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Abstract
Granulocyte Colony-Stimulating Factor (G-CSF) is widely used for treating neutropenia. However, exacerbation of 

autoimmune diseases after G-CSF injection has been reported. We herein report a patient with Rheumatoid Arthritis (RA) 
who experienced disease flare after receiving G-CSF and was treated with Certolizumab Pegol (CZP). A 70-year-old woman 
who had RA with moderate disease activity developed drug-induced neutropenia and was treated with G-CSF. Five days after 
the start of G-CSF treatment, her neutrophil count increased and she developed severe arthritis in both wrists, suggesting of 
exacerbation of RA. Since discontinuation of G-CSF or nonsteroidal anti-inflammatory drugs did not improve her joint pain, 
she was finally treated with subcutaneous CZP injection, which led to a remarkable improvement of her arthritis. Our case 
demonstrates the potential efficacy of CZP for arthritis exacerbated by G-CSF therapy.
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Introduction
Granulocyte Colony-Stimulating Factor (G-CSF) is widely used 
for treatment of neutropenia in the fields of hematology and 
oncology. G-CSF has been reported to cause autoimmune diseases 
including Rheumatoid Arthritis (RA) to flare up [1-4]. However, a 
therapeutic strategy for G-CSF-mediated exacerbation of arthritis 
in patients with RA is yet to be established. Here, we report the 
first case showing the effectiveness of Certolizumab Pegol (CZP), 
a novel Fc-free, PEGylated, anti-TNF-α monoclonal antibody, for 
acute aggravation of RA induced by G-CSF.

Case Presentation
A 70-year-old woman had been diagnosed with RA at the 

age of 52 years and had been treated with Prednisolone (PSL; 2 
mg/day) and Methotrexate (MTX; 4 mg/week). She was admitted 
to our hospital because of RA-associated Interstitial Lung Disease 
(ILD), although the Disease Activity Score 28-joint count based 
on C-reactive protein (DAS28-CRP) was 2.14 (remission). 
After withdrawal of MTX, she was treated with oral PSL (20 
mg/day) in combination with Intravenous Cyclophosphamide 
(IVCY). Sulfamethoxazole-Trimethoprim (ST) for prophylaxis 
of Pneumocystis jirovecii pneumonia, repaglinide for treatment 
of glucocorticoid-induced diabetes mellitus, and esomeprazole 
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magnesium hydrate for prophylaxis of gastrointestinal tract 
disturbance were orally administered. After the first session of 
IVCY therapy, her ILD improved and she was discharged.

Twelve days after the second session of IVCY therapy and 
dose tapering of PSL to 12.5 mg/day, she was again admitted to the 
hospital because of sudden onset of grade 4 neutropenia. Her body 
temperature was 35.5°C, and she showed swollen joints, including 
the wrist, metacarpophalangeal, and proximal interphalangeal 
joints. DAS28-CRP was 2.9, which is suggestive of moderate 
disease activity of RA. Laboratory data showed leukocytopenia 
(1500/μL; reference range, 3300-8600/μL), neutropenia (345/μL; 
reference range, 1155-6278/μL), and elevated CRP level (2.04 
mg/dL; reference range, 0.00-0.15 mg/dL). Her hemoglobin level, 
platelet count, renal and liver function test results, β-D-glucan 
level, cytomegalovirus antigenemia assay (C7-HRP) results, 
and urinalysis results were normal. Chest computed tomography 
revealed no evidence of infectious pneumonia or aggravation 
of ILD. After withdrawal of ST, repaglinide, and esomeprazole 
magnesium hydrate, which are known to cause agranulocytosis, she 
was treated with subcutaneous injection of the G-CSF filgrastim 
(75 mg/day) (Figure 1).

Two days after the beginning of treatment, the filgrastim 
injection dose was increased to 150 mg/day because the neutrophil 
count did not increase. Five days after the beginning of treatment, 
the neutrophil count increased to 10295/μL, and filgrastim 
injection was discontinued. However, 6 days after the beginning 
of treatment, she developed severe arthritis in both wrists and her 
serum CRP level was elevated to 13 mg/dL. Discontinuation of 
filgrastim injection or oral celecoxib did not improve her arthritis, 
and her joint pain deteriorated. DAS28-CRP worsened to 5.07, 
which is suggestive of high disease activity. We considered that 
the disease activity of RA was aggravated by the G-CSF-mediated 
elevation of granulocyte count and we started subcutaneous CZP 
injection with an initial loading dose of 400 mg at weeks 0, 2, and 
4. After the CZP treatment, her joint pain immediately improved 
and she achieved remission (Figure 1). During the tapering of PSL 

dose to 5 mg/day, her physical examination results and laboratory 
data showed no evidence of RA and ILD relapse over a period of 
16 months.

Figure 1: Clinical course and laboratory data during 
hospitalization.

Discussion
We report a previously undescribed case of G-CSF-mediated 

exacerbation of RA that was successfully treated with CZP 
injection. G-CSF is commonly used for treating neutropenia caused 
by chemotherapy, infection, and an abnormal immune system 
observed in patients with rheumatic diseases. Previous studies 
have shown an association between G-CSF during neutropenia and 
exacerbation of RA (Table 1) [5-9]. G-CSF is produced by various 
cells, including macrophages, endothelial cells and fibroblasts, 
and is involved in the process of inflammation [10]. In a mouse 
model of RA, G-CSF promoted macrophage-1 antigen-dependent 
migration of neutrophils and increased the severity of collagen-
induced arthritis [11, 12]. G-CSF levels in serum and synovial 
fluid were reported to be elevated in a disease activity-dependent 
manner in RA patients [13]. However, a therapeutic strategy for 
G-CSF-mediated exacerbation of arthritis has not been established. 
In our case, arthritis caused by RA with moderate disease activity 
was exacerbated after G-CSF injection, and discontinuation of 
G-CSF injection or oral celecoxib did not improve the joint pain 
and swelling.

Table 1: Previous and present cases demonstrating an association between G-CSF and RA exacerbation.



Citation: Morimoto E, Matsumoto Y, Asada R, Asano Y, Hayashi K, et al. (2020) Certolizumab Pegol is Effective for Granulocyte Colony-Stimulating Factor-Mediated 
Disease Exacerbation in Rheumatoid Arthritis. Ann Case Report 14: 331. DOI: 10.29011/2574-7754/100331

3 Volume 14; Issue 03

Ann Case Rep, an open access journal
ISSN: 2574-7754

On the contrary, the patient immediately achieved remission 
after the beginning of CZP injection. CZP differs from other TNF-α 
blockers in its lack of an Fc region, which minimizes Fc-mediated 
effects such as Antibody-Dependent Cell-Mediated Cytotoxicity 
(ADCC) or Complement-Dependent Cytotoxicity (CDC) [14, 
15]. PEGylated certolizumab Fab’ binds to and neutralizes both 
soluble and transmembrane TNF-α with high affinity [16]. It has 
been reported that treatment with CZP with its initial loading dose 
resulted in rapid and sustained improvements in disease activity 
and quality of life in patients with active RA in placebo-controlled, 
double-blind, randomized studies [17]. Those previous reports and 
our case suggest that G-CSF is involved in the pathogenesis of RA 
and that TNF-α may be the major cytokine required for G-CSF-
mediated exacerbation of arthritis. TNF-α blockers, especially 
CZP, may be effective for acute aggravation of RA by G-CSF [9, 
18].

G-CSF-mediated exacerbation of arthritis is difficult to 
distinguish from acute-onset arthritis, including gout, pseudogout, 
and infection. However, in the present case, we observed that arthritis 
in at least some joints that had been swollen before the G-CSF 
injection was aggravated with an increasing number of leukocytes, 
suggesting exacerbation of RA rather than development of gout, 
pseudogout, or infection, which generally occurs in a single joint. 
Analysis of synovial fluid obtained through arthrocentesis may be 
required to confirm the diagnosis.

Conclusion
Our case provides evidence showing that CZP is effective 

for exacerbation of arthritis mediated by G-CSF in RA patients.
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Conflict of Interest

None.

Funding

There is no funding for this case report.

References
Umeda M, Ikenaga J, Koga T, Michitsuji T, Shimizu T, et al. (2016) 1. 
Giant Cell Arteritis which Developed after the Administration of Gran-
ulocyte-colony Stimulating Factor for Cyclic Neutropenia. Intern Med 
55: 2291-2294.

Miller EB, Grosu R and Landau Z (2016) Isolated abdominal aortitis 2. 
following administration of granulocyte colony stimulating factor (G-
CSF). Clin Rheumatol 35: 1655-1657.

Sakai T, Hatano Y, Abe I, Ishii K, Fujiwara S (2013) A case of an SLE 3. 
patient with febrile neutropenia who experienced exacerbation of cu-
taneous manifestations after the administration of G-CSF. Mod Rheu-
matol 23: 1231-1236.

Ozlem C, Deram B, Mustafa S, Koray T, Cuyan D, et al. (2011) Propy-4. 
lthiouracil-induced anti-neutrophil cytoplasmic antibodies and agranu-
locytosis together with granulocyte colony-stimulating factor induced 
Sweet’s syndrome in a patient with Graves’ disease. Intern Med 50: 
1973-1976.

Vidarsson B, Geirsson AJ, Onundarson PT (1995) Reactivation of 5. 
rheumatoid arthritis and development of leukocytoclastic vasculitis 
in a patient receiving granulocyte colony-stimulating factor for Felty’s 
syndrome. Am J Med 98: 589-591.

Schots R, Verbruggen LA, Demanet C (1995) G-CSF in Felty’s syn-6. 
drome: correction of neutropenia and effects on cytokine release. Clin 
Rheumatol 14: 116-118.

Quesnel B, Catteau B, Aznar V, Bauters F, Fenaux P (1997) Success-7. 
ful treatment of juvenile rheumatoid arthritis associated haemophago-
cytic syndrome by cyclosporin A with transient exacerbation by con-
ventional-dose G-CSF. Br J Haematol 97: 508-510.

Nakashima H, Kawabe K, Ohtsuka T, Hayashida K, Horiuchi T, et al. 8. 
(1995) Rheumatoid arthritis exacerbation by G-CSF treatment for 
bucillamine-induced agranulocytosis. Clin Exp Rheumatol 13: 677-
679.

Priora M, Parisi S, Scarati M, Borrelli R, Peroni CL, et al. (2017) Abata-9. 
cept and granulocyte-colony stimulating factor in a patient with rheu-
matoid arthritis and neutropenia. Immunotherapy 9: 1055-1059.

Lee MC, McCubbin JA, Christensen AD, Poole DP, Rajasekhar P, et 10. 
al. (2017) G-CSF Receptor Blockade Ameliorates Arthritic Pain and 
Disease. J Immunol 198: 3565-3575.

Eyles JL, Hickey MJ, Norman MU, Croker BA, Roberts AW, et al. 11. 
(2008) A key role for G-CSF-induced neutrophil production and traf-
ficking during inflammatory arthritis. Blood 112: 5193-5201.

Campbell IK, Rich MJ, Bischof RJ, Hamilton JA (2000) The colony-12. 
stimulating factors and collagen-induced arthritis: exacerbation of dis-
ease by M-CSF and G-CSF and requirement for endogenous M-CSF. 
J Leukoc Biol 68: 144-150.

Nakamura H, Ueki Y, Sakito S, Matsumoto K, Yano M, et al. (2000) 13. 
High serum and synovial fluid granulocyte colony stimulating factor 
(G-CSF) concentrations in patients with rheumatoid arthritis. Clin Exp 
Rheumatol 18: 713-718.

Goel N and Stephens S (2010) Certolizumab pegol. MAbs 2: 137-14. 
147.

Nesbitt A, Fossati G, Bergin M, Stephens P, Stephens S, et al. (2007) 15. 
Mechanism of action of certolizumab pegol (CDP870): in vitro com-
parison with other anti-tumor necrosis factor alpha agents. Inflamm 
Bowel Dis 13: 1323-1332.

Gramlick A, Fossati G, Nesbitt AM (2006) Neutralization of soluble 16. 
and membrane tumor necrosis factor-alpha (TNF-alpha) by infliximab, 
adalimumab, or certolizumab pegol using P55 or P75 TNF-alpha re-
ceptor-specific bioassays. Gastroenterology 130: A697.

https://www.researchgate.net/publication/306104390_Giant_Cell_Arteritis_which_Developed_after_the_Administration_of_Granulocyte-colony_Stimulating_Factor_for_Cyclic_Neutropenia
https://www.researchgate.net/publication/306104390_Giant_Cell_Arteritis_which_Developed_after_the_Administration_of_Granulocyte-colony_Stimulating_Factor_for_Cyclic_Neutropenia
https://www.researchgate.net/publication/306104390_Giant_Cell_Arteritis_which_Developed_after_the_Administration_of_Granulocyte-colony_Stimulating_Factor_for_Cyclic_Neutropenia
https://www.researchgate.net/publication/306104390_Giant_Cell_Arteritis_which_Developed_after_the_Administration_of_Granulocyte-colony_Stimulating_Factor_for_Cyclic_Neutropenia
https://www.ncbi.nlm.nih.gov/pubmed/27094941
https://www.ncbi.nlm.nih.gov/pubmed/27094941
https://www.ncbi.nlm.nih.gov/pubmed/27094941
https://www.ncbi.nlm.nih.gov/pubmed/22933310
https://www.ncbi.nlm.nih.gov/pubmed/22933310
https://www.ncbi.nlm.nih.gov/pubmed/22933310
https://www.ncbi.nlm.nih.gov/pubmed/22933310
https://www.ncbi.nlm.nih.gov/pubmed/21921379
https://www.ncbi.nlm.nih.gov/pubmed/21921379
https://www.ncbi.nlm.nih.gov/pubmed/21921379
https://www.ncbi.nlm.nih.gov/pubmed/21921379
https://www.ncbi.nlm.nih.gov/pubmed/21921379
https://www.ncbi.nlm.nih.gov/pubmed/7539978
https://www.ncbi.nlm.nih.gov/pubmed/7539978
https://www.ncbi.nlm.nih.gov/pubmed/7539978
https://www.ncbi.nlm.nih.gov/pubmed/7539978
https://www.ncbi.nlm.nih.gov/pubmed/7538060
https://www.ncbi.nlm.nih.gov/pubmed/7538060
https://www.ncbi.nlm.nih.gov/pubmed/7538060
https://www.ncbi.nlm.nih.gov/pubmed/9163630
https://www.ncbi.nlm.nih.gov/pubmed/9163630
https://www.ncbi.nlm.nih.gov/pubmed/9163630
https://www.ncbi.nlm.nih.gov/pubmed/9163630
https://www.ncbi.nlm.nih.gov/pubmed/8575155
https://www.ncbi.nlm.nih.gov/pubmed/8575155
https://www.ncbi.nlm.nih.gov/pubmed/8575155
https://www.ncbi.nlm.nih.gov/pubmed/8575155
https://www.futuremedicine.com/doi/10.2217/imt-2017-0065
https://www.futuremedicine.com/doi/10.2217/imt-2017-0065
https://www.futuremedicine.com/doi/10.2217/imt-2017-0065
https://www.futuremedicine.com/doi/10.2217/imt-2017-0065
https://www.futuremedicine.com/doi/10.2217/imt-2017-0065
https://www.futuremedicine.com/doi/10.2217/imt-2017-0065
https://ashpublications.org/blood/article-split/112/13/5193/24965/A-key-role-for-G-CSF-induced-neutrophil-production
https://ashpublications.org/blood/article-split/112/13/5193/24965/A-key-role-for-G-CSF-induced-neutrophil-production
https://ashpublications.org/blood/article-split/112/13/5193/24965/A-key-role-for-G-CSF-induced-neutrophil-production
https://jlb.onlinelibrary.wiley.com/doi/full/10.1189/jlb.68.1.144
https://jlb.onlinelibrary.wiley.com/doi/full/10.1189/jlb.68.1.144
https://jlb.onlinelibrary.wiley.com/doi/full/10.1189/jlb.68.1.144
https://jlb.onlinelibrary.wiley.com/doi/full/10.1189/jlb.68.1.144
https://www.ncbi.nlm.nih.gov/pubmed/11138333
https://www.ncbi.nlm.nih.gov/pubmed/11138333
https://www.ncbi.nlm.nih.gov/pubmed/11138333
https://www.ncbi.nlm.nih.gov/pubmed/11138333
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2840232/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2840232/
https://onlinelibrary.wiley.com/doi/10.1002/ibd.20225
https://onlinelibrary.wiley.com/doi/10.1002/ibd.20225
https://onlinelibrary.wiley.com/doi/10.1002/ibd.20225
https://onlinelibrary.wiley.com/doi/10.1002/ibd.20225
https://www.researchgate.net/publication/284481232_Neutralization_of_soluble_and_membrane_tumor_necrosis_factor-alpha_TNF-alpha_by_infliximab_adalimumab_or_certolizumab_pegol_using_P55_or_P75_TNF-alpha_receptor-specific_bioassays
https://www.researchgate.net/publication/284481232_Neutralization_of_soluble_and_membrane_tumor_necrosis_factor-alpha_TNF-alpha_by_infliximab_adalimumab_or_certolizumab_pegol_using_P55_or_P75_TNF-alpha_receptor-specific_bioassays
https://www.researchgate.net/publication/284481232_Neutralization_of_soluble_and_membrane_tumor_necrosis_factor-alpha_TNF-alpha_by_infliximab_adalimumab_or_certolizumab_pegol_using_P55_or_P75_TNF-alpha_receptor-specific_bioassays
https://www.researchgate.net/publication/284481232_Neutralization_of_soluble_and_membrane_tumor_necrosis_factor-alpha_TNF-alpha_by_infliximab_adalimumab_or_certolizumab_pegol_using_P55_or_P75_TNF-alpha_receptor-specific_bioassays


Citation: Morimoto E, Matsumoto Y, Asada R, Asano Y, Hayashi K, et al. (2020) Certolizumab Pegol is Effective for Granulocyte Colony-Stimulating Factor-Mediated 
Disease Exacerbation in Rheumatoid Arthritis. Ann Case Report 14: 331. DOI: 10.29011/2574-7754/100331

4 Volume 14; Issue 03

Ann Case Rep, an open access journal
ISSN: 2574-7754

Takeuchi T, Yamamoto K, Yamanaka H, Ishiguro N, Tanaka Y, et al. 17. 
(2016) Post-hoc analysis showing better clinical response with the 
loading dose of certolizumab pegol in Japanese patients with active 
rheumatoid arthritis. Mod Rheumatol 26: 473-480.

Tamura K, Hashimoto K, Nishikawa K (2018) Clinical safety and effica-18. 
cy of “filgrastim biosimilar 2” in Japanese patients in a post-marketing 
surveillance study. J Infect Chemother 24: 363-369.

https://www.ncbi.nlm.nih.gov/pubmed/26472043
https://www.ncbi.nlm.nih.gov/pubmed/26472043
https://www.ncbi.nlm.nih.gov/pubmed/26472043
https://www.ncbi.nlm.nih.gov/pubmed/26472043
https://www.ncbi.nlm.nih.gov/pubmed/29398477
https://www.ncbi.nlm.nih.gov/pubmed/29398477
https://www.ncbi.nlm.nih.gov/pubmed/29398477

