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Abstract 

Background  In 2020, dupilumab became the first monoclonal antibody therapy to be approved by Health 
Canada for the treatment of chronic rhinosinusitis with nasal polyps (CRSwNP). The primary aim of this study was to 
characterize the outcomes in an initial cohort of patients with CRSwNP who have undergone dupilumab therapy.

Methods  A retrospective study was conducted of patients with CRSwNP who were treated with dupilumab. 
Demographic information, comorbidities, number of previous surgeries, and insurance information were collected. 
The primary outcome were changes in the sinonasal outcome test (SNOT-22) scores from baseline to timepoints after 
receiving dupilumab.

Results  Forty-eight patients were considered for dupilumab therapy, and 27 (56%) received coverage or were able 
to fund the medication independently. Patients waited an average of 3.6 months to obtain access to the medication. 
The mean age of the patients was 43. Forty-one percent (11/27) of patients had aspirin exacerbated respiratory 
disease, and 96% (26/27) had a diagnosis of asthma. The mean length of time on dupilumab was 12.1 months. The 
baseline SNOT-22 score was 60.6. The mean decrease at 1 month, 3 months, 6 months, and 12 months after starting 
dupilumab was 8.8, 26.5, 42.8, and 33.8, respectively. There were no serious adverse events.

Conclusion  Patients treated with dupilumab in a Canadian tertiary care rhinology clinic demonstrated substantial 
clinical improvement as measured by disease-specific sinonasal outcomes. Further studies are needed to determine 
the longer-term effectiveness and adverse event profile of this novel therapy.
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Introduction
Chronic rhinosinusitis with nasal polyps (CRSwNP) 
is characterized by inflammation of the nasal mucosa 
and paranasal sinuses, and affects 6 to 12% of people 
in the Western world [1, 2]. Surgical management, 
namely functional endoscopic sinus surgery (FESS), has 
enhanced the care of patients with medically refractory 
CRSwNP, however, surgical reintervention or revision 
is often necessary in up to 30% of patients [3]. The risk 
of disease recurrence and revision surgery is even 
higher among the 26% and 48.3–55% of patients with 
CRSwNP and co-morbid aspirin exacerbated respiratory 
disease (AERD) and asthma, respectively. [4–7] While 
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the precise pathophysiology of CRSwNP has yet to 
be fully elucidated, eosinophilic inflammation and 
polyclonal activation of type 2 helper T cells have been 
demonstrated in CRSwNP, leading to the release of 
inflammatory cytokines, including interleukin 4 (IL-4), 
IL-5, and IL-13 [8–10]. As such, biologic agents, which 
target and reduce type 2 inflammation, have since been 
developed and are surfacing as a novel treatment for 
patients with refractory CRSwNP.

Dupilumab is an anti-IL-4 and IL-13 monoclonal 
antibody that has emerged as a novel treatment modality 
for patients with medically refractory CRSwNP. 
In the SINUS-24 (NCT02912468) and SINUS-52 
(NCT02898454) phase 3 randomized controlled trials, 
dupilumab was found to significantly improve clinical 
and radiologic signs of CRSwNP in patients [11–13]. 
Improvements in smell, clinical status based on the 
sino-nasal outcome test (SNOT-22), and health-related 
quality of life were similarly identified across patients 
with CRSwNP [11, 12]. Following its approval by 
Health Canada in August 2020, dupilumab has been 
recommended for the treatment of Canadian patients 
with CRSwNP and prior functional endoscopic sinus 
surgery and medical therapy [14]. Since then, short-
term results have been reported in Canadian patients 
who meet this criteria; among these patients, the 
most significant benefits to quality of life were seen in 
rhinologic symptoms, sleep quality, and mental health 
[15]. In Canada, dupilumab is not routinely covered by 
universal health insurance and may be only covered by 
private insurers in some circumstances. With an annual 
out-of-pocket cost exceeding $25,000–30,000, there is 
a clear need to rigorously evaluate the indications for 
this novel treatment and its outcomes to guide patients 
toward the most efficacious and economic therapies [14]. 
The primary aim of this study was to characterize the 
outcomes in an initial cohort of patients with CRSwNP 
who have undergone dupilumab therapy in a Canadian 
tertiary care rhinology practice.

Methods
Study design and patient population
Approval of this study was granted by the Unity 
Health Toronto Research Ethics Board at St. Michael’s 
Hospital, Toronto, Ontario, Canada (REB No. 20-231). 
A retrospective review of all patients with a diagnosis of 
CRSwNP, who underwent treatment with dupilumab in 
the Rhinology Clinic at St. Michael’s Hospital in Toronto, 
Ontario from September 1, 2020 to May 1, 2022, was 
conducted. All patients included in the study received a 
diagnosis of CRSwNP as per guidelines of the Canadian 
and American Academies of Otolaryngology-Head 

& Neck Surgery [16, 17]. Patients were excluded if 
they had underlying cystic fibrosis, primary ciliary 
dyskinesia, primary immunodeficiencies (such as 
common variable immunodeficiencies), uncontrolled 
human immunodeficiency virus infection, or if they 
were < 18 years of age at the time of initial consultation.

The treatment of CRSwNP at our institution 
includes medical and surgical therapy. At the time of 
initial consultation, all patients underwent computed 
tomography (CT) imaging of the sinuses, which was 
graded using the Lund-Mackay CT scoring system. 
All patients received maximal medical therapy, 
including nasal saline irrigation, intranasal and systemic 
corticosteroids, and antibiotics. Patients with medically 
refractory disease were offered surgical therapy initially, 
including FESS (minimum Draf IIa; opening of all four 
paranasal sinuses bilaterally) with or without concurrent 
septoplasty, endoscopic modified Lothrop procedure 
(Draf III), and/or in-office polypectomy, which were 
performed by the study’s senior author (J.M.L.). Biologics 
were discussed with patients who had not had surgery 
if they were medically unable to undergo surgery or 
preferred medical management. Regular follow-up visits 
were scheduled at 1-, 3-, 6-, and 12-month intervals, or 
sooner as clinically required. During each visit, patients 
completed a SNOT-22 questionnaire. The SNOT-22 
questionnaire is a validated test designed to measure 
disease-specific health related quality of life for CRS. It 
consists of 22 items rated from 0 (“no problem at all”) to 
5 (“worst possible symptom”) with total scores ranging 
from 0 to 110 with higher SNOT-22 total corresponding 
to worse symptoms. The minimum clinically important 
difference for SNOT-22 scores is 8.9 [18].

Outcome measurements and data collection
Electronic medical records were accessed to collect 
patient demographic data, including gender, age, baseline 
Lund-Mackay CT score, previous treatment history, 
medical therapies, date of previous surgery, and type 
of surgery. Dupilumab start date, dose, frequency, and 
insurance coverage status were recorded. Dupilumab 
start date and date of last documented clinical encounter 
were used to calculate follow-up time. Baseline and 1-, 3-, 
6-, and 12-month post-dupilumab SNOT-22 scores were 
also collected retrospectively.

Data analysis
Descriptive statistics were used to summarize the 
characteristics of the overall cohort. Categorical variables 
were summarized by expressing the frequency and 
proportion while continuous variables were summarized 
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by reporting the mean and standard deviation (SD). All 
analyses were performed using the statistical software, R 
(version 3.4.3, R Foundation for Statistical Computing, 
Vienna, Austria).

Results
Forty-eight patients were considered for dupilumab 
therapy, and 27 (56%) received coverage or were able 
to fund the medication independently. Three patients 
(3/27, 11%) paid out of pocket for the medication, 
whereas the remaining 24 (24/27, 89%) received 
coverage from a private insurance company. Thus, 27 
patients were currently undergoing dupilumab therapy 
for CRSwNP and were included in the analysis. The 27 
patients approved for dupilumab waited on average 
3.6 months (SD: 3.5) to obtain access to the medication. 
The baseline characteristics of the included cohort are 
detailed in Table 1. Ninety three percent of the included 
patients had one or more previous sinus surgery. For the 
two patients who did not have sinus surgery, they were 
both offered surgery and it was patient preference to 
trial dupilumab instead of any surgical intervention. All 
patients had previously tried intranasal corticosteroids 
and at least one course of oral corticosteroids.

During the study period, two patients discontinued 
therapy due to adverse effects. One patient stopped 
the medication due to pain at the injection site and 
another patient stopped the medication due to the 
development of lower leg edema. No other adverse 
reactions were encountered. The same patient who 
terminated dupilumab due to new leg edema required 
revision FESS after stopping the medication. The 
remainder of the included patients did not require any 

sinus surgeries after starting dupilumab. The SNOT-22 
results before and after starting dupilumab are depicted 
in Fig. 1 and Table 2.

Discussion
Dupilumab has been shown to significantly reduce polyp 
size, sinus opacification, enhance patient quality of life, 
and is now being incorporated as a part of the standard 
of care for patients with CRSwNP [11]. Moreover, the 
Canadian Rhinology Working Group recommends that 
patients be considered for biologic therapy if they have 
either failed FESS and standard medical therapy or if they 
are incapable of undergoing FESS or medical therapy 
[14]. Thus, there is a need to better understand the 
clinical outcomes associated with dupilumab therapy in 
a real world, Canadian healthcare context. In this series, 
we present the clinical characteristics and quality of life 
outcomes of patients on dupilumab in a tertiary care 
rhinology practice in Toronto, Ontario, Canada.

In the Canadian setting, one of the main barriers 
to accessing dupilumab therapy is obtaining private 
insurance coverage since the medication is not routinely 
covered by provincial drug programs [14, 15]. The 
estimated annual cost of dupilumab approaches $30,000 
CAD [19]. This is in contrast to the estimated $3,500 
CAD that it costs the Canadian healthcare system to 
perform FESS [20]. Although the Canadian Agency 
for Drugs and Technologies (CADTH) recommends 
reimbursing patients for dupilumab when used for 
severe asthma, they have yet to publish reimbursement 
recommendations for the medication for CRSwNP [21]. 
Thus, patients must endure lengthy approval processes 
with their private insurance companies or pay out of 
pocket, making access to this medication financially 

Table 1  Patient demographics

AERD aspirin exacerbated respiratory disease, SD standard deviation

Characteristic

Age (years), mean ± SD 43 ± 10.9

Male, n (%) 15 (55.6)

AERD, n (%) 11 (40.7)

Asthma, n (%) 26 (96.3)

Number of previous sinus surgeries

 0 2

 1 8

 2 7

  ≥ 3 10

Baseline Lund-MacKay Score, mean ± SD 18.7 ± 4.9

Length of time on dupilumab (months), mean ± SD 12.1 ± 5.0

Time from last surgery to starting dupilumab (months), 
mean ± SD

31.1 ± 25.4

Total follow up time (months), mean ± SD 10.8 ± 5.1
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Fig. 1  SNOT-22 scores
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and logistically challenging despite financial assistance 
programs. In this study, just over half of the patients 
considered for dupilumab for CRSwNP received approval 
from their insurance providers and were subsequently 
initiated on therapy. The patients who did begin therapy 
waited an average of 3.6  months to obtain access and 
receive funding for the medication from the time they 
were prescribed the medication. These findings are not 
dissimilar to another recent study conducted in Canada, 
in which 49% of patients considered for dupilumab 
therapy received coverage and started therapy, further 
demonstrating the accessibility challenges that exist 
within the Canadian context for dupilumab [15].

The SNOT-22 score is a widely used disease-specific 
quality of life outcome that is able to reliably discern 
treatment response [22]. Treatment with dupilumab has 
been demonstrated to improve SNOT-22 scores beyond 
a mean difference of 8.9, or the minimal difference of 
clinical importance, in two randomized control trials 
and another Canadian retrospective study [11, 15]. 
The mean baseline score recorded in our cohort was 
60.6, which is comparable to the baseline scores for 
patients undergoing dupilumab therapy in SINUS-52 
(baseline SNOT-22 score of 51) and a recently conducted 
Canadian retrospective study (baseline SNOT-22 score 
of 61), indicating patients placed on dupilumab in these 
studies experienced comparable baseline quality of 
life symptoms. In this study, we found a 42.8 and 33.8 
point reduction in SNOT-22 scores at 6 and 12 months 
respectively. This is similar to the changes found in 
the SINUS-52 randomized control trial which found 
a change of 28 points and 30 points respectively at 
approximately 6 and 12  months [11]. Additionally, the 
current study demonstrates the gradual improvement of 
sinonasal symptoms and quality of life with incrementally 
increasing mean changes seen at 1, 3, 6, and 12 months 
(mean change: 8.8, 26.5, 42.8, and 33.8, respectively). 
Similar SNOT-22 data from the early months after 
starting dupilumab is seldom seen in the literature 

despite its importance in counseling patients about their 
expected response to therapy [23].

Dupilumab has also been shown to reduce intranasal 
corticosteroid use and reduce the need for FESS [11, 24]. 
A randomized control trial conducted by Bachert et  al. 
found that only 1.5% of patients with CRSwNP and a 
history of prior sinus surgery who were taking dupilumab 
and mometasone spray required FESS after 1  year 
compared to 11.4% who were taking mometasone spray 
alone [11]. Similarly, in our study with a mean follow 
up time of approximately 10  months, only one patient 
required revision ESS and only after stopping dupilumab 
therapy due to an adverse reaction. The ability to reduce 
or delay the need for ESS and subsequent revision 
surgeries is an important consideration in this patient 
population who have a high propensity for multiple 
surgical interventions, particularly among patients with 
AERD [25]. This study had a large proportion of patients 
with AERD (41%) and further demonstrates effectiveness 
in this difficult-to-treat patient population in the real 
world setting. Other studies evaluating the effectiveness 
of perioperative dupilumab have demonstrated that 
after revision ESS and dupilumab therapy, only one out 
of eight patients in their cohort developed regrowth 
of nasal polyps within 9  months and none required a 
revision surgery [26]. Reducing the need for surgery has 
important implications for not only individual patients 
but also for healthcare system spending and resource 
allocation. Interestingly, preliminary cost utility analysis 
concluded that FESS is the more cost effective strategy 
for the treatment of CRSwNP upfront when compared 
to dupilumab [27, 28]. However, longer term studies are 
needed, particularly in Canadian context, to determine 
if the higher annual cost of dupilumab therapy is offset 
by the reduction in revision surgeries, hospital visits, and 
improvements in disease-related quality of life.

Reported adverse effects associated with dupilumab 
therapy include worsening of nasal polyposis or asthma, 
eosinophilia, epistaxis, pain at the injection site, 

Table 2  SNOT-22 outcomes

All values are reported as means ± standard deviations

SNOT-22 Sinonasal outcome test, SD standard deviation, AERD aspirin exacerbated respiratory disease

Baseline 
SNOT-22

SNOT-22 
1-month 
post-
dupilumab

Change in 
SNOT-22 
1-month 
post-
dupilumab

SNOT-22 
3 months 
post-
dupilumab

Change in 
SNOT-22 
3-months 
post-
dupilumab

SNOT-22 
6 months 
post-
dupilumab

Change in 
SNOT-22 
6-months 
post-
dupilumab

SNOT-22 
12 months 
post-
dupilumab

Change in 
SNOT-22 
12-months 
post-
dupilumab

Total cohort 
(Mean ± SD)

60.6 ± 18.8 56.8 ± 37.4 − 8.8 ± 10.5 40.4 ± 16.8 − 26.5 ± 14.0 26.1 ± 22.0 − 42.8 ± 24.6 26.1 ± 17.9 − 33.8 ± 26.3

AERD
(Mean ± SD)

56.5 ± 14.4 24 ± 33.9 − 5.5 ± 7.8 31.3 ± 22.2 − 28.3 ± 16.2 27.4 ± 21.8 − 40.3 ± 29.0 15.2 ± 17.8 − 46.0 ± 18.9
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arthralgia, conjunctivitis, and nasopharyngitis [11]. In 
a large randomized control trial by Bachert et  al., only 
3% of patients receiving dupilumab (compared to 5% in 
placebo) experienced adverse events leading to treatment 
discontinuation. In the current study, only two patients 
discontinued therapy; one because of severe lower limb 
edema, which resolved with the discontinuation of 
dupilumab, and another because of pain at the injection 
site. Thus, our study further reinforces that dupilumab 
has a relatively low incidence of serious adverse effects, 
but it is certainly something that needs to be continually 
monitored and studied in the real-world clinical setting.

Limitations
Our study demonstrates robust improvements in 
sinonasal-specific outcome measures following 
dupilumab therapy, however, there are several key 
limitations. First, given that dupilumab is a relatively 
novel therapy that was introduced to our clinic within the 
last two years, our study design does not capture long-
term outcomes beyond 12 months, thereby highlighting 
the need for similar retrospective  and  prospective 
studies with longer follow-up durations. Given that this 
is a retrospective study, it is difficult to quantify patients’ 
use of oral corticosteroids and intranasal corticosteroids 
including duration and frequency of use as well as their 
compliance with the medications. Furthermore, this 
study did not include outcomes for patients’ asthma, 
which is an important metric as dupilumab was initially 
approved for severe asthma. Moreover, there was a 
significant time interval (31.1 months) from patients last 
surgical intervention to starting dupilumab which may 
have impacted their outcomes. The delay in initiating 
therapy with dupilumab is likely secondary to a multitude 
of factors including the fact that patients typically have 
improvement from surgery for approximately 1 year prior 
to seeking additional therapy in addition to insurance 
approval delays for obtaining the medication.25 
Additionally, the validity of this study is limited by its 
relatively small sample size of patients. Despite the 
limitations described here, our study suggests that in 
this cohort of patients, dupilumab treatment improves 
sinonasal symptoms and quality of life in patients with 
difficult-to-treat and medically refractory CRSwNP.

Conclusion
Among 27 patients with CRSwNP receiving dupilumab, 
SNOT-22 scores decreased 6.2%, 33.3%, 56.9% and 56.9% 
from baseline at 1, 3, 6, and 12 months, respectively. Only 
2 patients discontinued dupilumab due to adverse events. 
The only patient who required revision FESS was one 
who had previously stopped dupilumab. Taken together, 
these findings suggest that dupilumab therapy is safe 

and efficacious in reducing sinonasal symptom burden, 
improving patient quality of life, and preventing revision 
FESS in patients with CRSwNP. This is one of few studies 
that have measured the therapeutic efficacy and assessed 
the accessibility of dupilumab in Canadian healthcare 
settings. This study further strengthens the existing 
body of literature supporting the addition of dupilumab 
as an adjunctive treatment for refractory CRSwNP, a 
disease entity with high symptom burden and quality of 
life impact that has remained historically challenging to 
treat.

Acknowledgements
Not applicable.

Author contributions
A.Y.L., E.G and J.M.L. were involved in the conception of the study. A.Y.L., E.G., 
and J.M.L. were involved in the design of the study, analysis, and interpretation 
of data. All authors were involved with the revision of the manuscript and 
have approved the final manuscript.

Funding
This study did not receive any funding.

Availability of data and materials
The datasets generated and analyzed during the current study are available 
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The St. Michael’s Hospital Research Ethics Board approved this study.

Consent for publication
Not applicable.

Competing interests
J.M.L. has received research grants and honoraria from Baxter corporation. All 
other authors declare no potential competing interest.

Received: 20 November 2022   Accepted: 27 February 2023

References
	1.	 Settipane GA, Chafee FH. Nasal polyps in asthma and rhinitis. A review of 

6037 patients. J Allergy Clin Immunol. 1977;59(1):17–21.
	2.	 Hedman J, Kaprio J, Poussa T, Nieminen MM. Prevalence of asthma, 

aspirin intolerance, nasal polyposis and chronic obstructive pulmonary 
disease in a population-based study. Int J Epidemiol. 1999;28(4):717–22. 
https://​doi.​org/​10.​1093/​ije/​28.4.​717.

	3.	 Smith KA, Orlandi RR, Oakley G, Meeks H, Curtin K, Alt JA. Long-term 
revision rates for endoscopic sinus surgery. Int Forum Allergy Rhinol. 
2019;9(4):402–8.

	4.	 Stevens WW, Peters AT, Hirsch AG, et al. Clinical characteristics of 
patients with chronic rhinosinusitis with nasal polyps, asthma, and 
aspirin-exacerbated respiratory disease. J Allergy Clin Immunol Pract. 
2017;5(4):1061-1070.e3.

	5.	 Promsopa C, Kansara S, Citardi MJ, Fakhri S, Porter P, Luong A. Prevalence 
of confirmed asthma varies in chronic rhinosinusitis subtypes. Int Forum 
Allergy Rhinol. 2016;6(4):373–7.

	6.	 Batra PS, Tong L, Citardi MJ. Analysis of comorbidities and objective 
parameters in refractory chronic rhinosinusitis. Laryngoscope. 
2013;123(Suppl 7):S1–11.

https://doi.org/10.1093/ije/28.4.717


Page 6 of 6Grose et al. Allergy, Asthma & Clinical Immunology           (2023) 19:26 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	7.	 Mendelsohn D, Jeremic G, Wright ED, Rotenberg BW. Revision rates 
after endoscopic sinus surgery: a recurrence analysis. Ann Otol Rhinol 
Laryngol. 2011;120(3):162–6.

	8.	 Bachert C, Gevaert P, Holtappels G, Johansson SG, van Cauwenberge 
P. Total and specific IgE in nasal polyps is related to local eosinophilic 
inflammation. J Allergy Clin Immunol. 2001;107(4):607–14.

	9.	 Tomassen P, Vandeplas G, Van Zele T, et al. Inflammatory endotypes of 
chronic rhinosinusitis based on cluster analysis of biomarkers. J Allergy 
Clin Immunol. 2016;137(5):1449-1456.e4.

	10.	 Han JK, Sons JW. Subclassification of chronic rhinosinusitis. Laryngoscope. 
2013. https://​doi.​org/​10.​1002/​lary.​23979.

	11.	 Bachert C, Han JK, Desrosiers M, et al. Efficacy and safety of dupilumab 
in patients with severe chronic rhinosinusitis with nasal polyps (LIBERTY 
NP SINUS-24 and LIBERTY NP SINUS-52): results from two multicentre, 
randomised, double-blind, placebo-controlled, parallel-group phase 3 
trials. Lancet. 2019;394(10209):1638–50.

	12.	 Fujieda S, Matsune S, Takeno S, et al. The effect of dupilumab 
on intractable chronic rhinosinusitis with nasal polyps in Japan. 
Laryngoscope. 2021;131(6):E1770–7.

	13.	 Hopkins C, Wagenmann M, Bachert C, et al. Efficacy of dupilumab in 
patients with a history of prior sinus surgery for chronic rhinosinusitis 
with nasal polyps. Int Forum Allergy Rhinol. 2021;11(7):1087–101.

	14.	 Thamboo A, Kilty S, Witterick I, et al. Canadian Rhinology Working Group 
consensus statement: biologic therapies for chronic rhinosinusitis. 
J Otolaryngol Head Neck Surg. 2021. https://​doi.​org/​10.​1186/​
s40463-​021-​00493-2.

	15.	 Kilty SJ, Lasso A. Canadian real-world study of access and clinical results 
using dupilumab for chronic rhinosinusitis with polyps. J Otolaryngol 
Head Neck Surg. 2022;51(1):17.

	16.	 Rosenfeld RM, Piccirillo JF, Chandrasekhar SS, et al. Clinical practice 
guideline (update): adult sinusitis. J Otolaryngol Head Neck Surg. 
2015;152(2 Suppl):S1–39. https://​doi.​org/​10.​1177/​01945​99815​572097.

	17.	 Sindwani R. Clinical practice guideline: adult sinusitis. Yearb Otolaryngol 
Head Neck Surg. 2008;2008:214–5. https://​doi.​org/​10.​1016/​s1041-​
892x(08)​79112-1.

	18.	 Hopkins C, Gillett S, Slack R, Lund VJ, Browne JP. Psychometric validity of 
the 22-item Sinonasal Outcome Test. Clin Otolaryngol. 2009;34(5):447–54.

	19.	 CADTH Canadian drug expert committee recommendation: dupilumab 
(Dupixent—Sanofi-Aventis Canada Inc.): indication: atopic dermatitis. 
Canadian Agency for Drugs and Technologies in Health; 2020.

	20.	 Au J, Rudmik L. Cost of outpatient endoscopic sinus surgery from the 
perspective of the Canadian government: a time-driven activity-based 
costing approach. Int Forum Allergy Rhinol. 2013;3(9):748–54.

	21.	 Clinical Review Report: Dupilumab (Dupixent): (Sanofi Genzyme, a 
Division of Sanofi-Aventis Canada Inc.): indicated for the treatment 
of patients aged 12 years and older with moderate-to-severe atopic 
dermatitis whose disease is not adequately controlled with topical 
prescription therapies or when those therapies are not advisable. 
Canadian Agency for Drugs and Technologies in Health; 2020.

	22.	 Liu M, Liu J, Weitzel EK, Chen PG. The predictive utility of the 22-item sino-
nasal outcome test (SNOT-22): a scoping review. Int Forum Allergy Rhinol. 
2022;12(1):83–102.

	23.	 De Corso E, Settimi S, Montuori C, et al. Effectiveness of dupilumab in 
the treatment of patients with severe uncontrolled CRSwNP: a “Real-Life” 
observational study in the first year of treatment. J Clin Med Res. 2022. 
https://​doi.​org/​10.​3390/​jcm11​102684.

	24.	 Desrosiers M, Mannent LP, Amin N, et al. Dupilumab reduces systemic 
corticosteroid use and sinonasal surgery rate in CRSwNP. Rhinology. 
2021;59(3):301–11.

	25.	 Grose E, Lee DJ, Yip J, et al. Surgical outcomes in aspirin-exacerbated 
respiratory disease without aspirin desensitization. Int Forum Allergy 
Rhinol. 2020;10(10):1149–57.

	26.	 Patel P, Bensko JC, Bhattacharyya N, Laidlaw TM, Buchheit KM. Dupilumab 
as an adjunct to surgery in patients with aspirin-exacerbated respiratory 
disease. Ann Allergy Asthma Immunol. 2022;128(3):326–8.

	27.	 Scangas GA, Wu AW, Ting JY, et al. Cost utility analysis of dupilumab 
versus endoscopic sinus surgery for chronic rhinosinusitis with nasal 
polyps. Laryngoscope. 2021;131(1):E26–33.

	28.	 Parasher AK, Gliksman M, Segarra D, Lin T, Rudmik L, Quast T. Economic 
evaluation of dupilumab versus endoscopic sinus surgery for the 

treatment of chronic rhinosinusitis with nasal polyps. Int Forum Allergy 
Rhinol. 2022;12(6):813–20.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.1002/lary.23979
https://doi.org/10.1186/s40463-021-00493-2
https://doi.org/10.1186/s40463-021-00493-2
https://doi.org/10.1177/0194599815572097
https://doi.org/10.1016/s1041-892x(08)79112-1
https://doi.org/10.1016/s1041-892x(08)79112-1
https://doi.org/10.3390/jcm11102684

	Clinical outcomes of dupilumab therapy in chronic rhinosinusitis with nasal polyps in a Canadian tertiary care rhinology practice
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Study design and patient population
	Outcome measurements and data collection
	Data analysis

	Results
	Discussion
	Limitations
	Conclusion
	Acknowledgements
	References


