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Review

Tocilizumab for Rheumatoid Arthritis: A Cochrane
Systematic Review
JASVINDER A. SINGH, SABA BEG, and MARIA ANGELES LOPEZ-OLIVO

ABSTRACT. Objective. To compare the benefit and safety of tocilizumab to placebo in patients with rheumatoid

arthritis (RA).

Methods.We searched multiple databases for published randomized or controlled clinical trials com-

paring benefit and safety of tocilizumab to placebo, disease-modifying antirheumatic drugs

(DMARD), or other biologics. For dichotomous outcomes, we calculated the relative risk, and for

continuous outcomes, the mean difference. 

Results. Eight randomized controlled trials were included in this systematic review, with 3334 par-

ticipants, 2233 treated with tocilizumab and 1101 controls. The US and Canadian approved dose of

tocilizumab, 8 mg/kg every 4 weeks, was given to 1561 participants. In patients taking concomitant

methotrexate, compared to placebo, patients treated with approved dose of tocilizumab were sub-

stantially and statistically significantly more likely than placebo to achieve the American College of

Rheumatology 50 (absolute percentage, 38.8% vs 9.6%, respectively; RR 3.2, 95% CI 2.7, 3.7);

Disease Activity Score remission (30.5% vs 2.7%; RR 8.7, 95% CI 6.3, 11.8); and a clinically mean-

ingful decrease in Health Assessment Questionnaire (HAQ)/Modified HAQ scores (60.5% vs 34%;

RR 1.8, 95% CI 1.6, 1.9). There were no substantive statistically significant differences in serious

adverse effects (0.8% vs 0.7%; RR 1.2, 95% CI 0.8, 1.6) or withdrawals due to adverse events (4.9%

vs 3.7%; RR 1.4, 95% CI 0.9, 2.1); however, tocilizumab-treated patients were significantly more

likely to have any adverse event (74% vs 65%; RR 1.05, 95% CI 1.03, 1.07); elevation in the ratio

of low-density lipoprotein to high-density lipoprotein cholesterol (HDL; 20% vs 12%; RR 1.7, 95%

CI 1.2, 2.2); and increase in the ratio of total to HDL cholesterol (12% vs 7%; RR 1.7, 95% CI 1.2,

2.6); and they were less likely to withdraw from treatment for any reason (8.1% vs 14.9%; RR 0.6,

95% CI 0.5, 0.8).

Conclusion. At the approved dose of 8 mg/kg every 4 weeks, tocilizumab in combination with

methotrexate/DMARD is beneficial in decreasing RA disease activity and improving function.

Tocilizumab treatment was associated with a significant increase in cholesterol levels and occur-

rence of any adverse event, but not serious adverse events. Larger safety studies are needed to

address these safety concerns. (First Release Oct 15 2010; J Rheumatol 2011;38:10–20;

doi:10.3899/jrheum.100717)
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Rheumatoid arthritis (RA) is a chronic, multisystem
autoimmune disease that is characterized by inflammation

of synovium in the joints and tendons and other systemic
manifestations. RA affects 0.5%–1% of the general popula-
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tion, with most patients presenting in their productive years,
usually in the third or fourth decade of life1. RA leads to sig-
nificant pain and decrements in the quality of life, a decline
in functional status, and progressive disability2,3,4.
Currently, there are numerous treatment options available to
patients with RA. However, the therapeutic failure rate
remains moderate and thus new interventions are still
required and constantly researched.

Current interventions for RA include nonsteroidal anti-
inflammatory drugs (NSAID), disease-modifying anti -
rheumatic drugs (DMARD) such as methotrexate, and
newer biologic DMARD. The biologic DMARD target
cytokines such as tumor necrosis factor (TNF) and inter-
leukins, which play an important role in joint inflammation
and destruction, the hallmark of RA. One such target is
interleukin 6 (IL-6), which contributes to the pathogenesis
of RA by promoting the activation of T cells and the differ-
entiation of B cells into immunoglobulin-secreting plasma
cells5. Recently, tocilizumab, an antibody that targets IL-6
receptors, has been introduced for treatment of RA5.
Tocilizumab has been approved for use in the United States,
Canada, Japan, Switzerland, India, Brazil, Kuwait, Peru,
Moldova, Liechtenstein, and the European Union6,7,8. The
objective of this Cochrane systematic review was to assess
benefit and safety of tocilizumab based on randomized con-
trolled trial (RCT) data.

MATERIALS AND METHODS

Types of studies and participants. Inclusion criteria for trials were pub-

lished randomized or quasirandomized (methods of allocating participants

to a treatment that are not strictly random, e.g., date of birth, hospital record

number, or alternation) clinical trials comparing tocilizumab alone or in

combination with DMARD or biologics to placebo and/or DMARD and/or

biologics for treatment of adults (age 18 years or older) with RA who met

the 1987 American College of Rheumatology (ACR) classification criteria

for RA9. There were no restrictions with regard to dosage or duration of

intervention. An expert librarian searched the following databases

(Appendix): (1) The Cochrane Central Register of Controlled Trials,

through The Cochrane Library, Wiley InterScience (www.thecochraneli-

brary.com), issue 3, 2009; (2) OVID Medline, 1966-October 1, 2009; (3)

CINAHL (via EBSCOHost), 1982-2009, week 39; (4) EMBASE

1980-2009; (5) Science Citation Index (Web of Science) 1945-2009; and

(6) Current Controlled Trials. All titles and abstracts were screened for

inclusion by 2 review authors.

Types of outcome measures. Seven major outcomes were chosen a priori in

accordance with the Cochrane Musculoskeletal Group’s guidelines.

Outcomes assessing benefit were (1) ACR5010, defined as 50% improve-

ment in both tender and swollen joint counts and 50% improvement in 3 of

the following 5 variables: patient’s global assessment, physician’s global

assessments, pain scores, Health Assessment Questionnaire (HAQ) score,

and acute-phase reactants [erythrocyte sedimentation rate (ESR) or C-reac-

tive protein (CRP)]10,11; (2) Disease Activity Score (DAS), DAS remission

(DAS < 1.6 or DAS28 < 2.6); (3) function measured by HAQ score or mod-

ified HAQ calculated as score changes12,13, the proportion achieving mini-

mal clinically important difference (MCID) on HAQ ≥ 0.2214; (4) quality

of life, measured by Short-Form 36 (SF-36; i.e., continuous data, 8

domains, and physical and mental component summary scores); and (5)

radiographic progression as measured by Larsen, Sharp, or modified Sharp

scores15,16,17.

Two safety measures were the number of serious adverse events, and

the number of withdrawals due to adverse events.

Secondary outcomes included (1) ACR20 and ACR70, defined as 20%

and 70% improvement in variables under the primary outcome10; (2)

changes in either DAS, a composite index of tender and swollen joint

counts, patient global assessment, and ESR18, or DAS28 score19; (3) pro-

portion achieving a “good state”: (a) good European League Against

Rheumatism (EULAR) response20,21 defined by a decrease in DAS or

DAS28 of ≥ 1.2 from baseline with a final DAS < 2.4 (or DAS28 < 3.2);

(b) low disease activity defined by DAS < 2.4 or DAS28 ≤ 3.2; (4) quality

of life, measured by SF-36 (i.e., continuous data, 8 domains; and physical

and mental component summary scores); (5) all withdrawals; (6) with-

drawals due to lack of benefit; and (7) safety as assessed by the number and

types of adverse events (AE) and types of serious adverse events (SAE),

including infections, serious infections, lung infections, tuberculosis, and

cancer.

Search methods for identification of studies. Two review authors independ-

ently extracted data from the included trials, including information on popu-

lation of study, number of centers, types of intervention, primary and second-

ary outcomes, and analyses performed in the original studies. The data were

gathered using standardized extraction methods. Data entered into datasheets

were verified by the senior author by comparison to original studies22.

Assessment of risk of bias. In order to assess the risk of bias in the included

studies, 2 review authors independently examined the studies using the

Cochrane Collaboration recommendations of assessing risk of bias, paying

particular attention to the presence of blinding in the studies (of participants,

caregivers, and outcome assessors), allocation concealment, random sequence

generation, incomplete outcome data, and selective outcome reporting23.

Overall rating of evidence was done using the GRADE approach24 with

the following ratings used to reach a summary quality rating score: (1)

high-randomized trials; or double-upgraded observational studies; (2) mod-

erate-downgraded randomized trials; or upgraded observational studies; (3)

low-double-downgraded randomized trials; or observational studies; or (4)

very low-triple-downgraded randomized trials, or downgraded observa-

tional studies, or case series/case reports.

Statistical analyses. For benefit and safety, we calculated relative risk

for dichotomous and mean differences for continuous outcomes. In the

case of rare events (such as death, etc.), risk difference was calculated

using the Mantel-Haenszel test, and 95% CI were calculated. We deter-

mined heterogeneity by calculating the I-squared (I2), which is interpret-

ed as the proportion of total variation among effect estimates that is due

to heterogeneity. I2 is intrinsically independent of the number of studies

and an I2 statistic of greater than 50% may represent substantial hetero-

geneity25. If substantial heterogeneity was detected, we used random

effects models instead of fixed effects and tried to analyze it using sub-

group analyses.

Absolute risk difference was defined as the difference between risk in

the treatment group and risk in the control group. The inverse of the

absolute risk difference was used to calculate the number needed to treat to

benefit and for harm, the number needed to treat to harm, using the Cates

calculator Visual Rx26.

The following subgroup analyses were planned a priori: (1) concomi-

tant methotrexate versus no methotrexate; (2) mean RA disease duration,

categorized as early RA, defined as duration < 2 years27 versus established

RA, duration 2 to 10 years, versus late RA, defined as > 10 years28,29; (3)

use in patients who have methotrexate failure versus biologic failure; (4)

DMARD-naive versus not naive; (5) single biologic DMARD agent versus

combination biologic therapy; and (6) treatment duration with biologic or

DMARD: short (6 months), intermediate (6 to 12 months), or long duration

(> 1 year).

RESULTS

The initial search in June 2009 retrieved 409 results. Of
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these 409, we identified 22 studies for full review (Figure
1). Of those 22 studies, 8 qualified for inclusion: Choy
200230, Emery 2008 (RADIATE)31, Genovese 2008
(TOWARD)32, Maini 2006 (CHARISMA)33, Nishimoto
200434, Nishimoto 2007 (SAMURAI)35, Nishimoto 2009
(SATORI)36, and Smolen 2008 (OPTION)37. A search
update performed in October 2009 yielded 47 new results;
none qualified for inclusion. The key characteristics of
included studies are summarized in Table 1. The total num-
ber of participants was 3334, out of which 2233 were treat-
ed with tocilizumab and 1101 served as controls. Patients
treated with tocilizumab alone numbered 939; 489 patients
were treated with a combination of tocilizumab and
methotrexate and 805 were treated with tocilizumab plus
DMARD.

All the trials were reported as multicenter trials and
included adults aged ≥ 18 years meeting the ACR criteria for
RA. In all the included trials, participants had active disease
(as defined by ACR revised criteria) of ≥ 6 months’ dura-
tion. Average RA disease duration ranged from 7 to 13
years, except 2.4 years in Nishimoto 200735 and 0.6–53
years in Nishimoto 200434. In 7 RCT, patients had unsuc-
cessful treatment with methotrexate and/or other
DMARD30,32,33,34,35,36,37; Emery 2008 included patients
who failed TNF antagonists (with or without traditional
DMARD)31. RCT duration ranged from 8 weeks for Choy
200230 to 52 weeks for Nishimoto 200735.

Risk of bias in included studies (Figure 2). Adequate alloca-
tion concealment was described in 2 trials, Maini 200633

and Smolen 200837. Central randomization for sequence
generation was reported by Maini 200633, Nishimoto
200735, and Nishimoto 200936. All the trials except
Nishimoto 200735 were reported as double-blind. All the
studies except Nishimoto 200434 reported an intent-to-treat
analysis for the primary outcome. Manufacturers of
tocilizumab played a role in sponsoring the study drugs,
sponsoring the study, providing research grants to authors of
the studies, and/or participating in components of the study.

Tocilizumb 8 mg/kg plus methotrexate/DMARD (tocilizumb

group) versus placebo + methotrexate/DMARD (control

group). Four studies provided these data: Genovese 200832,
Smolen 200837, Emery 200831, and Maini 200633. Seven
key outcomes are shown in Table 2; additional outcomes are
summarized in Table 3. The tocilizumab group was 3.2
times more likely to achieve ACR50, 8.7 times more likely
to achieve DAS remission, and 1.8 times more likely to
achieve minimal clinically important improvement in
HAQ/MHAQ scores, compared to the control group. None
of the studies provided data on radiographic progression,
comparing tocilizumab in combination with methotrex-
ate/DMARD versus placebo in combination with
methotrexate/DMARD. Tocilizumab group subjects were
less likely to withdraw for any reason compared to the con-
trol group (0.6 times). No statistically significant difference
was noted in the total number of SAE and withdrawals due
to AE.

As far as secondary outcomes, tocilizumab group
patients were 2.5 times more likely to achieve ACR20 and 6

Figure 1. Study selection pattern. RCT: randomized controlled trial.
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Table 1. Characteristics of randomized controlled trials of tocilizumab in rheumatoid arthritis.

Study Intervention Comparator Women, % Age, yrs, Prior Prior MTX, Baseline Baseline Baseline RA No. DMARD 

Group Drugs mean (SD); MTX Biologic mg/wk, HAQ, DAS, DAS28, Duration, Failed,

median Failure Failure mean (SD) mean (SD) mean (SD) mean (SD) yrs (SD) mean (SD)

[range] (yes, no) (yes, no) [range]

Nishimoto TCZ + PL MTX + PL 90 52.6 (10.6) Yes No NR NR NR 6.1 (0.9) 8.5 (8.4) 3.3 [1–8]

2009

Nishimoto TCZ Conventional 80 52.9 (11.6) NR; failed No 6.9 (2.0) NR NR 6.5 (0.8) 2.2 (1.4) 2.7 ([1–7]

2007 DMARD at least 1

DMARD

Nishimoto TCZ PL 84 Median NR; failed at No NR NR NR NR Median Median

2004a 56 [21–74] least 1 DMARD 8.3 [1.3–46] 5 [1–11]

Maini TCZ or TCZ MTX + PL 73 50.1 (NR) Yes No NRd NR NR 6.4 (NR) 9.2 (NR) NR

2006a + MTX

Choy TCZ PL 71 61.5 (7.8) NR but No NR NR NR NR 13 (11) 3 (2)

2002c failed at

least 1

DMARD

Emery TCZ + MTX PL + MTX 80 53.9 (12.7) No Yes 15.7 (4.4) 1.7 (0.6) NR 6.79 (0.93) 12.6 (9.3) NR

2008b

Genovese TCZ + DMARD PL + 81 53 (11) NR but No 14.7 (NR) 1.5 (0.6) NR 6.7 (1.0) 9.8 (8.8) NR

2008 DMARD failed at 

least 1

DMARD

Smolen TCZ + MTX PL + MTX 85 50.8 (11.8) Yes No 14.5 (4.4) 1.6 (0.6) NR 6.8 (0.9) 7.5 (7.3) NR

2008b

TCZ: tocilizumab; MTX: methotrexate; HAQ: Health Assessment Questionnaire; DAS: Disease Activity Score; DAS28: 28-joint DAS; RA: rheumatoid

arthritis; PL: placebo; NR: not reported; DMARD: disease-modifying antirheumatic drug. a Data pertain to patients who received TCZ 8 mg/kg (monother-

apy); b patients who received TCZ 8 mg/kg (plus MTX); c patients who received TCZ 10 mg/kg; d not provided, only categorization of patients in low, medi-

um, and high-dose groups.

Figure 2. Assessment of risk bias. + indicates Yes (low risk

of bias); ? indicates the risk of bias is unclear; – indicates

No (high risk of bias). For Nishimoto 2007, only radio -

graph readers were blinded to the treatment group, the

chronological order of the radiographs, and the clinical

response of each patient. For Maini 2006, the reported

number for withdrawals did not add up to the percentage

of patients completing the study. For other bias, most stud-

ies had investigators who had received honoraria from the

makers of tocilizumab. All studies were funded by the

maker of tocilizumab. RCT: randomized controlled trial.

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2011. All rights reserved.

 www.jrheum.orgDownloaded on May 24, 2023 from 

http://www.jrheum.org/


14 The Journal of Rheumatology 2011; 38:1; doi:10.3899/jrheum.100717

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2011. All rights reserved.

times more likely to achieve ACR70 compared to the con-
trol group. The tocilizumab group showed significantly bet-
ter DAS28 scores (p < 0.0001) and significantly greater
improvements in DAS28 scores (2-unit difference), HAQ
scores (0.3-unit difference), Functional Assessment of
Chronic Illness Therapy scores (a measure of fatigue;
4.4-unit difference), SF-36 physical component summary
(4.7-unit difference), and SF-36 mental component summa-

ry scores (3.4-unit difference). Tocilizumab-treated patients
were 13 times more likely to achieve a good EULAR
response compared to the control group.

Several AE were significantly more common in
tocilizumab compared to the placebo group. Tocilizumab
group subjects were more likely to develop any AE (1.1
times), gastrointestinal disorders (1.5 times), rash (4 times),
30% elevation of the ratio of low-density lipoprotein (LDL)

Table 2. Summary of findings for 7 key outcomes comparing tocilizumab to placebo for rheumatoid arthritis (RA). Patient or population: Patients with RA.

Intervention: tocilizumab 8 mg/kg + MTX/DMARD vs placebo + MTX/DMARD. The corresponding risk (95% CI) is based on the assumed risk in the com-

parison group and the relative effect of the intervention. Ratings for the GRADE (Grading of Recommendations Assessment, Development, and Evaluation)

working group: High quality: further research is very unlikely to change our confidence in the estimate of effect. Moderate quality: further research is likely

to have an important effect on our confidence in the estimate of effect and may change the estimate.

Outcomes Illustrative Comparative Relative Effect No. of Participants Quality of the Comments

Risks (95% CI) (95% CI) (studies) Evidence (GRADE)

Assumed Risk Corresponding Risk

Control TCZ 8 mg/kg +

MTX/DMARD

vs placebo +

MTX/DMARD

ACR50% improvement 95 per 1000 301 per 1000 RR 3.17 2063 High1 Absolute risk difference

criteria (258 to 349) (2.72 to 3.67) (4 studies) 29% (25%, 32%);

Followup: mean 16–24 wks relative risk difference 217%

(172%, 267%); NNTB 5 (4, 6)

DAS remission defined as 28 per 1000 245 per 1000 RR 8.74 1946 High1 Absolute risk difference 

DAS28 < 2.6 (175 to 330) (6.26 to 11.8) (4 studies) 27% (24%, 30%);

Followup: mean 16–24 wks relative risk difference 774%

(526%, 1080%); NNTB 5 (3, 7)

HAQ improvement of > 0.3 340 per 1000 609 per 1000 RR 1.79 1220 High1 Absolute risk difference

or MHAQ decrease of > 0.22 (551 to 660) (1.62 to 1.94) (1 study) 26% (20%, 32%);

(changes exceeding MCID) relative risk difference 79%

Followup: mean 24 wks (62%, 94%); NNTB 4 (3, 5)

Radiographic Progression See comment See comment Not estimable 0 (04) See comment See comment

Serious adverse events 67 per 1000 78 per 1000 RR 1.17 1961 Moderate1, 2 Absolute risk difference

Followup: mean 24 wks (56 to 110) (0.83 to 1.64) (3 studies) 0% (–5%, 5%);

relative risk difference 17%

(–0.17%, 64%); NNTH not

applicable3

Total withdrawals 123 per 1000 75 per 1000 RR 0.61 2064 Moderate1,2 Absolute risk difference

Followup: mean 16–24 wks (60 to 95) (0.49 to 0.77) (4 studies) –4% (–9%, –1%);

relative risk difference –39%

(–51%, –23%); NNTH 21 

(16, 35)

Withdrawals due to adverse 36 per 1000 51 per 1000 RR 1.43 2064 High1 Absolute risk difference 

events (24 to 76) (0.95 to 2.12) (4 studies) 2% (–0%, 4%); 

Followup: mean 16–24 wks relative risk difference 43%

(–5%, 122%); NNTH not

applicable3

1 Allocation concealment is not reported by many included studies. Allocation sequence generation was unclear in some studies as well. 2 There was a high

heterogeneity with an overall I2 of 71% for total number of serious adverse events and 63% for total withdrawals. 3 Number needed to treat is not applicable,

since the relative risk included 1 and the rate for tocilizumab was not significantly different from placebo. 4 There were no studies comparing radiographic

progression between tocilizumab + methotrexate/DMARD vs placebo + MTX/DMARD. However, 1 study at US-approved doses without MTX in either arm,

i.e., tocilizumab vs MTX/DMARD as the control arm (Nishimoto 2007), showed that tocilizumab-treated patients were 1.45 times more likely to show no

radiographic progression [change from baseline in the Total Sharp Score (TSS) ≤ 0.05] compared to the control group (p < 0.01). TSS were 3.8 lower and

erosion scores were 2.3 lower in the tocilizumab group compared to the control group. Joint space narrowing scores were 1.4 lower in the tocilizumab group

(p < 0.05). MTX: methotrexate; DMARD: disease-modifying antirheumatic drug; ACR: American College of Rheumatology; DAS: Disease Activity Score;

DAS28: 28-joint DAS; HAQ: Health Assessment Questionnaire; MHAQ: modified HAQ: NNTB: number needed to treat to benefit; NNTH: number need-

ed to treat to harm; MCID: minimal clinically important difference.
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to high-density lipoprotein (HDL) cholesterol (1.7 times),
30% increase in the ratio of total:HDL cholesterol (1.7
times), and a drop in neutrophil count from normal at base-
line to low at followup (7.1 times). No differences were
noted in deaths, SAE, or upper respiratory infections.

Tocilizumab 8 mg/kg plus placebo versus placebo plus

methotrexate. Three studies provided data — Maini 200633,
Nishimoto 200735, and Nishimoto 200936. Tocilizumab was
significantly better than methotrexate in achieving ACR20
and ACR50 (but not ACR70), lower DAS28 scores, DAS
remission, HAQ improvement exceeding MCID, lower
Sharp score, and slowing radiographic progression at 1 year
(Table 4). Tocilizumab-treated patients were 1.45 times as
likely to achieve no radiographic progression [defined as
Total Sharp Score (TSS) change ≤ 0.5] compared to place-
bo. This translated into number needed to treat to benefit of
6 (95% CI 3 to 20). Compared to methotrexate, tocilizumab
was significantly more likely to be associated with any AE,
rash, paronychia, increase in total and LDL cholesterol, and
increase in triglycerides. Total withdrawals, those due to
lack of benefit or AE, were not different between groups.

Data from other comparisons of 8 mg/kg dose to placebo
and with other tocilizumab doses are described in the
Cochrane Review22.

A priori specified subgroup analyses: ACR 20/50/70. Two
subgroup analyses (DMARD-naive vs not naive and single
vs multiple biologic) could not be performed because of
absence of data.
1. Concomitant methotrexate versus no methotrexate:
Tocilizumab was significantly better than placebo in achiev-
ing ACR20 both in those with and those without concomi-
tant methotrexate. ACR50 and ACR70 rates were slightly
higher in patients with concomitant methotrexate than in
those without methotrexate (Table 5).
2. Mean RA disease duration: There were no studies with
mean RA disease duration less than 2 years. ACR20/50/70
rates seemed higher with tocilizumab as compared to place-
bo in patients with RA with > 10 years of disease than in
patients with 2–10 years of disease duration (Table 5).
3. Use in patients who have methotrexate failure versus bio-
logic failure: Tocilizumab was more effective than placebo
in those who had failed biologics than in patients who had

Table 3. Secondary efficacy and safety outcomes of the approved 8 mg/kg dose of tocilizumab with concomi-

tant methotrexate/DMARD compared with placebo + methotrexate/DMARD.

Outcome (Time of Assessment) No. Studies No. Participants Risk Ratio or Mean

Differencea,b (95% CI)

ACR20 (16–24 wks) 4 2063 2.53 (1.88, 3.39)

ACR70 (16–24 wks) 4 2063 5.94 (2.83, 12.48)

Good EULAR response (24 wks) 1 409 12.94 (5.77, 29.01)

DAS28 Score (16–24 wks) 3 1728 –2.00 (–2.10, –1.91)

DAS low disease activity (16 wks) 3 1680 8.62 (6.22, 11.94)

HAQ scores (24 wks) 3 1964 –0.29 (–0.34, –0.23)

SF-36 physical component summary (24 wks) 2 1628 4.72 (4.01, 5.43)

SF-36 mental component summary (24 wks) 2 1628 3.44 (2.34, 4.54)

FACIT fatigue score (24 wks) 2 1628 4.46 (3.35, 5.56)

Any adverse event (AE) 4 2060 1.14 (1.07, 1.21)

Patients with at least 1 serious AE (16–24 wks) 3 1725 1.50 (0.99, 2.25)

Decrease in neutrophil counts from normal to low (24 wks) 1 1216 7.11 (4.41, 11.46)

Increase of 30% in LDL:HDL ratio (24 wks)c 1 1220 1.66 (1.24, 2.23)

Increase of 30% in total:HDL cholesterol ratio (24 wks)c 1 1220 1.72 (1.16, 2.57)

Upper respiratory infections (24 wks) 1 410 1.29 (0.65, 2.60)

Infections (24 wks) 3 1961 1.18 (1.04, 1.34)

Serious infections and infestations (16–24 wks) 4 2060 1.80 (0.98, 3.32)

Any gastrointestinal disorder (24 wks) 3 1961 1.42 (1.18, 1.71)

Rash (24 wks) 1 410 3.63 (1.03, 12.82)

Withdrawals due to inefficacy (16–24 wks) 4 2064 0.28 (0.19, 0.43)

Death (24 wks) 2 1551 0.52 (0.07, 3.65)

a Risk ratio calculated using Mantel-Haenszel method for all categorical measures except HAQ scores, change

in HAQ scores, and change in DAS scores (continuous outcomes), for which mean differences were calculated

between golimumab and placebo groups. b For rare events or when counts were zero, risk difference uses the

Mantel-Haenszel method. c 30% change in ratio was reported in the study, but no explanation was provided for

the choice of the 30% value. DMARD: disease-modifying antirheumatic drug; ACR: American College of

Rheumatology; EULAR: European League Against Rheumatism; DAS: Disease Activity Score; DAS28:

28-joint DAS; HAQ: Health Assessment Questionnaire; SF-36: Medical Outcomes Study Short-Form 36 ques-

tionnaire; FACIT: Functional Assessment of Chronic Illness Therapy; LDL: low-density lipoprotein cholesterol;

HDL: high-density lipoprotein cholesterol.
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failed methotrexate (Table 5). This seemed to be due to very
low response rates in the placebo group of the single study
that recruited patients who had failed biologics. 
4. Treatment duration with tocilizumab: Treatment effect of
tocilizumab versus placebo was slightly more pronounced
for study duration of 6–12 months (5–9 times) than for study
duration ≤ 6 months (2–4 times; Table 5).

DISCUSSION

In this systematic review, we analyzed evidence from 8 RCT
of tocilizumab for patients with RA. Tocilizumab was bene-
ficial in decreasing disease activity and improving function
and quality of life of patients with RA, in all doses includ-
ing the approved dose. The benefit was noted in comparison
to placebo with and without concomitant methotrexate,
although it was more pronounced with concomitant
methotrexate. AE including elevation of cholesterol, infec-
tions, and any gastrointestinal disorder were higher than
placebo, but the number of SAE, deaths, and withdrawals
due to AE did not differ between tocilizumab and placebo.
Compared to methotrexate, tocilizumab was more effective
for several clinical outcomes including ACR20 and ACR50
(but not ACR70), DAS remission, and HAQ improvement,
but was also associated with more toxicity. With limitations
of sample size, short followup, and lack of safety outcomes
as primary outcomes in RCT, tocilizumab appeared to be

relatively safe. Tocilizumab is approved at the 8 mg/kg
dosage every 4 weeks in many countries and regions.

Several observations deserve further discussion.
Compared to placebo, patients treated with the approved
dose of tocilizumab were 3.2 times more likely than place-
bo to achieve ACR50 (absolute percentage, 39% vs 10%,
respectively) and 8.7 times more likely to achieve DAS
remission (31% vs 3%). There are no head-to-head RCT of
tocilizumab and other biologics in patients with RA. In the
absence of direct comparisons, the benefit of tocilizumab
seems to be similar to other approved biologics for treat-
ment of RA including etanercept38, infliximab39, adalimum-
ab40, golimumab41, rituximab42, and abatacept43, and better
than anakinra44. The frequency of administration (monthly)
and the subcutaneous injection route make it a reasonable
option for patients with RA. In these RCT, the quality of life
and function improvements with tocilizumab exceeded
those with placebo significantly. Tocilizumab-treated
patients had less radiographic disease progression compared
to methotrexate in one 52-week study. Although radiograph-
ic data were reported in only 1 study, the inhibition of radio -
graphic progression with tocilizumab is consistent with
other biologics. A recent study found that a 1-unit change on
TSS corresponds to a 0.01-unit change in HAQ score, link-
ing functional limitation to radiographic damage45.
Tocilizumab-treated patients had HAQ score change of

Table 4. Comparison of tocilizumab to methotrexate: tocilizumab 8 mg/kg every 4 weeks + placebo (oral) vs

placebo (injections) + methotrexate. Risk ratio calculated using Mantel-Haenszel method for all categorical

measures except HAQ scores, change in HAQ scores, and change in DAS scores (continuous outcomes), for

which mean difference were calculated between golimumab and placebo groups. For rare events or when counts

were zero, risk difference uses the Mantel-Haenszel method.

Outcome (Time of Assessment) No. No. RR or Mean Difference

Studies Participants (95% CI)

ACR20 (16–52 wks) 3 528 2.25 (1.58, 3.20)

ACR50 (16–52 wks) 3 528 3.14 (1.35, 7.28)

ACR70 (16–52 wks) 3 528 2.31 (0.32, 16.66)

DAS remission (16–52 wks) 3 528 11.84 (5.88, 23.85)

DAS28 score (16–52 wks) 3 528 –2.29 (–3.33, –1.25)

MHAQ change ≥ 0.22 (16–52 wks) 2 427 1.77 (1.46, 2.15)

No radiographic progression (score < 0.5; 52 wks) 1 302 1.45 (1.13, 1.86)

Total Sharp Score (52 wks) 1 300 –3.80 (–4.53, –3.07)

≥ 1 adverse events (16–52 wks) 3 528 1.15 (1.06, 1.26)

Serious adverse events (16–52 wks) 3 528 1.37 (0.84, 2.22)

Rash (52 wks) 2 427 2.49 (1.13, 5.51)

Paronychia (52 wks) 1 302 8.31 (1.07, 64.80)

Infusion reactions/anaphylactic reactions (16–52 wks) 2 403 0.05 (0.02, 0.09)

Cancer (52 wks) 1 302 6.93 (0.71, 67.29)

Increase in total cholesterol (52 wks) 1 302 111.81 (6.98, 1791.72)

Increase in triglycerides (52 wks) 1 302 8.21 (3.73, 18.09)

Increase in LDL cholesterol (52 wks) 1 302 9.19 (4.76, 17.75)

All withdrawals (16–52 wks) 2 427 0.61 (0.10, 3.76)

Withdrawals due to adverse events (16–52 wks) 2 427 2.26 (1.00, 5.09)

Withdrawals due to inefficacy (16–52 wks) 1 302 0.62 (0.22, 1.69)

ACR: American College of Rheumatology; DAS: Disease Activity Score; DAS28: 28-joint DAS; HAQ: Health

Assessment Questionnaire; MHAQ: modified HAQ: LDL: low-density lipoprotein.
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–0.29 more than placebo, which would equate to about 30
points less progression on TSS.

The overall safety of tocilizumab seems acceptable, given
the limitation of short-term duration and the lack of adequate
power to detect differences in safety outcomes. At the
approved dose, the risk of any AE was significantly higher in
tocilizumab-treated patients compared to placebo (absolute
percentage, 74% vs 65%, respectively; RR of 1.15). SAE (8%
vs 7%) and withdrawals due to AE (5% vs 4%) were similar
between the groups. In addition to the risk of gastrointestinal
problems and rash, an increase in cholesterol levels was also
noted in studies. More studies are needed with safety as the
primary outcome to better define these risks.

Tocilizumab is the first biologic targeting IL-6 that is

approved for the treatment of moderate to severe active RA.
With future advances in pharmacogenomics, biologics tar-
geting different cytokines may offer unique options for per-
sonalized medicine for patients with RA.

We found that the quality of evidence for tocilizumab
was high for 5 of the 7 summary of findings outcomes,
because the studies reported adequate methods of blinding,
followup, and outcome reporting, with consistent estimates
for most outcomes. Significant heterogeneity was noted for
only 2 outcomes, the number of SAE and withdrawals due
to safety, which led to moderate-quality evidence for these
outcomes. Specifically, allocation concealment was not
reported by many included studies. Allocation sequence
generation was unclear in some studies as well.

Table 5. A priori subgroup analyses comparing ACR 20/50/70 rates in tocilizumab compared to placebo.

Outcome (Time of Assessment) No. No. RR or Mean Difference

Studies Participants (95% CI)

ACR20 7 3288 2.45 (2.20, 2.74)

Concomitant MTX 5 2824 2.37 (2.10, 2.68)

No concomitant MTX 2 464 2.82 (2.21, 3.60)

ACR50 7 3258 3.40 (2.89, 4.01)

Concomitant MTX 5 2794 3.72 (3.03, 4.56)

No concomitant MTX 2 464 2.71 (2.10, 3.49)

ACR70 7 3288 3.63 (2.92, 4.50)

Concomitant MTX 5 2824 4.92 (3.47, 6.97)

No concomitant MTX 2 464 2.55 (1.99, 3.27)

ACR20 7 3288 2.13 (1.92, 2.37)

< 2 yr RA disease duration 0 0 Not estimable

2–10 yr RA disease duration 6 2790 2.01 (1.81, 2.25)

> 10 yr RA disease duration 1 498 4.08 (2.52, 6.61)

ACR50 7 3288 3.30 (2.80, 3.89)

< 2 yr RA disease duration 0 0 Not estimable

2–10 yr RA disease duration 6 2790 3.16 (2.68, 3.73)

> 10 yr RA disease duration 1 498 6.07 (2.70, 13.64)

ACR70 7 3288 5.49 (4.04, 7.46)

< 2 yr RA disease duration 0 0 Not estimable

2–10 yr RA disease duration 6 2790 5.40 (3.95, 7.39)

> 10 yr RA disease duration 1 498 7.10 (1.72, 29.35)

ACR20 7 3113 2.34 (2.09, 2.62)

MTX failure 6 1893 2.35 (1.87, 2.95)

Biologic failure 1 1220 4.05 (2.50, 6.57)

ACR50 7 3288 3.80 (2.37, 6.10)

MTX failure 6 2068 3.56 (2.13, 5.95)

Biologic failure 1 1220 6.07 (2.70, 13.64)

ACR70 7 3288 5.03 (2.32, 10.91)

MTX failure 6 2068 4.83 (2.05, 11.40)

Biologic failure 1 1220 7.10 (1.72, 29.35)

ACR20 7 3288 2.45 (2.20, 2.74)

≤ 6 mo RCT duration 2 521 2.31 (1.67, 3.19)

> 6–12 mo RCT duration 5 2767 2.47 (2.20, 2.78)

ACR50 7 3288 3.89 (3.23, 4.68)

≤ 6 mo RCT duration 2 521 2.00 (1.27, 3.16)

> 6–12 mo RCT duration 5 2767 4.32 (3.52, 5.29)

ACR70 7 3288 5.49 (4.04, 7.46)

≤ 6 mo RCT duration 2 521 1.76 (0.93, 3.33)

> 6–12 mo RCT duration 5 2767 6.89 (4.83, 9.84)

ACR: American College of Rheumatology; RA: rheumatoid arthritis; RCT: randomized controlled trial; MTX:

methotrexate.
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Two reviewers independently reviewed all abstracts and
titles, abstracted data, and performed bias and quality
assessments. Therefore, errors in abstraction are minimized.
The protocol for the review was developed and published a
priori.

Our study has several limitations. Analyses of safety out-
comes are somewhat limited, since most studies are
designed primarily for benefit outcomes. Lack of differ-
ences in the safety outcomes may be due either to lack of
power to detect differences or lack of difference in these
outcomes. We do not have access to unpublished data; avail-
ability of more studies may change interpretation of results.

Tocilizumab is the first biologic used for the treatment of
RA that inhibits IL-6. Based on the benefit data, it seems to
have benefits comparable to the other biologics currently
approved for the treatment of RA. Tocilizumab retards
radio graphic progression in RA. Thus, tocilizumab is a
potential therapeutic option for patients with active RA who
have failed current therapies including methotrexate and in
some cases anti-TNF biologics. The 4-weekly regimen and
administration make it an attractive option for patients who
desire less frequent injections. There are several safety con-
cerns with tocilizumab that need further and continued
study, including infections and changes in cholesterol levels.
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APPENDIX: Search strategy.
Ovid Medline in-process and other non-indexed citations, Ovid Medline

daily and Ovid Medline 2005 to June Week 3, 2009

1. exp arthritis, rheumatoid/

2. ((rheumatoid or reumatoid or revmatoid or rheumatic or reumatic or

revmatic or rheumat$ or reumat$ or revmarthrit$) adj3 (arthrit$ or artrit$ or

diseas$ or condition$ or nodule$)).tw.

3. (felty$ adj2 syndrome).tw.

4. (caplan$ adj2 syndrome).tw.

5. (sjogren$ adj2 syndrome).tw.

6. (sicca adj2 syndrome).tw.

7. still$ disease.tw.

8. bechterew$ disease.tw.

9. or/1-8

10. exp Receptors, Interleukin-6/

11. Interleukin-6/

12. Tocilizum$.af.

13. altizumab.af.

14. actemra.tw.

15. il-6.tw.

16. anti-IL-6.tw.

17. anti-interluekin-6.tw.

18. interluekin-6.tw.

19. or/10-18

20. 9 and 19

21. randomized controlled trial.pt.

22. controlled clinical trial.pt.

23. randomized.ab.

24. placebo.ab.

25. drug therapy.fs.

26. randomly.ab.

27. trial.ab.

28. groups.ab.

29. or/21-28

30. (animals not (humans and animals)).sh.

31. 29 not 30

32. 20 and 31

EMBASE 2007 to 2009 Week 26

1. exp arthritis, rheumatoid/

2. ((rheumatoid or reumatoid or revmatoid or rheumatic or reumatic or

revmatic) adj3 (arthrit$ or artrit$ or diseas$ or condition$ or nodule$)).tw.

3. (rheumat$ or reumat$ or revmarthrit$).tw.

4. (felty$ adj2 syndrome).tw.

5. (caplan$ adj2 syndrome).tw.

6. (sjogren$ adj2 syndrome).tw.

7. (sicca adj2 syndrome).tw.

8. still$ disease.tw.

9. bechterew$ disease.tw.

10. or/1-9

11. Atlizumab/

12. Interleukin 6 Receptor/

13. Interleukin 6/

14. Tocilizum$.tw.

15. atlizumab.tw.

16. actemra.tw.

17. il-6.tw.

18. anti-IL-6.tw.

19. anti-interluekin-6.tw.

20. interluekin-6.tw.

21. or/11-20

22. 10 and 21

23. random$.ti,ab.

24. factorial$.ti,ab.

25. (crossover$ or cross over$ or cross-over$).ti,ab.

26. placebo$.ti,ab.

27. (doubl$ adj blind$).ti,ab.

28. (singl$ adj blind$).ti,ab.

29. assign$.ti,ab.

30. allocat$.ti,ab.

31. volunteer$.ti,ab.

32. crossover procedure.sh.

33. double blind procedure.sh.

34. randomized controlled trial.sh.

35. single blind procedure.sh.

36. or/23-35

37. exp animal/ or nonhuman/ or exp animal experiment/

38. exp human/

39. 37 and 38

40. 37 not 39

41. 36 not 40

42. 22 and 41

The Cochrane Library Issue 2, 2009

#1 MeSH descriptor Arthritis, Rheumatoid explode all trees in MeSH

products

#2 felty near/2 syndrome in All Fields in all products

#3 caplan near/2 syndrome in All Fields in all products

#4 sjogren* near/2 syndrome in All Fields in all products

#5 sicca near/2 syndrome in All Fields in all products

#6 still* next disease in All Fields in all products

#7 bechterew* next disease in All Fields in all products

#8 ((rheumatoid or reumatoid or revmatoid or rheumatic or reumatic or

revmatic) near/3 (arthrit* or artrit* or diseas* or condition* or

nodule*)):ti,ab
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#9 (#1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8)

#10 MeSH descriptor Receptors, Interleukin-6 explode all trees

#11MeSH descriptor Interleukin-6, this term only

#12 Tocilizum*:ti,ab

#13 altizumab:ti,ab

#14 actemra:ti,ab

#15 il-6:ti,ab

#16 anti-IL-6:ti,ab

#17 anti-interluekin-6:ti,ab

#18 interluekin-6:ti,ab

#19 (#12 OR #13 OR #14 OR #15 OR #16 OR #17 OR #18)

#20 (#9 AND #19)

CINAHL

S33 S19 and S32 SearchS32 S20 or S21 or S22 or S23 or S24 or S25 or

S26 or S27 or S28 or S29 or S30 or S31S31 TI Allocat* random* or AB

Allocat* random*S30 (MH “Quantitative Studies”)S29 (MH “Placebos”)

S28 TI Placebo* or AB Placebo* Search S27 TI Random* allocat* or AB

Random* allocat*S26 (MH “Random Assignment”) Search S25 TI

Randomi?ed control* trial* or AB Randomi?ed control* trial*S24 AB

singl* blind* or AB singl* mask* or AB doub* blind* or AB doubl* mask*

or AB trebl* blind* or AB trebl* mask* or AB tripl* blind* or AB tripl*

mask*S23 TI singl* blind* or TI singl* mask* or TI doub* blind* or TI

doubl* mask* or TI trebl* blind* or TI trebl* mask* or TI tripl* blind* or

TI tripl* mask*S22 TI clinical* trial* or AB clinical* trial*S21 PT clinical

trial

S20 (MH “Clinical Trials+”)

S19 S9 and S18

S18 (S10 or S11 or S12 or S13 or S14 or S15 or S16 or S17)

S17 TI interluekin-6 or AB interluekin-6

S16 TI anti-interluekin-6 or AB anti-interluekin-6S15 TI anti-IL-6 or AB

anti-IL-6S14 TI il-6 or AB il-6S13 TI actemra or AB actemraS12 TI

altizumab or AB altizumab

S11 TI Tocilizum* or AB Tocilizum*S10 (MH “Interleukins+”)

S9 S1 or S2 or S3 or S4 or S5 or S6 or S7 or S8S8 TI felty* N2 syndrome

or AB felty* N2 syndrome or TI caplan* N2 syndrome or AB caplan* N2

syndrome or TI sjogren* N2 syndrome or AB sjogren* N2 syndrome or TI

sicca N2 syndrome or AB sicca N2 syndrome or TI still* disease or AB

still* disease

S7 TI revmarthrit* N3 arthrit* or AB revmarthrit *N3 arthrit* or TI

revmarthrit* N3 artrit* or AB revmarthrit* N3 artrit* or TI revmarthrit* N3

diseas* or AB revmarthrit* N3 diseas* or TI revmarthrit* N3 condition* or

AB revmarthrit* N3 condition* or TI revmarthrit* N3 nodule* or AB

revmarthrit* N3 nodule*S6 TI reumat* N3 arthrit* or AB reumat *N3

arthrit* or TI reumat* N3 artrit* or AB reumat* N3 artrit* or TI reumat*

N3 diseas* or AB reumat* N3 diseas* or TI reumat* N3 condition* or AB

reumat* N3 condition* or TI reumat* N3 nodule* or AB reumat* N3

 nodule*

S5 TI rheumatic N3 arthrit* or AB rheumatic N3 arthrit* or TI rheumatic

N3 artrit* or AB rheumatic N3 artrit* or TI rheumatoid N3 diseas* or AB

rheumatoid N3 diseas* or TI rheumatoid N3 condition* or AB rheumatoid

N3 condition* or TI rheumatoid N3 nodule* or AB rheumatoid N3 nodule

S4 TI revmatoid N3 arthrit* or AB revmatoid N3 arthrit* or TI revmatoid

N3 artrit* or AB revmatoid N3 artrit* or TI revmatoid N3 diseas* or AB

revmatoid N3 diseas* or TI revmatoid N3 condition* or AB revmatoid N3

condition* or TI revmatoid N3 nodule* or AB revmatoid N3 nodule* S3 TI

reumatoid N3 arthrit* or AB reumatoid N3 arthrit* or TI reumatoid N3

artrit* or AB reumatoid N3 artrit* or TI reumatoid N3 diseas* or AB

reumatoid N3 diseas* or TI reumatoid N3 condition* or AB reumatoid N3

condition* or TI reumatoid N3 nodule* or AB reumatoid N3 nodule*S2 TI

rheumatoid N3 arthrit* or AB rheumatoid N3 arthrit* or TI rheumatoid N3

artrit* or AB rheumatoid N3 artrit* or TI rheumatoid N3 diseas* or AB

rheumatoid N3 diseas* or TI rheumatoid N3 condition* or AB rheumatoid

N3 condition* or TI rheumatoid N3 nodule* or AB rheumatoid N3 nod-

ule*S1 (MH “Arthritis, Rheumatoid+”)

Web of Knowledge

#3 random* or “control* trial*” or intervention* or experiment* or “time

series” or “pre test” or pretest or “post test” or posttest or impact* or

chang* or evaluat* or effect* or comparat*

#2 Tocilizum* or altizumab or actemra

#1 rheumatoid or reumatoid or revmatoid or rheumatic or reumatic or

revmatic or rheumat* or reumat* or revmarthrit*) and (arthrit* or artrit* or

diseas* or condition* or nodule*))) OR Topic=((felty* or caplan* or sjo-

gren* or sicca* or still*) and (disease or syndrome))

Dissertation Abstracts

Tocilizum* OR altizumab OR actemra in Citation and abstract

Current Controlled Trials 

Tocilizum* OR altizumab OR actemra

REFERENCES

1. Gabriel SE, Crowson CS, O’Fallon WM. The epidemiology of

rheumatoid arthritis in Rochester, Minnesota, 1955-1985. Arthritis

Rheum 1999;42:415-20.

2. Badley EM, Lee J, Wood PH. Patterns of disability related to joint

involvement in rheumatoid arthritis. Rheumatol Rehabil

1979;18:105-9.

3. Kvien TK, Uhlig T. Quality of life in rheumatoid arthritis. Scand 

J Rheumatol 2005;34:333-41.

4. Leigh JP, Fries JF, Parikh N. Severity of disability and duration of

disease in rheumatoid arthritis. J Rheumatol 1992;19:1906-11.

5. Sebba A. Tocilizumab: the first interleukin-6-receptor inhibitor. Am

J Health Syst Pharm 2008;65:1413-8.

6. Net Resources International. Actemra — biological therapy for

rheumatoid arthritis (RA). [Internet. Accessed Sept 8, 2010.]

Available from: http://www.drugdevelopment-technology.com/

projects/actemra/

7. European Medicines Agency (EMEA). RoActemra — tocilizumab.

[Internet. Accessed Sept 7, 2010.] Available from:

http://www.emea.europa.eu/humandocs/Humans/EPAR/RoActemra/

RoActemra.htm

8. US Department of Health and Human Services. US Food and Drug

Administration. FDA approves new drug for rheumatoid arthritis.

[Internet. Accessed Sept 8, 2010.] Available from:

http://www.fda.gov/NewsEvents/Newsroom/PressAnnouncements/u

cm197108.htm

9. Arnett FC, Edworthy SM, Bloch DA, McShane DJ, Fries JF,

Cooper NS, et al. The American Rheumatism Association 1987

revised criteria for the classification of rheumatoid arthritis.

Arthritis Rheum 1988;31:315-24.

10. Felson DT, Anderson JJ, Boers M, Bombardier C, Furst D,

Goldsmith C, et al. American College of Rheumatology.

Preliminary definition of improvement in rheumatoid arthritis.

Arthritis Rheum 1995;38:727-35.

11. Chung CP, Thompson JL, Koch GG, Amara I, Strand V, Pincus T.

Are American College of Rheumatology 50% response criteria

superior to 20% criteria in distinguishing active aggressive 

treatment in rheumatoid arthritis clinical trials reported since 1997?

A meta-analysis of discriminant capacities. Ann Rheum Dis

2006;65:1602-7.

12. Fries JF, Spitz P, Kraines RG, Holman HR. Measurement of patient

outcome in arthritis. Arthritis Rheum 1980;23:137-45.

13. Pincus T, Chung C, Segurado OG, Amara I, Koch GG. An index of

patient reported outcomes (PRO-Index) discriminates effectively

between active and control treatment in 4 clinical trials of 

adalimumab in rheumatoid arthritis. J Rheumatol 2006;33:2146-52.

14. Wells GA, Tugwell P, Kraag GR, Baker PR, Groh J, Redelmeier

DA. Minimum important difference between patients with 

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2011. All rights reserved.

 www.jrheum.orgDownloaded on May 24, 2023 from 

http://www.jrheum.org/


20 The Journal of Rheumatology 2011; 38:1; doi:10.3899/jrheum.100717

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2011. All rights reserved.

rheumatoid arthritis: the patient’s perspective. J Rheumatol

1993;20:557-60.

15. Larsen A, Dale K, Eek M. Radiographic evaluation of rheumatoid

arthritis and related conditions by standard reference films. Acta

Radiol Diagn 1977;18:481-91.

16. Sharp JT, Lidsky MD, Collins LC, Moreland J. Methods of scoring

the progression of radiologic changes in rheumatoid arthritis.

Correlation of radiologic, clinical and laboratory abnormalities.

Arthritis Rheum 1971;14:706-20.

17. van der Heijde DM, van Riel PL, Nuver-Zwart IH, Gribnau FW,

van de Putte LB. Effects of hydroxychloroquine and sulphasalazine

on progression of joint damage in rheumatoid arthritis. Lancet

1989;1:1036-8.

18. van der Heijde DM, van ‘t Hof M, van Riel PL, van de Putte LB.

Development of a disease activity score based on judgment in 

clinical practice by rheumatologists. J Rheumatol 1993;20:579-81.

19. Prevoo ML, van ‘t Hof MA, Kuper HH, van Leeuwen MA, van de

Putte LB, van Riel PL. Modified disease activity scores that include

twenty-eight-joint counts. Development and validation in a

prospective longitudinal study of patients with rheumatoid arthritis.

Arthritis Rheum 1995;38:44-8.

20. Fransen J, van Riel PL. The Disease Activity Score and the EULAR

response criteria. Clin Exp Rheumatol. 2005;5 Suppl 39:S93-9.

21. van Gestel AM, Prevoo ML, van ‘t Hof MA, van Rijswijk MH, van

de Putte LB, van Riel PL. Development and validation of the

European League Against Rheumatism response criteria for

rheumatoid arthritis. Comparison with the preliminary American

College of Rheumatology and the World Health

Organization/International League Against Rheumatism Criteria.

Arthritis Rheum 1996;39:34-40.

22. Singh JA, Beg S, Lopez-Olivo MA. Tocilizumab for rheumatoid

arthritis. Cochrane Database Syst Rev 2010;7:CD008331.

23. Higgins JPT, Altman DG. Assessing risk of bias in included studies.

In: Higgins JPT, Green S, editors. Cochrane handbook for 

systematic reviews of interventions, version 5.0.2. [updated

September 2009]. The Cochrane Collaboration, 2009. [Internet.

Accessed Sept 8, 2010.] Available from: http://www.

cochrane-handbook.org

24. Atkins D, Eccles M, Flottorp S, Guyatt GH, Henry D, Hill S, et al.

Systems for grading the quality of evidence and the strength of 

recommendations I: critical appraisal of existing approaches. The

GRADE Working Group. BMC Health Serv Res 2004;4:38.

25. Higgins JP, Thompson SG, Deeks JJ, Altman DG. Measuring

inconsistency in meta-analyses. BMJ 2003;327:557-60.

26. Cates C. Visual Rx NNT Calculator version 3 [computer program].

Dr Chris Cates’ EBM Web site. [Internet. Accessed Sept 8, 2010.]

Available from: http://www.Nntonline.Net/visualrx/

27. Boers M. Rheumatoid arthritis. Treatment of early disease. Rheum

Dis Clin North Am 2001;27:405-14, x.

28. Barlow JH, Cullen LA, Rowe IF. Comparison of knowledge and

psychological well-being between patients with a short disease

duration (< or = 1 year) and patients with more established 

rheumatoid arthritis (> or = 10 years duration). Patient Educ Couns

1999;38:195-203.

29. Singh JA, Christensen R, Wells GA, Suarez-Almazor ME,

Buchbinder R, Lopez-Olivo MA, et al. Biologics for rheumatoid

arthritis: an overview of Cochrane reviews. Cochrane Database

Syst Rev 2009;4:CD007848.

30. Choy EH, Isenberg DA, Garrood T, Farrow S, Ioannou Y, Bird H,

et al. Therapeutic benefit of blocking interleukin-6 activity with an

anti-interleukin-6 receptor monoclonal antibody in rheumatoid

arthritis: a randomized, double-blind, placebo-controlled, 

dose-escalation trial. Arthritis Rheum 2002;46:3143-50.

31. Emery P, Keystone E, Tony HP, Cantagrel A, van Vollenhoven R,

Sanchez A, et al. IL-6 receptor inhibition with tocilizumab

improves treatment outcomes in patients with rheumatoid arthritis

refractory to anti-tumour necrosis factor biologicals: results from a

24-week multicentre randomised placebo-controlled trial. Ann

Rheum Dis 2008;67:1516-23.

32. Genovese MC, McKay JD, Nasonov EL, Mysler EF, da Silva NA,

Alecock E, et al. Interleukin-6 receptor inhibition with tocilizumab

reduces disease activity in rheumatoid arthritis with inadequate

response to disease-modifying antirheumatic drugs: the tocilizumab

in combination with traditional disease-modifying antirheumatic

drug therapy study. Arthritis Rheum 2008;58:2968-80.

33. Maini RN, Taylor PC, Szechinski J, Pavelka K, Broll J, Balint G, et

al. Double-blind randomized controlled clinical trial of the 

interleukin-6 receptor antagonist, tocilizumab, in European patients

with rheumatoid arthritis who had an incomplete response to

methotrexate. Arthritis Rheum 2006;54:2817-29.

34. Nishimoto N, Yoshizaki K, Miyasaka N, Yamamoto K, Kawai S,

Takeuchi T, et al. Treatment of rheumatoid arthritis with humanized

anti-interleukin-6 receptor antibody: a multicenter, double-blind,

placebo-controlled trial. Arthritis Rheum 2004;50:1761-9.

35. Nishimoto N, Hashimoto J, Miyasaka N, Yamamoto K, Kawai S,

Takeuchi T, et al. Study of active controlled monotherapy used for

rheumatoid arthritis, an IL-6 inhibitor (SAMURAI): evidence of

clinical and radiographic benefit from an x ray reader-blinded 

randomised controlled trial of tocilizumab. Ann Rheum Dis

2007;66:1162-7.

36. Nishimoto N, Miyasaka N, Yamamoto K, Kawai S, Takeuchi T,

Azuma J, et al. Study of active controlled tocilizumab monotherapy

for rheumatoid arthritis patients with an inadequate response to

methotrexate (SATORI): significant reduction in disease activity

and serum vascular endothelial growth factor by IL-6 receptor 

inhibition therapy. Mod Rheumatol 2009;19:12-9.

37. Smolen JS, Beaulieu A, Rubbert-Roth A, Ramos-Remus C,

Rovensky J, Alecock E, et al. Effect of interleukin-6 receptor 

inhibition with tocilizumab in patients with rheumatoid arthritis

(OPTION study): a double-blind, placebo-controlled, randomised

trial. Lancet 2008;371:987-97.

38. Blumenauer B, Judd M, Cranney A, Burls A, Coyle D, Hochberg

M, et al. Etanercept for the treatment of rheumatoid arthritis.

Cochrane Database Syst Rev 2003;4:CD004525.

39. Blumenauer B, Judd M, Wells G, Burls A, Cranney A, Hochberg

M, et al. Infliximab for the treatment of rheumatoid arthritis.

Cochrane Database Syst Rev 2002;3:CD003785.

40. Navarro-Sarabia F, Ariza-Ariza R, Hernandez-Cruz B, Villanueva I.

Adalimumab for treating rheumatoid arthritis. J Rheumatol

2006;33:1075-81.

41. Singh JA, Noorbaloochi S, Singh G. Golimumab for rheumatoid

arthritis. Cochrane Database Syst Rev 2010;1:CD008341.

42. Lopez-Olivo M, Amezaga M, McGahan L, Suarez-Almazor M.

Rituximab for rheumatoid arthritis. Cochrane Database Syst Rev

2008;4:CD007356. 

43. Maxwell L, Singh JA. Abatacept for rheumatoid arthritis. Cochrane

Database Syst Rev 2009;4:CD007277.

44. Mertens M, Singh JA. Anakinra for rheumatoid arthritis. Cochrane

Database Syst Rev 2009;1:CD005121.

45. Smolen JS, Aletaha D, Grisar JC, Stamm TA, Sharp JT. Estimation

of a numerical value for joint damage-related physical disability in

rheumatoid arthritis clinical trials. Ann Rheum Dis 

2010;69:1058-64.

 www.jrheum.orgDownloaded on May 24, 2023 from 

http://www.jrheum.org/

