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ABSTRACT

Atopic dermatitis (AD) is a highly heterogene-
ous chronic inflammatory skin disorder that is 
frequently associated with a plethora of comor-
bidities. AD is, therefore, considered a systemic 
disease impacted by a considerable burden and 
leading to poor quality of life, especially in 
patients with moderate-to-severe disease. Since 

atopic and non-atopic comorbidities can fur-
ther worsen the disease course, accurate estab-
lishment of the patient’s individual intrinsic 
risk profile and needs is crucial and may help 
in guiding the selection of the best treatment 
option. Better quality of care for patients with 
AD can be delivered through a multidisciplinary 
team led by a dermatologist, for comprehen-
sive patient management. The implementation 
of a multidisciplinary approach for AD could 
enhance the delivery of optimised and safe treat-
ments, improve the standard of care and patient 
outcomes in the short and long term, and pre-
vent or delay the lifelong impact of uncontrolled 
AD. Understanding the unmet needs, assessing 
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correctly the patient risk profile and enhancing 
the shared patient–physician decision-making 
process can lead to disease control and quality-
of-life improvement, especially in the context 
of the introduction of newer treatment for AD. 
This narrative review is a call for more data to 
establish standardised patient profiles and mul-
tidisciplinary strategies in AD management. In 
view on the fast-evolving treatments for AD, this 
review aims at highlighting the importance of a 
multidisciplinary approach to a comprehensive 
assessment and holistic care in patients with 
moderate-to-severe AD.

Keywords: Moderate-to-severe atopic dermatitis; 
Multidisciplinary approach; Holistic care

Key Summary Points 

The complex nature and chronic course of 
atopic dermatitis (AD) may require a holistic 
approach delivered through multidisciplinary 
management.

Patients with moderate-to-severe AD with an 
additional burden of atopic or non-atopic 
comorbidities should be considered for mul-
tidisciplinary care.

Multidisciplinary approach in AD can con-
tribute to improving short- and long-term 
patient outcomes.

The overall patients’ quality of life and the 
standard of care can benefit from multidisci-
plinary care.

INTRODUCTION

Atopic dermatitis (AD) is the most prevalent 
chronic inflammatory skin disease in the world 
[1]. Both prevalence and incidence of AD vary 
according to geographical regions; in a recent 
systematic review, the 1-year prevalence of 

doctor-diagnosed adult AD ranged from 1.2% 
in Asia to 17.1% in Europe [2].

Generally, AD is characterised clinically by 
eczematous lesions with intense itch and dis-
comfort [1]. However, atypical clinical patterns 
have also been described. In the early acute 
phase, skin lesions appear mainly as poorly 
defined, red patches with vesicles, exudation 
and crusting. Scaling, fissuring and lichenifica-
tion occur in the chronic phase [1]. The hetero-
geneity of the disease leads to the co-existence 
of multiple trajectories of disease presentation 
and history [3]. The AD severity can range from 
minimal flexural eczema (e.g. in the antecubital 
and popliteal folds), or eczema limited to the 
hands, to erythroderma [1, 4, 5]. Some atypical 
clinical phenotypes, such as nummular eczema 
or prurigo nodularis, have been reported, par-
ticularly in adult patients [6].

The phenotypical heterogeneity is caused by 
a complex and multifactorial pathogenesis. In 
AD, external (environmental noxious stimuli) 
and internal (genetic factors, immune dysregu-
lation, impaired skin barrier and skin microbi-
ome) alterations initiate, orchestrate and sustain 
chronic inflammation [7]. Clearly, the disease 
heterogeneity may also lead to diagnostic dif-
ficulties. In adults, the differential diagnosis 
includes contact dermatitis, psoriasis, pityriasis 
rosea, cutaneous T-cell lymphoma, seborrheic 
dermatitis, tinea corporis, pityriasis rubra pilaris 
and asteatotic eczema [1, 8].

AD is associated with multiple comorbidities, 
and in particular, significant overall morbidity 
is linked to severe AD [9, 10]. Patients with AD 
suffer from physical, psychological and social 
impairments that may result in a cumulative 
life-long burden for which the term ‘cumula-
tive life course impairment’ (CLCI) was coined 
to describe the irreversible damage. The risk 
factors for CLCI in AD include disease sever-
ity, the presence of comorbidities and an early 
onset of the disease [11]. Moreover, because of a 
large number of atopic and non-atopic comor-
bidities and systemic immune activation, it has 
been proposed to consider AD a systemic dis-
ease [12–14]. In fact, the EuroGuiDerm guide-
lines recommend treating the individual as 
a whole and not just the skin condition [15]. 
For this reason, a more diffuse introduction of 
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multidisciplinary management would improve 
the standard of care in AD as the formation of 
multidisciplinary teams was shown to be one 
of the best clinical practices used by leading AD 
centres [16].

The aim of this narrative review is to discuss 
the disease, its comorbidities and the evolving 
therapeutic options and to describe the role of 
multidisciplinary teams in the management of 
moderate to-severe AD. This article is based on 
previously conducted studies and does not con-
tain any new studies with human participants or 
animals performed by any of the authors.

Comorbidities and Disease Burden

AD is associated with a spectrum of atopic 
comorbidities, including asthma, hay fever and 
food allergy. Also, individuals with AD appear 
to be at a higher risk than people without of AD 
of developing multiple allergic/autoimmune or 
immune-mediated, neuropsychiatric disorders, 
ocular, infectious, cardiovascular conditions, 
osteoporosis and cancer that negatively impact 
their quality of life [10, 17, 18]. It is thought that 
the potential causal relationship between certain 
types of comorbidities and AD is multifactorial 
and bidirectional and may involve transcuta-
neous exposure to allergens due to impaired 
skin barrier [19]. The identification of specific 
comorbidities is important and may guide spe-
cific treatment approaches [10, 19].

Allergic rhinitis, asthma, food allergy and 
eosinophilic esophagitis are well-known atopic 
comorbidities of AD. Because of shared patho-
genesis, patients with AD have three- to four-
fold increased odds of having associated atopic 
comorbidities. The pooled prevalence of rhinitis, 
asthma or both in patients with AD is 40.5%, 
25.7% and 14.2%, respectively. A total of 24.1% 
adults with AD have food allergy. Also, more 
severe AD is associated with increased likelihood 
of atopic comorbidities, including asthma [10].

Some of the most frequent non-atopic auto-
immune comorbidities associated with AD 
include alopecia areata (AA), vitiligo, Hashimoto 
disease, inflammatory bowel disease and coeliac 
disease [17, 20]. The odds ratio for having AA 
in patients with AD is increased up to tenfold, 

and the severity of AA may be worse in indi-
viduals with AD, especially those with filaggrin 
gene mutations. Vitiligo, coeliac disease, chronic 
urticaria, inflammatory bowel disease, systemic 
lupus erythematosus and rheumatoid arthritis 
are 1.5–2 times more common in patients with 
AD compared with control groups [10].

AD is also strictly associated with several 
mental health conditions. This association has 
been linked to the chronic nature of AD and to 
the severity of disease signs, with itch being the 
most pervasive condition. Risk of depression, 
anxiety, suicidal thoughts or attention disorders 
is more than double in patients with AD com-
pared with healthy people [17, 19]. The factors 
predominantly contributing to the occurrence of 
these comorbidities are persistence and severity 
of pruritus, sleep disturbance, social stigma and 
social isolation, poor quality of life, and neuro-
inflammation [19].

Ocular manifestations, such as atopic kera-
toconjunctivitis (AKC), blepharitis, conjunc-
tivitis, tear film disturbances, keratoconus, 
uveitis, cataract and retinal detachment, may 
affect patients with AD more frequently than 
non-atopic individuals [21, 22]. AKC is a severe 
inflammatory condition of the entire ocular 
surface; if untreated, it may lead to blindness 
because of corneal neovascularisation and opaci-
ties and corneal epithelial stem cell destruction, 
as well as cicatricial sequelae [23]. The symptom 
of itch in AD often results in eye rubbing. Stud-
ies link eye rubbing to keratoconus and retinal 
detachment in AD. In addition, eye rubbing and 
the severity of lesions on the face were shown 
to be involved in the progression of cataract or 
intraocular lens subluxation following surgery 
to correct cataract [21].

Finally, severe AD is a risk factor for cuta-
neous and extracutaneous infections due to 
impairment of skin barrier and dysbiosis [19]. A 
meta-analysis showed that children and adults 
with AD had higher prevalence than the control 
populations of ear infections, strep throat and 
urinary tract infections but not pneumonia [24].

Although reported by some authors, there 
is no conclusive evidence of the association 
between AD and cardiovascular disease (CVD) 
or of higher incidence of risk factors for CVD 
in the population of patients with AD [10, 25]. 
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Moreover, according to a systematic review and 
meta-analysis, AD is unlikely to be an independ-
ent risk factor for cardiometabolic disease [26]. 
However, dermatologists should be aware of this 
potential relationship that will need to be con-
firmed in the future [27].

Not surprisingly, due to the complexity of 
presentation and the numerous comorbidities, 
AD is associated with a significant physical, 
psychological and economic burden [28–30]. 
Patients’ lives are affected by the disease at all 
times throughout the day [31]. The worsening 
of the quality of life in AD is associated with par-
ticular pattern of cutaneous involvement (head/
face/neck and hand), with the presence of atopic 
and non-atopic comorbidities and with the 
severity of pruritus [32]. Compared with those 
with mild and moderate AD, patients with severe 
disease [stratified on the basis of the Investiga-
tor’s Global Assessment (IGA); mean SCORing 
AD (SCORAD) 68.4 ± 14.9 and mean Eczema 
Area and Severity Index (EASI) 22.7 ± 13.9 in the 
group with severe AD] have a more substantial 
burden of disease across multiple aspects (more 
comorbidities, more pain and pruritus, worse 
sleep quality and higher levels of depression 
and anxiety; p < 0.001 for all) [28]. Similarly, 
compared with those with controlled disease, 
patients with uncontrolled disease [according 
to the Atopic Dermatitis Control Tool (ADCT)] 
were at a significantly higher risk of experienc-
ing high level of stress and were more likely to 
miss work [33]. Because of productivity loss and 
direct medical costs, AD is associated with in 
annual societal costs of an estimated €30 billion 
across Europe (€15.2 billion due to missed work-
days or reduced productivity, €10.1 billion due 
to direct medical costs and €4.7 billion due to 
personal expenditure of patients/or their fami-
lies) [34].

Treatment Options

The treatment of AD is challenging [35]. Until 
recently, the challenges were related to the diffi-
culties in long-term management due to the lack 
of effective therapies, or the potential of adverse 
events following long-term treatment and the 
lack of care pathways. Also, there is a challenge of 

timely assessment and introduction of the appro-
priate treatment, which is often delayed due to a 
time lag of referral to a specialist [16]. An optimal 
management of patients with AD with topical or 
systemic agents requires a multifaceted strategy to 
address all the different aspect of the disease [36]. 
Recently, both EuroGuiDerm and AAD guidelines 
have been updated to reflect the continuous pro-
gress and evolution in the field.

Regarding the systemic treatments in severe 
adult AD, the latest update of the EuroGuiDerm 
guidelines recommends, with a strong level of 
recommendation, six systemic drugs: cyclo-
sporin, dupilumab, tralokinumab and the Janus 
kinase inhibitors abrocitinib, baricitinib and 
upadacitinib. In exceptional cases, the EuroGui-
Derm suggests systemic corticosteroids, but only 
as a rescue therapy. This last recommendation’s 
strength is weak [37]. The EuroGuiDerm guide-
lines base their recommendations on a living 
systematic review and network meta-analysis 
that compares reported efficacy and safety of 
systemic treatments for AD in clinical trials [38]. 
The American Academy of Dermatology (AAD) 
guidelines, on the other hand, make a strong rec-
ommendation to use dupilumab, tralokinumab, 
abrocitinib, baricitinib and upadacitinib and a 
conditional recommendation to use azathioprine, 
cyclosporine, methotrexate and mycophenolate. 
AAD guidelines advise against the use of systemic 
corticosteroids [39], possibly because their use can 
be associated with a higher risk of certain adverse 
events [40].

Studies show that treat-to-target approach 
could simplify the management and raise the bar 
of the therapeutic goals in the disease [41]. More-
over, such strategy has the potential to optimise 
short- and long-term patient outcomes, although 
studies that investigate this possibility are still 
ongoing [42].

The enormous effort to translate the knowledge 
acquired at the bench into new treatments has 
been excellently reviewed by Facheris et al. [7].

Unmet Needs

There are numerous unmet needs in AD. A 
recent Delphi consensus of Italian experts 
described three areas of unmet needs in AD: (i) 
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better diagnostic tools, (ii) management and 
prognosis, and (iii) treatment [43]. To date, there 
are no reliable diagnostic or prognostic biomark-
ers to distinguish AD from other skin conditions 
and to predict disease course and treatment 
response [44]; hence, the clinical approach 
remains crucial. The identification of biomarkers 
to trustworthily stratify disease endotypes will 
help in personalising the treatment in patients 
with AD. Such biomarkers would also be useful 
to predict the disease course. In fact, the disease 
can be self-remitting in nature; however, there 
are no tools for predicting who will and who 
will not go into a spontaneous remission [43]. 
Many biomarkers have been proposed and are 
being tested, but none of them has as yet been 
introduced into clinical practice (reviewed in 
[44, 45]).

Many adults with moderate-to-severe AD 
remain symptomatic, suffer recurrent flares 
and have an impaired quality of life despite 
systemic treatment as shown by a recent real-
world analysis in the USA [46]. In this study, 
adults with AD with a disease duration of at least 
5 years (n = 801), who were on systemic treat-
ment or phototherapy for at least 6 months, 
were administered a survey to assess symptoms, 
treatment and quality of life. A total of 63.6% 
of patients used (only) topical corticosteroids, 
and > 80% experienced at least one flare, under-
lining how undertreated may patients be [46]. A 
more recent multi-country analysis of patients 
from the MEASURE-AD study confirmed that 
patients with moderate-to-severe AD experience 
substantial disease burden and that their AD is 
uncontrolled [47]. In an Italian study, only 2.8% 
of patients reported total satisfaction with the 
treatment received [48]. This suggest that better 
treatments or personalised treatments remain 
an unmet patient need. Moreover, as treatment 
may be needed lifelong, the appropriate long-
term approaches in patients with moderate-to-
severe AD must be established [49]. Furthermore, 
the promptness of healthcare during disease 
flare should be ensured as well as psychological 
support [50].

Other unmet needs in AD concern gaining 
patient’s perspectives on their treatment needs, 
expectations and drivers of decision-making. 
Also, patients have the perception that clinicians 

underestimate the burden of AD [31], emphasis-
ing the misalignment between patients’ expec-
tations and clinicians’ goals that is present in 
several chronic skin diseases [51].

This can be improved and possibly overcome 
by using a patient-centric approach that com-
bines treat-to-target principles with shared deci-
sion-making [52].

The unmet needs also concern the quality of 
care that patients with AD receive. In particular, 
Guttman-Yassky et al. identified four obstacles to 
the delivery of good quality care in AD: (i) mis-
conceptions about AD (e.g. poor understanding 
of causes and triggers, false belief that AD is a 
paediatric disease, or that it is contagious, lead-
ing to patient marginalisation), (ii) late refer-
ral/access to an AD specialist, (iii) poor access/
adherence to treatments by patients with AD, 
and (iv) the difficulties in managing the com-
plexity of AD and its comorbidities [53].

Multidisciplinary Approach in AD

The Atopic Dermatitis Quality of Care (ADQoC) 
initiative described good practices for addressing 
the challenges mentioned naming the structured 
multidisciplinary team as a high-priority good 
practice implementation [53].

The EuroGuiDerm guidelines on AD state 
that most patients with AD must be treated by 
a dermatologist and a paediatrician for chil-
dren but take into account the complexity of 
the disease and the presence of comorbidi-
ties and/or risk factors in some patients; other 
specialists may be required for a multidiscipli-
nary approach [15, 27]. Multidisciplinary team 
approach brings together the skills and expe-
rience of specialists from different disciplines. 
Each specialist assesses a patient from their own 
perspective, ensuring skill mixing [54]. The team 
should meet regularly to discuss patients and the 
future directions for their care [55]. The knowl-
edge and the experience of the team is the sum 
of the knowledge of each individual specialist 
and, therefore, can provide more insights than 
each specialist working alone [55] and may pro-
vide the best treatment for each patient offer-
ing a holistic approach [56]. There are two basic 
models for the delivery of multidisciplinary care: 
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the creation of disease-specific, comprehensive 
centres or healthcare systems in which primary 
care providers coordinate patient’s care and seek 
support from specialists through referrals [57].

In the case of AD, the multidisciplinary teams 
must be coordinated by a dermatologist, as only 
specialists from this clinical speciality have the 
skills needed to diagnose AD, which is a skin 
condition, and define the patient’s treatment 
targets [3, 41]. The work of a multidisciplinary 
team has to result in an agreed treatment plan, 
avoid contradictory advice and lead to bet-
ter control of AD and its co-morbidities. As a 
result, the severity of the skin condition, treat-
ment adherence and overall quality of life may 
improve [15]. Multidisciplinary care can also 
be delivered through therapeutic patient edu-
cation (TPE). TPE involves the transfer of skills 
from healthcare professionals to patients or their 
families and is managed by multidisciplinary 
teams composed of nurses, psychologists, der-
matologists, and dieticians [58]. Experts world-
wide agree that the integration of TPE into the 
management of patients with AD is useful [59].

The existing models of delivery of multidis-
ciplinary care have been described elsewhere; a 
multidisciplinary team should involve different 
specialists: dermatologists, allergologists, oph-
thalmologists and possibly psychiatrists, nurses, 
psychologists, dieticians and also paediatricians 

[60]. The inclusion of both psychiatrists and 
psychologists underlines the importance of an 
integrated approach to the disease that consid-
ers also the mental health status [61]. The actual 
composition of the multidisciplinary team 
should be tailored to the needs of individuals 
patients and depend on what comorbidities they 
have (Table 1).

Finally, multidisciplinary care can be deliv-
ered via telemedicine. The University of Utrecht 
created an online ‘eczema portal’ for consult-
ing, monitoring and self-management training 
for patients with AD and their caregiver. The 
researchers examined the feasibility of develop-
ing a Digital Eczema Centre starting from the 
online portal. An analysis showed that the crea-
tion of such a centre would increase the acces-
sibility and quality of care and ensure continua-
tion and coordination of patient care [62].

When Are Multidisciplinary Teams Needed?

Patients with comorbidities have complex 
needs. Despite this, they often receive frag-
mented care due to the traditional healthcare 
system models that are disease-oriented [63]. 
The EuroGuiDerm guidelines on AD state that 
patients with AD must, first of all, be treated by 
a dermatologist; however, other specialists may 

Table 1  Suggested composition of multidisciplinary teams for the treatment of patients with moderate-to-severe atopic der-
matitis

Comorbidity accompanying atopic dermatitis Suggested composition of a multidisciplinary team

Allergic rhinitis Dermatologist, ear nose and throat specialist, allergist

Asthma Dermatologist, allergist, respiratory medicine spe-
cialist

Eosinophilic oesophagitis, inflammatory bowel disease (ulcerative 
colitis, Crohn’s disease)

Coeliac disease

Dermatologist, gastroenterologist

Ocular manifestations Dermatologist, ophthalmologist

Food allergies Dermatologist, allergist, dietician, gastroenterologist

Rheumatoid arthritis Dermatologist, rheumatologist
Neuropsychiatric conditions (depression, anxiety, sleep distur-

bances, ADHD)
Dermatologist, psychiatrist, psychologist or relaxation 

technique specialist
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be required for a multidisciplinary approach 
that takes into account the complexity of the 
disease [15]. Whereas AD can be managed by 
a dermatologist alone, an overall assessment 
of the patient’s health conditions may require 
a multidisciplinary team when comorbidities 
are present.

Indeed, the presence of specific comorbidities 
in AD could guide the selection of treatment. 
For example, patients with AD and severe type 
2 comorbidities such as asthma, allergic rhi-
nosinusitis with nasal polyps, and/or eosino-
phil esophagitis may benefit from the IL-4 and 
IL-13 inhibitor, dupilumab, to treat all condi-
tions. A model of tailored multidisciplinary 
care to guide eligibility for systemic treatments 
in patients with all type 2 inflammation disor-
ders rather than specifically for patients with AD 
was proposed in Italy [64]. The Centre of Excel-
lence in Type 2 Inflammation in Milan created 
a ‘Red Flags’ questionnaire to be administered 
to a patient at the first visit in order to survey 
and identify the type 2 inflammation disorders 
present in any given patient. The results of the 
questionnaire help in orienting the subsequent 
management and deciding what specialists 
should best care for that patient. The adopted 
approach optimised and standardised the 
patient journey and enables translational and 
clinical research. Similarly, patients with AD and 
concomitant rheumatoid arthritis, ankylosing 
spondylitis, psoriatic arthritis or inflammatory 
bowel disease are likely to benefit from a sec-
ond-generation selective Janus kinase inhibitor 
targeting the JAK1 enzyme or both JAK1/JAK2 
(i.e. baricitinib or upadacitinib) [15]. Given the 
potential relationship between monoclonals and 
ocular diseases, for patients with AD and the his-
tory of severe ocular surface disease, Janus kinase 
inhibitors or traditional systemic agent could 
be considered as a first-line systemic treatment 
option [65]. Janus kinase inhibitors provide an 
early itch control, which may be useful to stop 
and prevent the patients from eye rubbing [66]. 
Also, the Global Allergy and Asthma European 
Network  (GA2LEN) created a subgroup dedicated 
to the care of patients with AD called  GA2LEN 
ADCARE to identify the unmet needs in AD and 
devise an action plan for developing AD‐inte-
grated care pathways [67].

Finally, a multidisciplinary approach may be 
useful to make therapeutic decisions in patients 
at a high risk of major adverse cardiovascular 
events, malignancy or thromboembolic events 
to guarantee the safest treatment option for 
each individual patient and an optimal disease 
management [68]. Clearly, to determine whether 
multidisciplinary management would be help-
ful in any given individual with AD, a clinical 
assessment of the patient profile is a pivotal step.

Patient Profiles in AD

At present, there are no universally accepted 
patient profiles to guide clinical decisions.

In 2022, Chovatiya and Silverberg proposed 
a comprehensive framework to standardise 
the assessment of patients with AD and called 
it DESCRIBE-AD, an acronym that stands for 
assessments of Dermatitis morphology and phe-
notype, Evolution of disease, Symptom severity, 
Comorbid health disorders, Response to ther-
apy, Intensity of lesions, Burden of disease and 
Extent of lesions in AD. The framework helps 
characterise the heterogeneity of AD and inform 
therapeutic stratification [69].

Facheris et al. stratified adult patients with AD 
on the basis of the age of disease onset, clini-
cal presentation features, intensity of symptoms 
and the presence of comorbidities. Patients 
with paediatric onset persisting into adulthood 
have, generally, more inflamed lesional skin and 
more compromised epidermal barrier. Patients 
with adult-onset AD show higher rates of car-
diovascular comorbidities. The existence of the 
two endophenotypes may suggest that different 
specific treatments should be used in the two 
groups [70].

Clinical features at presentation were ana-
lysed in a study from the Scandinavian coun-
tries. Through a consensus process, Thyssen 
et al. identified six adult patient profiles that 
correspond to how commonly AD presents in 
terms of the predominant anatomical loca-
tion and type of lesions, selected comorbidi-
ties or the age of onset. The identified profiles 
included moderate-to-severe head and neck der-
matitis, moderate-to-severe AD with type I aller-
gies, moderate-to-severe AD with hand eczema, 
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moderate-to-severe AD with recurrent infections, 
moderate-to-severe lichenified AD with severe 
itch and moderate-to-severe late-onset AD. For 
each patient profile, the experts developed a set 
of statements concerning the diagnosis, patient 
education and treatment specific to that patient 
[71]. More work is needed to determine to vali-
date and adopt the profile classification or to 
propose an alternative.

Shared Patient–Physician Decision‑Making 
in AD

In today’s patient-centred medicine, patient’s 
needs and preferences constitute the central 
pillar of therapeutical decision-making and 
must be considered as recommended by Euro-
GuiDerm [15]. During such a process, patients 
describe their experience of the disease and its 
burden and communicate their expectations, 
whilst the physicians explain the management 
options and describe the advantages and disad-
vantages of the different drug classes available. 
Together, they set realistic and beneficial treat-
ment goals. When the final choice is the result 
of a shared conviction, patient adherence to 
treatment increases [15]. In a quantitative study 
conducted with the participation of 20 adult 
patients with AD, the respondents stressed the 
need for individualised approaches in all aspects 
of care they receive (information provided, 
interaction between patient and physician, if 
treatment goals needed, and criteria for novel 
therapy choice) [50]. Thomas et  al. showed 
that patients with AD mostly consider treat-
ments’ benefits and risks. In this study, patients 
expressed the preference for drugs with a rapid 
onset of action, oral administration, necessity 
of less frequent monitoring, and a flexibility in 
the administration schedule. They would trade 
in higher efficacy for these characteristics [72]. 
Similar results were obtained in a qualitative 
interview study in the UK and USA. In both 
countries, for patients with AD of any age and 
disease severity, treatment efficacy, mode of 
administration and adverse effects were the most 
important attributes influencing the preferences 
[73]. Understanding patients’ preferences for 
AD therapies can aid shared decision-making 

between clinicians and patients [72]. For exam-
ple, a 6-week personalised integrative multidis-
ciplinary (PIM) treatment programme incorpo-
rated the perspectives of children with AD and 
their parents to define clear treatment goals and 
strategies and was followed by a 6-month easy-
access phase. Children and adolescents with 
difficult-to-treat AD, seemingly unresponsive to 
the guideline-driven therapies, improved with 
the PIM approach [74].

Very recently, a shared decision-making 
approach to inform treatment and optimise 
management of AD was supported by the 
results from a post hoc analysis of data from the 
treatment arms of three recent phase 3 clini-
cal trials involving adolescents and adults with 
moderate-to-severe AD [AD Up (NCT03568318), 
Measure Up 1 (NCT03569293) and Measure Up 2 
(NCT03607422)], which showed the benefits of 
obtaining minimal disease activity (MDA) across 
physician and patient outcomes [75]. The con-
cept of MDA combines the principles of treat-
to-target with those of shared patient–physician 
decision-making. The patient selects between 
one and three most important disease symptoms 
(choosing from the itch, skin appearance/condi-
tion, sleep disturbance, mental health, skin pain 
and impact on daily living), whilst the physician 
selects an objective measure of disease (choosing 
from EASI, SCORAD and/or the IGA and body 
surface area). Next, based on physician’s recom-
mendations and patient’s preferences, treatment 
targets are selected from a list of ‘moderate’ and 
‘optimal’ [i.e. ≥ 90% improvement in EASI and 
a numeric rating scale of ≤ 1 for peak pruritus 
on the Worst Pruritus Numerical Rating Scale 
(WP-NRS; 0, no itch; 10, worst possible itch), 
sleep (Sleep-NRS; 0, no sleep loss; 11, no sleep 
at all) and pain (Pain-NRS; 0, no pain; 10, worse 
possible pain)] targets. MDA is defined as the 
achievement of optimal targets [52]. In an anal-
ysis of 2392 patients with AD, patients reach-
ing optimal targets through the MDA approach 
based on achieving EASI 90 and WP-NRS ≤ 1 ver-
sus those reaching moderate or neither target 
had a higher proportion reporting meaningful 
improvements in AD symptoms, impact on daily 
activities and emotional state [75]. Moreover, 
compared with patients with moderate-to-severe 
AD treated with placebo, patients treated with 
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upadacitinib obtained higher rates of MDA at 
16 weeks (maintained through week 52), includ-
ing rates of patients who reached score ≤ 1 on 
the Dermatology Life Quality Index (DLQI; 0, no 
impact of AD on quality of life; 30, worst impact 
of AD on quality of life) or of Children’s DLQI 
(CDLQI; 0, no impact on child’s quality of life; 
30, worst impact on child’s quality of life) [76].

CONCLUSIONS AND FUTURE 
VISION

AD is characterised by complex interaction of 
clinical, genetic, behavioural and psychological 
factors generating multiple disease phenotypes 
and patient profiles, which can be treated by a 
dermatologist alone or by a multidisciplinary 
team. Is it possible to build a shared model of 
tailored multidisciplinary care to holistically 
evaluate the patient? Or alternatively, should 
the involvement of other specialists be fore-
seen in the diagnostic and therapeutic journey 
of patients with AD and decided on a case-by-
case basis? More data are needed to fully answer 
these questions.
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