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ABSTRACT
Tocilizumab (TCZ), is a recombinant humanized anti-interleukin-6 receptor (IL-6R) monoclonal antibody
which has a main use in the treatment of rheumatoid arthritis, systemic juvenile idiopathic arthritis (sJIA)
and polyarticular juvenile idiopathic arthritis (pJIA). This article provides an overview of TCZ including
looking into the past at the discovery of interleukin-6 (IL-6) as a pro-inflammatory cytokine. It also looks at
how tocilizumab was developed, manufactured and tested to ensure both safety and efficacy in a human
population. The article then explores the advantages and disadvantages of using TCZ when compared to
other biologics approved in RA, sJIA and pJIA and finally looks ahead to the future and the emerging role
of IL-6 and its blockade by TCZ as a treatment for giant cell arteritis (GCA), polymyalgia rheumatica (PMR)
and large vessel vasculitis (LVV).
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Introduction

Tocilizumab (TCZ), is a recombinant humanized, anti-human
monoclonal antibody of the immunoglobulin G1k subclass
directed against soluble and membrane-bound interleukin 6
receptors (IL-6R).1 It is marketed in the European Union (EU)
under the trade name RoActemra and in the United States as
Actemra.2,3 TCZ was first approved in 2005 as an orphan drug
in Japan for the treatment of Castleman’s disease, a rare lym-
phoproliferative disease involving expansion of plasma cell
numbers.4 TCZ is now licensed in the EU for use alone or in
combination with disease-modifying anti-rheumatic drugs
(DMARDs) to treat adult patients with moderate to severely
active rheumatoid arthritis (RA), children over 2 y of age with
the systemic form of juvenile idiopathic arthritis (sJIA) or chil-
dren over 2 y of age with the polyarticular form of juvenile idio-
pathic arthritis (pJIA).5 It has also been studied as a treatment
of other conditions such as Crohn’s disease,6 systemic lupus
erythematosus,7 Takayasu arteritis (TA),8 giant cell arteritis
(GCA)9 polymyalgia rheumatica (PMR)10,11 and refractory
adult-onset Still disease12-14 but has not yet received licenses in
these indications.

Origin of TCZ and the role of IL-6 in the inflammatory
pathway

TCZ was first introduced in 2008 in Japan followed by the
EU in 2009 and the US in 2010.15 The molecule is a geneti-
cally engineered humanized monoclonal antibody that is
produced by grafting the complementarity determining
region of mouse anti-human IL-6 receptor to human IgG1.16

TCZ inhibits the binding of IL-6 to its receptors, in doing

this it reduces this cytokine’s pro-inflammatory activity by
competing with both the soluble and membrane-bound
forms of the human IL-6 receptor (IL-6R).17 The human IL-
6 gene has been mapped to chromosome 7p21 and consists
of 184 amino-acids with 2 N-glycosylation sites and 2 cyste-
ine-cysteine bridges in the molecule.18 IL-6 is referred to as
B-cell stimulatory factor-2 and it plays an essential role in
the final differentiation of B cells into immunoglobulin-
secreting cells. IL-6 exerts its biologic activities through 2
molcules: IL-6R (also known as IL-6Ra, gp80 or CD126) and
the trans membrane protein gp130.19 On target cells, IL-6
binds to IL-6R. Signaling occurs when the IL-6/IL-6R com-
plex associates with the 130 kDa transmembrane protein
gp13020. Dimerization of gp130 leads to activation of Janus
kinases (JAKs) which phosphorylate the cytoplasmic portion
of gp130.20 Gp130 activation leads to the expression of acute
phase protein genes.21 Many cells in the body can synthesize
IL-6 but not many express the IL-6R so therefore are not
responsive to cytokines.16 The soluble form of IL-6R is gen-
erated by limited proteolysis of the membrane-bound IL-6R
or by translation from an alternatively spliced mRNA.22 The
complex of IL-6 and the soluble IL-6R can also stimulate
cells that do not express the IL-6R and this signaling mode
is called IL-6 trans-signaling whereas signaling via the mem-
brane-bound IL-6R is referred as IL-6 classic signaling.22

Following animal and in vivo models, a fusion protein of the
soluble extracellular portion of gp130 with the constant portion
of the human IgG1 antibody (sgp130Fc) were shown to exclu-
sively block IL-6 trans-signaling without affecting the classic
pathway.19,22 Inhibition of the trans-signaling pathway was suf-
ficient to block inflammation without compromising the
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immune defense against bacterial infection.15 These findings
led to the conclusion that the IL-6 classic pathway is important
for regenerative and protective function whereas the IL-6
trans-signaling pathway constitutes the pro-inflammatory
activity of IL-6.23

IL-6 is referred to as a pleiotropic cytokine. It is a T-cell
derived factor inducing B cells to differentiate into antibody-
producing cells and is also known to influence numerous cell
types with several biologic activities.24 One important aspect is
the secretion of IL-6 by cells of the immune system such as
neutrophils and monocytes or macrophages upon stimula-
tion.25 Upon IL-6 secretion endothelial cells release chemokines
which recruit more immune cells and hepatocytes synthesize
and secrete acute-phase proteins.16

IL-6 is also known to have an important role in the differen-
tiation of T helper cells and in regulating the balance between
interleukin 17 (IL-17) producing T helper 17 cells (Th17) and
regulatory T-cells (Treg).26

IL-6 and transforming growth factor b (TGF-b) results in
Th17 cell differentiation, an identified T-helper subset. It has
also been described that human T-cells upon T-cell receptor
activation cleave their membrane-bound IL-6R and release sol-
uble IL-6R.26 As a result, these T-cells are no longer responsive
to IL-6 but require soluble IL-6R for differentiation into Th17
cells. Therefore, an initial stimulation with IL-6 needs to be fol-
lowed by IL-6 and sIL-6R stimulation for the differentiation of
Th17 cells to be effective. The stimulation with TGF-b and the
IL-6/soluble IL-6R complex causes a more sustained and long-
term generation of Th17 cells which has been recognized to be
important for inflammatory states. IL-6 seems to be an impor-
tant mediator regarding vascular wall tissues and immune cells
and is critical in polarizing T-cells into T helper 17 cells,
believed to be important in the pathogenesis of vasculitis.15

On the other hand, IL-6 acts directly on osteoblast precursor
cells and suppresses their differentiation by regulating the tran-
scription of specific genes related to Mitogen-activated protein
kinases (MAPK) phosphatases and the ubiquitin pathway.20 IL-
6 induces the production of matrix metalloproteinase (MMP-1,
MMP-3 and MMP-13) and a disintegrin and metalloprotease
with thrombospondin motifs (ADAMTS-4) from chondrocytes
and synovial cells. MMP-1 and MMP-13 are capable of cleaving
collagen type II, whereas MMP-3 is active against other compo-
nents of the extracellular matrix, such as fibronectin and lami-
nin.25 Also, when IL-6 is generated in bone marrow stromal
cells it stimulates the receptor activator of the nuclear factor
kappa B ligand (RANKL) and subsequently induces the differ-
entiation and activation of osteoclasts.27

IL-6 induces hepcidin production in liver cells. Hepcidin is a
master regulator of iron homeostasis in humans and other
mammals.20 It inhibits the absorption of iron in the small intes-
tine and the release of recycled iron from macrophages, effec-
tively decreasing the delivery of iron to maturing erythrocytes
in the bone marrow causing anaemia.20

IL-6 has also been shown to indirectly induce angiogenesis
by inducing Vascular endothelial growth factor (VEGF) expres-
sion.28 Angiogenesis is an essential component of inflammation
and its resolution. Inflammatory cells, such as monocytes/mac-
rophages, T-cells and monocytes, fully participate in the

angiogenic process by secreting pro- and anti-inflammatory
cytokines.

A few key observations have played a major role in the inter-
est in IL-6 as a target. One was the observation that patients
having Castleman’s disease, in which benign tumors overpro-
duce IL-6, exhibit the same symptoms as those with RA
(RA).19,20 The pathological significance of IL-6 was first dem-
onstrated in a case of undifferentiated connective tissue disease
when a large quantity of IL-6 was identified in the histological
tissue of the patient’s cardiac myxoma.29,30 It was later observed
from murine models that IL-6-deficient mice were incapable of
producing an inflammatory response.

Specifically, IL-6 in RA promotes osteoclast activation as
RANKL expression is regulated by pro-inflammatory cytokines;
it leads to neutrophil recruitment in synovial tissues by directly
acting on them through membrane-bound IL-6R. This contrib-
utes to inflammation and joint destruction by secreting proteo-
lytic enzymes and reactive oxygen intermediates, pannus
formation via promotion of VEGF production locally.31,32 IL-6
also has 2 other local effects in RA; B-cell proliferation with
subsequent antibody production and T-cell proliferation and
differentiation both leading to a feedback loop for additional T-
cell, macrophages and B-cell interactions.32 IL-6 has a major
effect on acute phase production which may exacerbate dis-
ease-related tissue damage and contribute to the development
of cardiovascular disease. IL-6 from synovial tissue amends the
function of adipose tissue, skeletal muscle, liver and vascular
endothelium, causing insulin resistance, dyslipidaemia,
increased global oxidative activity and endothelial dysfunction.
In IL-6 transgenic mice, where high circulating levels of IL-6
are present, increased osteoclastogenesis and reduced bone for-
mation by decreased osteoblast activity was noted causing
osteopenia and subsequently osteoporosis. Hypothalamic-pitui-
tary-adrenal axis and the stress system are associated with
fatigue and depression in case reports in patients with RA and
are primarily mediated by the upregulation of cytokines where
IL-6 plays again a major role.32

IL-6 is associated with many of the manifestations of sJIA
such as fever, rash, lymphadenopathy, hepatosplenomegaly,
anaemia, and poor growth as it interacts with various cells such
as T-cells, B-cells, lymphocytes, monocytes, and fibroblasts,
driving synovial proliferation, inflammation, autoimmunity,
and destruction of articular structures through the activation of
osteoclasts. It appears that sJIA follows a fairly distinct cytokine
pattern as indicated by the clinical studies.33

IL-6 inhibits differentiation, mineralization and may
increase apoptosis of human osteoblast T-cells cultures, and
inflammatory cytokines in pJIA.34

TCZ as neutralising antibody against IL-6 and IL-6R blocks
both classic and trans-signaling pathways. TCZ can dissociate
the IL-6–sIL-6R complex, but not the IL-6–sIL-6R–sgp130
complex, suggesting that the IL-6–sIL-6R complex is less rigid
than the IL-6–sIL-6R–sgp130 complex.20,23 IL-6 trans-signaling
is pro-inflammatory whereas classic IL-6 signaling via the
membrane bound IL-6R is needed for regenerative or anti-
inflammatory activities of the cytokine. This detailed knowl-
edge of IL-6 biology has important consequences for therapeu-
tic strategies aimed at the blockade of the cytokine IL-6.
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Manufacturing, analytical and regulatory processes

Production of tocilizumab

TCZ is a humanised recombinant monoclonal antibody of the
IgG1 k subclass produced using recombinant DNA technology.1

The antibody is composed of 2 heavy and 2 light chains with 12
intra-chain and 4 inter-chain disulphide bonds with a total
molecular weight of 149 kDa.1 The steps involved in this pro-
cess are highlighted in Fig. 1.

To produce a cell line which can then be cultured, the genes
that code for TCZ production must be inserted into a host T-
cell.1 The process by which this is achieved using Chinese ham-
ster ovary cells is summarised in Fig. 2.

Once the isolation of TCZ producing seed cells (CHO V4) is
complete they are cultured into a master and working cell bank
which can be indefinitely used as the starting point in the pro-
duction of TCZ. The CHO V4 cells are then adapted to enable
growth in suspension culture in a serum free medium.1

To increase the number of cells able to produce TCZ a vial of
the working cell bank is thawed and the number of cells expanded
using spinner flasks with serum free growth medium. The result-
ing inoculum is then expanded using a series of bioreactors with
increasing volumes. This process enables the generation of suffi-
cient CHO cells to inoculate several production bioreactors which
can produce the large scale batches of TCZ required to enable
commercial supply. Following this process, the contents of the bio-
reactor are harvested using tangential flow filtration enabling the
removal of cells from their culture medium.1

Once the culture medium has been removed it undergoes
a series of purification processes. These include protein A
chromatography, viral inactivation, anion exchange chroma-
tography, mixed-mode ion exchange chromatography, ultra
diafiltration and nanofiltration. TCZ is formulated to pre-
vent protein aggregation by adding sucrose, polysorbate 80,
disodium phosphate dodecahydrate, sodium dihydrogen
phosphate dihydrate and water for injections. Once formu-
lated it is presented in a type 1 glass vial at strengths of
80mg, 200 mg and 400mg. The final product then under-
goes sterile filtration, aseptic filling into vials, stoppering
and finally capping.1

Figure 1. Overview of the process required to produce a biologic medicinal prod-
uct. The production process is broken down into 2 main parts. The upstream pro-
cesses are responsible for genetic manipulation of a host cell and the subsequent
large scale production of the drug substance. The downstream processes are
responsible for the purification of the drug substance and its formulation into a
drug product.

Figure 2. The development and isolation of tocilizumab producing seed cells. This figure adapted from the production section of the IV tocilizumab EPAR, details the
insertion of the gene coding for tocilizumab production into a host CHO cell and the subsequent processes to isolate and culture the tocilizumab producing CHO cell into
a viable master and working cell bank.
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Assays for releasing and characterizing the final product

All monoclonal antibodies require extensive characterization to
gain approval to move to the clinical trial stage and ultimately
gain a marketing authorisation.35 In 2009 the European Medi-
cines Agency (EMA) published guidelines stating that analysis
should be performed to ascertain the structural characterization
including analysis of the physicochemical properties, biologic
activity and immunochemical properties of the biologic drug
substance seeking approval.36 The purity of the drug substance
is also assessed along with an analysis of the process related
and product related impurities which can occur either as part
of the biologic manufacturing or storage process.

Characterization of the TCZ drug substance

The amino acid sequence of TCZ was identified and from this
the primary, secondary and tertiary structure of TCZ was ana-
lyzed to establish how structurally comparable the antibody
was to a molecule of human IgG11. This analysis demonstrated
that the disufide linkages and the types and amounts of mono-
saccharaides identified match what was known to occur in an
IgG1 molecule.1 The oligosaccharide composition was also ana-
lyzed. It was established that the major glycostructures con-
sisted of core-fucosylated biantennary complex-type
oligosaccharide structures with different amounts of terminal
galactosylation.1 It was also established that as well as the major
glycostructures, TCZ contained low levels of high mannose
type and afucosylated structures. The presence of several iso-
forms was revealed using ion exchange chromatography. These
isoforms were found to mainly occur as a result of heterogene-
ity at the C- and N- terminal of the heavy chain on the TCZ
molecule but also as a result of incomplete cleavage of the signal
sequence form the N terminus on the light chain. Analysis was
also conducted to detect charge based isoforms and to investi-
gate the structural integrity of TCZ. The size distribution of the
TCZ molecule was analyzed using size exclusion chromatogra-
phy from which 2 peaks were detected which were found to
represent the monomer and the diamer of the TCZ molecule.1

A cell-based bioassay was conducted in which both TCZ and
IL-6 were added to cells. This was to allow them to compete for
both the membrane bound and soluble interleukin 6 receptors
and subsequently analyze the growth inhibiting activity and
binding activities of TCZ. The data from these studies con-
ducted In vitro confirmed that TCZ had minimal or no compli-
ment dependent cytotoxicity or antibody-dependant-cellular
cytotoxicity.1

Product related substances were detected by ion exchange
chromatography corresponding to the isoform peaks and size
exclusion chromatography corresponding to the diamer and
degradation peaks observed in the TCZ drug substance.1 Other
impurities detected included cell substrate derived (DNA, host-
cell proteins) downstream derived (leached protein A) and
other impurities such as endotoxin or bioburden.1

The risk of contamination with adventitious agents during
production was minimised by only using fish or milk derived
raw materials during the fermentation process.1 Viral screening
revealed the presence of intracellular type A and C retroviral
particles however this was considered acceptable as such

particles are known to be present in CHO cells and there was
sufficient capacity in the production process for reduction of
these particles.1 Viral safety was demonstrated and the purifica-
tion process included several steps for inactivation/removal of
enveloped viruses.1

Analysis of the final TCZ drug product

While it is recognized that absolute replication of a biologic
drug product like tocilizumab is impossible, strict process con-
trols are put in place to ensure pharmacopoeial and non phar-
macopoeial methods demonstrate lot to lot consistency with
respect to the purity, quantity, potency and identity.

While the analysis of the drug substance looks at character-
izing the structure and assessing the heterogeneity profile with
respect to both the drug substance and impurities, analysis
and final release testing of the final formulated drug product
centers around ensuring that the batch produced does not sig-
nificantly deviate from the initial product used in pre-clinical
and clinical studies. The drug product is analyzed throughout
the manufacturing process to ensure that it conforms to cer-
tain acceptance criteria. These tests typically involve pharma-
copoeial analysis of sterility, microbial limits, particulate
matter, uniformity of dosing limits and volume in the con-
tainer. Other tests are conducted including a description of
the appearance of the final product, qualitative analysis of the
identity, analysis of the purity and impurities, potency and
quantity produced.35

The TCZ EPAR documents that the manufacturing process
and in process controls were adequately detailed and the limits
applied were deemed acceptable. Structural, physicochemical
and biologic analysis were conducted before and after each new
generation of the manufacturing process. The process controls
for the sterile filtration and aseptic filling of the reconstituted
product were well documented and deemed robust enough to
enable lot to lot consistency. All manufacturing processes
involved in the production of the TCZ drug product were dem-
onstrated to comply with good manufacturing practice and the
consistency of the final drug product was demonstrated in both
small scale and large scale batches. Both real time and acceler-
ated stability testing conducted on the final drug product based
on ICH guidelines enabled it to receive a 30 month shelf life
when stored between temperatures of 2–8�C.1

Regulatory issues

In Europe all biotechnology derived active substances are
approved centrally by the EMA or more specifically by the
Committee for Medicinal Products for Human Use (CHMP).
Once a marketing authorisation is granted by the CHMP the
biologic medication can be adopted as approved by all EU
member states. To obtain a marketing authorisation the com-
pany responsible for manufacturing the biopharmaceutical
must provide documented evidence to the CHMP, which forms
the basis of an assessment report, or EPAR. Table 1 contains an
overview of the information contained within the EPAR docu-
ment for RoActemra.

The EMA dictates that once a biologic product has obtained
a marketing authorization, any variations to this marketing
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authorization must be classified and their effect on the final
product analyzed in accordance with EU regulations. Varia-
tions range from high risk variations like a change in the
manufacturing process to low risk variations such as change of
the marketing authorisation holders address. Higher risk cate-
gory variations carry a greater chance of affecting either the
physicochemical or biochemical characteristics of the final
product which in turn may affect its efficacy, safety or immuno-
genicity profile. The EMA mandates the undertaking of a com-
parability exercise to determine whether the biologic product
pre and post variation are highly similar. The actual tests
undertaken and level of evidence required varies based on the
risk category of the variation with the higher risk variations
requiring more evidence of comparability than the lower risk
variations. The combined results of these tests should aim to
prove that the variation has no adverse impact on the efficacy,
safety and immunogenicity profiles of the biologic product in
question.37

A review by Vez�er et al published in 2016 reported that since
its original approval TCZ has undergone 7 manufacturing
changes overall.38 These have comprised of 1 high risk change,

4 moderate risk changes and 2 low risk changes and none of
these variations have led to the marketing authorization being
withdrawn.38 Since the original EU approval of TCZ, Roche
has submitted 6 new EPARs to gain further marketing author-
isations for the use of TCZ within the EU. The timeline of these
authorisations has been summarised in Table 2.

Pre-clinical and clinical studies

Pre-clinical efficacy studies

In preclinical pharmacodynamic studies TCZ was shown to
specifically block both membrane bound and soluble IL-6R
with an equal affinity.1 TCZ binding to IL-6R has been shown
to be dose dependent and it has the ability to displace IL6
already bound to IL6 receptors. In vitro studies have demon-
strated that TCZ has no inhibitory effect on TNF-a, IL-1b, IL-
15 or IL-21.

Cynomolgus monkeys were chosen as the most pharmaco-
logically relevant species test bed for TCZ as it was shown both
In vitro and In vivo that TCZ cross reacts with monkey IL-6R.1

In cynomolgus monkeys with collagen-induced arthritis it was
demonstrated that TCZ prevents inflammation both locally in
joints and systemically.1 It was also demonstrated that inhibi-
tion of IL-6 causes normalization of the inflammation driven
osteoclastic bone destruction and that normal bone homeosta-
sis returns with the continuous IL-6 inhibition caused by TCZ.1

Pre-clinical toxicity studies

The overall toxicity profile of TCZ in pre-human testing was
established using single and multiple dose studies in cynomol-
gus monkeys and the rodent analog MR16–1, up to a duration
of 6 months.1 TCZ was shown to be well tolerated in single IV
doses up to 100mg/kg and in multiple IV doses up to 50mg/kg/
day for 4 weeks and doses up to 100mg/kg/week for 6 months
in cynomolgus monkeys.1 It should be noted that the minimum
systemic plasma steady-state concentration of TCZ in these
monkeys was 8 to 10 times greater than that seen in any human
clinical trials.1

Table 1. Overview and summary of the contents of the tocilizumab European
Public Assessment Report (EPAR).

Section Content

Quality Aspects � Description of the active substance, physicochemical
structure, molecular weight and a description of
where the product is manufactured formulated and
packaged.

� Description of the process followed to produce a
master cell bank and a working cell bank,
fermentation process used to expand the cell mass
and the process undertaken to purify the expanded
cells to ensure homogeneity.

� Description of the manufacturing process including
both small and large scale process evaluation studies
to ensure that each step of the manufacturing process
is appropriately designed to produce tocilizumab.

� Description of the process verification studies to
ensure that the manufacturing process is able to
effectively and reproducibly produce both
intermediate compounds and the final product in
multiple consecutive batches.

� A description on how the final product is
characterized to elicit the physicochemical and
biologic characteristics and also to determine the
presence of any impurities or any adventitious agents.

� A description of the stability profile of both the
monoclonal antibody alone and the final formulated
injection.

Non-clinical aspects � Description of the in vitro and in vivo animal based
non-clinical studies performed to determine the
safety and toxicology, pharmacodynamic and
pharmacokinetic profiles of tocilizumab.

Clinical aspects � Description of human studies and analyses conducted
to elicit the pharmacodynamic and pharmacokinetic
profile of tocilizumab.

� Description of the pivotal human studies conducted
to establish the efficacy and side effect profile of
tocilizumab in patients with RA, sJIA and pJIA.

Pharmacovigilance � Description of all measures to be taken to maintain
appropriate future pharmacovigilance to monitor
each adverse event identified in clinical studies.

Overall conclusions � Analysis of overall risks and benefits associated with
tocilizumab use

� Summary of findings from previous sections and
overall recommendation regarding the granting of a
marketing authorisation

Table 2. Overview of all the marketing authorisations granted for tocilizumab.

Date Details of marketing authorisation granted

November 2008 Treatment of rheumatoid arthritis either as a first line
biologic or after the failure of a TNF inhibitor with or
without methotrexate

April 2010 RA marketing authorization terms modified to state that
tocilizumab improves physical function and slows the
X-ray progression of joint damage when taken with
methotrexate.

May 2011 Treatment of the active systemic form of Juvenile idiopathic
arthritis (sJIA) in patients 2 y or older who have not
responded to previous therapy with NSAIDs or steroids

April 2013 Treatment of polyarticular juvenile idiopathic arthritis (pJIA)
December 2013 New subcutaneous formulation of RoActemra for use in the

same indications already approved for intravenous use
February 2014 Following syringe mechanical problems, marketing

authorisation for use of the subcutaneous formulation of
RoActemra was reinstated in the same indications already
approved for intravenous use

July 2014 Treatment of patients with severe, active and progressive RA
not previously treated with methotrexate.
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The immunomodulatory consequences of IL-6R inhibition
was studied using MR16–1 mice where it was shown that IL6
inhibition does not affect primary response of antibodies to a
T-cell dependent antigen. The delayed type hypersensitivity
reaction was reduced when IL6 was inhibited during initiation
phase suggesting that inhibition of IL-6R affected T-cell prim-
ing rather than T-cell differentiation, the development of T-cell
memory or T helper cell activity.1

Human TCZ was observed to be immunogenic in cynomol-
gus monkey studies due to differences in the polypeptide struc-
ture of both the heavy and light chains between human and
cynomolgus monkeys. In these studies an inverse dose response
was seen with respect to the presence of anti-TCZ antibodies, a
phenomenon common to molecules of this type.

There were observed changes in absolute neutrophil count
(ANC) in both the 2-week and 4 week daily treatment toxicity
studies in cynomolgus monkeys.1 In these studies there was no
bone marrow myeloid hypo or hyperplasia which along with
the lack of neutrophil morphological changes suggests that
incomplete granulopoiesis or peripheral sequestration is
responsible for the low neutrophil levels seen.1

In vivo studies in cynomolgus monkeys have demonstrated
that TCZ had no effect on electrophysiological performance,
blood pressure, cardiac tissue integrity or pro-thrombotic activ-
ity in IV doses up to 50mg/kg1. Safety studies demonstrate that
continuous inhibition of IL-6 does not affect normal bone
homeostasis.1

Pre-clinical studies have demonstrated conflicting evidence
on what effect TCZ can have on the liver. In some studies mild
to moderate elevations of hepatic transaminases have been seen
post TCZ treatment.1 Although there is no evidence that this
progresses to serious hepatic injury, transaminase elevation was
more common with concomitant use of other hepatotoxic
drugs.1 Studies on cynomolgus monkeys with induced inflam-
mation treated with TCZ did not observe the development of
any raised hepatic transaminases.1

No specific studies into carcinogenicity with TCZ use
were performed, as IgG1 monoclonal antibodies were not
deemed to have carcinogenic potential.39 All available non-
clinical data from 6-month toxicity studies in cynomolgus
monkeys and IL6 knockout mice do not suggest any carci-
nogenic risk associated with TCZ.39 Studies in cynomolgus
monkeys demonstrated that foetal plasma concentrations of
TCZ were 39% and 60% of maternal plasma concentrations
after doses of 10 mg and 50mg/kg/day respectively.1 This
suggests that TCZ is able to cross the placental barrier, due
to its IgG structure.1 Despite this the data from non-clinical
studies does not suggest that there is an effect on fertility in
cynomolgus monkeys.1 There were no effects on the endo-
crine or reproductive organsand there is no preclinical evi-
dence that IL-6 signaling is in any way involved in the
reproductive process.1 Studies in IL-6 deficient mice have
not demonstrated any alteration in reproductive performan-
ceand neither IL-6 knockout mice nor monkeys exposed to
TCZ for more than 6 months have demonstrated any mor-
phological alterations in either their primary or secondary
tissues of the immune system or any other organs or tis-
sues.1 The only study that demonstrated a slight increase in
abortion/embryo-foetal deaths in cynomolgus monkeys

exposed them to greater than 100 times the maximal dose
of TCZ used in human studies.1

Studies of Human Pharmacokinetics

Studies in human subjects have demonstrated that TCZ has a
non-linear pharmacokinetic profile.39 As the dose is increased
the maximum concentration of TCZ in the plasma (Cmax)
increases proportionally however, the area under the curve
(AUC) increases disproportionately.40 Analysis of the TCZ
dose response curves showed that they flattened with increasing
exposure and because of this doses greater than 800 mg are not
recommended due to a lack of increase in clinical efficacy.5

Analyses conducted with TCZ in human studies have not
shown gender, age, ethnicity, mild renal impairment, treatment
with methotrexate, treatment with NSAIDs or treatment with
corticosteroids to have an effect on the pharmacokinetics of
TCZ.40,5 There have not been studies conducted on the phar-
macokinetics of TCZ in patients with moderate to severe renal
impairment or in patients with hepatic impairment of any
form.5

Chromatographic studies have shown that TCZ mainly
exists in the plasma unchanged. In vitro studies of hepatocytes
have shown that TCZ inhibits the down regulation of the cyto-
chrome P450 enzyme (CYP) system caused by IL61. The
enzymes in which expression is inhibited by IL6 include
CYP1A2, CYP2C9, CYP2C19 and CYP3A45. The relevance of
this finding is unclear as this down regulation has only been
demonstrated at very high concentrations. However, it would
be prudent to consider this interaction in the presence of
another drug metabolised by these enzymes. Particular care
should be exercised with concomitant medication that has a
narrow therapeutic index such as theophylline, warfarin, phen-
procoumon, phenytoin or ciclosporin.5 It should also be noted
that due to the long half-life of TCZ monitoring of this interac-
tion may be necessary for 1 to 2 months after the TCZ is
discontinued.5

The elimination of TCZ has been shown to be relatively slow
and concentration dependent. After saturation of IL6 receptors,
clearance medicated by the mononuclear phagocyte system
becomes linear. Increases in the dose have been shown to lead
to prolongation of the half-life suggesting that the elimination
of TCZ is capacity limited.40

Efficacy from pivotal studies

Intravenous (IV) TCZ, together with Methotrexate (MTX) is
recommended for the treatment of RA in adult patients, who
are inadequate responders to previous therapy with DMARDs
or a TNF/ inhibitor and in whom rituximab is contraindicated
or if the patient has had a previous adverse event (AE) to rituxi-
mab.5 Furthermore, it is indicated in patients who are inade-
quate responders to one or more TNF inhibitors and to
rituximab.5 The evidence for is use within this population has
come from the RADIATE,41 OPTION,42 AMBITION,43

LITHE44 and TOWARD45 trials (Table 3). TCZ was first devel-
oped as an IV infusion however in October 2013 the US FDA
approved a subcutaneous (SC) formulation of TCZ for use in
RA. The data used for the approval of TCZ SC, came from 2
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Table 3. Description and results from the pivotal clinical trials involving tocilizumab use in patients with RA.

Study
Sample
Size (n) Design Endpoint Posology Results

AMBITION 673 Randomized double blinded
placebo controlled

ACR20 response at week 24 Group 1 Group 1
IV TCZ (8mg/kg) every

4 weeks
� 70% ACR20 response

Inclusion criteria: moderate or
severe RA

� DAS28 reduced by 3.31
� Patients 5 times more likely than Group 2 to
achieve remissionExclusion criteria: previously

failed MTX or biologics Group 2 Group 2
MTX 7.5–20 mg every week � 52% ACR20 response

� DAS28 reduced by 2.05
LITHE 1196 Randomized double blinded

placebo controlled
Genant-modified Sharp score, Group 1 Group 1

Inclusion criteria: RA
<5 years, inadequate
response to MTX and no
previous biologics

IV TCZ (4mg/kg) every
4 weeks & MTX

� 56% ACR20 response
HAQI � 74% structural damage reduction

�>0.3 UI HAQI improvement
ACR20 response at week 52 Group 2 Group 2

IV TCZ (8mg/kg) � 51% ACR20 response
every 4 weeks & MTX � 70% structural damage reduction
Group 3 Group 3
Placebo & MTX � Twenty-seven% ACR20 response

OPTION 623 Randomized double blinded
parallel group

ACR20 response at week 24 Group 1 Group 1

Inclusion criteria: moderate or
severe RA, inadequate
response to MTX

IV TCZ (4mg/kg) every
4 weeks & MTX

� 59% ACR20 response

� Twenty-seven% DAS28 remission
Group 2 Group 2
IV TCZ (8mg/kg) every

4 weeks & MTX
� 48% ACR20 response
� Thirteen% DAS28 remission

Group 3 Group 3
Placebo & MTX � Twenty-six% ACR20 response

� 0.8% DAS28 remission
TOWARD 1220 Randomized (in a 2:1 manner)

double blinded placebo
controlled

ACR20, ACR50, ACR70
response at week 24

Group 1 Group 1

Conducted in multiple
centers / countries

IV TCZ (4mg/kg) every
4 weeks and conventional
DMARDs

� 61% ACR20 response

Inclusion criteria: moderate or
severe RA, multiple
DMARDs

� Thirty% DAS28 remission
Group 2 Group 2
Placebo and conventional

DMARDs
� Twenty-five% ACR20 response
� Three% DAS28 remission

RADIATE 499 Double blinded placebo
controlled

ACR20 response at week 24 Group 1 Group 1

Inclusion criteria: RA
refractory to anti-TNF
therapy

IV TCZ (4mg/kg) every
4 weeks & MTX

� Thirty.4% ACR20 response
� Seven.6% DAS28 remission

Group 2 Group 2
IV TCZ (8mg/kg) every

4 weeks & MTX
� 50% ACR20 response
� Thirty.1% DAS28 remission

Group 3 Group 3
Placebo & MTX � Ten.1% ACR20 response

� One.6% DAS28 remission
ADACTA 325 Randomized double blinded

parallel group phase 4
DAS28, ACR20, ACR50 and

ACR70 response at week 24
Group 1 Group 1

Inclusion criteria: intolerant or
inappropriate to be on
MTX

IV TCZ (8mg/kg) every
4 weeks and placebo

� 39.9% DAS28 remission
� DAS28 reduced by 3.3

Group 2 Group 2
Adalimumab 40 mg every

2 weeks and placebo
� Ten.5% DAS28 remission
� DAS28 reduced by 1.8

FUNCTION 1162 Double blinded placebo
controlled

DAS28 remission at week 24 Group 1 Group 1

Inclusion criteria: early
progressive RA, MTX naive

IV TCZ 4mg/kg every 4 weeks
& MTX

� 40% DAS28 remission

Evaluation of radiographic
and physical function
outcomes at week 52

Group 2 Group 2
IV TCZ 8 mg/kg every

4 weeks & MTX
� 45% DAS28 remission

� 0.08 Van de Heijde-modified total Sharp
score

� 0.81 UI reduction in HAQI
Group 3 Group 3
IV TCZ 8 mg/kg every

4 weeks and placebo
� 39% DAS28 remission

Group 4 Group 4
Placebo & MTX � Fifteen% DAS28 remission

(Continued on next page)
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phase III clinical trials, SUMMACTA46 and BREVACTA47

(Table 3). Finally, TCZ was given a marketing authorisation for
use in systemic juvenile idiopathic arthritis (sJIA) in 2011 and
polyarticular juvenile idiopathic arthritis (pJIA) in 2013 using
data from the TENDER48 and CHERISH49 studies respectively
(Table 4).

Long-term efficacy and safety

The major considerations when using TCZ are its immunosup-
pressive effects, which lead to increased risk of infection and its
negative influence on lipid profile. The 5-year extension
STREAM study shows that TCZ has a sustained long-term effi-
cacy and good safety profile.50 Another study shows that a ten-
dency toward a deteriorating lipid profile the first 3 months of
staring TCZ is evident but there was no statically significant
difference in lipid profile in the long run.51 A 52-week study of
TCZ in sJIA patients, from 2 to 17 y old, reported 33 serious
adverse effects in 25 patients, 12 were considered related to
TCZ; all of those resolved and none led to discontinuation
from the study.52 Another 3 and 4.6 y follow up study respec-
tively concluded that the safety profile of TCZ was consistent
over time in patients treated for RA.53,54 RA has been associated
with an increased risk for cardiovascular (CV) diseases despite
the fact that high levels IL-6 are associated with lower choles-
terol levels. Reducing the inflammatory burden of RA by reduc-
ing the levels of C reactive protein (CRP) and IL-6 may reduce
CV risk in RA patients. As TCZ may suppress the effect of IL-6
all patients should have a baseline fasting lipid profile and
repeat fasting lipid profile at least 3 months after initiation of
the treatment.30

As described previously no dosage recommendations are
provided in hepatic or renal impairment.5 Recommendations
for dealing with hepatotoxicity, nephrotoxicity or neutropenia
during treatment are detailed in Table 5. The safety and efficacy
of TCZ has not been established in children below 2 y of age.
The only absolute contraindication of TCZ is hypersensitivity

to TCZ or any component included in the formulation of TCZ.
No live vaccines should be administered as no data are available
regarding patients receiving TCZ IV or SC with or without
DMARDs.5

Adverse effects

Adverse effects (AEs) have been documented for TCZ mono-
therapy or in combination with other DMARDs.5 Safety data
are not available regarding combination with other biologic
therapy.5 The most common AEs reported were infections.5

Skin infections were more common in TCZ group in the
AMBITION trial.43 Five serious infections were reported in
TOWARD trial: staphylococcus cellulitis, acute pyelonephritis
and sepsis in the TCZ group and 2 cases of pneumonia in the
control group.45 Infection rates from phase 3 trials (OPTION,
TOWARD, LITHE and RADIATE) where patients received
both DMARDs and TCZ or placebo, showed no evidence of
increased risk with continued TCZ therapy.41,42,44,45 The TEN-
DER trial reports 4 serious AE in the TCZ arm of the study in 3
patients and this included angioedema and urticaria (one), vari-
cella (one), and bacterial arthritis.48

Gastrointestinal disorders included nausea; abdominal pain,
mouth ulceration and gastritis were the second most common
AEs. Perforations are also reported mostly in patients who have
been diagnosed with diverticular disease before. One patient
reported to have died in AMBITION trial in the TCZ group
because of upper gastrointestinal hemorrhage and
perforation.43

Grade 3 or 4 neutropenia occurred in TOWARD, OPTION,
AMBITION, RADIATE and LITHE trials in the TCZ
groups.41-45 Neutropenia was noted to be transient. A meta-
analysis of 6 trials, found that grade 3/4 neutropenia occurred
at least once in 6% of patients.55 Elevations in liver enzymes
levels are also reported in the TCZ group and rise in total cho-
lesterol and LDL cholesterol reported to TCZ group as com-
pared with patients in the MTX group. Other events occurring

Table 3. (Continued).

Study
Sample
Size (n) Design Endpoint Posology Results

� One.14 Van de Heijde-modified total Sharp
score

� 0.64 UI reduction in HAQI
SUMMACTA 1262 Randomized, double-blind,

active controlled, parallel
group, multicentre study

ACR20 response at week 24 Group 1 Group 1
TCZ-SC 162 mg weekly C

placebo-IV every 4 weeks
69% ACR20 response

Patients with moderate to
severely active RA on
concomitant MTX
treatment

Group 2 Group 2
TCZ-IV 8mg/kg every

4 weeks C placebo SC
weekly

73% ACR 20 response
Similar safety profile observed between the 2

groups, apart from more injection site
reactions with TCZ-SC.

BREVACTA 656 Randomized, double-blind,
placebo controlled, parallel
group study

ACR20 response at week 24 Group 1 Group 1
TCZ-SC 162 mg fortnightly

C DMARDs
61% ACR20 response

Group 2 Group 2
Placebo-SC fortnightly C

DMARDs
32% ACR 20 response

(escape therapy with TCZ-SC
162 mg offered from
week 12 if inadequate
responders)

Significantly less structural joint damage
progression demonstrated in the TCZ-SC
fortnightly plus DMARDs group as
compared with the placebo plus DMARDs
group.
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more frequently in the TCZ group included headache and
hypertension.45

Concerning trials, which included the SC use of TCZ, the
SUMMACTA trial in terms of AEs showed a similar safety pro-
file compared with IV TCZ, apart from more injection site
reactions with TCZ-SC.46 Infection was the most common AE
and serious AE in both groups. In the BREVACTA trial, 6.4%
in each group experienced an upper respiratory tract infection,
which appeared to be the most common AE.47 Only 1 patient
in the TCZ-SC group developed grade 1 hepatic steatosis.47

It is critically important that all healthcare professionals
remain responsible for ensuring appropriate pharmacovigilance
of adverse drug reactions (ADRs). The appropriate national
regulators should always be informed of ADRs at the earliest
available opportunity and healthcare professionals should be
responsible for including as much detail as possible in their

reports to aid in their overall assessment and classification.
Because of the likely structural batch to batch variation with
biologic medicinal products it is critically important to include
details of the brand name and batch number of the medication.
The results of one Dutch study have suggested despite this
being an EU policy in reality this information is rarely
recorded.56 To facilitate this, appropriate systems must be in
place to record both the brand names and batch numbers of all
biologics administered to all patients.

Product availability and dosing schedule

TCZ is available both as an IV infusion and as a subcutaneous
injection.2

As an intravenous infusion it is formulated as a clear to
opalescent, colorless to pale yellow 20mg/ml solution for

Table 4. Description and results from the pivotal clinical trials involving tocilizumab use in patients with sJIA and pJIA.

Study
Sample
Size (n) Design Endpoint Posology Results

CHERISH 188 Randomized double blinded
placebo controlled

withdrawal 3-part study with
16 weeks open lead-in phase
and 64 weeks open label

follow up

% ACR30 flare in Part II of the
study

Part I
IV TCZ 8 or 10 mg/kg every

4 weeks for 16 weeks
(nD 188)

Inclusive criteria: active pJIA
with inadequate response

or intolerant to MTX

Part II 25.6% in TCZ group, 48.1 % in
placebo groupIV TCZ 8 or 10 mg/kg every

4 weeks for 16 weeks
(nD 82)

OR
Placebo every 4 weeks for

16 weeks (n D 84)

Part III
SC TCZ 162 mg every

4 weeks for up to
64 weeks (n D 160)

TENDER 112 Part I Part I Part I Part I
Randomized double blinded

placebo controlled parallel
group 2-arm study for
12 weeks

% of participants with � 30%
improvement in JIA ACR and
absence of fever

IV TCZ (8mg/kg) every 2 weeks
(n D 37)

85.3 and 24% for IV TCZ and
placebo groups,
respectively

Inclusive criteria: active pJIA OR
IV TCZ (12mg/kg) every

2 weeks (n D 38)
OR
IV Placebo every 2 weeks

(n D 37)
Part II Part II Part II Part II
Single arm open-label

extension study for
92weeks

% of participants with decrease
dose of oral corticosteroids at
week 104

IV TCZ (8mg/kg) every 2 weeks
(n D 52)

� 76% with � 20% decrease

OR � 73% with � 50% decrease
IV TCZ (12mg/kg) every

2 weeks (n D 40)
� 62% with � 75% decrease

OR � 47% with � 90% decrease
TCZ switchers (n D 20)

Part III Part III Part III Part III
Open label continuation study

for 3 y
Long term safety from week 104

to week 260
IV TCZ 8 mg/kg every 2 weeks

for up to 240 weeks (n D 53)
ACR responses at week 104

OR � ACR30: 100%
Long term efficacy (JIA

ACR30,50,70 and 90)
IV TCZ 12 mg/kg every 2 weeks

for up to 240 weeks (n D 59)
� ACR50: 100%

OR � ACR70: 94.4%
IV TCZ 8 or 12 mg/kg every

2 weeks for up to
156 weeks (n D 112)

� ACR90: 76.4%.
ACR responses at week 260

� ACR30 96.7%
� ACR50 93.3%
� ACR70 90%
� ACR90 63.3%
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injection of which there are 3 vials available, 400mg/20mL,
200mg/10 mL and 80mg/4mL1. In moderate to severe RA, IV
TCZ is indicated once every 4 weeks at a dose of 8mg/kg in UK
and 4mg/kg increasing to up to 8mg/kg based on patient
response in the USA.5,57 For individuals whose body weight is
more than 100 kg, doses exceeding 800 mg per infusion are not
recommended.5 In the pediatric population, the recommended
dose in sJIA and pJIA, in patients above 2 y of age, is 8mg/kg
IV once every 2 weeks when their weight is greater than or
equal to 30kg. In patients weighting less than 30kg, 12mg/kg IV
and 10mg/kg IV once every 2 weeks is recommended in sJIA
and pJIA, patient’s respectively.5 Prior to reconstitution the
vials must be stored in a refrigerator at 2�C–8�C and should be
kept in the carton to protect the biologic drug from exposure to
light.5 The summary of product characteristics states that in
adults with RA and children with sJIA or pJIA with a weight
greater than or equal to 30 kg the requisite dose of TCZ must
be diluted to 100 mL with sodium chloride 0.9%.3 For children
with sJIA or pJIA who weigh less than 30 kg the requisite dose
should be diluted in 50 mL sodium chloride 0.9%.5 In all cases
of infusion preparation, the bag should be gently inverted to
mix the solution while avoiding foaming.5 The shelf life of the
unopened vial of TCZ is 30 months however after dilution the
SmPC states that the prepared solution is physically and chemi-
cally stable at 30�C for 24 hours.5 Despite this the SmPC
advises that from a microbiological point of view the infusion
should be administered as soon as possible after preparation
and the bag should not be kept for longer than 24 hours at
2�C–8�C.5

The subcutaneous formulation of TCZ is ready prepared as a
clear to yellow liquid formulated as a 162 mg dose in 0.9 mL
and is delivered via a prefilled syringe.58 The recommended
posology of SC administration is 162 mg once every week.58

There is limited information available regarding switching
from one formulation to another. Oqata et al evaluated the effi-
cacy and safety of switching from intravenous to subcutaneous
TCZ monotherapy in RA.59 In this study disease control of RA
was maintained without serious safety concerns, however it did
note that the efficacy may be reduced in patients with heavier

body weights.59 These concerns were reflected in a similar study
conducted by Iwamoto et al.60 On the other hand, Burmester
et al, following the SUMMACTA study demonstrated compa-
rable long-term efficacy and safety of TCZ SC compared with
IV TCZ.46

Advantages and disadvantages of tocilizumab relative
to other products available to treat the same disease

A number of biologic monoclonal antibodies targeting different
inflammatory cytokines are available to treat RA. These include
the TNFa inhibitors infliximab (INX), adalimumab (ADA),
etanercept (ETA), golimumab (GOL) and certolizumab pegol
(CTL), the B cell depleting agent rituximab (RTX), IL-1 inhibi-
tor anakinra (ANK) and finally the T cell inhibitor abatacept
(ABC). Currently the EMA have approved all of the above
agents to be used to treat RA in adults however only ETA,
TCZ, ABC, ADA and canakinumab are licensed for use in
JIA.61-69 Based on this selection of options available it is impor-
tant to consider which biologic is the most appropriate for a
patient based on comparisons of the relative efficacy profiles,
safety profiles, costs and also individual patient factors.

Structural differences and immunogenicity

The relative structural differences in biologics available to treat
RA and the relative differences in the genetic technology used
to produce them gives rise to different pharmacokinetic, phar-
macodynamic and immunogenic profiles. Over the last 40 y
recombinant DNA technology has progressed significantly
from the development of murine monoclonal antibodies using
hybridomas through to the chimeric, humanized and finally
fully human therapeutic monoclonal antibodies we see today.

Initially developed murine based antibodies were shown to
be very poorly tolerated in humans due to the increased likeli-
hood of immune reactions post treatment and a poor efficacy
profile.70 One study looking at the relative immunogenicity of
monoclonal antibodies developed between 1984 and 2003
acknowledged the difficulties in drawing specific conclusions
from direct comparisons of monoclonal antibodies. It was
reported that broadly speaking, chimeric monoclonal antibod-
ies such as INX or RTX with an antibody structure composed
of a human constant region and a murine variable region dem-
onstrated significant reduction in immunogenicity when com-
pared with their murine counterparts.71 It was also suggested
that further humanization of the antibody variable regions
leads to a subsequent further decrease in immunogenicity,
however they were unable to comment on the immunogenicity
profiles of fully human monoclonal antibodies.71 As TCZ is a
humanized immunoglobulin it is also much less immunogenic
than the chimeric alternatives. Results from the ADACTA
study did not show any statistical differences in hypersensitivity
reactions when comparing subcutaneous TCZ with SC ADA
and no anaphylaxis was reported in either group.72

While structure has a significant role in the immunogenicity
profile of a monoclonal antibody it can also lead to other
changes in the pharmacokinetic profile. The best example of
this is CTL which has a somewhat unique structural difference
when compared with the other monoclonal antibodies

Table 5. Description of the most common side effects associated with tocilizumab
use and how to manage them.

Side effects Action

Skin/soft tissue infections � Antibiotic therapy
� Omit infusion for 4 weeks and the restart when
infection resolved

Liver function tests � Monitor Monthly for first 6 months
� No action if < 3 times Upper limit of normal range
(ULN) – Consider modifying MTX dose

� Omit for 4 weeks if 3–5 times the ULN
� Cease if > 5 times the ULN

Hypercholesterolemia � Baseline fasting lipid profile and monitor 2 to
3 times in first 6 months, then annually.

� Treatment with statins if elevated according to
local guidelines

Neutropenia � Monitor monthly for first 6 months
� No action required if greater> 1 £ 109/l
� Omit for 4 weeks if 0.5–1 £ 109/l
� Cease if < 0.5 £ 109/l

Anaphylaxis � Monitor carefully in first 6 infusions
� Do not re-challenge if patient could not complete
prior infusion
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including TCZ. CTL is a humanized FAb fragment conjugated
to polyethylene glycol.65 In this molecule the conjugation of
polyethylene glycol to the antibody fragment increases the size
and aqueous solubility of the molecule leading to increases in
plasma half-life and a subsequent reduction in the frequency of
dosing required.73 The absence of an fc binding region in CTL
reduces antibody and compliment dependant cellular toxicity
and also prevents the drug from crossing the placenta.74 This
structural difference and several small scale studies and case
reports have led the British Society of Rheumatology to advise
that CTL is the only TNFa inhibitor that can be used in all 3
trimesters of pregnancy.75

Patient acceptability

Biological monoclonal antibodies are available as either IV
infusions or as SC injections via a syringe or a pre filled pen
device. INX and RTX are only available as IV infusions whereas
ADA, ETA, GOL and CTZ are only available as SC injec-
tions.61-66 TCZ and ABA are available as both IV infusions and
SC injections.5,68,76,77

In the UK, IV biologics are generally administered on hospi-
tal infusion units and SC biologics are normally delivered to
patients direct to their homes via a homecare provider. Home-
care delivery in the most cases is very convenient for patients
as their medication is delivered direct to their home. Homecare
is also generally a cheaper alternative to IV infusions as the
patient does not have to make use of an infusion unit with the
associated costs of the staff running it. Infusion units also have
a finite number of patients they can infuse in a week. Because
of this, clinicians often view SC injections as a more favorable
option if the patient is eligible. However, using the subcutane-
ous injections does mean that adequate training and support
must be provided to the patient to ensure the correct injection
technique.

Certain patients may not be eligible for SC injections.
Patients who are considered to be either intentionally or un-
intentionally non-compliant to their treatment regimens may
be considered for IV infusion options over SC injections. From
an efficacy view point, IV infusions administered on a hospital
infusion unit ensure that the biologic is administered at a dose
and frequency in line with the clinician directions. This subse-
quently ensures the maximum possibility that the biologic
treatment will be effective and that no biologic medication is
wasted. Wastage can occur both intentionally or unintention-
ally. One way is by either an intentional or unintentionally
non-compliant patient stockpiling medication which they
haven’t injected without informing their clinician. The reasons
for doing this can include fear of reprisal, not understanding
the economic and health impact of missing doses, not being
able to remember when to inject, not having the manual dexter-
ity to inject themselves, lacking the understanding of how the
biologic should be stored or forgetting where it was stored
when the time comes to inject.

Of the subcutaneous formulations that exist there is also a
variation in how often they must be injected. Patients who are
needle phobic or are already having SC injection with other
drugs may prefer a biologic that is injected less frequently. The
most frequent maintenance injections are required in patients

using ETA (either twice weekly or weekly),63 TCZ and ABAre-
quire weekly injections,76,77 ADA and CTZ require fortnightly
injections,62,65 GOL requires monthly injections.64

Work life also will heavily impact a patient’s selection
about which biologics to use as many patients will not be
able to routinely attend clinic for infusions but also may
struggle to be present at home to accept routine deliveries
of subcutaneous injections from a homecare company. A
study conducted by Huynh et al looked into patient treat-
ment preferences and highlighted the perceived benefits
patients saw in having either SC injections of biologics or
IV infusions. Patients receiving IV infusions preferred this
mainly because it was perceived as being more safe and eas-
ier to manage whereas patients receiving SC injections cited
time constraints and the fact that it was easy to manage.
The majority of patients not already treated on a biologic
preferred the SC route.78

This highlights the requirement of a clinician to fully
assess all the needs of a patient before choosing which bio-
logic will be the most appropriate. Because TCZ exists as
both IV and SC preparations it offers the patient choice
and flexibility in the event that TCZ is the right clinical
choice for the condition.

Economic and commercial considerations

Biologic drugs are expensive. One US based study estimated
that the average direct cost to treat a patient with RA increases
approximately threefold when patients were treated with an
anti TNF monoclonal antibody compared with those treated
with DMARDs alone.79 For many years, patient access to these
monoclonal antibodies has been prohibited by their high cost.
This high cost has led to strict criteria being adopted nationally
to ensure that only patients who have the worst disease activity
initiate biologics and that continuation is dependent on an ade-
quate response. More and more biologics are being approved to
treat inflammatory conditions. These include new biologics
with novel molecular targets and biosimilar biologics based on
the innovator biologic. Because of this it is crucial that clini-
cians choose biologics that are most likely to be cost effective;
however the cost of a biologic can be complex to accurately
assess due to a variety of patient access schemes and potential
dosing schedules available.

The introduction of biosimilar monoclonal antibodies has
led to increased competition in the biologics market which in
time is expected to lead to significant cost savings.80 However,
despite the fact that these cheaper alternatives now exist in the
market, cost effectiveness should always be the prime consider-
ation when choosing a biologic rather than just cost alone. Cost
effectiveness is a complicated issue that encompasses a variety
of factors including the cost of a drug, expected efficacy / side
effects based on evidence from clinical trials but also factoring
in expected compliance issues. Because of this complex multi-
factorial picture regarding which biologic to choose physicians
should engage their patients in the decision making process as
much as possible to adopt a treatment strategy which is most
likely to be appropriately adhered to and thus successfully treat
the patient.78
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Comparative safety and tolerability

Some biologics registries have reported the drug survival of a
limited number of biologics including TCZ and indicated that
TCZ is as well if not better tolerated than TNFa inhibitors.81-83

One large meta-analysis conducted by the Cochrane group
demonstrated that patients treated with TCZ had similar rates
of serious infections to patients treated with TNF inhibitors
excluding INX.84 Tuberculosis reactivation appears to be less
common in patients treated with TCZ when compared with
patients treated with TNF inhibitors. This is evidenced by the
incidences seen in clinical trials of TNF inhibitors compared
with the extremely low incidence seen in a worldwide TCZ tri-
als database.85,86 Results from the United Health Care database
reported that gastrointestinal perforation is more common in
patients treated with TCZ than in patients treated with TNF
inhibitors.87 Patients treated with TCZ have also demonstrated
a greater incidence of increased fasting levels of plasma lipids
including HDL, LDL and total cholesterol however, these
increases in HDL and TC have also been seen in patients
treated with TNF inhibitors.88,89 This risk factor does not spe-
cifically warrant choosing one biologic over another however it
does reinforce the need for lipid monitoring before and during
biologic treatment.

Efficacy considerations

The efficacy of TCZ when administered with methotrexate has
been well established in the pivotal phase 3 clinical trials. How-
ever these were placebo or DMARD active comparator con-
trolled studies which prevented the direct comparison of TCZ
with other biologic agents. The following summarizes the evi-
dence of direct and indirect studies involving TCZ and other
drugs used in the treatment of RA.

Indirect comparisons of the efficacy of TCZ compared with
other biologic monoclonal antibodies in treating moderate to
severe RA has been evaluated in several systematic reviews.
One review of double blind controlled studies comparing the
efficacy of ADA, INX, ETA and TCZ in RA patients with an
inadequate response to DMARDs noted that TCZ had a similar
ACR20 and ACR50 but a superior ACR70 response at 24 to
30 weeks when compared with ADA, INX and ETA.90 These
findings are backed up by a further review conducted by Gal-
lego-Galisteo et al which concluded that patients treated with
either TCZ or a TNF inhibitor plus methotrexate (MTX) had
similar ACR50 responses at week 24 to 30 post initiation of the
biologic monoclonal antibody.91 One review which analyzed
the response of patients with an inadequate response to TNF
inhibitors switched to either TCZ, RTX, ABA or GOL noted no
difference in ACR50 response.92 In terms of radiographic dam-
age seen in patients with RA both TCZ and the TNF inhibitors
when taken with methotrexate were effective at slowing X-ray
progression of joint damage when compared with methotrexate
taken alone. However, when taken alone without methotrexate
TCZ, ADA and ETA were still found to be significantly better
than MTX with TCZ demonstrating the least X-ray progression
of joint damage.93

TCZ has been shown to be highly effective when used as
monotherapy in RA. TCZ monotherapy was more efficacious

than non-biologic DMARDs at slowing joint damage in the
Study of Active Controlled Monotherapy Used for RA, an IL-6
inhibitor (SAMURAI) study, even in patients at high risk for
structural damage.94Contrary to findings with TNF agents,
add-on (TCZ plus MTX) therapy was not superior to TCZ
monotherapy in inadequate responders to MTX in the ACT-
RAY study; ACR responses, swollen and tender joint counts,
DAS28 change from baseline, DAS28 � 3.2 and Genant-modi-
fied total Sharp Score were not significantly different between
TCZ plus MTX and TCZ monotherapy (p>0.05), though pro-
portions of patients achieving DAS28 <2.6 and patients with-
out radiographic progression were significantly higher with
TCZ plus MTX (p<0.05).95These differences in efficacy are
unlikely to be due to immunogenicity because the proportions
of patients with neutralising antidrug antibodies were similar
between monotherapy (4.4%) and combination therapy
(3.7%).95

In the ACT-SUREand ACT-STARstudies, which were real-
world-type safety studies in patients with active RA despite
receiving biologics or DMARDs, comparable improvements in
clinical signs and symptoms were observed in patients receiving
TCZ monotherapy or TCZ plus DMARDs, although precise
reasons for not receiving DMARDs are unknown.96,97 Long-
term data from the Safety and Efficacy of TCZ monotherapy, in
patients with RA (STREAM study) demonstrated that TCZ
monotherapy is not associated with clinically relevant decline
in efficacy over time and that ACR response rates and improve-
ments in DAS28 were sustained over 5 y of TCZ
monotherapy.50

The efficacy of TCZ compared with anti TNF was reported
in the ADACTA study. In the ADACTA phase 4 trial 325
patients were blinded and randomized to receive either TCZ IV
(8mg/kg) monotherapy monthly or ADA 40 mg SC monother-
apy every 2 weeks. The results demonstrated that at week 24
patients treated with TCZ observed a greater decrease in their
DAS28 score than patients treated with ADA alone (¡3.3 vs.
¡1.8; P<0.0001), patients treated with TCZ were more likely
to achieve DAS28 remission than patients treated with ADA
(39.9% vs. 10.5% respectively) and TCZ also demonstrated
favorable ACR20, ACR50 and ACR70 response rates when
compared with ADA. These findings demonstrated that TCZ
was statistically superior to ADA as monotherapy for reduction
of signs and symptoms in RA where MTX was inappropriate.72

Future applications of tocilizumab: Use in giant cell
arteritis, polymyalgia rheumatica and large vessel
vasculitis

Long-term treatment with high dose glucocorticoids (GC) has
been the standard of care for management of GCA, PMR and
vasculitis in general. There is however a shift in our approach
with increasing knowledge of adverse effects with chronic GC
requirement. Inflammatory joint conditions, as described
above, have been the forerunner of innovative GC-free thera-
pies in disease management using biologic agents such as TCZ.

Dasgupta and Panayiwere the first to demonstrate elevated
serum levels of patients with GCA and PMR, including in some
patients with normal acute phase reactants.98 IL-6 protein and
RNA have been since demonstrated in tissues and circulation
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of patients with these conditions and has been shown to mirror
disease activity.99 Recent reports of Interleukin-6 blockade with
TCZ promise to deliver better outcomes in these diseases.

A single center, Phase 2 randomized control trial by Villiger
et al. with 30 newly diagnosed or relapsing GCA patients
showed efficacy of TCZ for induction and maintenance of
remission. Patients were randomized (2:1) to receive TCZ 8
mg/kg IV every 4 weeks for 52 weeks; or placebo IV every
4 weeks for 52 weeks; all given in combination with prednisone
starting at 1 mg/kg per day and tapered to 0 mg according to a
standard reduction scheme defined in the study protocol. The
primary outcome was the proportion of patients who achieved
complete remission of disease at a prednisolone dose of 0¢1
mg/kg per day at week 12. At 12 weeks 17 from 20 patients on
TCZ and 4 from 10 patients in the placebo group achieved
complete remission (85% v 40%; risk difference 45%, 95% CI D
11–79; p D 0¢0301). At 52 weeks, 17 in the TCZ group and 2 in
placebo group were relapse-free (85% v 20%, risk difference
65%, 95% CI 36–94; p D 0¢0010).100

Evans et al. reported on a case series of 8 patients with
18FFDG-PET CT positive refractory LVV, all the patients had a
complete response with 6 to 12 infusions of TCZ 8 mg/Kg/
month. Five patients had relapse after stopping TCZ with one
patient showing revascularization on ultrasound (US) scan after
TCZ infusion.101 A retrospective study of 44 patients with
refractory TA showed efficacy of TCZ with clinical, biologic
and radiological response, as well as steroid-sparing efficacy the
parameters for response.8 The TENOR study in 20 patients
with GC treatment na€ıve PMR showed that 3 IV infusions of
TCZ as 8 mg/Kg monotherapy was efficacious in inducing
remission and reducing GC requirement.102

GiACTA, a large randomized clinical trial (RCT) has
assessed SC TCZ 162 mg either weekly or every second week
with a 6-month and 12-month prednisolone taper arms n 251
patients with newly diagnosed or relapsed/refractory GCA.9The
trial has completed first 12 months follow up and results were
presented in form of an abstract at the ACR in Washington
2016F.9 In the primary comparison, 53% and 56% of patients
in the 2 TCZ groups achieved sustained GC free remission at
12 months (defined as the absence of flare, normalization of C-
reactive protein after week 12 and adherence to the protocol-
defined prednisone taper) compared with only 14% in the pred-
nisone group (p < 0.0001). The median cumulative GC dose
was 1.8 g in both TCZ groups compared with 3.3 g and 3.8 g in
the 2 placebo groups (one with a short and one with a long GC
tapering course).9 The incidence of adverse events was similar
among all treatment arms.9 Another RCT (SIRRESTA) evaluat-
ing the efficacy of Sirukumab (a human monoclonal antibody
against the IL-6), in patients with new or refractory/relapsed
GCA is underway with the objective of recruiting 150 patients.
The Phase 2 results with Sirukumab are encouraging.103

Conclusion

Biologic therapy is now a mainstay of treatment of many
inflammatory conditions. IL-6 participates in the host defense
against environmental pathogens,whereas dysregulation of IL-
6 production has been implicated in the pathogenesis of vari-
ous autoimmune and chronic inflammatory diseases. TCZ is

currently the only drug targeting IL-6 receptors, and more
information from trials and real clinical experience is becom-
ing available for further use not only in RA, sJIA, and pJIA.
Based on a review for quality, safety and efficacy, TCZ is
approved for SC or IV use for RA, sJIA, pJIA, having an over-
all positive benefit-risk profile for the indications mentioned
above. TCZ has the largest database on monotherapy and has
already demonstrated greater efficacy than MTX or DMARDs
in lowering disease activity and reducing radiographic pro-
gression. The strongest clinical and economic standpoint is its
effectiveness as monotherapy. It is becoming increasingly
important to establish treatment strategies for individual
patients and establish the strong therapeutic potential of TCZ.
TCZ promises to be an exciting new therapy in GCA, PMR
and LVV.
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sJIA Systemic Juvenile Idiopathic Arthritis
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