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Introduction: Joint arthropathy is the long-term consequence of joint bleeding in  
people with severe haemophilia.
Aim: This study assessed change in joint health over time in subjects receiving recom-
binant factor VIII Fc fusion protein (rFVIIIFc) prophylaxis.
Methods: ALONG is the phase 3 pivotal study in which the benefit of rFVIIIFc as a 
prophylactic treatment for bleeding control was shown in previously treated severe 
haemophilia patients ≥12 years of age (arm 1: 25-65 IU/kg every 3-5 days, arm 2: 65 
IU/kg weekly and arm 3: episodic). After completing ALONG, subjects had the option 
to enrol into the extension study (ASPIRE). This interim, post hoc analysis assessed 
changes in joint health over ~2.8 years in these patients.
Results: Forty-seven subjects had modified Haemophilia Joint Health Score (mHJHS) 
data at A-LONG baseline, ASPIRE baseline and ASPIRE Year 1 and Year 2. Compared 
with A-LONG baseline (23.4), mean improvement at ASPIRE Year 2 was −4.1 (95% 
confidence interval [CI], −6.5, −1.8; P = .001). Regardless of prestudy treatment regi-
men, subjects showed continuous improvement in mHJHS from A-LONG baseline 
through ASPIRE Year 2 (prestudy prophylaxis: −2.4, P = .09; prestudy episodic treat-
ment: −7.2, P = .003). Benefits were seen in subjects with target joints (−5.6, P = .005) 
as well as those with severe arthropathy (−8.8, P = .02). The mHJHS components with 
the greatest improvement at ASPIRE Year 2 were swelling (−1.4, P = .008), range of 
motion (−1.1, P = .03) and strength (−0.8, P = .04).
Conclusions: Prophylaxis with rFVIIIFc may improve joint health over time regardless 
of prestudy prophylaxis or episodic treatment regimens.
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1  | INTRODUCTION

Haemophilia A is an X-linked hereditary bleeding disorder caused by 
a deficiency in plasma coagulation factor VIII (FVIII),1 representing 
85% of haemophilia cases. The severity of haemophilia A is defined by 
plasma levels of FVIII with levels of <1% considered severe.1,2

A common symptom in severe haemophilia is spontaneous mus-
culoskeletal bleeding. The development of intra-articular bleeds (ie, 
haemarthrosis) results in synovial hypertrophy and damage to car-
tilage with gradual joint destruction (ie, haemophilic arthropathy).1 
Haemophilic arthropathy is the largest cause of morbidity and re-
mains a challenge in the management of haemophilia.2 Although 
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the mechanism of haemophilic arthropathy is complex and not fully  
understood, the process is multifactorial and associated with cartilage 
destruction and inflammation due to repeated blood effusions into the 
joints.1,3 In patients treated on-demand, the most commonly affected 
joints are the knees (45%), elbows (30%), ankles (15%), shoulders (3%) 
and wrists (2%),2 while ankles are the most affected joints in patients 
receiving prophylaxis.4,5

Standard treatment of haemophilia A is FVIII replacement, ad-
ministered intravenously either on-demand or prophylactically.1 
Early use of prophylaxis is recommended following diagnosis of 
haemophilia A to maintain joint health and prevent joint destruc-
tion.1,4,6 Addition of an Fc fusion protein to recombinant FVIII 
(rFVIIIFc) prolongs the half-life of rFVIII by redirecting the protein 
back into the circulation via the Fc receptor and endogenous IgG re-
cycling pathway, thus delaying lysosomal degradation.7-10 rFVIIIFc 
is produced using a human cell line, enabling a human pattern of 
post-translational modifications, potentially reducing the risk of in-
hibitor development relative to FVIII products produced from non-
human cell lines.11

In two Phase 3 trials conducted in previously treated adolescents/
adults (A-LONG) 12 and children (Kids A-LONG) 13 with severe hae-
mophilia A, rFVIIIFc demonstrated good efficacy and was well toler-
ated. Long-term safety and efficacy of rFVIIIFc is being evaluated in 
the ongoing ASPIRE extension study in subjects who completed the 
A-LONG 12 or Kids A-LONG 13 studies. Interim data from ASPIRE sup-
ports the long-term safety and efficacy of rFVIIIFc for the prevention 
and treatment of bleeding episodes with extended-interval prophy-
laxis.14 Effective prevention of bleeding episodes may be beneficial to 
long-term joint health.15

The development of haemophilic arthropathy can be quantified 
using the Haemophilia Joint Health Score (HJHS), a first-line assess-
ment tool and the most widely used clinical joint score.16 The HJHS 
is a validated, 11-item scoring tool used to assess joint impairment 
in children aged 4-18 years.16,17 The HJHS grades joints by specific 
domains: swelling, swelling duration, muscle atrophy, axial align-
ment, crepitus on motion, flexion loss, extension loss, instability, 
joint pain, strength and global gait.17 The International Hemophilia 
Prophylaxis Study Group is currently undertaking a project to val-
idate the HJHS for adults. In the absence of a validated tool for 
quantifying joint heath in the adult population, Biogen modified the 
HJHS (mHJHS) for use in A-LONG. Modifications were minor and 
involved condensing certain response scales. These modifications 
were based on recommendations from the latest HJHS validation 
study.16 Of note, the mHJHS is not validated, and the modifications 
may lead to a loss of sensitivity, with the mHJHS having a total 
score of 116 compared with a total score of 124 for the HJHS ver-
sion 2.1.

Improvement in musculoskeletal outcomes is an important mea-
sure of the effectiveness of prophylactic treatment for haemophilia 
A.18 The aim of this post hoc analysis was to evaluate musculoskeletal 
changes and changes in joint health in adults and adolescents with 
haemophilia A who received rFVIIIFc prophylaxis during the A-LONG 
and ASPIRE studies.

2  | MATERIALS AND METHODS

2.1 | Subjects

The analysis population included adults/adolescents (≥12 years of 
age) treated with rFVIIIFc prophylaxis who completed A-LONG and 
enrolled in the ASPIRE extension study (data cut off of December 8, 
2014) with available mHJHS data.

A full description of subjects enrolled in the A-LONG study was 
previously reported.12 Briefly, previously treated male adolescents or 
adults ≥12 years of age with severe haemophilia A, defined as en-
dogenous FVIII activity <1 IU/dL (1%), and were enrolled in A-LONG. 
Patients were treated prophylactically (arm 1: individualized prophy-
laxis, rFVIIIFc 25-65 IU/kg every 3-5 days; arm 2: weekly prophy-
laxis, rFVIIIFc 65 IU/kg) or episodically (arm 3: rFVIIIFc 10-50 IU/kg 
as required), with episodic patients having a history of ≥12 bleeding 
events in the 12 months prior to study entry. Subjects with a his-
tory of inhibitors (ie, neutralizing antibodies), hypersensitivity to FVIII 
concentrate, intravenous immunoglobulin or other coagulation dis-
orders were excluded. Subjects were enrolled in one of three treat-
ment arms: individualized prophylaxis, weekly prophylaxis or episodic 
treatment.12 All subjects who completed A-LONG were eligible to 
enrol in the ASPIRE extension, which included an additional modified 
prophylaxis treatment arm for subjects in whom optimal prophylaxis 
could not be achieved with individualized or weekly prophylaxis 14 
(Fig. S1).

Study protocols were approved by the local institutional  
review board/ethics committees. The studies were conducted in 
accordance with the International Conference on Harmonization 
Guidelines for Good Clinical Practice and the Declaration of 
Helsinki. All patients, or parent guardians, gave written informed 
consent.

2.2 | mHJHS

Joint health was assessed using the mHJHS at A-LONG baseline, 
ASPIRE baseline and annually thereafter. Using this tool, the six joints 
most commonly affected in haemophilia (left ankle, right ankle, left 
elbow, right elbow, left knee and right knee) were scored on a scale 
from 0 to 19 according to the following domains: swelling duration, 
muscle atrophy, crepitus, flexion loss, extension loss, instability, joint 
pain and strength. Gait was scored globally on a scale from 0 to 2 
based on walking and climbing stairs. The total mHJHS was the sum 
of scores for all six joints plus the gait score.

Compared with the most recent HJHS (version 2.1), which defines 
peak severity by a maximal score of 124, the scoring range of the mHJHS 
is 0 (normal) to 116 (most severe disease) due to simplification in the 
crepitus of motion, joint pain and global gait domains and inclusion of 
the “instability” domain removed in the latest version of the HJHS (see 
Table 1). The mHJHS was modified by the study designers to adapt the 
HJHS scoring system to an adult haemophilia population and accord-
ing to comments from a recent validation study by the International 
Haemophilia Prophylaxis Study Group.16 The mHJHS will be further eval-
uated, modified if needed and validated for use in future trials.
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2.3 | Assessments

Change in mHJHS from A-LONG baseline to follow-up visits was 
summarized using total score, with negative values indicating im-
provement. In addition to comparing individual mHJHS domains, 
different factors, such as target joints, weight-bearing and non–
weight-bearing joints and prestudy dosing regimen, were assessed 
for impact on mHJHS. In this study, a target joint was defined as 
a major joint (eg, hip, elbow, wrist, shoulder, knee or ankle) into 
which ≥3 bleeding episodes occurred in a consecutive 6-month pe-
riod.19 Changes in target joints were assessed using the sum of all 
questions for a single target joint (range, 0-19). Changes in weight-
bearing and non–weight-bearing joints were assessed using the sum 
of the right and left joints of a single location (range, 0-38).

2.4 | Statistics

The primary analysis population comprised subjects who received 
prophylaxis during A-LONG and ASPIRE and had mHJHS data at 
four major time points (A-LONG baseline, ASPIRE baseline and 
ASPIRE Year 1 and Year 2). A sensitivity analysis of subjects with 
mHJHS data at A-LONG baseline and at least one post-baseline 
data point was also conducted. The change in total mHJHS from 
A-LONG baseline to subsequent study visits was summarized using 
descriptive statistics. The change from baseline to ASPIRE Year 2 
was analysed using a paired t test, with a P-value of .05 considered 

to be statistically significant. A subgroup analysis of total mHJHS 
was conducted by prestudy regimen (ie, prior enrolment in  
A-LONG; prophylactic vs episodic), severity of functional impair-
ment based on initial mHJHS quartile, age and presence of target 
joints at baseline. The total mHJHS was excluded from the analysis 
if all nine questionnaires were not assessed for each of the six joints 
or if total mHJHS was collected within 2 weeks of a bleed. Scores 
for joints that underwent surgical interventions were imputed using 
the last-observation-carried-forward technique from final visit 
scores prior to surgery.

As a sensitivity analysis, a linear mixed-effects model with random 
intercept and slope, adjusting for baseline mHJHS, age, body mass 
index (BMI), and weight was used to estimate annual change in total 
mHJHS in all subjects with a total mHJHS at baseline and at least one 
data point post-baseline.

3  | RESULTS

3.1 | Study population

Seventy-four subjects with mHJHS data at A-LONG baseline en-
rolled in the ASPIRE extension study; of those, 47 subjects had 
mHJHS data at all four time points (A-LONG baseline; ASPIRE 
baseline, Year 1 and Year 2). Mean follow-up was 2.8 years (range, 
2.5-3.3 years). Baseline characteristics were similar between sub-
jects enrolled in ASPIRE and those completing 2 years on-study 
(Table 2).

3.2 | Longitudinal joint health

Compared with the mHJHS at A-LONG baseline, continuous im-
provement in total mHJHS was observed over time. Mean (± 
standard error of the mean [SEM]) mHJHS at A-LONG baseline 
for subjects with data at all time points (n = 47) was 23.4 ± 2.7 
(Figure 1). Between A-LONG baseline and ASPIRE baseline, change 
in mean mHJHS was −1.6 ± 0.8, which increased to −3.0 ± 1.1 at 
ASPIRE Year 1. The total change in mHJHS from A-LONG base-
line to ASPIRE Year 2 was −4.1 ± 1.2 (95% confidence interval [CI], 
−6.5, −1.8; P = .001). Regardless of prestudy treatment regimen 
(prophylactic, n = 30 vs episodic, n = 17), the reduction in mHJHS 
over time was continuous (Figure 2). Subjects with prestudy pro-
phylactic treatment had an mHJHS of 21.0 ± 3.5 at A-LONG base-
line and experienced a total change of −2.4 ± 1.4 (95% CI, −5.2, 0.4; 
P = .09) at ASPIRE Year 2. Subjects treated episodically prestudy 
had an mHJHS of 27.6 ± 3.9 at A-LONG baseline and experienced a 
total change of –7.2 ± 2.1 (95% CI, −11.7, −2.8; P = .003) at ASPIRE 
Year 2.

When assessing change in total mHJHS from A-LONG baseline 
by quartile of initial total mHJHS, subjects with the highest quar-
tile of total mHJHS (ie, greatest impairment in joint function) at A-
LONG baseline showed the greatest improvement in total mHJHS 
(Figure 3). The group in the highest (fourth) quartile (mHJHS >34 at 
A-LONG baseline; n = 12) showed a mean change between A-LONG 

TABLE  1 Scoring comparison between the HJHS (v2.1) and 
mHJHS

Domain

Scoring range

HJHS mHJHS

Duration 0-1 0-1

Swelling 0-3 0-3

Muscle atrophy 0-2 0-2

Flexion loss 0-3 0-3

Extension loss 0-3 0-3

Strength 0-4 0-4

Crepitus of motion 0-2 0-1

Joint pain 0-2 0-1

Instabilitya - 0-1

Global gaitb 0-4 0-2

Total scorec 0-124 0-116

HJHS, Haemophilia Joint Health Score; mHJHS, modified Haemophilia 
Joint Health Score.
aInstability was scored the same as in the old version of the HJHS as  
0 =  none and 1 =  significant pathologic joint laxity.
bGlobal gait scored as follows: 0 =  no difficulty with walking or climbing 
up/down stairs; 1 =  no difficulty with walking, but difficulty with stairs;  
2 =  difficulty with walking and with stairs.
cJoint scoring performed separately for six joints (left and right ankle, left 
and right elbow, left and right knee) with a score range of 0-19 plus the gait 
score (0-2). Score of 0 =  normal; score of 116 =  most severe disease.
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baseline and ASPIRE Year 2 of −8.8 ± 3.2 points (95% CI, −15.8, 
−1.9; P = .02), while subjects in the third quartile (>22-34; n = 9) and 
second quartile (>10-22; n = 13) experienced progressively smaller 
changes (−6.6 ± 3.2 [95% CI, −13.9, 0.8; P = .074] and −2.5 ± 1.3 
[95% CI, −5.3, 0.3; P = .07] respectively). The group in the first quar-
tile (≤10; n = 9) had the least amount of impairment at baseline and 
showed no improvement between A-LONG baseline and ASPIRE 
Year 2 (0.1 ± 1.5; 95% CI, −3.3, 3.5; P = .94). Overall, the observed 
trend suggests a positive relationship between severity of haemar-
throsis at baseline and degree of improvement over time.

Subjects with/without target joints at A-LONG baseline showed 
continued improvement in total mHJHS (Table 3). For subjects with-
out target joints at baseline (n = 23), mean total mHJHS changed 
−2.7 ± 1.6 points (95% CI, −5.9, 0.6; P = .1) between A-LONG baseline 

and ASPIRE Year 2. Subjects with target joints at baseline (n = 24) 
showed a change of −5.6 ± 1.8 (95% CI, −9.2, −1.9; P = .005) in total 
mHJHS for the same time period. Among subjects with target joint(s), 
the change in the target joint(s) score from A-LONG baseline to 
ASPIRE Year 2 was −1.7 ± 0.6 (95% CI, −2.8, −0.5; P = .007; Table 3).

Changes in total mHJHS over time were also evaluated by age 
subgroups. Improvements were observed over time in both the 
≥18–<50-year (n = 38) and ≥50-year (n = 6) age groups. No marked 
improvement was observed in 3 subjects 12-17 years of age (Table 4). 
Continuous improvement was observed in both weight-bearing and 
non–weight-bearing joints. Similar results were found in individual 
joints of the elbow, ankle and knee (Table 4).

F IGURE  1 Change in total mHJHS from A-LONG baseline 
(n = 47). a,b mHJHS, modified Haemophilia Joint Health Score; SEM, 
standard error of the mean. aDashed line between A-LONG baseline 
and ASPIRE baseline indicates variable follow-up time between the 
two time points across subjects (6.6-13.6 mos, with a median of 
8.2 mos). bP value compares A-LONG baseline with ASPIRE Year 2 
using a paired t test

A-LONG
baseline

ASPIRE
baseline

ASPIRE
Year 1

Me
an

 (S
EM

) c
ha

ng
e i

n t
ota

l s
co

re
 (0

-11
6)

Time of score collection

ASPIRE
Year 2

–6

–5

–4

–3

–2

–1

0

1

21.923.4

Mean change
of –4.1 (P = .001)

20.4 19.3Total score, mean (n = 47)

F IGURE  2 Change in total mHJHS from A-LONG baseline by 
prestudy treatment subgroups. a-c mHJHS, modified Haemophilia 
Joint Health Score; SEM, standard error of the mean. aDashed line 
between A-LONG baseline and ASPIRE baseline indicates variable 
follow-up time between the two time points across subjects (6.6-
13.6 mos, with a median of 8.2 mos). bCannot compare between the 
prophylactic and episodic (on-demand) groups because the follow-up 
duration differed. cP value compares A-LONG baseline with ASPIRE 
Year 2 using a paired t test
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TABLE  2 Demographic and baseline characteristics

A-LONG baseline and enrolled in ASPIRE (n = 74)a
A-LONG and ASPIRE 2-year 
completer (n = 47)b

Age, y, mean (SD) 31.6 (11.9) 32.3 (12.8)

Weight at parent study entry, kg, mean (SD) 72.7 (15.1) 73.5 (15.7)

BMI, kg/m2, mean (SD) 23.8 (4.3) 24.0 (4.1)

Baseline mHJHS, mean (SD) 22.1 (18.0) 23.4 (18.3)

Subjects with ≥1 target joint, % 55.4 51.1

Prestudy (pre–A-LONG) treatment, %

Prophylaxis 68.9 63.8

On-demand 31.1 36.2

Prestudy (pre-A-LONG) ABR, mean (SD) 15.8 (20.0) 16.5 (18.4)

ABR, annualized bleeding rate; BMI, body mass index; FVIII, factor VIII; mHJHS, modified Haemophilia Joint Health Score; rFVIIIFc, recombinant factor VIII 
Fc fusion protein; SD, standard deviation.
a74 subjects on rFVIIIFc prophylaxis enrolled in A-LONG, have mHJHS data and subsequently entered ASPIRE.
b47 subjects on prophylaxis reached Year 2 in ASPIRE with data available at A-LONG baseline, ASPIRE baseline and ASPIRE Year 1 and Year 2.
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Of all components of the mHJHS, swelling (combination of  
questions “Swelling” and “Duration of swelling” of all joints; range,  
0-24), range of motion (combination of questions “Extension loss 
[dorsiflexion of ankles]” and “Flexion loss [plantarflexion of ankles]” of 

all joints; range, 0-36) and strength (sum of all joints; range, 0-6) had 
the largest effect on total score (Table 4). Between A-LONG baseline 
and ASPIRE Year 2, swelling improved by −1.4 ± 0.5 points (95% CI, 
−2.5, −0.4; P = .008), range of motion by −1.1 ± 0.5 points (95% CI, 
−2.0, −0.1; P = .03) and strength by −0.8 ± 0.4 points (95% CI, −1.6, 0; 
P = .04). Comparing A-LONG baseline with ASPIRE Year 2, the number 
of joints with pain decreased or remained the same in 39 (83%) sub-
jects and increased in 8 (17%) subjects. Additional mHJHS components 
showed an overall trend toward improvement over time (see Table S1).

3.3 | Estimated mean annual change

Of the 74 subjects with a total mHJHS at A-LONG baseline who en-
tered ASPIRE, 73 had some post-baseline mHJHS data and thus were 
included in a linear mixed-effects model to estimate the annual change 
in mHJHS. There was an estimated mean (SEM) annual improvement 
in total mHJHS of −1.4 ± 0.4 (95% CI, −0.58, −2.16; P < .001) control-
ling for baseline total mHJHS, age, BMI, and weight.

4  | DISCUSSION

Subjects with severe haemophilia A received rFVIIIFc prophylaxis dur-
ing an approximately 28-week Phase 3 study (A-LONG) and an ad-
ditional 2 years of the associated ongoing long-term extension study 
(ASPIRE). During A-LONG, rFVIIIFc was determined to be well toler-
ated and resulted in low bleeding rates when dosed one to two times 
per week.12

F IGURE  3 Change in total mHJHS from A-LONG baseline by 
quartile of initial total mHJHS. a,b mHJHS, modified Haemophilia Joint 
Health Score; Q, quartile; SEM, standard error of the mean. aDashed 
line between A-LONG baseline and ASPIRE baseline indicates 
variable follow-up time between the two time points across subjects 
(6.6-13.6 mos, with a median of 8.2 mos). bP value compares A-LONG 
baseline with ASPIRE Year 2 using a paired t test
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TABLE  3 Summary of mean (SEM) change in mHJHS total score, target joint score and component score from A-LONG baseline

A-LONG baseline 
Score

ASPIRE baseline ASPIRE Year 1 ASPIRE Year 2

P valuebScore Changea Score Changea Score Changea

Total score

With target jointc 
(n = 24)

26.3 ± 3.3 24.4 ± 3.0 −1.8 ± 1.1 22.4 ± 3.2 −3.9 ± 1.4 20.7 ± 2.7 −5.6 ± 1.8 .005

No target jointc 
(n = 23)

20.5 ± 4.2 19.2 ± 3.9 −1.3 ± 1.2 18.4 ± 3.5 −2.1 ± 1.7 17.8 ± 3.6 −2.7 ± 1.6 .103

Target joint score

With target jointc 
(n = 24)

7.0 ± 0.7 6.1 ± 0.5 −0.8 ± 0.5 5.5 ± 0.7 −1.5 ± 0.6 5.3 ± 0.7 −1.7 ± 0.6 .007

Component score

Swelling (n = 47)d 3.3 ± 0.6 2.6 ± 0.6 −0.7 ± 0.4 2.0 ± 0.4 −1.2 ± 0.5 1.8 ± 0.5 −1.4 ± 0.5 .008

Range of motion 
(n = 47)e

10.6 ± 1.2 10.5 ± 1.2 −0.0 ± 0.4 10.2 ± 1.2 −0.3 ± 0.4 9.5 ± 1.2 −1.1 ± 0.5 .028

Strength (n = 47)f 2.8 ± 0.5 2.3 ± 0.5 −0.5 ± 0.3 2.0 ± 0.4 −0.8 ± 0.3 2.0 ± 0.4 −0.8 ± 0.4 .041

mHJHS, modified Haemophilia Joint Health Score; SEM, standard error of the mean.
aVersus A-LONG baseline.
bP values are based on a paired t test for change from A-LONG baseline to ASPIRE Year 2.
cA target joint is defined as a major joint (eg, hip, elbow, wrist, shoulder, knee, and ankle) into which repeated bleeding occurred (frequency of 3 or more 
bleeding episodes into the same joint in a consecutive 6-month period).
dSwelling is the combination of questions “Swelling” and “Duration of swelling” (range, 0-24).
eRange of motion is the combination of questions “Extension loss (dorsiflexion of ankles)” and “Flexion loss (plantarflexion of ankles)” (range, 0-36).
fRange, 0-6.
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The overall findings from the current analysis demonstrated 
a trend toward continued improvement in joint health during the 
ASPIRE extension study, as reflected by changes in mHJHS from A-
LONG baseline to ASPIRE Year 2. The improvements observed in the 
completer population (n = 47) were also reflected in the larger popu-
lation of subjects who had a total mHJHS at baseline and at least one 
post-baseline data point (n = 73; mean annual reduction in 1.4 points).

Improvements in mHJHS were observed among subjects aged 
≥18-<50 years and 50 + . The improvement was greater among sub-
jects with worse A-LONG baseline joint health. Greater improve-
ments were observed in subjects on prestudy episodic treatment 
compared with prestudy prophylaxis and in subjects with target joints 
compared with those without target joints. Both weight-bearing and 
non–weight-bearing joints demonstrated improvement. For subjects 
with target joints, mHJHS of the individual target joint improved sig-
nificantly, consistent with the findings that 97% of target joints in 
the overall A-LONG/ASPIRE population were resolved with rFVIIIFc 
prophylaxis.20 Components of the mHJHS that contributed most 
to improvements in total score were swelling, range of motion and 
strength. Improvements in joint health may have been related to 
treatment with rFVIIIFc over an extended time period, low bleeding 
rates compared with prestudy rates and/or increased adherence to 
prophylaxis during ASPIRE.14 Furthermore, it will be interesting to 
better understand the contributions to joint health provided by the 
Fc domain of rFVIIIFc, either by extended half-life or potential anti-
inflammatory properties of IgG Fc mediated through the inhibitory Fc 
receptor FcγRIIB.21-23

Use of the mHJHS tool to evaluate joint health may have advan-
tages over self-report questionnaires limited by a lack of objective 
measures and reliance on patient reporting. The HJHS, administered 
by a physical therapist, was developed to evaluate the functional well-
being of people with haemophilia and objectively assess the presence 
or absence of joint swelling, flexion and extension and gait changes 24 
with high inter-observer reliability.17

There are several limitations to the study. The small sample size, 
particularly in the 12-17 years age group, and lack of a control group 
limited the analysis of the results. Joint health was first evaluated 
in the A-LONG study using the Gilbert score, but following a pro-
tocol amendment, the mHJHS was employed in its place. Regarding 
the mHJHS, the study protocol did not mandate that the same as-
sessor administer the mHJHS at each visit, leading to issues of 
inter-observer variability. Assessors were given a guide to direct as-
sessments; however, no information is available relating to assessors 
in this study. Also, the mHJHS is a simplified and modified version 
of the HJHS that is not yet validated, so results cannot be compared 
with other studies. Use of the modified version reduced the burden 
for the assessor, but might have impacted on measurement proper-
ties previously reported for the HJHS.15,16 Furthermore, use of addi-
tional objective methodologies for the quantification of joint health 
(eg, imaging) will be beneficial in future validation studies. Finally, 
this was a post hoc analysis and not powered to show statistical sig-
nificance. Further studies will be needed to confirm these findings as 
well as the effect of improvements in joint health on overall improve-
ments in quality of life.

TABLE  4 Summary of mean (SEM) change in mHJHS from A-LONG baseline, by age and joint type

A-LONG baseline 
Score

ASPIRE baseline ASPIRE Year 1 ASPIRE Year 2

P valuebScore Changea Score Changea Score Changea

Age groupc

≥12 to 17 y 
(n = 3)

1.7 ± 1.7 2.3 ± 1.9 0.7 ± 0.3 1.7 ± 1.2 0.0 ± 0.6 2.0 ± 1.2 0.3 ± 0.9 .742

≥18 to <50 y 
(n = 38)

21.8 ± 2.7 20.2 ± 2.4 −1.6 ± 1.0 18.7 ± 2.3 −3.1 ± 1.3 18.2 ± 2.4 −3.6 ± 1.2 .005

≥50 y (n = 6) 44.8 ± 6.0 42.2 ± 4.8 −2.7 ± 1.8 40.7 ± 6.5 −4.2 ± 2.4 35.0 ± 4.1 −9.8 ± 5.0 .107

Joint type (n = 47)

Weight-
bearingd

8.0 ± 0.9 7.6 ± 0.9 −0.4 ± 0.3 7.2 ± 0.9 −0.8 ± 0.3 6.8 ± 0.8 −1.2 ± 0.4 .006

Non-weight-
bearingd

6.7 ± 1.0 6.0 ± 0.9 −0.7 ± 0.5 5.2 ± 0.8 −1.5 ± 0.6 4.8 ± 0.8 −1.9 ± 0.6 .002

Ankle (L+R)e 9.6 ± 1.2 9.4 ± 1.2 −0.2 ± 0.5 8.8 ± 1.2 −0.8 ± 0.6 8.4 ± 1.1 −1.2 ± 0.6 .044

Knee (L+R)e 6.5 ± 1.1 5.8 ± 1.0 −0.7 ± 0.3 5.7 ± 1.1 −0.8 ± 0.3 5.3 ± 1.0 −1.2 ± 0.4 .008

Elbow (L+R)e 6.7 ± 1.0 6.0 ± 0.9 −0.7 ± 0.5 5.2 ± 0.8 −1.5 ± 0.6 4.8 ± 0.8 −1.9 ± 0.6 .002

L, left; mHJHS, modified Haemophilia Joint Health Score; R, right; SEM, standard error of the mean.
aVersus A-LONG baseline.
bP values are based on a paired t test for change from A-LONG baseline to ASPIRE Year 2.
cTotal score range: 0-116.
dRange of 0-38, with 0 indicating no damage and 38 indicating most severe damage. A score was first derived as the sum of per-joint scores for a pair of 
right and left joints (ankle, knee or elbow), then weight-bearing joint score was calculated as the average of the scores for the ankle and knee, and the non-
weight-bearing joint score was the same as the score for the elbow.
ePer-joint score is the sum of the scores for all the questions for a specific joint (either L or R), with the range of 0-19. The sum of L+R range: 0-38.
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5  | CONCLUSION

This study is the first to demonstrate continuous improvement in joint 
health with extended half-life factor replacement prophylaxis in hae-
mophilia. Improvements in joint health were most marked in subjects 
with poor joint health. These data suggest that subjects treated long-
term with rFVIIIFc, including those already on a prestudy prophylactic 
regimen with conventional FVIII products, and those with poor joint 
health, experienced improvements in joint health. Findings from this 
study are limited based upon the small number of subjects but suggest 
that joint health can be improved in subjects with severe haemophilia 
treated long-term with rFVIIIFc prophylaxis, and the majority of im-
provements can be attributed to benefits associated with decreased 
swelling and increased strength and range of motion. Future studies 
will be needed to confirm these findings.
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