have included children, adolescents and adults with SMA and have similarly found that maintaining current ability is a meaningful outcome [e.g., Voices of the Patient Report SMA 2018 (33), Rouault et al. (34), McGraw et al. (13), SMA EU Survey 2020 (35), Wan et al. (36)]. When considering improvement, the qualitative interviews also demonstrated that changes to multiple items were deemed potentially more impactful to daily life than a single larger change on an individual item.

Triangulation of the anchor-based estimates in individuals with Type 2 and non-ambulant Type 3 SMA with a median age range of 5–8 years old across anchor groups, confirmed that ~3 points (3.125% points) is a meaningful improvement at the individual patient level using the validated MFM32 assessment. This could be considered a marked level of change as the anchors selected assessed change scores of a previously identified important magnitude on patient and clinical outcomes. The application of this estimate is intended to apply to responder analyses which seek to demonstrate the proportion of patients who experience a meaningful change over a predetermined time point at the individual patient level (37). While anchors related to “no change” groups could have been utilized given the importance of stabilization in this population, anchors associated with improvement were prioritized in order to establish a marked or more substantial score change on the MFM32 in this population. From a quantitative perspective, there is no existing anchor-based meaningful change estimate on the MFM32 in SMA. However, previous anchor-based estimates of meaningful change on the MFM32 in congenital muscular dystrophy using a self-reported global item found that 2.5 points was a within-patient meaningful improvement (38). This result is broadly consistent with the findings in this research.

While not patient centered in nature, the distribution-based SEM estimate also converged on ~3 points as a meaningful change on the MFM32. More variable estimates from the 0.5 and 0.2 SD methods were observed. Previous distribution-based estimates in SMA using a real-world dataset found 3–4 points as an appropriate threshold (Trundell et al., 2019; poster presented at Cure SMA). Of note, distribution-based estimates have previously formed the basis for estimations of meaningful change for motor function scales in SMA such as the Hammersmith Functional Motor Scale Expanded and RULM (39). However, as described by Vazquez-Costa et al. (40), distribution-based estimates approximate measurement error and as such anchor-based methods are required to understand meaningful change.

The individuals included in the anchor-based analyses had a median age range of 5–8 years old across anchor groups and therefore the estimate of 3 points is most relevant for this younger age group. From a clinical point of view, it has been established that the degree of change that is meaningful may vary based on age, with smaller changes likely to be more impactful to older individuals with a longer disease duration compared with younger patients (41). Available natural history data indicate small improvements of motor function on measures such as the MFM32 in children up to 5 years old are possible and are generally followed by a decline after the age of 6 years old (42). For adolescents and adults who understand the impact of the progressive nature of SMA and its impact on daily life, maintaining current abilities has been described as critical (36). This finding is consistent with the qualitative work generated in this study. In this context, it is clear that patient expectations of meaningful change and the capacity to change differs across age groups and disease duration; therefore, a single meaningful change estimate for children, adolescents and adults is not appropriate and while improvement beyond maturational development is the goal for infants and children, stabilization is often the goal for adolescents and adults.

The anchor-based approaches described here included both clinician and caregiver measures, which is a strength of the research. The clinician-reported outcomes (CGI-C, RULM) measure the clinician's perspective on overall health and motor function ability. The aim of this work was to provide a patient-centered perspective of meaningful change on the MFM32 and as such, the SMAIS-ULM caregiver-reported outcome and EQ-5D-5L caregiver report were also used as anchors. When using these anchors, the meaningful change estimates on the MFM32 were smaller and closer to an improvement of 2–3 points. However, there was a weaker correlation between the MFM32 and these outcomes when compared with the clinician-reported outcomes and thus these anchors represent a less appropriate external criterion, despite their inherent patient relevance.

A limitation of the qualitative and survey parts of the study is that the research was conducted in only European and North American countries. Future research should be conducted in additional geographic areas as meaningful change on the MFM32 may vary by culture and geography. In addition, the MFM32 assessment, which is typically administered and rated by physiotherapists, was self-assessed by participants based on a patient-friendly version of the instrument in the qualitative interview and online survey. Due to the involvement of clinical experts and patient groups in the creation of this lay language, it was possible to ensure consistency with the concepts assessed in the clinically validated version of the MFM32, as shown in Supplementary Table 1. However, it is acknowledged that future research should seek to replicate the qualitative findings reported here. This could be achieved by discussing meaningful change with patients and caregivers in the context of MFM32 scores derived from the validated assessment. A further potential limitation of this work relates to the majority of the interview sample including individuals who received treatment or caregivers of treated individuals, while the online survey sample had an even distribution of treated and treatment-naïve patients, or caregivers of individuals. Although individuals were deemed to have had sufficient time on treatment to understand the new trajectory of disease progression, the perspective of meaningful change could have been influenced when compared with treatment-naïve individuals. However, given the results of the online survey, which did not indicate a difference between treated and untreated patients, this limitation is deemed to have been largely alleviated.

The main limitation of the quantitative research was that anchor and distribution-based analyses were only performed in a non-ambulant cohort (unable to walk unassisted for 10 meters or more). Moreover, the anchor-based estimates focused on the total sample population aged 2–25 years old because in certain age subgroups <10 patients were included meaning robust conclusions could not be drawn. Minimal clinically meaningful change is derived specifically for similar cohorts. Future studies with a larger sample size should consider assessing meaningful change on the MFM32 by age and additional relevant clinical subgroups such as individuals who are able to walk and those who are not able to sit. In addition, exploring the effect of scoliosis and contractures in non-ambulant patients could provide additional insights.



CONCLUSIONS

Based on insights from individuals with SMA and caregivers, maintaining functional ability based on a patient-friendly version of the MFM32 is a meaningful outcome to patients and their families. When considering improvement, single-point changes across multiple items is important. The quantitative data using the validated MFM32 assessment and using multiple anchors in a sample with a median age range of 5–8 years old across anchor groups, demonstrated that a ~3-point improvement is meaningful in individuals with Type 2 and non-ambulant Type 3 SMA. Overall, the qualitative and quantitative findings from this study support the importance of examining a range of meaningful change thresholds on the MFM32 including ≥0 points change reflecting stabilization or improvement and ≥3 points change reflecting a higher threshold of improvement.



DATA AVAILABILITY STATEMENT

Data from the qualitative interviews and online survey: Individual patient level data generated from this study are not publicly available; aggregated data may be provided by the authors upon reasonable request. Requests to access the aggregated data should be directed to the corresponding author.

Data used for the anchor and distribution-based analyses from the SUNFISH Part 2 clinical trial: Qualified researchers may request access to individual patient-level data through the clinical study data request platform (https://vivli.org/). Further details on Roche's criteria for eligible studies are available here (https://vivli.org/members/ourmembers/). For further details on Roche's Global Policy on the Sharing of Clinical Information and how to request access to related clinical study documents, see here (https://www.roche.com/research_and_development/who_we_are_how_we_work/clinical_trials/our_commitment_to_data_sharing.htm).



ETHICS STATEMENT

Ethical approval and oversight of the qualitative interview study was provided by Copernicus Group Independent Review Board, a centralized IRB in the US (Approval Reference Number IRB 20192527). Written informed consent was obtained from participants aged ≥18 years old and written informed consent was provided by caregivers for individuals aged 12-17 years old prior to the interviews, as well as obtaining assent from adolescents. The online survey was conducted following market research principles and hence did not receive ethical approval but was consistent with British Healthcare Business Intelligence Association guidelines for Adverse Event Reporting in Market Research as well as General Data Protection Regulation guidelines and guidelines set by ESOMAR and EphrMRA for all European research. A link to the survey was sent to eligible participants where participants completed a tick box indicating consent to participate prior to survey completion. Assent was provided by caregivers prior to survey completion for individuals aged <18 years old. For SUNFISH Part 2, the ethics statement can be found in Mercuri et al. (17), in press. Written informed consent to participate in this study was provided by the participants' legal guardian/next of kin.



AUTHOR CONTRIBUTIONS

TD, HS, JB, AB, TW, and CV have contributed to the material preparation, study design and interpretation for the qualitative interviews, online survey, and quantitative analyses. SR and LY have contributed to the qualitative interviews (SR) and online survey (LY) material preparation, study design, data collection, and interpretation. RC and NG have contributed to the qualitative interview and online survey material preparation, study design, and interpretation. BT, LG, and KG have contributed to the design, analysis and interpretation of the quantitative results. All authors contributed to the development of the first draft of the manuscript and have read and approved the final manuscript.



FUNDING

The qualitative interviews, online survey and the exploratory analyses conducted using SUNFISH Part 2 clinical trial data (NCT02908685) described in this manuscript were funded by F. Hoffmann-La Roche. Funding was provided by Roche Products Ltd. and F. Hoffmann-La Roche in the form of salaries for Roche employees, and consultancy fees paid to Adelphi Values (qualitative interviews) and Charles River Associates Inc. (survey).



ACKNOWLEDGMENTS

The authors would like to thank additional contributors from SMA Europe (Mencía de Lemus, Ria Broekgaarden, Inge Schwersenz, and Vitaliy Matyushenko) and Cure SMA (Lisa Belter and Jill Jarecki) for their contributions to the qualitative interviews and online survey, Adelphi Values for conducting the qualitative interview study (Jessica Flynn, Alyson Young and Rob Arbuckle), Charles River Associates for conducting the online survey (Sonia Reif and Angela De Martini), and Roche colleagues for valuable insights on the qualitative studies (Fani Petridis and Johannes Reithinger) and quantitative analyses (Ying Yan, Yue Li, and Tammy McIver). The authors thank Michelle Kim, Ph.D. of MediTech Media for providing medical writing support, which was funded by F. Hoffmann-La Roche Basel Ltd., Switzerland in accordance with Good Publication Practice (GPP3) guidelines (http://www.ismpp.org/gpp3).



SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fneur.2021.770423/full#supplementary-material



REFERENCES

 1. Mercuri E, Bertini E, Iannaccone ST. Childhood spinal muscular atrophy: controversies and challenges. Lancet Neurol. (2012) 11:443–52. doi: 10.1016/S1474-4422(12)70061-3

 2. Mercuri E, Finkel RS, Muntoni F, Wirth B, Montes J, Main M, et al. Diagnosis and management of spinal muscular atrophy: part 1: recommendations for diagnosis, rehabilitation, orthopedic and nutritional care. Neuromuscul Disord. (2018) 28:103–15. doi: 10.1016/j.nmd.2017.11.005

 3. Wang CH, Finkel RS, Bertini ES, Schroth M, Simonds A, Wong B, et al. Consensus statement for standard of care in spinal muscular atrophy. J Child Neurol. (2007) 22:1027–49. doi: 10.1177/0883073807305788

 4. Kaufmann P, McDermott MP, Darras BT, Finkel R, Kang P, Oskoui M, et al. Observational study of spinal muscular atrophy type 2 and 3: functional outcomes over 1 year. Arch Neurol. (2011) 68:779–86. doi: 10.1001/archneurol.2010.373

 5. Dunaway Young S, Montes J, Salazar R, Glanzman AM, Pasternak A, Mirek E, et al. Scoliosis surgery significantly impacts motor abilities in higher-functioning individuals with spinal muscular atrophy. J Neuromuscul Dis. (2020) 7:183–92. doi: 10.3233/JND-190462

 6. Salazar R, Montes J, Dunaway Young S, McDermott MP, Martens W, Pasternak A, et al. Quantitative evaluation of lower extremity joint contractures in spinal muscular atrophy: implications for motor function. Pediatr Phys Ther. (2018) 30:209–15. doi: 10.1097/PEP.0000000000000515

 7. Cano SJ, Mayhew A, Glanzman AM, Krosschell KJ, Swoboda KJ, Main M, et al. Rasch analysis of clinical outcome measures in spinal muscular atrophy. Muscle Nerve. (2014) 49:422–30. doi: 10.1002/mus.23937

 8. Berard C, Payan C, Hodgkinson I, Fermanian J, Group MFMCS. A motor function measure for neuromuscular diseases. Construction and validation study. Neuromuscul Disord. (2005) 15:463–70. doi: 10.1016/j.nmd.2005.03.004

 9. Trundell D, Le Scouiller S, Gorni K, Seabrook T, Vuillerot C Group. SMS. Validity and reliability of the 32-item motor function measure in 2- to 5-year-olds with neuromuscular disorders and 2- to 25-year-olds with spinal muscular atrophy. Neurol Ther. (2020) 9:575–84. doi: 10.1007/s40120-020-00206-3

 10. Vuillerot C, Payan C, Iwaz J, Ecochard R, Berard C, Group MFMS. Responsiveness of the motor function measure in patients with spinal muscular atrophy. Arch Phys Med Rehabil. (2013) 94:1555–61. doi: 10.1016/j.apmr.2013.01.014

 11. Food Drug Administration. Select, Develop, or Modify Fit-for Purpose Clinical Outcomes Assessments. Discussion Document for Patient-Focused Drug Development Public 3 Workshop on Guidance 3 2018. Available online at: https://www.fda.gov/media/116277/download (accessed December, 2021). 

 12. General Methods. Version 5.0. Köln, Germany: Institute for Qualitative and Efficiency in Health Care (IQWiG). Institute for Quality and Efficiency in Health Care (2017). 

 13. McGraw S, Qian Y, Henne J, Jarecki J, Hobby K, Yeh WS. A qualitative study of perceptions of meaningful change in spinal muscular atrophy. BMC Neurol. (2017) 17:68. doi: 10.1186/s12883-017-0853-y

 14. Staunton H, Willgoss T, Nelsen L, Burbridge C, Sully K, Rofail D, et al. An overview of using qualitative techniques to explore and define estimates of clinically important change on clinical outcome assessments. J Patient Report Outcomes. (2019) 3:16–. doi: 10.1186/s41687-019-0100-y

 15. Duong T, Braid J, Staunton H, Barriere A, Petridis F, Reithinger J, et al. Understanding the relationship between the 32-item motor function measure and daily activities from an individual with spinal muscular atrophy and their caregivers' perspective: a two-part study. BMC Neurol. (2021) 21:143. doi: 10.1186/s12883-021-02166-z

 16. Braun V, Clarke V. Using thematic analysis in psychology. Qualitat Res Psychol. (2006) 3:77–101. doi: 10.1191/1478088706qp063oa

 17. Mercuri E, Deconinck N, Mazzone E, Nascimento A, Oskoui M, Saito K, et al. Safety and efficacy of once-daily risdiplam in type 2 and non-ambulant type 3 spinal muscular atrophy (SUNFISH part 2): a phase 3, double-blind, randomised, placebo-controlled trial. The Lancet Neurology. (2022) 21:42–52. doi: 10.1016/S1474-4422(21)00367-7

 18. Copay AG, Subach BR, Glassman SD, Polly DW Jr, Schuler TC. Understanding the minimum clinically important difference: a review of concepts and methods. Spine J. (2007) 7:541–6. doi: 10.1016/j.spinee.2007.01.008

 19. Wyrwich KW, Norquist JM, Lenderking WR, Acaster S, industry industry advisory committee of international society for quality of life research. Methods for interpreting change over time in patient-reported outcome measures. Qual Life Res. (2013) 22:475–83. doi: 10.1007/s11136-012-0175-x

 20. Food and Drug Administration. Guidance for industry. Patient-Reported Outcome Measures: Use in Medical Product Development to Support Labeling Claims 2009. Available online at: https://www.fda.gov/media/77832/download (accessed December, 2021). 

 21. Coon CD, Cook KF. Moving from significance to real-world meaning: methods for interpreting change in clinical outcome assessment scores. Qual Life Res. (2018) 27:33–40. doi: 10.1007/s11136-017-1616-3

 22. Swank JM, Mullen PR. Evaluating evidence for conceptually related constructs using bivariate correlations. Measur Eval Counsel Dev. (2017) 50:270–4. doi: 10.1080/07481756.2017.1339562 

 23. Mazzone ES, Mayhew A, Montes J, Ramsey D, Fanelli L, Young SD, et al. Revised upper limb module for spinal muscular atrophy: development of a new module. Muscle Nerve. (2017) 55:869–74. doi: 10.1002/mus.25430

 24. Trundell D, Skalicky A, Staunton H, Hareendran A, Le Scouiller S, Barrett L, et al. Development of the SMA independence scale-upper limb module: a novel scale for individuals with type 2 and non-ambulant type 3 SMA. J Neurol Sci. (2022). doi: 10.1016/j.jns.2021.120059

 25. Oppe M, Devlin NJ, van Hout B, Krabbe PF, de Charro F. A program of methodological research to arrive at the new international EQ-5D-5L valuation protocol. Value Health. (2014) 17:445–53. doi: 10.1016/j.jval.2014.04.002

 26. Howells L, Ratib S, Chalmers JR, Bradshaw L, Thomas KS The CLOTHES trial team. How should minimally important change scores for the Patient-Oriented Eczema Measure be interpreted? A validation using varied methods. Br J Dermatol. (2018) 178:1135–42. doi: 10.1111/bjd.16367

 27. Pera MC, Coratti G, Mazzone ES, Montes J, Scoto M, De Sanctis R, et al. Revised upper limb module for spinal muscular atrophy: 12 month changes. Muscle Nerve. (2019) 59:426–30. doi: 10.1002/mus.26419

 28. Coratti G, Pera MC, Montes J, Pasternak A, Scoto M, Baranello G, et al. Different trajectories in upper limb and gross motor function in spinal muscular atrophy. Muscle Nerve. (2021) 64:552–9. doi: 10.1002/mus.27384

 29. Cronbach LJ. Coefficient alpha and the internal structure of tests. Psychometrika. (1951) 16:297–334. doi: 10.1007/BF02310555 

 30. Wyrwich KW, Nienaber NA, Tierney WM, Wolinsky FD. Linking clinical relevance and statistical significance in evaluating intra-individual changes in health-related quality of life. Med Care. (1999) 37:469–78. doi: 10.1097/00005650-199905000-00006

 31. Leidy NK, Wyrwich KW. Bridging the gap: using triangulation methodology to estimate minimal clinically important differences (MCIDs). COPD. (2005) 2:157–65. doi: 10.1081/COPD-200050508

 32. Jones SMW, Du Y, Bell-Brown A, Bolt K, Unger JM. Feasibility and validity of asking patients to define individual levels of meaningful change on patient-reported outcomes. J Patient Cent Res Rev. (2020) 7:239–48. doi: 10.17294/2330-0698.1742

 33. CureSMA. Voice of the Patient Report [Web Page]. (2018). Available online at: https://www.curesma.org/wp-content/uploads/2018/01/SMA-VoP-for-publication-1-22-2018.pdf 

 34. Rouault F, Christie-Brown V, Broekgaarden R, Gusset N, Henderson D, Marczuk P, et al. Disease impact on general well-being and therapeutic expectations of European Type II and Type III spinal muscular atrophy patients. Neuromuscul Disord. (2017) 27:428–38. doi: 10.1016/j.nmd.2017.01.018

 35. Gusset N, Stalens C, Stumpe E, Klouvi L, Mejat A, Ouillade M-C, et al. Understanding European patient expectations towards current therapeutic development in spinal muscular atrophy. Neuromuscul Disord. (2021) 31:419–30. doi: 10.1016/j.nmd.2021.01.012

 36. Wan HWY, Carey KA, D'Silva A, Vucic S, Kiernan MC, Kasparian NA, et al. Health, wellbeing and lived experiences of adults with SMA: a scoping systematic review. Orphanet J Rare Dis. (2020) 15:70. doi: 10.1186/s13023-020-1339-3

 37. Byrom B, Breedon P, Tulkki-Wilke R, Platko JV. Meaningful change: defining the interpretability of changes in endpoints derived from interactive and mHealth technologies in healthcare and clinical research. J Rehabil Assist Technol Eng. (2020) 7:2055668319892778. doi: 10.1177/2055668319892778

 38. Le Goff L, Meilleur KG, Norato G, Rippert P, Jain M, Fink M, et al. Responsiveness and minimal clinically important difference of the motor function measure in collagen VI-related dystrophies and laminin alpha2-related muscular dystrophy. Arch Phys Med Rehabil. (2021) 102:604–10. doi: 10.1016/j.apmr.2020.10.116

 39. Stolte B, Bois JM, Bolz S, Kizina K, Totzeck A, Schlag M, et al. Minimal clinically important differences in functional motor scores in adults with spinal muscular atrophy. Eur J Neurol. (2020) 27:2586–94. doi: 10.1111/ene.14472

 40. Vázquez-Costa JF, Hervás D. Minimal detectable change and minimal clinically important difference in spinal muscular atrophy patients. Eur J Neurol. (2021) 28:e40–1. doi: 10.1111/ene.14780

 41. Coratti G, Pera MC, Lucibello S, Montes J, Pasternak A, Mayhew A, et al. Age and baseline values predict 12 and 24-month functional changes in type 2 SMA. Neuromuscul Disord. (2020) 30:756–64. doi: 10.1016/j.nmd.2020.07.005

 42. Wijngaarde CA, Stam M, Otto LAM, Bartels B, Asselman FL, van Eijk RPA, et al. Muscle strength and motor function in adolescents and adults with spinal muscular atrophy. Neurology. (2020) 95:e1988–98. doi: 10.1212/WNL.0000000000010540

Conflict of Interest: HS, JB, and TW are employees and shareholders of Roche Products Ltd. KG is an employee and shareholder of F. Hoffmann-La Roche Ltd. BT is an employee and shareholder of Genentech. TD serves on advisory boards and receives consultancy fees for Roche, Genentech, Biogen, Novartis and Cure SMA. CV is a PI for Roche clinical trials and has received consultancy fees from Roche, Biogen, and Avexis. TD, CV, and AB received consultancy fees from Roche for this project. NG is a volunteer of SMA Europe and SMA Schweiz, mother of a child living with SMA advisor and lecturer for Novartis Gene Therapies (AveXis) Biogen, Novartis, and Roche. RC was an employee with Cure SMA at the time of the study. LG is an employee of Analystat Corporation working in US Medical Affairs at Genentech and Roche as a statistical consultant and has received payment from Genentech Inc. SR is an employee of Adelphi Values, a health outcomes research agency, commissioned and paid by Roche to conduct the qualitative interview part of the study. LY is an employee of Charles River Associates, commissioned and paid by Roche to conduct the online survey part of the study.

The authors declare that this study received funding from Roche Products Ltd/F. Hoffmann-La Roche. The funder (F. Hoffmann-La Roche) had the following involvement: qualitative interviews and survey parts of the study, design of the study and interpretation of the data. The funder (F. Hoffmann-La Roche) had the following involvement in the SUNFISH part 2 post-hoc analyses: design, analysis and interpretation of the data. Medical writing and editorial support were funded by F Hoffmann-La Roche.

Publisher's Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Duong, Staunton, Braid, Barriere, Trzaskoma, Gao, Willgoss, Cruz, Gusset, Gorni, Randhawa, Yang and Vuillerot. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fneur-12-770423-t003.jpg
Anchor

GGI-C (minimally, much and
very much improved groups)

RULM (=2-points change)

RULM (=3-points change)

SMAIS-ULM CG (23-points
change)

EQ-5D-5L CG seff-care tem
(improved by 1 category)

LS mean change on MFM32 total
score (% points)

3.49 0.47)

(n = 76, mean = 8 years, median = 6
years)

3.11(0.49)

(n= 73, mean = 7 years, median = 6
years)

3.72(0.56)

(n = 58, mean = 7 years, median = 5
years)

2.35 (0.58)

(n= 51, mean = 9 years, median = 8
years)

2.88(0.66)

(n'= 41, mean = 8 years, median = 6
years)

LS, Least Squares; MFM32, 32-item Motor Function Measure; CGI-C, Clinical Global
Impression of Change Scale; RULM, Revised Upper Limb Module; SMAIS-ULM CG,
SMA Independence Scale Upper Limb Module Caregiver Report; EQ-5D-5L CG, EuroQol

5D-5L Caregiver Report.





OPS/images/fneur-12-770423-t004.jpg
Distribution-based method 2-25 years MFM32 total
score (% points)

+1 SEM 3.26
(=174

058D 573
(n=180)

028D 229
(n=180)

MFM32, 32-item Motor Function Measure; SEM, Standard Error of Measurement; SD,
Standard Deviation.





OPS/images/fneur-12-770423-t001.jpg
Anchor Description of scale and clinical relevance Correlation at Correlation at Correlation of change

baseline with the Week 52 with the from baseline to Week 52
MFM32 MFM32 with the MFM32
cal-c Single item assessing change in the patient's wa na ~0.48 (n = 159)

overall health from baseline, rated by clinicians
at Week 52. Response options range from very
much improved (1) to very much worse (7).
RULM The RULM assesses the motor performance of 0.85 (0= 171) 087 (0 = 162) 050 (0= 162)
the upper limbs in SMA. It consists of 19
scoreable items that test proximal and distal
motor functions of the arm in patients with
SMA (23). Higher scores indicate better motor
function abilty.

SMAIS-ULM CG The SMAIS-ULM was developed specifically for 069 (1= 171) 0.70 (0 = 163) 022 (0= 161)
‘SMA in order to assess function-related
independence (24). The SMAIS-ULM total
score consists of 22 items focused on
upper-imb-related ADLS, with higher scores
indicating greater independence.
EQ-5D-5L CG The EQ-5D-5L is a generic self- or —051 (0 = 168) ~0.64 (0= 167) ~020 (1= 162)
self-care item caregiver-reported health status questionnaire
that is used to calculate a health utility score for
use in health economic analysis (25). The
self-care item is scored from 1 (| have no
problems washing or dressing myself) to 5 (1
am unable to wash or dress mysel) scale.

MFM32, 32-item Motor Function Measure; CGI-C, Clinical Global Impression of Change Scale; RULM, Revised Upper Limb Module; SMA, spinal muscular atrophy; SMAIS-ULM CG,
SMA Independence Scale Upper Limb Module Caregiver Report: ADLs, activities of daily living; EQ-5D-5L CG, EuroQol 5D-5L Caregiver Report.





OPS/images/fneur-12-770423-t002.jpg
Individuals with SMA—interview sample Total sample (N = 40)
demographic characteristics reported by the
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SMA type, n (%)
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Type 3, non-ambulant 9(225)
Type 3, ambulant 12/(30.0)
Currently receiving/taking treatment to manage SMA, 1 (%)

No 4(10.0)
Yes 36/(90.0)
Self-reported changes to severity of SMA over the last year, n (%)
Improved 12/(30.0)
Stable/unchanged 23(57.5)
Worse 5(1255)
Individuals with SMA—online survey sample Total sample (N = 217)

demographic characteristics reported by the
individual (n =119) and caregiver (n = 98)

Country, n (individuals, caregivers) 217 (119, 98)
USA 30(17,13)
Canada 23(17,6)
France 28(15,13)
UK 22(8,14)
Germany 20(13,7)
Italy 31(16, 15)
Spain 32(17,15)
Poland 31(16, 15)
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Gender, n (%)
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Type 8, non-ambulant 51(23.5)
Type 3, ambulant 50(23.0)
Currently receiving/taking treatment to manage SMA, n (%)
Discontinued 11(6.1)
No 104 (47.9)
Yes 102 (47.0)
Self-reported changes to severity of SMA over the last year, n (%)
Improved 54(24.9)
Stable/unchanged 74(34.1)
Worse 89(41.0)

SMA, spinal muscular atrophy. USA, United States of America; UK, United Kingdom. This
table was adapted from Duong et al. (15).
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