
aPopulation with baseline ESSDAI ≥5 and ESSPRI ≥5. bPopulation with baseline ESSDAI <5, ESSPRI fatigue or dryness subscale scores ≥5, and IDEEL ≥30. cPopulation with baseline ESSDAI ≥5. dPopulation with baseline ESSPRI ≥5 and baseline ESSDAI <5). eDenotes significance.CFB=change from baseline, CI=confidence interval, 
DMARD=disease-modifying antirheumatic drug, ESSDAI=EULAR Sjögren’s Syndrome Disease Activity Index; ESSPRI=EULAR Sjögren’s Syndrome Patient Reported Index; ESSPRI-F=EULAR Sjögren’s Syndrome Patient Reported Index–Fatigue, EULAR=European Alliance of Associations for Rheumatology, FACIT-F=Functional Assessment 
of Chronic Illness Therapy–Fatigue, FSS=Fatigue Severity Scale, GC=glucocorticoid, HCQ=hydroxychloroquine, IDEEL=Impact of Dry Eye on Everyday Life, IQR=interquartile range, IV=intravenous, LS=least squares, MD=mean difference, MFI=Multidimensional Fatigue Inventory, MTD=mean treatment difference, MTX=methotrexate, 
NAS=numerical analog scale, NR=not reported, NS=not significant, PBO=placebo, PRO-F=Profile of Fatigue, PROFAD-SSI-SF=Profile of Fatigue and Discomfort–Sicca Symptoms Inventory–Short Form, PROMIS-F=Patient-Reported Outcomes Measurement Information System–Fatigue, SC=subcutaneous, SD=standard deviation, SE=standard 
error, TCM=traditional Chinese medicine, TGP=total glucosides of peony, VAS=visual analog scale.
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Background
	● Sjögren’s disease (SjD) is a chronic, systemic, autoantibody-driven disorder 

that imposes significant clinical, humanistic, and economic burdens  
on patients1

	– SjD is characterized by glandular dysfunction that typically presents with 
symptoms such as oral and ocular dryness, fatigue, and pain1,2

	● SjD is associated with multiple comorbidities and significant heterogeneity 
in disease manifestation, including systemic involvement and an increased 
risk of lymphoma, which further impair patient health and quality of  
life (QoL)1,3

	● More than 50% of patients with SjD have a moderate to severe form of 
the condition, and disease burden is comparable with that of rheumatoid 
arthritis or systemic lupus erythematosus4

	● Although immunomodulatory treatments or biologics have been used 
to treat extraglandular systemic complications to reduce morbidity and 
mortality, no currently approved therapies treat the underlying cause and 
the systemic nature of the disease5,6

	– Oral manifestations, such as mouth ulcers or sores, trouble speaking, and 
dysphagia,7 as well as dry eye,8 are strongly associated with worse QoL, 
yet these issues are largely not addressed beyond simple symptomatic 
treatments, which exacerbates the emotional and social impact of  
the disease9

	● Furthermore, patient-reported symptom burden and use of 
immunomodulatory medications are not aligned with laboratory or 
end-organ findings in SjD,10 highlighting the disconnect between objective 
disease measures and patient experience. This underscores the need for 
updated, patient-centered evaluation strategies 

Objective Methods
Study Design  

	● The SLR was developed in accordance with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement 
	● Searches were conducted from the Embase and MEDLINE databases (via OvidSP), covering the period from January 1, 2014, to July 14, 2025

	– Specific inclusion and exclusion criteria were applied in a 2-stage screening process, initially with titles and abstracts followed by the full text, to identify and shortlist 
publications of interest

	– The population of interest was patients with SjD, and study types of interest included clinical trials, observational studies, economic evaluations, and health care resource 
utilization studies that were published in English and contained data on QoL outcomes from generic and disease-specific instruments in domains such as physical symptoms 
(eg, fatigue), ocular manifestations, and oral health complications

	– Additional manual searches were performed in the bibliographies of relevant studies, Google Scholar, disease-specific websites, and conference proceedings 
	● The screening process was conducted by 2 independent medical reviewers at each phase, with any disagreements resolved by a third independent reviewer

*Presenting author.

Key Takeaways
Currently available treatments have generally shown 
limited efficacy in reducing the HRQoL burden for 
patients with SjD 

Although some treatments have demonstrated potential 
benefit, these findings are primarily derived from clinical 
studies with small sample sizes and require validation

The effectiveness of treatment on the primary symptoms 
of SjD, such as fatigue or dryness, is inconsistent

There remains a significant unmet need for therapies that 
can effectively alleviate the HRQoL burden in patients 
with SjD
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Effect of Treatment on Overall ESSPRI Scores
	● The European Alliance of Associations for Rheumatology (EULAR) Sjögren’s Syndrome Patient Reported Index (ESSPRI) is commonly used to evaluate symptoms 

in patients with SjD and measures overall dryness, joint or muscular limb pain, and fatigue11

	– Higher ESSPRI scores indicate more severe symptoms and greater disease impact, while lower scores indicate milder symptoms and less impact
	– Most studies only reported the overall ESSPRI score (Table 1)

	● While the use of systemic treatments generally resulted in a reduction in ESSPRI scores over time, the changes were not statistically different when compared 
with placebo in most cases (Table 1)

	– In placebo-controlled RCTs involving abatacept,12-14 rituximab,15 leniolisib,16 belimumab,17 efgartigimod,18 leflunomide + hydroxychloroquine (HCQ),19,20 
lusvertikimab,21,22 MHV370,23 and N-acetylcysteine24 treatment, no significant differences in ESSPRI scores were found, indicating modest reductions in 
ESSPRI scores over time; however, these improvements were not consistently superior to placebo 

	– In contrast, iguratimod25 and dazodalibep26 treatment demonstrated significant improvements in overall ESSPRI scores compared with placebo in some 
small-scale trials, suggesting better symptom control. Iscalimab 600 mg also showed a statistically significant benefit in dryness, as measured using ESSPRI, 
compared with placebo27

TABLE 1: Impact of systemic treatments on overall ESSPRI score  

Intervention (n) vs 
comparator (n) Metric Overall ESSPRI score
B cell–targeted therapies

Rituximab (66) vs PBO (67)15 Week 48 MTD (95% CI), p-value 0.54 (–0.12, 1.20), p = 0.1087

Leniolisib (20) vs PBO (10)16 NR p = NS 

Belimumab (30)28 Week 28 mean CFB (95% CI), p-value –0.8 (–1.5, –0.2), p = 0.0174a

Belimumab + rituximab (24) vs 
belimumab (24) vs rituximab (25) 
vs PBO (13)17

1. Week 24 mean CFB 
2. Week 24 MTD p-value

1. –1.24 vs –0.85 vs –0.91 vs –0.86 
2. p = NS

Ianalumab 5 mg (47) vs ianalumab 
50 mg (47) vs ianalumab 300 mg 
(47) vs PBO (49)29,30

1. Week 24 LS mean CFB (SE) 
2. Week 24 MTD (95% CI), p-value

1. –1.39 (0.30) vs –1.70 (0.30) vs 
–1.77 (0.29) vs –1.71 (0.29) 
2. –0.06 (–0.86, 0.74), p = 0.89 
(ianalumab 300 mg vs PBO)

Ianalumab 300 mg → ianalumab 
300 mg (21) vs ianalumab 300 mg 
→ PBO (22) vs PBO → ianalumab 
300 mg (47)31

Mean change from Weeks 24-52 –0.46 vs 0.31 vs –0.73

Iscalimab (21) vs PBO (10)32 Week 12 MTD (95% CI) –0.83 (–2.2, 0.6)

Iscalimab 150 mg (44) vs iscalimab 
300 mg (43) vs iscalimab 600 mg 
(43) vs PBO → iscalimab 600 mg 
(43)b,33 

Week 48 LS mean CFB (95% CI)
–2.50 (–3.16, –1.85) vs  
–1.82 (–2.50, –1.14) vs  
–2.19 (–2.86, –1.52) vs  
–2.02 (–2.69, –1.36)

Iscalimab 600 mg vs PBO → 
iscalimab 600 mg (total 100)c,33 Week 48 LS mean CFB (95% CI)  –2.29 (–2.87, –1.71) vs  

–2.14 (–2.73, –1.54)

Iscalimab 150 mg (44) vs iscalimab 
300 mg (43) vs iscalimab 600 mg 
(43) vs PBO (43)b,27

1. LS mean CFB (SE) 
2. Week 24 MTD (95% CI) vs PBO

1. –1.8 (0.3) vs –1.6 (0.3) vs –1.8 (0.3) 
vs –1.3 (0.3) 
2. –0.5 (–1.4, 0.3) vs –0.3 (–1.1, 0.6) 
vs –0.5 (–1.4, 0.3)

Iscalimab 600 mg (50) vs  
PBO (50)c,27

1. LS mean CFB (SE) 
2. Week 24 MTD (95% CI) vs PBO, 
p-value

1. –1.8 (0.3) vs –1.2 (0.3) 
2. –0.57 (–1.30, 0.15), p = 0.12

Iscalimab 3 mg/kg SC (8) vs  
PBO (4)34

1. Week 12 mean CFB (SD)  
2. Week 12 MTD (95% CI), p-value

1. –1.04 (1.20) vs 0.08 (0.63) 
2. –1.09 (–2.97, 0.80), p = 0.205

Iscalimab 10 mg/kg IV (20) vs  
PBO (11)34

1. Week 12 mean CFB (SD)  
2. Week 12 MTD (95% CI), p-value

1. –1.68 (1.95) vs –0.94 (1.25) 
2. –0.95 (–2.41, 0.50), p = 0.188

Lusvertikimab (31) vs PBO (17)21,22 1. Week 13 mean CFB 
2. Week 13 p-value for MTD

1. –1.3 (2.6) vs –1.6 (2.1) 
2. p = NS

T cell–targeted therapies 

Abatacept (40) vs PBO (40)12 1. Week 24 difference of median CFB
2. Week 24 MTD (95% CI), p-value

1. –1.0 vs –0.6
2. –5.0 (–12.7, 2.8), p = 0.208

Abatacept → abatacept (40) vs 
abatacept → PBO (38)13 Week 48 difference of median CFB –2.0 vs –1.3

Abatacept (92) vs PBO (95)14 1. Week 24 mean CFB (SD)
2. Week 24 MTD (95% CI)

1. –1.3 (0.3) vs –1.5 (0.3)
2. 0.3 (–0.3, 0.8)

Abatacept (32)35 Week 52 CFB, p-value –1.1, p <0.05a

Dazodalibep (33) vs PBO (36)d,26 1. Week 24 LS mean CFB (SE)
2. Week 24 LS MTD (90% CI), p-value

1. –1.80 (0.31) vs –1.12 (0.29) 
2. –0.68 (–1.39, 0.02), p = 0.1110

Dazodalibep (54) vs PBO (55)e,26 1. Week 24 LS mean CFB (SE)
2. Week 24 MTD (90% CI), p-value

1. –1.80 (0.23) vs –0.53 (0.23)
2. –1.27 (–1.82, –0.73), p = 0.0002a

Intervention (n) vs 
comparator (n) Metric Overall ESSPRI score
FcRn pathway inhibitors

Efgartigimod (22) vs PBO (9)18 Week 24 median CFB (IQR) –0.50 (–1.3, 0.3) vs –0.83 (–1.3, –0.3)

Nipocalimab 5 mg/kg vs  
nipocalimab 15 mg/kg vs PBO36

1. Week 24 LS mean CFB (90% CI) 
2. Week 24 MTD vs PBO (90% CI)

1. –1.29 (–1.75, –0.83) vs –2.32 (–2.79, –1.85) 
vs –1.91 (–2.36, –1.46) 
2. 0.62 (0.01, 1.23) vs –0.41 (–1.03, 0.20)

Cytokine inhibitors 

Tocilizumab (55) vs PBO (52)37
1. Week 24 mean CFB
2. Week 24 MTD (95% CI), 
p-value 

1. –0.6 vs –0.2
2. –0.4 (–1.0, 0.3), p = 0.12

Small-molecule kinase inhibitors 

Remibrutinib (49) vs PBO (24)38
1. Week 24 CFB 
2. Week 24 MD (95% CI), 
p-value

1. –1.13 vs –0.96 
2. 0.17 (–0.62, 0.96), p = 0.663 

GLPG3970 (20) vs PBO (11)39 1. Week 12 LS mean CFB (SE) 
2. Week 12 MTD (90% CI)

1. –2.15 (0.59) vs –1.79 (0.70) 
2. –0.36 (–2.02, 1.30)

Filgotinib (38) vs lanraplenib (37) vs 
tirabrutinib (39) vs PBO (36)40 Week 24 LS mean CFB –0.8 (0.31) vs –1.1 (0.34) vs  

–1.2 (0.31) vs –0.9 (0.33)

Corticosteroids 

GC-based therapies vs  
non–GC-based therapies41 Cohen’s d (95% CI) at Month 3 –0.05 (–0.24, 0.13)

Antioxidants

N-acetylcysteine (30) vs PBO (30)24 3-month p-value of difference p >0.05

DMARDs

MTX (27) vs HCQ (29) vs  
MTX + HCQ (30)42

1. 6-month mean CFB (SD) 
2. 6-month p-value for  
between-group difference

1. –3.1 (1.7) vs –2.4 (1.5) vs –2.4 (1.8) 
2. p = 0.236

HCQ (56) vs PBO (64)43 Week 24 MTD (95% CI), p-value –0.05 (–0.68, 0.57), p = 0.87

Leflunomide + HCQ (21) vs  
PBO (25)19 NR p = NS

Leflunomide + HCQ (21) vs PBO 
(8)20 Week 24 MTD (95% CI), p-value –1.11 (–2.35, 0.13), p = 0.079

Other novel targets

Petesicatib (38) vs PBO (37)44 MTD (95% CI), p-value –0.22 (–1.08, 0.64), p = 0.6077

RSLV-132 (20) vs PBO (8)45 1. Week 14 mean CFB 
2. Week 14 MTD, p-value

1. –1.22 vs –0.54 
2. –0.68, p = 0.27

MHV370 (12) vs PBO (14)23 Week 14 mean CFB (SD) –0.17 (NA) vs 2.20 (1.865)

Iguratimod (36) vs PBO (19)25

1. Week 24 mean CFB (IQR), 
p-value
2. Week 24 p-value for 
difference 

1. –1.4 (–1.9, 0.8), p = 0.024a vs  
–0.3 (–0.8, 0.4), p = 0.528
2. p = 0.016

Herbal/traditional therapies

TGP (211) vs PBO (103)46 Week 24 mean CFB, p-value –0.73 vs –0.43, p <0.001a 

TCM (28) vs PBO (14)47 1. Week 12 mean CFB (SD)
2. Week 12 MTD, p-value

1. –0.62 (1.6) vs –0.91 (1.3)
2. 0.29, p = 0.557

aDenotes significance. bPopulation with baseline ESSDAI ≥5 and ESSPRI ≥5. cPopulation with baseline ESSDAI <5, ESSPRI fatigue or dryness subscale scores ≥5, and IDEEL score ≥30. dPopulation with baseline ESSDAI ≥5. ePopulation with baseline ESSPRI ≥5 and baseline 
ESSDAI <5. CFB=change from baseline, CI=confidence interval, DMARD=disease-modifying antirheumatic drug, ESSDAI=EULAR Sjögren’s Syndrome Disease Activity Index, ESSPRI=EULAR Sjögren’s Syndrome Patient Reported Index, EULAR=European Alliance 
of Associations for Rheumatology, FcRn=neonatal fragment crystallizable receptor, GC=glucocorticoid, HCQ=hydroxychloroquine, IDEEL=Impact of Dry Eye on Everyday Life, IQR=interquartile range, IV=intravenous, LS=least squares, MD=mean difference, 
MTD=mean treatment difference, MTX=methotrexate, NA=not available, NR=not reported, NS=not significant, PBO=placebo, SC=subcutaneous, SD=standard deviation, SE=standard error, TCM=traditional Chinese medicine, TGP=total glucosides of peony.

FIGURE 3: Summary of (A) ocular health–related assessment instruments for studies of treatment compared with PBO and (B) study treatment result significance 
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HCQ=hydroxychloroquine, IDEEL=Impact of Dry Eye on Everyday Life, NRS=numerical rating scale, OSDI=Ocular Surface Disease Index, PBO=placebo, PRO=patient-reported outcome, TGP=total glucosides of peony, VAS=visual analog scale.

FIGURE 4: Summary of (A) oral health–related assessment instruments for studies of treatment compared with PBO and (B) study treatment result significance 
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HCQ=hydroxychloroquine, NAS=numerical analog scale, NRS=numerical rating scale, PBO=placebo, PRO=patient-reported outcome, TGP=total glucosides of peony, VAS=visual analog scale, XI=Xerostomia Inventory.

TABLE 2: Impact of systemic treatments on ocular and oral health

Intervention (n) vs 
comparator (n) Metric Ocular health Oral health

B cell–targeted therapies

Rituximab (67) vs PBO (66)15 Week 48 MTD (95% CI) NR VAS: 4.06 (–12.01, 3.89)

Belimumab + rituximab (24) vs 
belimumab (24) vs rituximab (25) 
vs PBO (13)17

Week 24 mean CFB NR NRS oral dryness: 
–2.11 vs –0.40 vs –1.69 vs –1.80

Iscalimab 150 mg vs iscalimab 
300 mg vs iscalimab 600 mg  
vs PBO → iscalimab 600 mg   
(total 163)a,33

Week 48 LS mean CFB (95% CI) 
IDEEL: –18.23 (–23.97, –12.49) vs 
–18.98 (–24.84, –13.12) vs  
–13.80 (–19.63, –7.97) vs  
–18.83 (–24.58, –13.07)

NR

Iscalimab 600 mg vs PBO → 
iscalimab 600 mg (total 100)b,33 Week 48 LS mean CFB (95% CI) IDEEL: –21.95 (–27.29, –16.61)  

vs –17.22 (–22.71, –11.73) NR

Iscalimab (50) vs PBO (50)b,27
Percentage of patients with ≥12-point 
improvement in IDEEL score 
(difference; 95% CI)

IDEEL: 48 vs 40 (8; –11.4, 27.4) NR

T cell–targeted therapies 

Abatacept (40) vs PBO (40)12 Week 24 MTD, median (IQR), p-value NRS: 0.0 (–0.8, 0.9), p >0.05 NRS: –0.6 (–10.1, 8.9), p = 0.902

Abatacept (92) vs PBO (95)14 Week 24 CFB (SD) NRS: –0.9 (0.3) vs –1.0 (0.3) NRS: –1.3 (0.3) vs –1.2 (0.3)

Dazodalibep (33) vs PBO (36)c,26
1. Week 24 LS mean CFB (SE) 
2. Week 24 LS MTD (90% CI), 
p-value

1. OSDI: –16.00 (3.22) vs  
–14.02 (3.06)  
2. OSDI: –1.97 (–9.38, 5.44),  
p = 0.6583

NR

Dazodalibep (51) vs PBO (53)d,26
1. Week 24 LS mean CFB (SE) 
2. Week 24 LS MTD (90% CI), 
p-value

1. OSDI: –13.95 (2.95) vs  
–8.52 (2.94)  
2. OSDI: –5.43 (–12.31, 1.46),  
p = 0.1936

NR

Antioxidants

N-acetylcysteine (30) vs  
PBO (30)2 3-month median CFB p-value OSDI: p >0.05 XI: p >0.05

DMARDs

HCQ (56) vs PBO (64)43 Week 24 MTD (95% CI), p-value p = NR NAS: 0.23 (–0.52, 0.98), p = 0.55

Leflunomide + HCQ (21) vs  
PBO (8)20 Week 24 MTD (95% CI), p-value VAS: –8.48 (–29.45, 12.50), p = 0.42 VAS: –7.17 (–26.12, 11.78), p = 0.45

Herbal/traditional therapies

TGP (211) vs PBO (103)46 Week 24 CFB (SD), p-value VAS: –1.0 (2.1) vs –0.27 (1.0),  
p = 0.001e

VAS: –1.4 (2.2) vs –0.7 (1.8),  
p = 0.019e

aPopulation with baseline ESSDAI ≥5 and ESSPRI ≥5. bPopulation with baseline ESSDAI <5, ESSPRI fatigue or dryness subscale scores ≥5, and IDEEL score ≥30. 
cPopulation with baseline ESSDAI ≥5. dPopulation with baseline ESSPRI ≥5 and baseline ESSDAI <5. eDenotes significance. CFB=change from baseline, CI=confidence 
interval, DMARD=disease-modifying antirheumatic drug, ESSDAI=EULAR Sjögren’s Syndrome Disease Activity Index; ESSPRI=EULAR Sjögren’s Syndrome Patient 
Reported Index; EULAR=European Alliance of Associations for Rheumatology, HCQ=hydroxychloroquine, IDEEL=Impact of Dry Eye on Everyday Life, IQR=interquartile 
range, LS=least squares, MTD=mean treatment difference, NAS=numeric analog scale, NR=not reported, NRS=numerical rating scale, OSDI=Ocular Surface Disease 
Index, PBO=placebo, SD=standard deviation, SE=standard error, TGP=total glucosides of peony, VAS=visual analog scale, XI=Xerostomia Inventory.

Effect of Treatment on Manifestations of SjD
	● In addition to the ESSPRI, manifestations of SjD can be evaluated by other assessment instruments 
	● A total of 36 studies assessed the effect of treatment on fatigue using 9 different patient-reported outcome instruments (Figure 2A)
	● Overall, there were inconsistent effects on fatigue-related QoL for patients with SjD across treatments (Figure 2B)

	– Most differences from baseline to specified time points between treatment groups and placebo were not significant across fatigue-related assessment instruments 
	– Dazodalibep26 significantly improved fatigue outcomes compared with placebo, particularly in patients with low systemic activity; RSLV-132,45 leflunomide + HCQ,20 and total glucosides of peony (TGP)46 also demonstrated significant improvement in fatigue levels compared with placebo
	– In addition, methotrexate, either as monotherapy or in combination with HCQ,42 demonstrated significant reductions in fatigue levels compared with HCQ monotherapy
	– In contrast, treatments such as abatacept12-14 showed no significant benefit over placebo, as both groups reported similar improvements across fatigue measures; tocilizumab,37 leniolisib,16 rituximab,15,48 ianalumab,29-31 iscalimab,27,32-34 and belimumab17 demonstrated numerical improvements in fatigue outcomes over placebo, but none reached statistical significance

	● A total of 11 studies assessed the effect of treatment on ocular and/or oral health using 6 assessment instruments (Table 2, Figure 3A, and Figure 4A)
	– Of the 8 studies reporting ocular health–related outcomes, 1 showed significant treatment differences for TGP46 compared with placebo (Figure 3B)
	– Of the 6 studies reporting oral health–related outcomes, 1 showed a significant difference for TGP46 compared with placebo (Figure 4B)

SLR Workflow and Output
	● A total of 2563 records were initially retrieved from the Embase and MEDLINE databases 

by keyword searches (Figure 1)
	● Following duplicate removal and filtering with specific inclusion and exclusion criteria,  

333 records were considered relevant
	– An additional 53 records were identified through manual searches, bringing the total to  

386 records
	● Further review identified 346 records that reported outcomes related to humanistic 

burden, of which 56 records that reported the impact of intervention on humanistic burden 
were considered

	– Of these, 42 reported on systemic treatments and 14 reported on nonsystemic/
nonpharmacologic interventions 

	– Of the studies reporting on systemic treatments, 81% (n = 34) were randomized 
controlled trials (RCTs)

FIGURE 1: Summary of SLR workflow, filtering, and output 
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aReasons for exclusion included a noninterest population (n = 16), noninterest outcomes (n = 192), noninterest study types (n = 22), a non-English 
language source (n = 3), a duplicate record (n = 3), or a nonaccessible publication (n = 2). 
bManual search included using Google; Google Scholar; disease-specific websites; and conferences by the American College of Rheumatology, 
International Symposium on Sjögren’s Disease, European Alliance of Associations for Rheumatology (EULAR) Congress, International Congress 
on Autoimmunity, American Association of Immunologists (AAI), Academy of Managed Care Pharmacy (AMCP), and the International Society for 
Pharmacoeconomics and Outcomes Research (ISPOR). 
cReasons for exclusion included low sample size (N <30), reports only baseline QoL data, linkages to other articles with detailed results, or being  
cross-sectional studies with only limited information (mean/median QoL scores). 
dExcluded records that do not report the impact of intervention on humanistic burden. 
QoL=quality of life, SLR=systematic literature review.

FIGURE 2: Summary of (A) fatigue-related assessment instruments for studies of treatment compared with PBO and (B) study treatment result significance 
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ESSPRI-F=EULAR Sjögren’s Syndrome Patient Reported Index–Fatigue, EULAR=European Alliance of Associations for Rheumatology, FACIT-F=Functional Assessment of Chronic Illness Therapy–Fatigue, HCQ=hydroxychloroquine, MFI=Multidimensional Fatigue Inventory, NAS=numerical analog scale, 
PBO=placebo, PRO=patient-reported outcome, PRO-F=Profile of Fatigue, PROFAD-SSI-SF=Profile of Fatigue and Discomfort–Sicca Symptoms Inventory–Short Form, PROMIS-F=Patient-Reported Outcomes Measurement Information System–Fatigue, TCM=traditional Chinese medicine,  
TGP=total glucosides of peony, VAS=visual analog scale.

To identify, evaluate, and 
summarize the impact 
of treatments on the 
humanistic burden of SjD 
through a systematic 
literature review (SLR), 
with a specific focus on the 
impact of treatments on 
health-related QoL (HRQoL)
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