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For more than 30 years, it has been our mission to make sure that people receive crystal-clear
information in all parts of their lives. Whether information is from the legal, financial or medical
sectors, it is vital that the intended audience can understand the complicated terminology used.
Everyone should be able to understand public information, and act on it, after reading it once.
Nowhere is this more important than healthcare. In an increasingly technical world, with new
medicines which work in complex ways, it is vital that patients understand their disease and
are well informed about the best treatment for them.

Biologic treatments – key facts:
8
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Ill-health can be terrifying, and for scared,
distressed or despondent patients it is especially
important for information to be in language that
anyone can understand.

This guide is intended to be used to help rheumatologists, GPs and other healthcare professionals who
need to speak to patients with rheumatoid arthritis. It includes suggestions of ways they can provide
the key facts, figures and treatment options in a simple, straightforward way. The suggested answers
to questions that patients might ask are written in a conversational style with language suitable for
discussions with patients.

• IL-6 blockers

10

• B-cell therapy

12

• T-cell co-stimulation

14

Summary chart of treatments

16

Further information

19

We believe that guides such as this, for healthcare professionals in busy working environments,
are invaluable in making sure that patients receive the best, clearest information.
Where appropriate in this guide we specify where certain information comes from. That information
is indicated by a number in the text (for example , ...used together6) and the source of the information
is given on page 18.
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Communication in RA
The following booklet can be used as a guide
to talk to patients with rheumatoid arthritis.
It also gives facts and figures to help
explain difficult concepts.

Rheumatoid arthritis affects people from all walks of life and backgrounds. Many will have very
little medical knowledge, and until their diagnosis, little interest in their health. Some will be the
opposite, with many questions and potential misconceptions which need correcting. For some
patients, their English may be limited, perhaps because it is not their first language. Others may
simply find understanding difficult.
Healthcare professionals have to constantly adapt their communication about rheumatoid arthritis
to different types of patients. Treatments for rheumatoid arthritis have changed dramatically in
recent years, and even well-educated patients can need explanations of all the treatment options.

Rheumatoid arthritis,
the immune system,
and treatments
The disease
Patients want to understand their condition, how many people it affects, when it tends to strike
and the effect it will have on their life. This is helpful for their own understanding and enables
them to explain it to family and friends.
What is rheumatoid arthritis?
Rheumatoid arthritis is a disease of the joints and surrounding tissue. It is permanent and gets
worse with time. It causes intense pain, destroys the joints and causes other problems such as
fatigue and anaemia.
It is a systemic disease, which means it can affect the whole body and other organs such as the
lungs, heart and eyes, although not everyone experiences this.1
Who does it affect?
Rheumatoid arthritis affects approximately 690,000 people in the UK, and three times as many women
as men. It often begins in a person’s 40s. A third of adults with rheumatoid arthritis will have to stop
working within two years of onset, and around 50% will not be able to work within 10 years.2

As rheumatoid arthritis is a chronic condition, patients will be in contact with specialist doctors
and nurses, probably for the rest of their lives. So building a relationship with and understanding
the person who is treating them is very important for patients. Suitable language can help with this.
The language you need to use may change as patients move through stages of the disease – from
diagnosis, to experiencing controlled disease, to relapse. Their emotions at each step on this journey
are likely to alter and could include shock and disbelief, acceptance, resignation, anger or grief.
We have produced this guide to encourage best practice on communicating clearly. Rheumatoid
arthritis is a complex disease, but all patients should be given understandable health knowledge
to help them cope with the illness. Language is key to this.
It is important to introduce patients to patient advisory groups such as the National Rheumatoid
Arthritis Society and Arthritis Care. The opportunity for patients to talk to people facing the same
emotions and experiences is invaluable.
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and treatments

The immune system

Treatment pathways
What are disease modifying anti-rheumatic drugs?
The standard drugs for rheumatoid arthritis are known as ‘disease modifying anti-rheumatic drugs’,
or DMARDs. These calm down the inflammation and slow the course of the disease.3

Many people know what the immune system is,
but you may have to explain it to some.

Patients may take one or more DMARD. Common DMARDs include methotrexate, sulfasalazine,
leflunomide and hydroxychloroquine. These drugs can be difficult for some people to take and are
not suitable for others. Patients can fail to respond to them, or stop responding to them, after time.
What are biologics?
New ‘biologic drugs’ work in a different way. They slow or even stop the progression of the disease.
They work by targeting particular chemicals and cells that are known to be important in inflammation.
There are now four different types of biologic drugs available in the UK – anti-TNFs, IL-6 blockers,
B-cell therapy and T-cell therapy.

What is the immune system?
The immune system is made up of many cells, chemicals and organs working together.
It defends the body from disease and infection.1

Why do some need to change to a biologic?
Not all DMARDs can stop joint damage, and they do not always significantly improve quality
of life.4 Up to 40% of people given methotrexate do not respond to it well enough, or they experience
side effects and need other drugs to help control their inflammation.5 So other types of treatment
are needed.

What does rheumatoid arthritis have to do with the immune system?
Rheumatoid arthritis is called an ‘auto-immune disease’. This is where a person’s immune system
attacks part of their body – in this case the joints.

What is combination therapy and what is monotherapy?
Combination therapy is where a number of different DMARDs, or DMARDs and a biologic treatment,
are used together.6

Normally, white blood cells recognise foreign bodies such as bacteria and viruses. With rheumatoid
arthritis, the white blood cells fail to recognise the body’s own tissue and cells within the joint and
so attack them. These continuous attacks leave the joint painful and inflamed.1

Monotherapy is treatment with a single drug. It is a term used if a patient takes a DMARD without any
other DMARD or biologic, or takes a biologic drug without any other biologic or DMARD. Monotherapy
is another option for patients who cannot have, or no longer want to continue, combination therapy.
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Anti-TNFs

Anti-TNFs

What are anti-TNFs?
In the UK there are five anti-TNFs available for people with moderate to severe disease.1
Those are:

What results can be seen?
In clinical trials for these drugs, most patients treated with anti-TNFs had at least a 20% improvement
after three months. The improvements included less pain and stiffness, and fewer inflamed joints.
Many patients were more able to perform daily activities such as dressing, walking, getting out of
bed and carrying out daily chores.1

•
•
•
•

Humira® (adalimumab);
Cimzia® (certolizumab pegol);
Enbrel® (etanercept);
Simponi® (golimumab); and

•

Remicade® (infliximab).

Anti-TNFs are usually taken with methotrexate. However, studies have shown that when patients did
not also take methotrexate, taking one of three anti-TNFs on their own (Humira, Cimzia and Enbrel),
which are injected, was effective in reducing the symptoms of rheumatoid arthritis.7,8,9,10

Anti-TNFs are usually taken in combination with DMARDs, but they can be taken as a single treatment
by some patients.
Humira® (adalimumab), Cimzia® (certolizumab pegol), Enbrel® (etanercept), and Simponi® (golimumab)
are injected under the skin (subcutaneously), which can be done at home.
Remicade® (infliximab) is given through a drip or infusion into a vein (intravenously), which is done in
hospital. These methods of giving the drugs mean that they do not go into the stomach. This prevents
them from being broken down or digested, which could prevent them from working properly.
How do anti-TNFs work?
In inflamed joints, different kinds of chemicals (cytokines) are present. Cytokines send messages from
one cell to another. Some are very good at causing inflammation. One particular cytokine is called
tumour necrosis factor (TNF).
Anti-TNFs work by blocking this cytokine, reducing or stopping some of the inflammation by reducing
the flow of white blood cells, which wrongly think the tissue is a foreign body, into the joint.

In the UK there are several biologic treatments
available for people with moderate to severe RA.
Some can be taken on their own, while others
have to be taken with other treatments.

What are the side effects?
Many patients take anti-TNFs without suffering serious or unmanageable side effects. The most
common side effects with these drugs relate to how they are given (for example, minor reactions
at the site of the injection) and the increased risk of infection, which can include reactivating TB.1
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IL-6 blockers

What are IL-6 blockers?
IL-6 stands for interleukin 6, a small chemical that causes inflammation and destroys the joint, as well
as causing fatigue (feeling tired), anaemia and osteoporosis.11 These symptoms are known as wholebody symptoms.

What are the side effects?
Studies have shown that side effects of RoActemra when taken with methotrexate were very similar
to the side effects experienced by patients taking methotrexate alone.17

IL-6 blockers, also known as IL-6 receptor inhibitors, are another type of biologic drug. One medicine
which has been developed using these blockers is called RoActemra® (tocilizumab). It is given in
hospital through an hour-long drip once every four weeks. Or it can be taken at home, as an injection
under the skin, once a week.
How do IL-6 blockers work?
The drug blocks the interleukin 6 from working, reducing the inflammation in the joint and improving
the whole-body symptoms.12 The treatment benefits 33 to 75% of rheumatoid arthritis patients.1

The most common reactions, seen in more than 5% of patients, are:12
•
•
•
•
•

infection of the throat or airways;
colds;
headache;
high blood pressure; and
minor liver complaints.

IL-6 blockers can be used on their own or with DMARDs.12
What results can be seen?
Clinical trials have shown the benefit of RoActemra when used on its own and with methotrexate.
In one study, 40% of patients taking both RoActemra and methotrexate, and 35% taking only
RoActemra, had a significant reduction in symptoms (known as remission).13
RoActemra has also been shown to be more effective against rheumatoid arthritis than when
a patient is receiving methotrexate alone.14 Another study showed that, after one year of treatment
with RoActemra and methotrexate, the joint damage of over 80% of patients had not progressed,
compared to 67% of those who took methotrexate alone.15
As a biologic treatment taken without methotrexate, RoActemra has been shown to be more effective
in reducing signs and symptoms of rheumatoid arthritis than one of the leading anti-TNF treatments.16

10

11
RXUKCOMM01108b Date of prep: July 2014

RXUKCOMM01108b Date of prep: July 2014

Biologic treatments –
key facts

Biologic treatments –
key facts

B-cell therapy

B-cell therapy

What is B-cell therapy?
In the UK there is one B-cell therapy, MabThera® (rituximab), licensed in combination with methotrexate
for treating rheumatoid arthritis where there has been an inadequate response or intolerance to other
disease-modifying anti-rheumatic drugs (DMARD) including one or more tumour necrosis factor (TNF)
inhibitor therapies.

What results can be seen?
MabThera is a suitable treatment option for patients who stop treatment with anti-TNFs because they:21
• do not see a good enough improvement; or
• suffer side effects they cannot manage.

MabThera is suitable for adults who have severe active rheumatoid arthritis and who:18
•	have not seen enough improvement in their condition when taking
traditional DMARDs; or cannot take DMARDs due to side effects; and
• have been treated with an anti-TNF but it has failed to improve symptoms.
MabThera is given in two drips, two weeks apart.1 Following this initial dose, treatment is usually given
by two drips every six to 12 months.

Approximately two thirds of patients treated with MabThera experience a significant improvement
in their joint pain, joint swelling and sense of fatigue.1 Also, 32% of patients treated with MabThera
and methotrexate for five years found that their joint damage had not progressed (compared with 21%
of those receiving methotrexate alone).22
What are the side effects?
The majority of patients do not suffer serious or unmanageable side effects.1
The most common side effects are:

How does B-cell therapy work?
B-cells are white blood cells that are produced in the bone marrow and move throughout the
bloodstream and lymphatic system as part of the body’s immune system. When B-cells are more
active in the body, patients with rheumatoid arthritis show more symptoms of the disease.19

•
•

A substance called CD20 is found on the surface of B-cells. MabThera attaches to this and destroys
the B-cells, reducing the production of antibodies (proteins which act as the body’s natural defences).
This action also reduces the activity of T-cells (other cells involved in the immune system).
These actions can interrupt the development of rheumatoid arthritis.20

In rare cases an infection called progressive multi focal leukoencephalopathy (PML) has been associated
with using MabThera.23 PML is an infection of the brain where a virus causes inflammation and damage
to cells referred to as ‘white matter’: this can be fatal.24 All patients receiving treatment with MabThera
will be monitored closely for PML if symptoms appear.

infections of the throat and airways (upper respiratory-tract infection);
infections of the bladder (urinary-tract infections); and

•	reactions to the intravenous drip, such as high blood pressure, nausea
(feeling sick), rash, fatigue (feeling tired) and headaches.23
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key facts
T-cell therapy
What is T-cell therapy?
This therapy is available as a treatment called Orencia® (abatacept). It is given as an intravenous drip,
in hospital. This procedure takes 30 to 60 minutes. After the first dose, another is given two weeks
later, then two weeks after that, then once a month.
In the UK, Orencia is approved for being used with methotrexate by patients whose disease has not
improved with two other DMARDs, including methotrexate.25

Biologic treatments work in several
different ways including blocking the activity
of various substances that have a role in the
development of RA.

How does T-cell therapy work?
T-cells are a type of white blood cell. They co-ordinate the attack on foreign bodies in cells and tissues.
They can cause inflammation when a patient has rheumatoid arthritis because the T-cells wrongly
assume cells within the joints are foreign bodies. Orencia blocks the activity of these T-cells and so
reduces inflammation.
What results can be seen?
A number of studies have shown the benefit of Orencia for people with rheumatoid arthritis.
It has improved joint pain and swelling, improved patients’ quality of life, reduced fatigue,
and reduced bone and joint damage.1
One study followed patients who were not doing well on methotrexate. After a year, nearly three
quarters of patients who received this treatment gained some benefit.26
Another study found that around 50% of patients had a significant benefit with Orencia following
inadequate improvement with anti-TNF treatments.1

The language you need to use may
change as patients move through stages of the
disease – from diagnosis, to experiencing
controlled disease to relapse.

What are the side effects?
Orencia causes few side effects. For people it does affect, it can cause headaches, throat and airway
infections and nausea.1 The most common side effects are dizziness and headaches, but these are
not usually serious.27
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Treatment

How it is
given

Anti-TNF

Frequency
of dose

weekly

monthly

fornightly bi-monthly

IL-6
blockers

weekly

monthly

Combination therapy –
treatment with another drug as well

Monotherapy –
treatment with just this drug

Anti-TNFs are usually given as combination therapy.

Three of the four injectable anti-TNFs
(Humira, Cimzia, and Enbrel) can reduce the
signs of symptoms of rheumatoid arthritis
when taken without methotrexate.7,8,9,10

In clinical trials for all of the anti-TNFs, most
patients receiving anti-TNF therapy had at least
a 20% improvement after treatment for three
months. Improvements included a reduction
in pain and stiffness, and fewer inflamed joints.1

Contraindications –
(factors that would
make the treatment
unsuitable)

Minor reactions at the
site of the injection or
drip, and the increased
risk of infection, which
includes reactivating TB.1

Remicade is not recommended for use
without methotrexate.

35% of patients on monotherapy had
a marked reduction in symptoms.13

The most common side
effects in more than 5%
of patients are upper
respiratory-tract
infection, colds,
headache, high blood
pressure and minor
liver complaints.12

The benefits of T-cell treatment include less joint
pain and swelling, improved quality of life, reduced
fatigue, and reduced bone and joint damage.1

T-cell therapy is not recommended for
monotherapy without methotrexate.28

The most common side
effects are dizziness
and headaches while
being given the drip,
but these are not
usually serious.

B-cell therapy is only given as combination therapy
with methotrexate.

B-cell therapy is not recommended for
monotherapy (use without methotrexate).23

The most common
side effects are upper
respiratory-tract or
urinary-tract infections,
and reactions related
to being given the drip,
such as high blood
pressure, nausea, rash,
fatigue and headaches.23

40% of patients on combination therapy
experienced a significant reduction in symptoms
(clinical remission).13
The benefits of receiving this treatment can include
improvements in the number of swollen joints,
the degree of swelling, the pain associated with
the joints and fatigue (feeling tired).1

T-cell
therapy

monthly

B-cell
therapy

6 - 12
months

Approximately two-thirds of patients with
rheumatoid arthritis experience significantly less
joint pain, swelling and fatigue.

Key to the table
6 - 12
months

Possible side effects

Injection

Intravenous
drip

6 to 12
Months

Breastfeeding
women

weekly

Once a week

Patients with
pre-existing
infections

fornightly

Every two
weeks

monthly

Patients with
heart failure

16

Once a month

bi-monthly

Every two
months

Pregnant
women
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Do you want to
know more?
There are lots of sources of help and support for patients who want to discuss biologic
therapy options further.

The National Rheumatoid Arthritis Society (NRAS)
NRAS provides support, information and education for people with rheumatoid arthritis.
Freephone: 0800 298 7650 (9.30am to 4pm Monday to Friday)
Email: helpline@nras.org.uk

Arthritis Care
Arthritis Care provides support and information for people with all forms of arthritis.
Helpline: 0808 800 4050 (10am to 4pm Monday to Friday)
Email: helplines@arthritiscare.org.uk
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