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ABSTRACT

Introduction: Dupilumab is a biologic therapy
approved for treatment of moderate to severe
atopic dermatitis (AD). Our objective was to
assess the real-world effectiveness, safety and
laboratory monitoring practices for dupilumab
in a tertiary centre.
Methods: A retrospective review of medical
records of all patients receiving dupilumab
between September 2017 and October 2019 was
undertaken. Eczema Area and Severity Index
(EASI) and Dermatology Life Quality Index
(DLQI) were collected at weeks 0, 12–16 and
26–30. Data on laboratory tests undertaken for
dupilumab screening and monitoring were also
collected.
Results: At 12–16 weeks, 58.9% and 37.3% of
patients achieved C EASI 75 and C EASI 90,
respectively (n = 156). Ninety-four patients
underwent further analysis at weeks 26–30 with
those achieving C EASI 75 increasing from

61.7% (12–16 weeks) to 75.31%, and EASI 90
increasing from 35.8% (12–16 weeks) to 49.8%.
The most common side effects were eye symp-
toms occurring in 43.1% of patients, with
16.3% developing conjunctivitis. The mean
treatment duration was 255 days, during which
an average of three sets of blood tests were
performed (n = 149). Of all laboratory abnor-
malities recorded, 24% started after initiation of
dupilumab, and 93% were classified as ‘mild’.
Dupilumab was not documented as causative in
any of the cases, nor was treatment stopped on
account of laboratory abnormalities.
Conclusion: Dupilumab provides an effective
and safe treatment option for patients with AD.
Clinical response continued to improve past
16 weeks in this real-world population. No lab-
oratory abnormalities were felt to be secondary
to dupilumab; screening and monitoring tests
did not influence dupilumab prescribing.
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Key Summary Points

Why carry out this study?

Dupilumab has been shown to be an
effective treatment in large double-blind
randomised placebo-controlled trials and
smaller real-world studies.

This study presents a tertiary centre
experience on dupilumab effectiveness,
safety and tolerability in a cohort of 164
patients followed over 12–30 weeks.

This is the first real-world study to
evaluate the laboratory safety of
dupilumab.

What was learned from the study?

This study showed that dupilumab is an
effective and safe treatment for patients
with atopic dermatitis.

Clinical response continues to improve
past 16 weeks.

No detected laboratory abnormalities
secondary to dupilumab.

DIGITAL FEATURES

This article is published with digital features to
facilitate understanding of the article. You can
access the digital features on the article’s asso-
ciated Figshare page. To view digital features for
this article go to https://doi.org/10.6084/m9.
figshare.13187441.

INTRODUCTION

Atopic dermatitis (AD) is a chronic relapsing,
remitting inflammatory dermatosis charac-
terised by xerosis, skin inflammation and
intense pruritus [1]. The lifetime prevalence is
estimated between 10–20% in children and
2–10% in adults worldwide [2, 3]. The patho-
genesis is not fully understood, but involves a

complex interplay between skin barrier dys-
function, environmental factors, infectious
agents and immune dysregulation [4]. These
interactions potentiate a T-cell response with a
marked increase in the expression of T helper
(Th) 2 cytokines in the acute phase and Th1,
Th17 and Th22 cytokines in the chronic phase
[5]. Interleukins (IL)-4 and IL-13 are predomi-
nantly produced by Th2 lymphocytes and are
pivotal cytokines in the pathogenesis of AD [6].
They enhance inflammation, induce pruritus,
disrupt the epidermal barrier and increase sus-
ceptibility to infection [7].

Mild disease is usually managed with topical
corticosteroids (TCSs) and calcineurin inhibi-
tors (TCIs), in addition to regular emollients.
However, moderate to severe disease often
requires phototherapy or treatment with sys-
temic immuno-suppressive therapies [8]. Tradi-
tional systemic treatments, including systemic
corticosteroids, ciclosporin A, methotrexate and
azathioprine, may suffer from limited efficacy
and an adverse side-effect profile; as such,
patient treatment options are often limited [9].

Dupilumab is the first monoclonal antibody
approved for the treatment of moderate to sev-
ere AD [10]. It targets the alpha subunit of the
IL-4 receptor, thereby down-regulating the
activity of IL-4 and IL-13 signalling of Th2 T-cell
differentiation [11]. The efficacy and safety of
Dupilumab has been demonstrated in a number
of key randomised, double-blind, placebo-con-
trolled phase III clinical trials. In SOLO 1 and
SOLO 2, Dupilumab was examined as a
monotherapy, whilst in CHRONOS and CAFÉ it
was tested in combination with topical corti-
costeroids [12–14]. In the EU, dupilumab is an
approved treatment for patients
aged C 12 years with moderate-to-severe AD
who are suitable for systemic therapy [15]. In
the USA, dupilumab is approved to treat
patients aged C 12 years who have moderate-
to-severe AD whose disease is not adequately
controlled and/or suitable for topical therapies
[16].

In contrast to biologic therapies used in the
treatment of psoriasis, the Dupilumab summary
of product characteristics (SPC) does not advo-
cate routine laboratory screening or monitoring
tests [17]. However, as with all novel therapies,
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‘real-world’ data to support this view is lacking.
It is likely that wide variability in testing exists
both within and between dermatology centres.
Moreover, clinical trial cohorts are often far
from representative of real-world populations
given their strict inclusion and exclusion crite-
ria which may have further implications on the
need for laboratory monitoring [18, 19].

The aims of this study were to: (a) evaluate
the real-world effectiveness and safety profile of
dupilumab, (b) summarise our centre’s practice
of laboratory screening and monitoring of
dupilumab-treated patients and (c) establish
whether laboratory abnormalities were felt to be
secondary to dupilumab.

METHODS

A retrospective, electronic case-note review was
undertaken for all adult patients receiving
dupilumab at Salford Royal NHS Foundation
Trust from September 2017 to October 2019; a
large, tertiary Dermatology referral centre serv-
ing a population of 240,000. All patients with
moderate to severe AD, aged C 18 years, were
prescribed dupilumab in accordance with
National Institute for Health and Care Excel-
lence (NICE) guidelines. All patients received
the manufacturer’s standard dose (600 mg at
initiation, followed by 300 mg every other week
by subcutaneous injection). Patients were
encouraged to use concomitant emollients and
TCSs or TCIs as required. Baseline demographic
data on age, gender, comorbidities and previous
systemic AD treatments were collected. Clinical
response was assessed using the Eczema Area
and severity Index (EASI, 0–72) and the Der-
matology Life Quality Index (DLQI, 0–30) at
weeks 12–16 and approximately 6 months
[20, 21]. Data on adverse events and laboratory
test (screening and monitoring) abnormalities
were recorded.

This article is based on previously conducted
studies and does not contain any new studies
with human participants or animals performed
by any of the authors.

RESULTS

In total, 164 patients, 98 male and 66 female,
met the inclusion criteria for both parts of the
study (Table 1). The median age was 36 years
(range 18–87 years). All patients had failed at
least one systemic treatment (mean 4.78, range
1–9) prior to dupilumab with ciclosporin being
the most commonly prescribed systemic treat-
ment. A total of 83.53% had a history of other
atopic diatheses.

Dupilumab Effectiveness and Adverse
Events

Analysis at 12–16 weeks (Fig. 1) included 156
patients with a baseline EASI of 23 ± 16 [me-
dian ± interquartile range (IQR)] and DLQI of
22 ± 10 (eight patients had not reached this
time point). The median EASI and DLQI scores
dropped to 4 ± 8.4 and 4 ± 9, respectively, at
12–16 weeks. EASI-75 and EASI-90 were
achieved by 58.96% and 37.31% of patients,
respectively (Fig. 2a). Of the 156 patients, 94
patients with a baseline median EASI of 23 ± 16
and DLQI of 21 ± 11 completed their second
review and underwent analysis at 26–30 weeks.
Their median EASI and DLQI scores at 12–-
16 weeks were 3.2 ± 7 and 3 ± 7, respectively,
and at 26–30 weeks were 2 ± 4 and 2 ± 7,
respectively. At weeks 12–16, 61.73% of the
patients achieved C EASI-75, which increased
to 75.31% at weeks 26–30. At weeks 12–16,
35.80% achieved C EASI 90 increasing to
49.83% at weeks 26–30 (Fig. 2b).

The most commonly reported side effects
(Table 2) were eye symptoms occurring in
42.30% (66/156) of patients. Of those, 23.07%
(36/156) patients had mild eye symptoms
manifesting as dry, itchy and/or gritty eye,
16.02% (25/156) had conjunctivitis, 1.92% (3/
156) had episcleritis, 0.64% (1/156) had wors-
ening of pre-existing blepharitis, and 0.64% (1/
156) had bacterial conjunctivitis. In our cohort,
6.41% (10/156) were noted to have persistent
facial erythema. Within the first 16 weeks of
treatment, 3.84% (6/156) of patients developed
arthralgia. One patient had localised arthralgia
to knees and hips, while five patients had
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generalised arthralgia which self-resolved in one
patient. The remainder were referred to
rheumatology for further evaluation and
remain undiagnosed. The arthralgia had not
resolved during the period of study follow-up.
None of these patients discontinued treatment
as a consequence of their symptoms given the
ongoing beneficial effect of dupilumab on their
skin. Alopecia areata (AA) occurred in 3.20% of
patients (5/156) while on dupilumab. One
patient had stable pre-existing alopecia areata.
Four patients developed new onset AA, two
with patchy AA (one biopsy confirmed, sugges-
tive of drug induced), one with diffuse AA, and
one ophiasis pattern AA. In two patients, the
alopecia completely resolved with continued
dupilumab therapy, the patient with biopsy-
confirmed AA remained on treatment at their
request. One patient chose to stop dupilumab
and had hair regrowth within 3 months of
cessation.

Overall, 7.69% (12/156) of patients stopped
treatment, 1.92% (3/153) on account of severe
conjunctivitis at 12 (n = 2) and 26 weeks (n = 1).
Of those, two patients were re-treated with
conventional systemic immunosuppressants
with good effect. One patient remains on topi-
cal therapies with sub-optimal control. In total,
1.23% (2/156) stopped dupilumab due to lack of
efficacy at week 12, 0.64% (1/155) developed
ophiasis pattern (AA), 0.64% (1/156) had a
vasovagal episode after the first dupilumab
injection and the patient declined further
treatment, 0.64% (1/156) opted to stop treat-
ment due to its mode of administration despite
the positive benefit on their skin. These patients
are now being managed with topical treatments
with variable response. Overall, 1.28% (2/156)
became pregnant with treatment cessation at 12
and 16 weeks. Of those, eczema remained clear
in one patient but flared in the other, necessi-
tating intensive topical treatments. Finally,
1.28% (2/156) were lost to follow-up at 12
(n = 1) and 26 (n = 1) weeks and treatment was
discontinued.

Table 1 Baseline characteristics (n = 164)

N (%)

Characteristic

Total number 164 (100)

Median age (years) and range 36 (18–87)

Males 98 (59.75)

Females 66 (40.24)

Age of AD onset

Lifelong 158 (93.34)

Aged 11 1 (0.60)

Aged C 30 4 (2.43)

Hand eczema 1 (0.60)

Comorbidities

Asthma 91 (55.46)

Hay fever/allergic rhinitis 46 (28.05)

Food allergy 7 (4.27)

Chronic urticaria 2 (1.22)

Hypertension 10 (6.10)

T2DM 4 (2.44)

Hyperlipidaemia 5 (3.05)

Alopecia areata 4 (2.40)

HIV 1 (0.61)

Previous treatment

Mean and range 4.78 (1–9)

Ciclosporin 134 (81.71)

Prednisolone 126 (76.83)

Azathioprine 106 (64.36)

Methotrexate 85 (51.83)

Mycophenolate mofetil 62 (37.80)

IM Kenalog 24 (14.63)

TLO1 102 (62.20)

PUVA 7 (4.27)

Daily dressing 57 (34.76)

Inpatient admissions 78 (47.56)

Othersa 6 (3.66)

a Others: dapsone, alitretinoin, mepolizumab, extracorpeal

electrophoresis
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Laboratory Screening and Monitoring

Of the 164 included patients, 149 (91%) had
screening laboratory tests. The majority inclu-
ded a full blood count (FBC), urea and elec-
trolytes (U&E), liver function tests (LFT),
gamma-glutamyl transferase (GGT) and

virology screen. Monitoring blood tests were
performed in 149 (91%) patients, which rou-
tinely included FBC, U&E, LFT and GGT. The
mean length of time on treatment was 255 days
(range 7–807 days), with a mean of three sets of
monitoring blood tests performed per patient
(range 0–10). In total, 136 patients had abnor-
malities identified (Table 3). These most com-
monly included eosinophilia (n = 82), other
FBC derangements such as anaemia (n = 53),
U&E abnormalities (n = 55) or deranged LFTs
(n = 67). Of these abnormalities, the majority
(73%) were present prior to initiation of dupi-
lumab. For those with onset post-dupilumab
therapy, 93% were mild and 63% were transient
(See table S1 in the electronic supplementary
materials for severity criteria for laboratory
abnormalities). Abnormal results were managed
as follows: letter to patient’s primary care

Fig. 1 Consort flow

Fig. 2 Clinical response to dupilumab. a EASI & DLQI
(median ± IQR) at baseline and 12–16 weeks (n = 156).
b EASI & DLQI (median ± IQR) at baseline, 12–-
16 weeks and 26–30 weeks (n = 94)
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physician (n = 14), repeat or further blood tests
(n = 13), referral to specialist (n = 1), no action
deemed necessary (n = 113). While dupilumab
was not documented as a cause of laboratory
abnormalities in the medical records of any of
the cases, a mild, transient eosinophilia was
common and did appear to be temporally rela-
ted to the initiation of dupilumab. Dupilumab

was not stopped due to any laboratory
abnormalities.

DISCUSSION

In this retrospective observational study, dupi-
lumab treatment was found to be an effective
and well-tolerated treatment for moderate to
severe atopic dermatitis. The proportion of
patients achieving 75% and 90% reduction in
their EASI scores at 12–16 weeks were 58.96%
and 37.31%, respectively. Our results are similar
to phase III trials on efficacy of dupilumab with
concomitant topical corticosteroids at 16 weeks
(CHRONOS, EASI-75: 69% and CAFÉ, EASI-75:
62%). However, the afore-mentioned clinical
trials used a non-responder imputation analysis,
a more conservative form of analysis than the
observed analysis used in this study [13, 14].
Moreover, our findings are compatible with
other real-world studies. Aramario-Hita et al.
[22] reported an EASI reduction of 79.3% in 70
patients at 24 weeks. Olesen et al. [23] reported
an EASI-75 in 63.3% patients (19/30) at
3 months review. In a French multi-centre, ret-
rospective cohort study, Faiz et al. [24] reviewed
241 patients with EASI score recorded in 82
patients of those, EASI C 75 score was achieved
in 48.8% of the patients (40/82) at 3 months
review. In a prospective Dutch two-centre
cohort study, de Wijs et al., studied 95 patients,
of whom 43 were on concomitant systemic
immunosuppressants. Their mean EASI score
decreased from 18.6 to 7.3 at 16 weeks review
[25]. In our study, EASI and DLQI scores con-
tinued to improve with continuation of treat-
ment beyond 16 weeks.

In our cohort, 42.30% (66/156) presented
with eye symptoms, of whom 16.02% (25/156)
had conjunctivitis. All patients were encour-
aged to use lubricant eye ointment as a pre-
ventative measure throughout the treatment
period. Conjunctivitis was reported in a range
of 8.6–22.1% of the patients in dupilumab
clinical trials [26] but in up to 65% in daily
practice experience studies [22–25, 27–30]. The
majority of our patients had mild-to-moderate
eye disease which was treated with lubricants
and/or steroids eye drops and did not require

Table 2 Adverse events (n = 156)

Adverse events N (%)

Eye symptoms 66 (44.30)

Sicca 36 (23.07)

Conjunctivitis 25 (16.02)

Patient-reported 20 (12.82)

Ophthalmologist-diagnosed disease 5 (3.20)

Episcleritis 3 (1.92)

Bacterial conjunctivitis 1 (0.64)

Worsening blepharitis 1 (0.64)

Persistent facial erythema 10 (6.41)

MSK 6 (3.84)

Localised to knees and hip 1 (0.64)

Generalised 5 (3.20)

AA 5 (3.20)

Pre-existing AA 1 ( 0.64)

New onset AA like 4 (2.56)

Patchy AA like 1(0.64)

Diffuse AA like 1(1.64)

Ophiasis pattern 1(0.64)

Drug induced 1(0.64

Eczema herpeticum 1 (0.64)

Vasovagal episodes 3 (1.92)

Injection site reaction 2 (1.31)

Pneumonia 1 ( 0.64)

Flu-like symptoms 1 (0.64)

MSK musculoskeletal, AA alopecia areata
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Table 3 .

Type of abnormal
finding

Total
number
(n)

Abnormality
started after
dupilumab n, (%)

Severity if occurred after
dupilumab or unknown n,
(%)

Relative duration if occurred after
dupilumab or unknown n, (%)

Yes Unknown Mild Moderate Severe Transient Persistent Unknown

Eosinophilia 82 24

(29)

0 23 (96) 1 (4) 0 15 (63) 8 (33) 1 (4)

Other FBC

abnormalitiesa
53 15

(28)

3 (6) 16

(100)

0 0 11 (61) 2 (11) 5 (28)

Anaemia 2 (100) 0 0 2 (100) 0 0

Basophilia 7 (100) 0 0 5 (71) 0 2 (29)

Microcytosis N/A N/A N/A 0 1 (50) 1 (50)

Lymphopaenia 3 (100) 0 0 2 (67) 0 1 (33)

Neutrophilia 1 (100) 0 0 0 1 (100) 0

Thrombocytopaenia 3 (100) 0 0 2 (67) 0 1 (33)

U&E abnormalitiesb 55 6 (11) 0 4 (67) 1 (11) 1 (11) 6 (100) 0 0

Reduced eGFR 4 (67) 1 (11) 1 (11) 6 (100) 0 0

Abnormal LFTs 67 18

(12)

1 (1) 16 (89) 2 (11) 0 13 (72) 3 (17) 2 (11)

Raised bilirubin 3 (100) 0 0 2 (67) 0 1 (33)

Increased ALP 1 (100) 0 0 1 (100) 0 0

Increased ALT 9 (82) 2 (18) 0 9 (82) 2 (18) 0

Increased GGT 2 (100) 0 0 0 1 (50) 1 (50)

HbA1c raised 2 0 0 N/A N/A N/A N/A N/A N/A

Lipid profile

abnormalities

3 0 2 2 (100) 0 0 0 0 2 (100)

Connective tissue

disease screen

positive

5 0 2 N/A N/A N/A 0 0 2

Raised CRP 1 1 0 1 (100) 0 0 1 (100) 0 0

Raised total IgE 1 0 1 N/A N/A N/A 0 0 1 (1)
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treatment interruption. The exact cause of
dupilumab-induced conjunctivitis remains
unknown, but recent evidence suggests that
increasing severity of AD at baseline increases
the risk of dupilumab associated eye disease
[31, 32].

Ten patients developed paradoxical facial
erythema with clearance of the eczema on the
rest of their body. This was initially noted at
patients’ first review (12–16 weeks). None of the
patients stopped the treatment on account of
this side effect given the beneficial effect of
dupilumab on the rest of their skin. Patients
were treated with TCSs and TCIs with variable
responses. De Wijs et al. reported a case series of
seven patients who developed paradoxical facial
erythema while on dupilumab. Histological
examination of lesional skin revealed a psori-
asiform pattern in four of the patients. It is
hypothesised that this might represent a cyto-
kine shift towards a Th1 phenotype resulting in
a psoriasiform inflammatory pattern [33].
Recently, there have been reports of biopsy
proven psoriasiform rashes (erythrodermic pso-
riasis and classical plaque psoriasis) arising in
patients treated with dupilumab for AD [34–36].
Prior work by Newcomb and colleagues, showed

that IL4/IL13 antagonises IL17A, which might
explain the psoriasiform features seen in
patients on dupilumab [37].

Six patients reported arthralgia in our
cohort. Arthralgia was reported in phase III
clinical trials (0.8–4.5%) but the incidence was
similar to the placebo group [13, 14]. Arthralgia
has recently been added to the Summary of
Product Characteristics for dupilumab as a
result of post marketing reporting [15]. Will-
smore et al. [38] reported a series of three
patients who developed generalised seronega-
tive arthritis and enthesitis during dupilumab
treatment. The pathogenesis of arthralgia in
these patients remains unclear. However, recent
evidence suggests that IL-4 and IL-13 have been
shown to selectively suppress IL-23 production
with reduced Th17 function [39]. The authors
hypothesised that dupilumab may induce an IL
17 induced peripheral spondyloarthopathy/
psoriatic arthritis by inhibiting IL-4 and IL 13.

Five patients in our cohort developed AA-like
hair loss. Flaring of pre-existing AA, new onset
AA and improvement of AA have all been
described in patients treated with dupilumab
[40–42]. One of our patients with patchy
alopecia areata had histology compatible with a

Table 3 continued

Type of abnormal
finding

Total
number
(n)

Abnormality
started after
dupilumab n, (%)

Severity if occurred after
dupilumab or unknown n,
(%)

Relative duration if occurred after
dupilumab or unknown n, (%)

Yes Unknown Mild Moderate Severe Transient Persistent Unknown

Total 269 64

(24)

9 (3) 62 (93) 4 (6) 1 (1) 46 (64) 13 (18) 13 (18)

This table summarises laboratory abnormalities identified during laboratory screening and monitoring for dupilumab (n =
149). Severity and duration data is presented for abnormalities that developed after dupilumab onset (normal result within
1 year prior to dupilumab), or where there is no prior corresponding test result within 1 year of starting dupilumab. See
Table S1 in the Electronic Supplementary materials for severity criteria for laboratory abnormalities. The following defi-
nitions were used when describing the duration of laboratory abnormalities: transient—resolved while still taking dupilumab,
persistent—abnormality persisted (on at least one repeat laboratory test) while patient was still receiving dupilumab,
unknown—no repeat blood tests available. a additional FBC abnormalities not summarised in this table included macro-
cytosis and thrombocytosis, b additional U&E abnormalities not summarised in this table included elevated urea and
electrolyte derangements
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mixed inflammatory pattern with psoriasiform
and spongiotic elements. There were minia-
turised hair follicles with marked sebaceous
gland atrophy and perifollicular lymphocytic
infiltrate with occasional eosinophils. The fea-
tures were suggestive of drug-induced alopecia.
Zhu et al. described a similar histological pat-
tern in one of their patients who developed AA-
like hair loss while on dupilumab [43]. Seba-
ceous gland atrophy has been described in drug-
induced AA-like reactions as well as other
inflammatory skin diseases such as psoriasis, but
it is not a histological feature of AA [44]. These
histological features in addition to the variation
in clinical presentation, are suggestive of dupi-
lumab-induced alopecia rather than autoim-
mune alopecia areata.

Our data on laboratory screening and mon-
itoring support the findings of the phase III
clinical trials which suggest that dupilumab can
be used without laboratory monitoring [45]. To
the best of the authors’ knowledge, this is the
first study investigating the need for laboratory
screening and monitoring in real-world
patients, who are often under-represented in
clinical trials.

Our study does have limitations; its retro-
spective nature was subject to recall bias and
relies upon accurate, contemporaneous elec-
tronic record keeping. As with all ‘real-world’
studies some data were missing (approximately
12–15% at 3 or 6 month review) however, given
the large number of patients included, we do
not think this adversely impacted on our find-
ings. EASI score was reported by multiple clini-
cians and may have been subject to inter-
observer variation. Moreover, laboratory
abnormalities may have been pre-existing, or
represented fluctuations in persistently abnor-
mal laboratory parameters, such as creatinine in
patients with chronic kidney disease, rather
than being attributable to dupilumab therapy,
but this was difficult to ascertain. Finally, our
study lacked a control arm of participants not
receiving dupilumab, which would help in
drawing statistical associations between dupi-
lumab and laboratory abnormalities.

In summary, data from our real-world cohort
showed that dupilumab provided an effective
and well-tolerated treatment option to for

patients with moderate to severe eczema. Our
findings suggest that clinical response contin-
ues to improve past 16 weeks and, for this rea-
son, we recommend continuation of treatment
in partial or slow responders. These finding are
concordant with a recent systematic review
demonstrating dupilumab is a effective and safe
treatment in adults with moderate–severe ato-
pic dermatitis, with continued long-term bene-
fit out to 52 weeks [46].

The incidence of dupilumab-induced eye
symptoms and conjunctivitis was higher in our
cohort compared with phase III clinical trials
but, overall, only a small proportion of patients
had to stop treatment due to severe conjunc-
tivitis. Interesting paradoxical reactions includ-
ing persistent facial erythema, arthralgia and
drug-induced alopecia were observed in our
cohort, which are highly suggestive of Th2 to
Th1/Th17 phenotype switch. Other than a
transient eosinophilia, no abnormal laboratory
findings were attributed to dupilumab, sup-
porting the position that blood monitoring in
dupilumab patients may be unnecessary. This
study provides additional support on the safety
and effectiveness of dupilumab in the treatment
of AD. It also highlights the importance of post-
marketing reporting to identify previously
unrecognised adverse reactions to newly
approved medications. Further research is
required to fully understand the cytokine-
switch phenomenon seen with novel targeted
therapies.
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