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In recent years, biological agents have been widely used 
in dermatology. Practical issues, including comorbidi-
ties and tolerability, must be considered when choosing 
biological agents in clinical practice. Dupilumab is the 
first fully human monoclonal antibody licensed for use 
in atopic dermatitis (AD), and has been shown to have 
favourable efficacy and safety profile in AD treatment 
(1, 2). Dupilumab suppresses type 2 inflammation by 
inhibiting interleukin (IL)-4 and IL-13 cytokine sig-
nalling. No increased malignancy events have been 
reported associating with modulation of the IL-13/IL-4 
pathways (3). A previous case report found that dupilu-
mab treatment safely improved AD in 2 patients with 
cancer (melanoma and anal squamous cell carcinoma, 
respectively) without evidence of cancer recurrence 
(4). We present here a patient with non-Hodgkin’s 
lymphoma with AD who showed a complete response 
to dupilumab therapy.

CASE REPORT
A 56-year-old woman with a 7-year history of AD presented with 
xerosis, pruritus, and relapsing eczematous eruptions, which were 
recalcitrant to topical treatment. Six years previously, she had had 
non-Hodgkin’s lymphoma (NHL). After receiving lymph node 
biopsies, she was diagnosed with mucosa-associated lymphoid 
tissue (MALT) lymphoma, an extranodal marginal zone lym
phoma, stage IIA, without bone marrow and other organs being 
affected. The patient was treated with 6 cycles of rituximab 
(MabThera, anti-CD20mAb, Roche Pharma, Switzerland) and 
achieved sustained complete remission. However, NHL recurred 
1 year later and she received 9 continuous cycles of rituximab, 
achieving complete remission. In the year prior to presentation, 
the patient developed red patches on dry, cracked, and scaly skin 
with lichenification and prurigo nodules on her arms, abdomen, 
and legs (Fig. 1a). The Scoring Atopic Dermatitis (SCORAD) 
index was 57.5 (severe), Eczema Area and Severity Index (EASI) 
was 31.4, and Pruritus-numerical rating scale (Pruritus-NRS) 
10/10. Laboratory evaluations were in the normal range (IgE 21.9 
kIU/l, blood eosinophil count: 0.14*109/l). A skin biopsy showed 
non-specific hyperkeratosis skin inflammation (Fig. 2). Immu-
nohistochemistry findings revealed a few scattered CD3+T cells, 
CD20+B cells, CD5+T cells. PAX5 was negative, and approxima-
tely 10% of lymphocytes were Ki-67+. According to her medical 
history and these results, she was diagnosed with AD, based on 
the criteria of Hanifin & Rajka differentiating it from cutaneous 
lymphoma. The patient was treated with topical medications, 
including mometasone furoate 0.1% cream, halometasone cream, 
and tacrolimus 0.1% ointment concomitant with antihistamines 
(Ebastine, KESTINE, Industrias Farmaceuticas Almirall, S.A., 
Sant Andreu de la Barca, Spain). However, the regimen failed 

to improve her condition. Systemic immunosuppressors were 
not considered because of safety concerns in cancer patients (5). 
Dupilumab was initiated at a 600 mg loading dose, followed 
by 300 mg biweekly. One month later, a significant decrease 
in severity, and improvement of pruritus-NRS 3/10, was obser-
ved. After 5 months of dupilumab therapy, the patient showed 
remarkable numerical improvement (SCORAD 12.2, EASI 3.4, 
pruritus-NRS 0/10), and no side-effects were observed. Physical 
examination showed only xerosis and pigmentation on her up-
per limbs (Fig. 1b). In addition, at follow-up in the Department 
of Haematology, the patient reported a stable condition, without 
recurrence of NHL.
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Fig. 1. (a) Dry, cracked, scaly skin with diffuse lichenified papules and 
nodules was visible on the arms prior to dupilumab treatment. (b) Total 
clearance of lesions after 5 months of dupilumab treatment.
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DISCUSSION

To achieve a targeted efficacy profile in patients with 
AD, biologic treatments are projected to replace topical 
corticosteroids and systemic immunosuppressants. Since 
2020, the National Medical Products Administration 
(NMPA) has approved dupilumab for use in China for 
moderate-to-severe AD. Continuous dupilumab treat-
ment has shown a long-term safety and efficacy pro-
file in patients with moderate-to-severe AD (1). To our 
knowledge, this is the first published case of dupilumab 
treatment of severe AD in a patient with NHL. Before 
starting the treatment regimen, a skin biopsy was taken 
cautiously to define the diagnosis, since cutaneous T-cell 
lymphoma (CTCL), including mycosis fungoides and 
Sézary syndrome, present a similar clinical picture to 
that of AD. Experts suspect eczematous skin lesions may 
occur as a symptom of undiagnosed CTCL, especially 
in adult patients with late-onset AD (6). Some studies 
have described the progression of CTCL after receiving 
dupilumab therapy for presumed atopic dermatitis (7, 8). 
However, systemic immunosuppressors were not consi-
dered, due to the potential to cause lymphoproliferative 
diseases and malignancies. In a previously reported case, 
a patient with AD who had been treated with cyclosporine 
A developed non-Hodgkin’s lymphoma (9). In the cur-
rent case report, the patient was diagnosed with AD and 
rapidly experienced substantial improvements in itch 

severity, and was treated successfully with dupilumab 
without side-effects. 

Moreover, AD has been found to be connected with an 
increased risk of NHL, and the risk correlated positively 
with the severity of eczema (10). It is promising that 
the current patient benefitted from dupilumab therapy. 
However, the long-term safety data for use of dupilumab 
in patients with cancer is insufficient and further studies 
are necessary. 
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Fig. 2. A skin biopsy from the left mid thigh revealed non-specific 
skin inflammation: hyperkeratosis, mild irregular hypertrophy of 
epidermis, infiltration of lymphocytes around blood vessels in the 
superficial dermis (Haematoxylin & Eosin staining; × 40)


