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Letters to the Editor

findings to be reproducible, it is important to mention 
the brand of biologic or biosimilar used.

Besides, we would like to point out that there appears 
to be a discordance between the authors’ statement “15 
patients had already received several cycles of monthly 
dexamethasone or dexamethasone‑cyclophosphamide 
pulse therapy” and the data shown in Table 1 (in the 
study by Sharma et al.)[1] where it appears that only nine 
patients (six for dexamethasone‑cyclophosphamide and 
three for dexamethasone) had actually received pulsed 
therapy previously. The authors also mention that 
“10 out of 15  patients who had received intravenous 
pulsed therapy had complete remission with this 
initial treatment, but all of them relapsed after a mean 
duration of 9.5 months.” However, it is not mentioned 
if long‑term maintenance with any immunosuppressive 
drug had been instituted for these patients after pulsed 
therapy as was done after treatment with rituximab (oral 
prednisolone 0.5 mg/kg of bodyweight for 3–4 months 
and cyclophosphamide and azathioprine for 1 more 
year). We know that the retrospective nature of the study 
precludes any direct comparison between the two, but 
a clarification regarding this would help the readers get 
an idea of the potential benefit of rituximab, if any, over 
dexamethasone/dexamethasone‑cyclophosphamide 
pulse therapy for induction of long‑term remission in 
recalcitrant pemphigus.
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Author reply: Biologics or 
biosimilars: What is the 
difference?

Sir,
We thank the authors for their interest in the 
article “Clinical efficacy of rituximab in the 
treatment of pemphigus: A  retrospective study” 

and their valuable comments.1 In their letter, a 
query regarding the brand of rituximab  (biologic/
biosimilar) used in our study has been submitted. 
We have deliberately not mentioned the name of 
rituximab company/brand used as our study was 
not supported by any pharmaceutical company 
and we did not want to inadvertently promote a 
brand. We used a biosimilar of rituximab (Reditux, 
Dr. Reddy’s Laboratories) in all of our patients. We 
chose above brand as it was easily available and low 
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priced. Recently, it has been found to have the same 
efficacy in depleting the B‑cells, when compared 
to the original molecule.2 We agree that biosimilars 
can have variable efficacy in different brands and 
sometimes in different batches of the same brand; 
hence, it is appropriate to mention the brand used 
in a study.

Regarding the observation of discordance between the 
text and table, whereas mentioning the past treatment of 
dexamethasone/dexamethasone‑cyclophosphamide 
pulse therapy was concerned, we would like to 
clarify that the past treatment mentioned in the 
table refers to the treatment given in our institute. 
Ten out of 21 recalcitrant patients received 
dexamethasone/dexamethasone‑cyclophosphamide 
pulse/cyclophosphamide pulse therapy from our 
institute while five patients  (patient no.  3, 9, 14, 
22, 24) received corticosteroid pulse treatment 
outside. Other six recalcitrant patients only received 
oral immunosuppressive therapy; however, as 
one of these patients received treatment outside 
our institute, the details were not available in the 
proforma.

Regarding the use of long‑term maintenance 
immunosuppressive therapy after dexamethasone/
dexamethasone‑cyclophosphamide pulse, as per the 
protocol described by Pasricha et  al., an adjuvant 
(cyclophosphamide 50  mg oral daily/azathioprine 
50  mg twice daily orally) was used along with 
dexamethasone/dexamethasone‑cyclophosphamide 
pulse/cyclophosphamide pulse therapy in eight 
patients though details were not available for other 
patients.3

The query regarding the benefit of rituximab 
on dexamethasone‑cyclophosphamide pulse in 
recalcitrant pemphigus was not addressed in this 
study. We have observed that the number of hospital 
and day care visits is far less with rituximab as 
only two injections require hospitalization or 
day care visit and rest of the treatment regimen 
can be managed on outpatient basis. However, 
the paradoxical exacerbation after rituximab may 
require an additional inpatient care. The overall 
corticosteroid intake is significantly reduced with 
rituximab regimen compared to corticosteroid pulse 

therapy  (mean cumulative dose  =  3535.64  mg 
in our study). In our study, 21  patients were 
recalcitrant and we were able to achieve 
complete remission in 19 patients at 4.34 months. 
The main achievement of dexamethasone/
dexamethasone‑cyclophosphamide pulse therapy 
is the long‑term remission after stopping therapy 
though it is too early to compare rituximab with 
dexamethasone‑cyclophosphamide pulse therapy.4 
We have also observed that relapse rate after a 
single cycle of dexamethasone‑cyclophosphamide 
pulse and rituximab is comparable (21% and 16%, 
respectively).1,5 In our study, we have used only one 
cycle of rituximab 1000  mg, at a 2‑week interval; 
however, in future, we propose to use an additional 
cycle of rituximab if the patient at 6 months is not 
free of lesions or still needs prednisolone. There is 
an urgent need to agree on a rituximab regimen so 
that data from different studies being carried out in 
India can be compared.
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