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Residual confounding cannot be ruled out

This analysis focuses on a composite endpoint, rather than individual
events

Due to limited numbers, we were unable to include treatment naive
individuals in the analysis

CONCLUSIONS

This is the first large, international cohort to assess rigorously defined
severe clinical outcomes on 2DRs

After accounting for demographic and clinical characteristics, there
was a similar incidence of events on 2DRs and 3DRs

2DRs appear to be a viable treatment option with regard to clinical
outcomes. Further research on long-term durability of 2DRs is needed

The RESPOND Study Group: https://www.chip.dk/Studies/RESPOND/Study-Group




