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Adalimumab as treatment for venous thrombosis in 
Behçet’s syndrome: comment on the article by Emmi 
et al

To the Editor:
We read with interest the article by Emmi et al (1) regarding 

the effect of adalimumab (ADA)–based treatment versus disease- 
modifying antirheumatic drug (DMARD) therapy for venous throm-
bosis in Behçet’s syndrome (BS). Their findings add important 
data to help answer the difficult questions on the treatment of BS. 
However, there are some concerns.

The age at BS onset is usually in the third or fourth de cade, 
and there is a male predominance in severe BS (2). However, 
after several years, disease burnout may occur, and if there 
is major organ/system involvement, it usually occurs within 
the first 5 years (3). In the article by Emmi and colleagues, the 
patient age at disease onset and disease duration were not 
described in detail. The mean ± SD age at treatment initiation 
was 42.8 ± 11.2 years for ADA- based regimens and 53.8 ± 
32.1 years for DMARD therapy. The timing of venous thrombo-
sis occurrence also should have been reported to better define 
the course of disease in the patients. Nineteen men and 16 
women were treated with DMARDs alone, and 18 men and 17 
women were treated with ADA- based regimens. There were no 
differences in clinical characteristics between the sexes, and 
the mean age of the 2 groups at ADA or DMARD initiation was 
quite high. Comparing the effectiveness of ADA and DMARDS 
in groups that are not homogenous in terms of disease mani-
festations may not reflect the real picture in a disease with an 
expanded clinical spectrum like BS.

In the intervention group that received ADA- based regimens, 
8 of the 35 patients were also treated with DMARDs. We question 
whether the authors excluded these patients in their data analysis. 
If not, this could have confounded the assessment of the effec-
tiveness of ADA.

Additionally, venous thrombosis can vary from superficial 
thrombosis to very severe superior/inferior vena cava thrombo-
sis. Postthrombotic syndrome is a major problem in patients with 
BS (4). Emmi and colleagues’ report includes no quantification of 
the severity of thrombosis. We believe this is an important con-
sideration in treatment choices. Further, we do not understand 
why postthrombotic syndrome was not taken into account in the 
evaluation of vascular outcomes.

We thank Dr. Emmi et al for this important and useful study 
and look forward to clarification of some of these questions.
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Reply

To the Editor:
We thank Dr. Farisogullari and colleagues for their comments 

on our article reporting on how an ADA- based regimen is more 
effective and rapid than DMARD therapy in inducing resolution of 
venous thrombosis in patients with BS, allowing significant reduc-
tion of steroid exposure. Farisogullari et  al suggested that our 
results may have been influenced by the heterogeneity between 
the ADA group and the DMARD group, specifically considering 
age (mean ± SD age at treatment initiation was 42.8 ± 11.2 years 
in the ADA group and 53.8 ± 32.1 years in the DMARD group). 
However, we are confident this difference had a minor impact on 
our results. In fact, the 2 groups were similar in terms of disease 
duration from the time of BS diagnosis to the time the consid-
ered venous events occurred and the subsequent start of ADA 
or DMARD treatment (mean ± SD 82.3 ± 17.3 months in the 
ADA group versus 89.6 ± 15.6 months in the DMARD group; 
P = 0.753). Thus, the results were obtained from groups that were 
homogeneous with similar disease duration.

http://crossmark.crossref.org/dialog/?doi=10.1002%2Fart.40795&domain=pdf&date_stamp=2019-03-02

