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Association of Serum Tocilizumab Trough
Concentrations with Clinical Disease Activity Index
Scores in Adult Patients with Rheumatoid Arthritis 
Uri Arad and Ori Elkayam

ABSTRACT. Objective. To determine whether serum trough concentrations of tocilizumab (TCZ) administered as
a fixed-dose subcutaneous (SC) injection for the treatment of rheumatoid arthritis (RA) are associated
with disease activity responses.
Methods. We analyzed datasets from the Israeli branch of the multinational TOZURA study, which
evaluated a weekly subcutaneous TCZ treatment regimen in a real-life clinical setting. Generalized
estimating equations (GEE) were used to evaluate associations between the TCZ levels and the study
outcomes. Linear models and GEE were used to evaluate associations between patient characteristics
and TCZ levels. 
Results. A significant association between the TCZ concentrations and the change in the Clinical
Disease Activity Index (CDAI) score was observed. In a multivariate binary GEE model, every
increase of 10 µg/ml in the concentration of TCZ was associated with being in a state of CDAI
remission or low disease activity (OR 1.41) versus a moderate/high disease activity state. An OR of
1.52 was associated with being in a state of Health Assessment Questionnaire–Disability Index
remission. In univariate linear models, there was an inverse association between body mass index
(BMI) and improvement in the CDAI score, and the BMI score was associated with lower TCZ
concentrations. Patients who weighed > 100 kg had lower TCZ concentrations. 
Conclusion. In the first 24 weeks of treatment with SC TCZ injections, TCZ concentrations were
associated with clinical improvement, while body weight and BMI were inversely associated with
TCZ concentrations. Personalizing the dose of SC TCZ to body weight may improve outcomes of
clinical disease activity in patients with RA. (J Rheumatol First Release October 15 2019; doi:10.3899/
jrheum.181431)
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In patients with rheumatoid arthritis (RA) treated with
monoclonal antibody tumor necrosis factor-α inhibitors
(TNFi), the association between the serum drug trough
concentrations and the clinical response to treatment is well
established1,2. Additionally, the development of antidrug
antibodies to monoclonal antibody TNFi, especially to adali-
mumab and infliximab, correlates with a low level of
detectable drug concentration and with a worse clinical
outcome in RA, psoriatic arthritis, axial spondyloarthritis,
and inflammatory bowel disease3,4,5,6.

    Tocilizumab (TCZ) is a monoclonal antibody directed
against the interleukin 6 (IL-6) receptor, with an established
efficacy in the treatment of RA7. TCZ has a low immuno-
genic profile; only about 1–2% of patients develop detectable
antidrug antibodies, which were not found to associate with
low drug levels or clinical inefficacy8. TCZ is administered
either as a weekly subcutaneous (SC) injection at a fixed dose
of 162 mg, or as an intravenous (IV) infusion with a weight-
based dosing regimen of 4 or 8 mg/kg, once every 4 weeks. 
    Several studies have attempted to explore the relationship
between serum TCZ drug levels and clinical outcomes in RA
patients. In a pharmacokinetic analysis of 4 phase III studies
of intravenously administered TCZ, a relationship between
drug exposure and improvement in 28-joint count Disease
Activity Score (DAS28) and American College of
Rheumatology (ACR) response criteria and in inflammatory
markers was evident9. A retrospective analysis of an Italian
cohort of 126 TCZ-treated patients with RA, which compared
between patients with TCZ concentrations < 10 µg/ml 
(n = 84) and > 10 µg/ml (n = 42), found a statistically signif-
icant difference between groups in the DAS28 after 6 months
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of treatment (3.09 ± 1.32 vs 2.78 ± 1.32, respectively)10. In
an observational study of 66 consecutive patients with RA
treated with IV TCZ 8 mg/kg once every 4 weeks, serum
trough concentrations > 1 µg/ml were sufficient to normalize
the serum C-reactive protein (CRP) levels11. This study also
demonstrated a negative association between TCZ concen-
tration and ΔDAS28 at Week 24 of treatment. Because the
majority of patients obtained TCZ concentrations > 1 µg/ml,
the authors speculated that tapering the TCZ dose might be
feasible in a considerable proportion of patients.
    The SUMMACTA study was a randomized double-blind
study that demonstrated the clinical equivalence of weekly
SC 162 mg TCZ to IV TCZ at a dose of 8 mg/kg once every
4 weeks12. In the BREVACTA study, SC TCZ 162 mg every
2 weeks was tested against placebo13. In a previously
published pharmacokinetic and pharmacodynamic analysis
of these trials, in patients treated by SC injections, the clinical
response increased with increasing TCZ trough concentration
exposure quartiles, with the efficacy variables plateauing past
the first quartile (mean Ctrough ~15 µg/ml) in the once-weekly
SC injection regimen14.
    To further study the relationship between TCZ trough
concentrations and clinical outcomes in patients with RA
treated with once-weekly SC 162 mg TCZ, we analyzed the
data from the Israeli cohort of the TOZURA study. This study
was a multinational phase IV, single-arm open-label study of
patients with RA commencing TCZ treatment15. The cohort
consisted of 100 patients who were periodically evaluated
until Week 24, and the serum trough drug concentrations and
levels of soluble IL-6 receptor (sIL6R) were measured at
Week 12 and Week 24. Analyses were performed to identify
variables that may affect clinical outcomes and drug levels.  

MATERIALS AND METHODS
We analyzed datasets of the Israeli branch [Treatment with Actemra (TCZ)
administered as Subcutaneous Injection (TASC), clinicaltrials.gov:
NCT01988012] of the Roche multinational umbrella study TOZURA, which
evaluated an SC TCZ treatment regimen of 162 mg once weekly as
monotherapy or in combination with methotrexate (MTX) or other conven-
tional synthetic disease-modifying antirheumatic drugs (DMARD) in a real-
world clinical setting15. The study enrolled 100 patients. The anonymized
datasets were kindly provided by the Roche Global Product Development
Medical Affairs Data Sharing Team. 
Study design and setting. Briefly, this was a multicenter, open-label single-
arm study performed at 13 medical centers in Israel between January 2014
and July 2015, and was part of the multinational umbrella study TOZURA,
whose results have been previously published15. In Israel, the approval
number at the Tel Aviv Sourasky Medical Center ethics review board was
0319-13-TLV and each of the additional 12 sites received approval for
performing the study from its independent institutional ethics committees
as required by Israeli Ministry of Health regulations.
Study population. Study participants were adults (≥ 18 yrs of age) with a
diagnosis of active RA according to the revised (1987) ACR or European
League Against Rheumatism/ACR (2010) criteria who received treatment
on an outpatient basis (not including TCZ), and who were either previously
treated with 3 DMARD and were not treated with any biologic agent, or
were previously treated with 1 biologic agent (alone or in combination with
DMARD) and discontinued that agent for any reason. 

      Exclusion criteria included rheumatic autoimmune disease other than
RA (secondary Sjögren syndrome with RA was permitted), functional Class
IV as defined by the ACR Classification of Functional Status in Rheumatoid
Arthritis, diagnosis of juvenile idiopathic arthritis or juvenile RA, and/or RA
before the age of 16 and history of or current inflammatory joint disease
other than RA.
Treatment. Study participants received a weekly SC injection of TCZ 162
mg (in a single fixed dose irrespective of body weight) as monotherapy or
in combination with MTX or other DMARD for 24 weeks. DMARD were
allowed if the participant had been taking a stable dose for at least 4 weeks
prior to baseline. Oral corticosteroids (≤ 10 mg/day prednisone or equivalent)
and nonsteroidal antiinflammatory drugs (up to the maximum recommended
dose) were permitted if the participant was taking a stable dose for ≥ 4 weeks
prior to baseline. 
Endpoints. The primary endpoint of the study was the proportion of patients
achieving remission and proportion of patients achieving low disease activity
(LDA) according to Clinical Disease Activity Index (CDAI) after 24 weeks
of treatment with SC TCZ. Pharmacokinetics and immunogenicity (anti-
TCZ antibodies) were assessed at baseline, 12 weeks, and 24 weeks. Anti-
TCZ antibodies were measured using the bridging ELISA. Safety was
assessed by adverse events reports.
Statistical analysis. Linear regression analysis and generalized estimating
equations (GEE) were used to evaluate associations between TCZ levels and
the study outcomes [change in CDAI scores, change in Health Assessment
Questionnaire (HAQ) scores, CDAI remission/LDA status, and HAQ–
Disability Index (HAQ-DI) remission]. GEE were also used to evaluate
associations between age, sex, weight, BMI, baseline CRP levels, serum
TCZ, and sIL6R serum levels at Week 12 and Week 24. P values < 0.05 were
considered significant. Analyses were performed with IBM SPSS Statistics
software, version 24 (IBM Corp.). 
      Differences between TCZ levels with weight categories were analyzed
with the Kruskal-Wallis test with Dunn’s posthoc comparison analysis. 
P values of < 0.05 were considered significant. Calculations were performed
with GraphPad Prism software. 

RESULTS
Clinical improvement associates with serum TCZ levels. The
Israeli cohort enrolled in the TOZURA study included 100
patients with RA, with a mean age of 54.3 years (SD 11.8);
80 of them were female. Sixty-five patients had an inadequate
response to treatment with conventional DMARD and 35
patients did not adequately respond to treatment with
biological DMARD. At baseline, the mean ± SD disease
activity scores according to CDAI, Simplified Disease
Activity Index, and DAS28-ESR were 31.9 ± 14.4, 33.7 ±
14.8, and 5.0 ± 1.0, respectively. At 12 weeks, 4 patients
withdrew from the study and 85 patients completed the study
until Week 24. 
    The mean (± SD) TCZ trough levels at Week 12 were 34
± 19 µg/ml, with a further increase to 41 ± 23 µg/ml at Week
24. About 90% of patients had TCZ trough levels > 10 µg/ml
(Figure 1A) at 12 weeks. 
    Because treatment with TCZ almost invariably results in
normalization of the acute-phase reactants, we decided to
focus our analysis on the change in the CDAI score, a disease
activity outcome measure that uses clinical components
without acute-phase reactants. The mean (± SD) CDAI score
decreased to 15.8 ± 12.5 after 12 weeks of treatment with TCZ
and remained stable until Week 24 (13.0 ± 12.0). We detected
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an association between TCZ levels and the clinical response;
in a univariate linear model using data from Week 12, for
every increase of 10 µg/ml in the serum concentration of TCZ,
there was a corresponding decrease (improvement) of 1.71
units in the CDAI score (p = 0.024). Figure 1B depicts change
in CDAI score between Week 1 and Week 12 according to
TCZ levels. Further, the associations between TCZ levels and
the change in CDAI scores remained significant after
including the following factors in a multivariate linear model:
BMI, sex, concomitant MTX, seropositivity (anticyclic citrul-
linated peptide antibodies or rheumatoid factor), screening
CRP levels, centered baseline CDAI scores, and TCZ trough
concentration. For every increase of 10 µg/ml in the serum
concentration of TCZ there was a corresponding improvement
of 2.22 units in the CDAI score (p = 0.002). Similarly, in a
multivariate binary GEE model, every increase of 10 µg/ml
in the serum concentration of TCZ was associated with an OR
of 1.41 of being in a state of CDAI remission or LDA versus
moderate/high disease activity state (p = 0.001; Figure 1C).
In addition, every increase of 10 µg/ml in the serum concen-
tration of TCZ was associated with an OR of 1.52 of being in
a state of HAQ-DI remission (p = 0.029).

BMI inversely associates with an improvement in disease
activity. Because the SC regimen uses a fixed dose instead of
weight-based dosing, we analyzed whether the patients’ BMI
was associated with clinical response to treatment. Seventy-
two percent of the patients had a BMI > 25 and the BMI of
30% of patients was > 30 (Figure 2A). An inverse association
between BMI and change in CDAI score between Week 1
and Week 12 was found in a univariate linear model; for
every decrease of 1 BMI unit, there was a corresponding
improvement of 0.53 units in the change of CDAI score 
(p = 0.043). Figure 2B depicts change in CDAI score between
Week 1 and Week 12 according to BMI categories. In a multi-
variate binary GEE model, the association between BMI and
a state of CDAI remission or LDA versus moderate/high
disease activity state did not reach statistical significance, but
a trend was observed (p = 0.074).
TCZ levels associate inversely with BMI and weight. Because
we found that TCZ levels associated with a better clinical
response and that BMI associated inversely with a better
clinical response, we checked whether a direct association
exists between BMI and TCZ drug levels. We found that in a
linear model, every increase of 1 BMI unit was associated
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Figure 1. Tocilizumab (TCZ) levels associated with clinical response. A. The distribution of TCZ levels among the cohort. B. Change in CDAI score between
Week 1 and Week 12 according to TCZ levels. A higher score represents a better improvement. The line represents the trend line (y = 0.1713x + 9.514, R² =
0.055). C. CDAI response (remission and low, moderate, and high disease activity states) relative to TCZ levels. CDAI: Clinical Disease Activity Index; LDA:
low disease activity; MDA: moderate disease activity; HDA: high disease activity.

Figure 2. The relationship between clinical improvement and tocilizumab (TCZ) levels with body mass index (BMI) and weight. A. The distribution of patients’
BMI by 5-point categories. B. Change in CDAI score between Week 1 and Week 12 according to BMI categories. A higher score represents a better improvement.
Bars represent the median value, boxes the 25th–75th percentiles, and whiskers the 2.5th–97.5th percentiles. C. TCZ drug levels at Week 12 relative to BMI.
The arrow represents the trend line (y = –0.4934x + 29.972, R² = 0.037). D. TCZ levels according to weight categories. Bars represent the median value, boxes
the 25th–75th percentiles, and whiskers the 2.5th–97.5th percentiles. P < 0.05 according to Kruskal-Wallis test with Dunn’s multiple posthoc comparison were
considered significant. CDAI: Clinical Disease Activity Index.
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with a decrease of 1.5 µg/ml in the serum TCZ concentrations
(p < 0.0001). Figure 2C shows the relationship between BMI
and TCZ drug levels.
    We also analyzed TCZ levels according to weight groups
(< 60, 60–100, > 100 kg). The TCZ concentrations were
significantly lower in the > 100 kg weight group compared
to the < 60 kg and the 60–100 weight groups (Figure 2D). 

DISCUSSION
In this cohort of patients treated with once-weekly TCZ 162
mg SC injections for 24 weeks, an association was evident
between the magnitude of clinical improvement (a greater
decrease in CDAI score) and the trough concentrations of
TCZ. None of the patients with TCZ levels < 10 µg/ml (10%
of the cohort) reached a state of CDAI remission, and the
majority of patients with TCZ levels > 60 µg/ml (6% of the
cohort) were in either a state of LDA or remission. These
results suggest that TCZ drug level monitoring might aid in
tailoring treatment to improve outcomes of patients with RA.
Further prospective studies or retrospective analyses of larger
cohorts are indicated to determine optimal target drug levels.
The results of our study suggest that TCZ drug levels should
be titrated to > 10 µg/ml.
    The association between obesity and a poor response to
anti–TNF-α agents in rheumatologic patients has been
reported repeatedly in published metaanalyses16,17. In
contrast, the effect of obesity on the response to biological
DMARD with other mechanisms of action has not been
extensively evaluated yet. In a retrospective analysis of 222
RA patients treated with TCZ, the response to TCZ was not
influenced by the baseline BMI18. A caveat to that study is
that the clinical response was evaluated by DAS28-ESR, and
as mentioned, normalization of the ESR levels is extremely
responsive to TCZ treatment even in the face of an insuffi-
cient clinical improvement. Another retrospective study of
115 patients with RA also reported that BMI did not affect
the response to TCZ19; none of the evaluated variables,
including change from baseline in DAS28, pain on a visual
analog scale, ESR and CRP levels, and tender and swollen
joint counts, were different among the BMI categories. In that
study the treatment regimen was a weight-based (8 mg/kg)
monthly IV infusion as opposed to a fixed SC weekly dose
of 162 mg of TCZ, and the proportion of obese (BMI > 30)
patients was lower than in our cohort (22% vs 32%). Again,
the response to treatment primarily focused on DAS28.
    Two studies regarding treatment of RA patients with
abatacept and one study relating to treatment with rituximab
also found that BMI does not affect the response to
therapy20,21,22.
    In contrast, in a univariate linear model analysis of the
current cohort, an inverse association between change in
CDAI score and BMI was demonstrated. This association did
not reach statistical significance in a multivariate GEE model,
but a trend toward significance (p = 0.074) was observed.

These results are in accord with the lower response to TCZ
treatment in patients who weighed > 100 kg relative to
patients weighing < 100 kg, as was observed in the
SUMMACTA study12. The authors speculated that this might
be due to the smaller number of patients in this weight
category. In our study, a significant difference in the change
in CDAI score was not found between weight groups (not
shown), perhaps because of a smaller study population.
    More recently, a pharmacodynamics and pharmacoki-
netics study of the data from the SUMMACTA and
BREVACTA trials was published14. In this analysis, with SC
dosing, increase in body weight was associated with lower
TCZ trough concentrations. Weight was the only strong
covariate that influenced both TCZ clearance and volume of
distribution variables, and the observed TCZ trough concen-
trations were lower in patients in the > 100 kg weight
category relative to the < 60 kg and 60–100 kg weight
categories. The authors concluded that the regimen of 162
mg every 2 weeks in patients weighing > 100 kg resulted in
subtherapeutic drug exposure and clinical responses not
different from placebo. These results are concordant with the
findings of our study.
    The study population in our study was not large enough
to enable analysis regarding differences in adverse/side
events by TCZ trough concentration. In the paper by
Abdallah, et al that analyzed the combined data of the
SUMMACTA and BREVACTA studies (1699 patients), there
was no apparent association between increasing TCZ
exposure and occurrence of adverse events, including infec-
tions and infestations, for any of the dosing schedules14.
    In the USA, in patients weighing < 100 kg, SC TCZ is
dosed at 162 mg every 2 weeks and the dose is increased to
once a week according to clinical response, while patients
who weigh more are initiated with a once-a-week injection.
Prospective trials are needed to determine whether thera-
peutic drug monitoring or adjusted weight-based dosing
regimens can improve or hasten clinical responses, as
opposed to the current practice. 
    This study demonstrates a relationship between TCZ
trough concentrations and clinical improvement in patients
with RA commencing treatment with TCZ. Patients with
higher BMI values or who weighed > 100 kg had lower TCZ
levels. These results raise the possibility that in patients with
an inadequate response to TCZ treatment, especially obese
ones, the clinical outcomes might be improved by monitoring
and adjusting TCZ drug levels. 

ACKNOWLEDGMENT
We thank the Roche Global Product Development Medical Affairs Data
Sharing Team for the TASC study datasets. Qualified researchers may
request access to individual patient level data through the clinical study data
request platform (www.clinicalstudydatarequest.com). Further details on
Roche’s criteria for eligible studies are available online (clinicalstudydatare-
quest.com/Study-Sponsors/Study-Sponsors-Roche.aspx). 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 www.roche.com/

4 The Journal of Rheumatology 2019; 46:doi:10.3899/jrheum.181431

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2019. All rights reserved.

 www.jrheum.orgDownloaded on March 20, 2024 from 

http://www.jrheum.org/


research_and_development/who_we_are_how_we_work/clinical_trials/our_
commitment_to_data_sharing.htm.

REFERENCES
   1.    Wolbink GJ, Voskuyl AE, Lems WF, de Groot E, Nurmohamed MT,

Tak PP, et al. Relationship between serum trough infliximab levels,
pretreatment C reactive protein levels, and clinical response to
infliximab treatment in patients with rheumatoid arthritis. Ann
Rheum Dis 2005;64:704-7. 

   2.    Bartelds GM, Wijbrandts CA, Nurmohamed MT, Stapel S, Lems
WF, Aarden L, et al. Clinical response to adalimumab: relationship
to anti-adalimumab antibodies and serum adalimumab 
concentrations in rheumatoid arthritis. Ann Rheum Dis
2007;66:921. 

   3.    van Schouwenburg PA, van de Stadt LA, de Jong RN, van Buren
EE, Kruithof S, de Groot E, et al. Adalimumab elicits a restricted
anti-idiotypic antibody response in autoimmune patients resulting in
functional neutralisation. Ann Rheum Dis 2013;72:104. 

   4.    Zisapel M, Zisman D, Madar-Balakirski N, Arad U, Padova H, Matz
H, et al. Prevalence of TNF-α blocker immunogenicity in psoriatic
arthritis. J Rheumatol 2015;42:73. 

   5.    Bornstein G, Lidar M, Langevitz P, Fardman A, Ben-Zvi I,
Grossman C. The prevalence and clinical effect of immunogenicity
of TNF-alpha blockers in patients with axial spondyloarthritis. Clin
Exp Rheumatol 2018;36:228-32. 

   6.    Yanai H, Lichtenstein L, Assa A, Mazor Y, Weiss B, Levine A, et al.
Levels of drug and antidrug antibodies are associated with outcome
of interventions after loss of response to infliximab or adalimumab.
Clin Gastroenterol Hepatol 2015;13:522-530.e2. 

   7.    Teitsma XM, Marijnissen AKA, Bijlsma JWJ, Lafeber FPJ, Jacobs
JW. Tocilizumab as monotherapy or combination therapy for
treating active rheumatoid arthritis: a meta-analysis of efficacy and
safety reported in randomized controlled trials. Arthritis Res Ther
2016;18:211. 

   8.    Burmester GR, Rigby WF, van Vollenhoven RF, Kay J, 
Rubbert-Roth A, Blanco R, et al. Tocilizumab combination therapy
or monotherapy or methotrexate monotherapy in methotrexate-naive
patients with early rheumatoid arthritis: 2-year clinical and
radiographic results from the randomised, placebo-controlled
FUNCTION trial. Ann Rheum Dis 2017;76:1279-84. 

   9.    Levi M, Grange S, Frey N. Exposure-response relationship of
tocilizumab, an anti–IL-6 receptor monoclonal antibody, in a large
population of patients with rheumatoid arthritis. J Clin Pharmacol
2013;53:151-9. 

 10.    Benucci M, Meacci F, Grossi V, Infantino M, Manfredi M, Bellio E,
et al. Correlations between immunogenicity, drug levels, and
disease activity in an Italian cohort of rheumatoid arthritis patients
treated with tocilizumab. Biologics 2016;10:53-8. 

 11.    Kneepkens E, van den Oever I, Plasencia C, Pascual-Salcedo D, de
Vries A, Hart M, et al. Serum tocilizumab trough concentration can

be used to monitor systemic IL-6 receptor blockade in patients with
rheumatoid arthritis: a prospective observational cohort study.
Scand J Rheumatol 2017;46:87-94. 

 12.    Burmester GR, Rubbert-Roth A, Cantagrel A, Hall S, Leszczynski P,
Feldman D, et al. A randomised, double-blind, parallel-group study
of the safety and efficacy of subcutaneous tocilizumab versus 
intravenous tocilizumab in combination with traditional 
disease-modifying antirheumatic drugs in patients with moderate to
severe rheumatoid arthritis (SUMMACTA study). Ann Rheum Dis
2014;73:69. 

 13.    Kivitz A, Olech E, Borofsky M, Zazueta BM, Navarro-Sarabia F,
Radominski SC, et al. Subcutaneous tocilizumab versus placebo in
combination with disease-modifying antirheumatic drugs in patients
with rheumatoid arthritis. Arthritis Care Res 2014;66:1653-61. 

 14.    Abdallah H, Hsu JC, Lu P, Fettner S, Zhang X, Douglass W, et al.
Pharmacokinetic and pharmacodynamic analysis of subcutaneous
tocilizumab in patients with rheumatoid arthritis from 2
randomized, controlled trials: SUMMACTA and BREVACTA. 
J Clin Pharmacol 2016;57:459-68. 

 15.    Choy E, Caporali R, Xavier R, Fautrel B, Sanmarti R, Bao M, et al.
Subcutaneous tocilizumab in rheumatoid arthritis: findings from the
common-framework phase 4 study programme TOZURA conducted
in 22 countries. Rheumatology 2018;57:1129. 

 16.    Iannone F, Lopalco G, Rigante D, Orlando I, Cantarini L, Lapadula
G. Impact of obesity on the clinical outcome of rheumatologic
patients in biotherapy. Autoimmun Rev 2016;15:447-50. 

 17.    Singh S, Facciorusso A, Singh AG, Casteele NV, Zarrinpar A,
Prokop LJ, et al. Obesity and response to anti-tumor necrosis 
factor-alpha agents in patients with select immune-mediated 
inflammatory diseases: a systematic review and meta-analysis.
PLoS One 2018;13:e0195123. 

 18.    Pers YM, Godfrin-Valnet M, Lambert J, Fortunet C, Constant E,
Mura T, et al. Response to tocilizumab in rheumatoid arthritis is not
influenced by the body mass index of the patient. J Rheumatol
2015;42:580-4. 

 19.    Gardette A, Ottaviani S, Sellam J, Berenbaum F, Lioté F, Meyer A,
et al. Body mass index and response to tocilizumab in rheumatoid
arthritis: a real life study. Clin Rheumatol 2016;35:857-61. 

 20.    Gardette A, Ottaviani S, Sellam J, Berenbaum F, Lioté F, Fautrel B,
et al. Body mass index and response to abatacept in rheumatoid
arthritis. Eur J Clin Invest 2016;46:1048-52. 

 21.    Iannone F, Courvoisier DS, Gottenberg JE, Hernandez MV, Lie E,
Canhão H, et al. Body mass does not impact the clinical response to
intravenous abatacept in patients with rheumatoid arthritis. Analysis
from the “pan-European registry collaboration for abatacept
(PANABA). Clin Rheumatol 2017;36:773-9. 

 22.    Ottaviani S, Gardette A, Roy C, Tubach F, Gill G, Palazzo E, et al.
Body mass index and response to rituximab in rheumatoid arthritis.
Joint Bone Spine 2015;82:432-6. 

5Arad and Elkayam: Tocilizumab levels and CDAI
Personal non-commercial use only. The Journal of Rheumatology Copyright © 2019. All rights reserved.

 www.jrheum.orgDownloaded on March 20, 2024 from 

http://www.jrheum.org/

