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Abstract
Background: Current treat-to-target recommendations for atopic dermatitis (AD) 
may not include high enough treatment targets and do not fully consider patient 
needs.
Objective: To develop recommendations for optimized AD management, including 
disease severity assessments, treatment goals and targets, and guidance for treatment 
escalation/modification.
Methods: An international group of expert dermatologists drafted a series of recom-
mendations for AD management using insights from a global patient study and 87 
expert dermatologists from 44 countries. Experts voted on recommendations using 
a modified eDelphi voting process.
Results: The Aiming High in Eczema/Atopic Dermatitis (AHEAD) recommenda-
tions establish a novel approach to AD management, incorporating shared decision-
making and a concept for minimal disease activity (MDA). Consensus (≥70% 
agreement) was reached for all recommendations in 1 round of voting; strong con-
sensus (≥90% agreement) was reached for 30/34 recommendations. In the AHEAD 
approach, patients select their most troublesome AD feature(s); the clinician chooses 
a corresponding patient-reported severity measure and objective severity measure. 
Treatment targets are chosen from a list of ‘moderate’ and ‘optimal’ targets, with 
achievement of ‘optimal’ targets defined as MDA.
Conclusions: Patient and expert insights led to the development of AHEAD recom-
mendations, which establish a novel approach to AD management. Patients were not 
involved in the eDelphi voting process used to generate consensus on each recom-
mendation. However, patient perspectives were captured in a global, qualitative pa-
tient research study that was considered by the experts in their initial drafting of the 
recommendations.
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I N TRODUC TION

Atopic dermatitis (AD) is a very common, chronic inflam-
matory skin disease characterized by red, itchy and painful 
skin.1 AD can be associated with significant long-term dis-
ease burden; physical symptoms can impair patients' sleep 
quality, sexual relations, social interactions and work pro-
ductivity, leading to mental health issues including anxiety 
and depression.2,3 Many patients with AD are also dissat-
isfied with their treatment, highlighting the need for more 
effective therapies.4,5

Studies investigating AD management found that only 
8% of patients with AD and 7% of patients with severe AD 
are treated with systemic therapies and may therefore not be 
receiving optimal treatment.6,7

Undertreatment of AD may be a consequence of in-
consistent criteria used to identify candidates for systemic 
therapy among current guidelines (Appendix Table S1).8–15 
Additionally, due to the lack of qualitative patient research 
on the burden of AD, current management guidelines in AD 
are primarily based on clinician insights and may not fully 
consider patients' needs.

In 2020, a group of authors recognized that the com-
plex nature of AD requires the identification of patient-
relevant targets, with treatment tailored to the needs of the 
individual, including signs and symptoms unrelated to the 
skin, such as sleep loss, anxiety and depression.16 Building 
on this, the 2021 treat-to-target initiative in AD adopted a 
multidimensional approach to AD management, utilizing a 
range of physician-reported and patient-reported outcome 
measures for f lexibility and clinical utility.17 The initiative 
attempted to address inconsistencies in prior treatment 
recommendations by using 3- and 6-month treatment 
targets suggested by clinicians, alongside an algorithm 
for optimization or modification of treatment.17 The 6-
month treatment targets proposed by the authors include 
75% improvement in the Eczema Area and Severity Index 
(EASI-75), SCORing Atopic Dermatitis (SCORAD)-75 or 
SCORAD ≤24 and a peak pruritus absolute score of ≤4. 
However, recent data from the cross-sectional, 28-country 
MEASURE-AD study found that of 1434 adults with AD 
who were candidates for, or received, systemic therapy, ap-
proximately 45% who met ≥1 treatment target still had a 
moderate or severe EASI score at 6 months.18 This suggests 
that current treatment targets may not be high enough and 
could be better tailored to individual patients to reach op-
timal treatment outcomes.

Higher 1-year treatment targets such as EASI-90 and 
absolute pruritus Numeric Rating Scale (NRS) ≤4 have 
been suggested by a more recent treat-to-target initiative.19 
However, similar to previous guidelines and recommenda-
tions for AD management, the authors used a physician-
centric approach that is not readily adaptable to meet the 
needs of all patients.

Here, we report the Aiming High in Eczema/Atopic 
Dermatitis (AHEAD) consensus-based recommendations, 

which aim to provide a framework for optimized AD man-
agement, including disease severity assessments, treatment 
goals and targets, and guidance for treatment escalation or 
modification. This was developed for patients with AD at all 
ages and severities.

M ATER I A L S A N D M ETHODS

Expert discussions and qualitative patient 
research

An overview of this expert initiative can be found in 
Figure  1. A group of seven international expert derma-
tologists formed an executive steering committee (ESC; 
Appendix Table  S2) and agreed that there was a lack of 
evidence on patients' treatment goals, needs and expecta-
tions in AD management. Qualitative patient research was 
conducted to provide an evidence base for the creation of 
patient-focused recommendations and has been published 
separately.20 In brief, adult patients (≥18 years) receiving 
treatment for AD were recruited from patient market re-
search databases, clinician referrals and local advertising. 
Eligible patients had been diagnosed with AD and were 
currently receiving treatment for their AD. Patients were 
screened to ensure a diverse range of ages, gender, edu-
cational levels, geographic locations and AD severities.20 
Patients participated in 45-min, 1:1 telephone interviews 
in the patient's native language, conducted by a market re-
search team. The interviews explored the impact of AD on 
patients' daily lives, what patients felt were the most sig-
nificant symptoms, views on current scoring systems, how 
patients made treatment decisions and their expectations 
of treatment. Most questions were free form.

To gain local clinical insights, regional expert derma-
tology groups comprising nine regional sub-committees, 
consisting of approximately 10 dermatologists each, were 
formed. Altogether, 87 dermatologists from 44 countries 
contributed to the initiative (Appendix Table S2).

eDelphi voting and definition of consensus

Insights gained from the qualitative patient research and 
expert discussions were used by the ESC to draft clinical 
recommendations. All experts were invited to participate 
in a modified eDelphi voting process, wherein they were 
asked to rate the recommendations using a 10-point Likert 
scale,21 ranging from 1 (strongly disagree) to 10 (strongly 
agree). Consensus agreement for a recommendation was 
pre-defined as ≥70% of all experts rating agreement as 
7 (mildly agree), 8 (moderately agree), 9 (agree) or 10 
(strongly agree); strong consensus was defined as ≥90% 
agreement. Experts were able to provide comments ex-
plaining their votes. Anonymity was maintained through-
out the voting process.
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R E SU LTS

Qualitative patient research

Data from the patient research were published separately.20 
In summary, 88 patients from 15 countries participated in 
the study and reported that AD has a substantial, broad im-
pact on patients' lives, with patients being affected by AD at 
all times of the day and night. Mental health issues such as 
anxiety and depression were commonly reported by patients 
with AD, and these symptoms had the largest impact on pa-
tients' daily lives.20

Additionally, there was a perception among patients that 
clinicians underestimated the burden of AD on their daily 
lives. Importantly, patients did not have a clear or consis-
tent definition of symptom improvement. While patients 
did not expect their condition to be completely cured, the 
levels of improvement patients viewed as substantial varied 
depending on factors such as the severity of their AD and 
which symptoms they were experiencing,20 suggesting that 
optimal treatment targets should be tailored to individual 
patient goals.

eDelphi voting

Expert participation in the eDelphi process was high across 
all regions, with 89% (77/87) of invited participants vot-
ing (Appendix Table  S3). Consensus was reached for all 

recommendations in the first round of voting, with 88% of 
the recommendations (30/34) reaching a ‘strong’ consensus. 
The mean score for all recommendations ranged from 7.89 
to 9.76.

Final recommendations

The 34 AHEAD recommendations focus on key areas of AD 
management: disease severity assessments, treatment goals 
and targets, clinician- and patient-reported outcome targets, 
long-term disease control and a novel AHEAD approach 
(including guidance for treatment escalation/modification; 
Table 1). The clinician- and patient-reported outcome meas-
ures used in AHEAD recommendations are described in 
Appendix Table S4.

The recommendations relating to disease severity as-
sessments and treatment targets all reached a strong con-
sensus (mean agreement = 98.1%; mean score = 9.3). These 
state that disease severity should be assessed using both 
clinician- and patient-reported outcomes and advise clini-
cians to discuss the results of any outcome measure used 
with the patient, explaining what these results mean in 
the context of their disease severity and available treat-
ment choices. The experts agreed that due to more effec-
tive therapies and their increased availability around the 
globe (despite variations in accessibility), it is now possible 
to aim for higher targets to optimize patient outcomes. 
Moreover, they agreed that the primary treatment goal in 

F I G U R E  1   Overview of the expert initiative. AD, atopic dermatitis; AHEAD, Aiming High in Eczema/Atopic Dermatitis; ESC, executive steering 
committee; MDA, minimal disease activity.
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T A B L E  1   AHEAD recommendations.

Disease severity assessments and treatment goals and targets

1 AD is a heterogeneous condition, and the outcome measures used to assess disease severity should be tailored to the patient's reported 
signs and symptoms

2 Patient-reported outcomes are important tools for patients/caregivers to communicate the impact that AD has on their lives to others, 
especially to their physicians

3 Physician-reported outcomes are important tools for benchmarking the severity of the disease

4 The disease severity in a patient with AD should be assessed using both physician-reported and patient-reported outcomes

5 Physicians should discuss with the patient/caregiver the results of any outcome measures used and explain what the results mean in 
terms of disease severity and treatment choices

6 It is now possible to aim for higher targets to optimize patient outcomes whenever possible because more effective therapies are now 
available

7 The ultimate treatment goal in AD should be a satisfied patient with minimal impact on quality of life, clear/almost-clear skin with no/
minimal itch

Long-term disease control

8 Physicians should consider assessment of long-term disease control because disease activity on the day of the appointment may not 
reflect the patient's overall condition over the previous weeks or months

9 Physicians and patients/caregivers should aim for long-term control of disease, with minimal f lares and achievement of MDA, and 
physicians should consider the use of ADCT or RECAP for the assessment of disease control

The AHEAD approach: Combining treat-to-target principles with shared decision-making

10 Patients/caregivers should be asked to choose 1–3 AD features that are most important to them (out of the following 6 features: itch, skin 
appearance/condition, sleep disturbance, mental health, skin pain and impact on daily life)

11 The physician should choose patient-reported outcome measures that reflect the patient's/caregiver's choice of AD features

12 The physician should also choose at least one objective clinical measure that gives an overall picture of the patient's disease (EASI, 
SCORAD, or IGA and BSA)

13 The physician and patient/caregiver should discuss the chosen physician-reported and patient-reported outcomes and select either 
moderate or optimal targets; achievement of optimal targets is defined as MDA

14 Treatment response can be considered inadequate if the agreed targets are not met within 3–6 months; treatment modification or 
escalation should then be considered

15 Systemic therapy should be considered in patients with moderate-to-severe AD who have failed to achieve the agreed targets with topical 
medications or phototherapy, particularly if this is affecting their quality of life

16 Physicians and patients/caregivers should aim for optimal treatment targets to optimize disease control and patient outcomes when 
possible

Treatment targets for clinician-reported outcomes

17 The moderate target for EASI should be EASI-75 or EASI ≤7, with EASI ≤7 only used in patients with moderate-to-severe AD

18 The optimal target for EASI should be EASI-90 or EASI ≤3

19 The moderate target for SCORAD should be SCORAD-50 or SCORAD ≤24, with SCORAD ≤24 only used in patients with moderate-to-
severe AD

20 The optimal target for SCORAD should be SCORAD-75 or SCORAD ≤10

21 The moderate target for IGA and BSA should be IGA ≤2 and 50% improvement in BSA

22 The optimal target for IGA and BSA should be IGA 0/1 and BSA ≤2%

Treatment targets for patient-reported outcomes

23 The moderate target for itch should be ≥4-point reduction in peak pruritus NRS

24 The optimal target for itch should be peak pruritus NRS ≤1

25 The moderate target for skin appearance/condition should be ≥4-point reduction in POEM

26 The optimal target for skin appearance/condition should be POEM ≤2

27 The moderate target for sleep disturbance should be ≥3-point reduction in sleep NRS

28 The optimal target for sleep disturbance should be sleep NRS ≤1

29 The moderate target for mental health should be HADS-A <11 or HADS-D <11

30 The optimal target for mental health should be HADS-A <8 and HADS-D <8

31 The moderate target for skin pain should be ≥3-point reduction in pain NRS

32 The optimal target for skin pain should be pain NRS ≤1
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AD management should be a satisfied patient with a high 
quality of life, clear or almost-clear skin and a minimal 
degree of itching.

Of experts who provided a vote, all but 1 agreed that clini-
cians should consider assessment of long-term disease con-
trol (mean agreement = 98.7%; mean score = 9.64), as disease 
activity on the day of an appointment may not accurately 
represent the patient's overall condition over the previous 
weeks and months. Most agreed (mean agreement = 93.3%; 
mean score = 9.08) that clinicians and patients should aim 
for long-term disease control, minimal flares and achieve-
ment of MDA. They also agreed that clinicians should con-
sider using the Atopic Dermatitis Control Tool (ADCT) or 
Recap of Atopic Eczema (RECAP) to assess disease con-
trol.22,23 Both were included as they assess disease severity 
over the previous 7 days, unlike many of the tools currently 
used, which only assess the previous 24 h. However, in 
Recommendation 9, the experts specifically chose to omit 
‘long-term’ when referring to the use of ADCT or RECAP 
for disease control, as they did not believe this would be de-
fined as being within the previous week.

The expert group developed a novel approach to AD 
management (Figure 2). In the ‘AHEAD approach’, patients 
are asked to identify the 1–3 disease symptoms/features of 
AD that are most important to them to resolve. The clini-
cian then chooses patient-reported outcome measures that 

correspond to the patient's choice of features. The clinician 
also chooses at least one clinician-reported outcome measure 
to provide an objective assessment of the patient's overall 
disease. Finally, the clinician and patient discuss the chosen 
clinician- and patient-reported outcomes and select either 
‘moderate’ or ‘optimal’ treatment targets. Achievement of 
optimal treatment targets is defined as MDA.

Although experts agreed that clinicians and patients/
caregivers should aim for higher (optimal) targets wherever 
possible, they also agreed that these targets may be difficult 
to achieve in some patients, so lower, ‘moderate’ targets were 
included as alternatives. Recommendations also provide 
guidance on treatment escalation or modification as well as 
eligibility for systemic therapy.

All recommendations on treatment targets (Tables  1 
and 2; Appendix Table S4) reached consensus, with 15 of 18 
reaching a strong consensus (mean agreement = 92.9%; mean 
score = 8.71). Two of the recommendations that did not reach 
a ‘strong’ consensus (recommendations 29 and 30) were re-
lated to the inclusion of mental health disorders as a feature of 
AD. Feedback from the experts revealed that some clinicians 
did not use or were unfamiliar with Hospital Anxiety and 
Depression Scale (HADS). Some experts favoured using other 
mental scales, for example Patient Healthcare Questionnaire 
9 or Generalized Anxiety Disorder Assessment 7. There was 
some concern that psychiatric disorders primarily unrelated 

33 The moderate target for impact on daily life should be ≥4-point reduction in DLQI (patients >16 years of age), CDLQI (patients 
4–16 years of age) or IDQOL (patients <4 years of age)

34 The optimal target for impact on daily life should be DLQI ≤1 (patients >16 years of age), CDLQI ≤1 (patients 4–16 years of age) or 
IDQOL ≤1 (patients <4 years of age)

Abbreviations: AD, atopic dermatitis; ADCT, Atopic Dermatitis Control Tool; AHEAD, Aiming High in Eczema/Atopic Dermatitis; BSA, body surface area; CDLQI, 
Children's DLQI; DLQI, Dermatology Life Quality Index; EASI, Eczema Area and Severity Index; EASI-75/90, 75%/90% improvement in EASI; HADS-A, Hospital Anxiety and 
Depression Scale-Anxiety; HADS-D, Hospital Anxiety and Depression Scale-Depression; IDQOL, Infants' Dermatitis Quality of Life; IGA, Investigator's Global Assessment; 
MDA, minimal disease activity; NRS, Numeric Rating Scale; POEM, Patient-Oriented Eczema Measure; RECAP, Recap of Atopic Eczema; SCORAD, SCORing Atopic 
Dermatitis.

T A B L E  1   (Continued)

F I G U R E  2   Overview of the AHEAD approach. aFrom itch, skin appearance/condition, sleep disturbance, mental health, skin pain and impact on 
daily life. bIf itch is chosen, select peak pruritus NRS; if skin appearance/condition is chosen, select POEM; if sleep disturbance is chosen, select sleep 
NRS; if mental health is chosen, select HADS-A or HADS-D if skin pain is chosen, select pain NRS; if impact on daily life is chosen, select DLQI (patients 
>16 years of age), CDLQI (patients 4–16 years of age) or IDQOL (patients <4 years of age). cFrom EASI, SCORAD, or IGA and BSA. dTreatment targets 
should be reviewed every 3–6 months; if the patient does not achieve their targets within the agreed time frame, treatment escalation or modification 
should be considered. Clinicians and patients/caregivers should aim for optimal treatment targets; achievement of optimal targets is defined as MDA. 
AD, atopic dermatitis; AHEAD, Aiming High in Eczema/Atopic Dermatitis; BSA, body surface area; EASI, Eczema Area and Severity Index; HADS-A, 
Hospital Anxiety and Depression Scale-Anxiety; HADS-D, Hospital Anxiety and Depression Scale-Depression; IGA, Investigator's Global Assessment; 
MDA, minimal disease activity; NRS, Numeric Rating Scale; POEM, Patient-Oriented Eczema Measure; SCORAD, SCORing Atopic Dermatitis.
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to AD could influence HADS more strongly than AD and 
that linking therapeutic decisions for AD to HADS might 
have an adverse effect on patients with AD co-diagnosed 
with depression. Although it was agreed that not all mental 
health issues experienced by patients would be attributable 
to AD, data from the qualitative patient research study and 
numerous prior studies showed mental health to be an im-
portant issue in AD.2,20,24,25 The additional recommenda-
tion that did not achieve ‘strong’ consensus was the optimal 
target for skin pain (recommendation 32), although this did 
achieve 89% agreement. Some experts felt that ‘skin pain’ is 
a non-specific phenomenon for AD and needs to be more 
clearly defined.

All recommendations on the AHEAD approach reached 
consensus, and all except one reached a strong consensus 
(mean agreement = 93.1%; mean score = 8.90). The recom-
mendation that did not reach a strong consensus (recom-
mendation 10) was related to patients choosing the AD 
features most important to them. Most experts agreed that, 
in general, a maximum of 3 AD features should be chosen in 
order to simplify the patient consultation process. However, 
this recommendation did not achieve strong consensus as 
some experts felt that the number of features should not be 
limited. Experts agreed that additional features may be re-
quired for more complex patients, such as those who report a 
significant burden from multiple AD features.

DISCUSSION

Insights from a global patient survey and expert discussions 
led to the development of the AHEAD recommendations, 
which cover disease severity assessments and treatment goals 

and targets, clinician- and patient-reported outcome tar-
gets, long-term disease control and a novel approach to AD 
management (including guidance for treatment escalation/
modification). The diverse range of patient views obtained 
from the qualitative research, combined with expert insights 
from dermatologists worldwide, allowed for the creation of 
clinical recommendations that are truly patient-focused and 
consider the variety of challenges patients experience with 
their AD management worldwide. These recommendations 
aim to optimize AD management for patients with AD at all 
ages and severities. Consensus agreement was reached for all 
recommendations in the first round of voting, with at least 
80% of respondents ranking their agreement as ≥7 out of 10. 
A ‘strong’ consensus, wherein at least 90% of respondents 
ranked their agreement as ≥7 out of 10, was achieved by all 
except four recommendations.

Although previous consensus recommendations and 
treatment guidelines were based on data from litera-
ture reviews and expert opinions, they were limited in 
their inclusion of global insights and evidence-based pa-
tient perspectives. For example, although the 2021 treat-
to-target initiative recruited 10 patient representatives to 
participate in eDelphi voting, these were from nine predom-
inantly European countries (eight European countries and 
Australia).17 In comparison, AHEAD recommendations 
utilized an ethnically diverse, global, qualitative patient re-
search study involving 88 patients from 15 countries as an 
evidence base for the recommendations.20 Similarly, the 
2021 treat-to-target initiative involved 77 clinicians from 28 
predominantly European countries (25 European countries, 
Australia, Canada and Japan), and clinician participation 
in eDelphi voting was low, with 61.0% (n = 47) and 58.4% 
(n = 45) of clinicians voting in Rounds 1 and 2, respectively.17 

T A B L E  2   Recommended treatment targets for patient-reported and clinician-reported measures.a

Outcome measure Moderate target Optimal target

Patient-reported measures

If itch chosen, use peak pruritus NRS ≥4-point improvement (reduction) ≤1

If skin appearance/condition chosen, use POEM ≥4-point improvement (reduction) ≤2

If sleep disturbance chosen, use sleep NRS ≥3-point improvement (reduction) ≤1

If mental health chosen, use HADS HADS-A <11 or HADS-D <11 HADS-A <8 and HADS-D <8

If skin pain chosen, use pain NRS ≥3-point improvement (reduction) ≤1

If impact on daily activities chosen, use DLQI (patients 
>16 years of age), CDLQI (patients 4–16 years of age), or 
IDQOL (patients <4 years of age)

≥4-point improvement (reduction) 0/1

Clinician-reported measures

EASI EASI-75 or EASI ≤7 (moderate to severe) EASI-90 or EASI ≤3

SCORAD SCORAD-50 or SCORAD ≤24 (moderate to 
severe)

SCORAD-75 or SCORAD ≤10

IGA and BSA IGA ≤2 and 50% BSA improvement IGA 0/1 and BSA ≤2%

Abbreviations: AD, atopic dermatitis; BSA, body surface area; CDLQI, Children's DLQI; DLQI, Dermatology Life Quality Index; EASI, Eczema Area and Severity Index; 
EASI-75/90, 75%/90% improvement in EASI; HADS, Hospital Anxiety and Depression Scale; HADS-A, HADS-Anxiety; HADS-D, HADS-Depression; IDQOL, Infants' 
Dermatitis Quality of Life; IGA, Investigator's Global Assessment; MDA, minimal disease activity; NRS, Numeric Rating Scale; POEM, Patient-Oriented Eczema Measure; 
SCORAD, SCORing Atopic Dermatitis.
aTargets are for all AD severities, unless otherwise specified. Both ‘moderate’ and higher ‘optimal’ targets were developed to reflect that optimal targets may not be currently 
achievable in all patients and all parts of the world due to availability and access to advanced treatment options. Achievement of ‘optimal’ targets is defined as MDA.
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In contrast, the current initiative involved 87 clinicians and 
included global perspectives, with more countries (n = 44) 
and involvement from a wider range of regions (24 European 
countries, the United States, 5 Latin American countries, 5 
Asian countries, 5 Middle Eastern countries, Australia, 
Canada, Puerto Rico and New Zealand). Clinician partici-
pation in eDelphi voting was also high, with 88.5% (n = 77) 
of those invited taking part.

The Harmonizing Outcome Measures for Eczema 
(HOME) initiative has similarly recognized the importance 
of capturing patient perspectives in clinical practice. The 
HOME core outcome set provided a consensus-derived, 
evidence-based minimum set of domains—including patient 
symptoms (measured by Patient-Oriented Eczema Measure 
[POEM] and peak pruritus NRS)—that should be assessed in 
clinical trials.26 Following this, patient-reported symptoms 
were the top-prioritized domain by HOME, with recom-
mended use of POEM and the Patient-Oriented SCORAD 
(PO-SCORAD) tool in clinical practice.27 Although the 
AHEAD recommendations do not include the use of PO-
SCORAD, they do include the use of POEM alongside 
other patient-reported measures and recognize the value 
of patient-reported outcomes for assessing disease severity. 
Contrary to the more rigid and physician-centric approaches 
used in prior recommendations and initiatives,17,19,26,27 the 
AHEAD recommendations recognize a patient's unique rea-
sons for making treatment decisions and therefore expand 
on the individualized approach as per that suggested in the 
‘treatable traits’ concept.16 Of note, the AHEAD recommen-
dations do not use the taxonomy of domains set out by the 
COMET initiative,28 or the methodology outlined by the 
CHORD COUSIN Collaboration,29 as the list of AD features 
included in the AHEAD approach was designed to be used 
in collaboration with the patient, allowing them to select the 
features of most importance to them.

While European guidelines provide overall treatment 
goals for AD,1 AHEAD recommendations provide clearly de-
fined treatment targets. Data from the recent MEASURE-AD 
study indicate that the targets from the 2021 treat-to-target 
initiative may not be stringent enough to achieve optimal 
disease control in all patients.18

Indeed, higher 1-year treatment targets have recently been 
suggested19; targets included in AHEAD recommendations 
are even more ambitious given the shorter time frame of 
3–6 months and offer a flexible, patient-centric approach by 
providing both ‘moderate’ and ‘optimal’ targets. Although 
patients/caregivers and clinicians are encouraged to aim for 
higher targets wherever possible, these ‘optimal’ targets may 
be difficult to achieve. For example, some patients may have 
limited access to, or availability of, the advanced treatment 
options required to meet ‘optimal’ targets. Furthermore, 
some patients may reject these treatment options due to con-
cerns about potential risks, side effects or undesirable mon-
itoring requirements, or may simply prefer to aim for the 
more ‘moderate’ targets that are easier to attain.

AHEAD recommendations will help to improve the stan-
dard of care in AD by providing more ambitious treatment 

targets than those used in current recommendations.8–15,17,19 
Clinicians are provided with a clear framework when mak-
ing treatment decisions, such as treatment modification or 
escalation, and when to initiate systemic therapies, which 
will help to improve treatment outcomes by minimizing 
the portion of patients currently receiving suboptimal care 
(particularly those with moderate-to-severe AD). Shared 
decision-making will increase patient involvement in the 
management of their disease and may improve treatment 
satisfaction among patients.

Despite efforts to make AHEAD recommendations ac-
cessible to all patients, some tools used may be unavailable 
in certain languages; local translation may provide opportu-
nities for broader use of such tools. Use of existing, validated 
tools that clinicians may already be familiar with should help 
the incorporation of recommendations into clinical prac-
tice. However, the AHEAD recommendations for assess-
ment of long-term disease control were also limited by the 
currently available tools, as both ADCT and RECAP take 
into account the previous 7 days, but longer-term tools are 
needed. Furthermore, while global patient perspectives were 
captured in the qualitative patient research study20 and were 
considered by the ESC in their initial drafting of the rec-
ommendations, patients did not participate in the eDelphi 
voting process and were therefore not involved in the gener-
ation of consensus. In addition, time constraints may pose a 
barrier to the implementation of the AHEAD recommenda-
tions in clinical practice. To overcome this, the authors be-
lieve that an easy-to-use tool should be developed by expert 
dermatologists, with input from patients or representatives 
of patient advocacy groups, to help guide clinicians and pa-
tients through the AHEAD approach and aid with the im-
plementation of these recommendations in clinical practice. 
Within this tool, patients could complete patient-reported 
assessments prior to their appointment (e.g. online), thereby 
reducing the time constraints on their consultation.

The consensus-based AHEAD recommendations estab-
lish a novel approach to AD clinical practice that combines 
treat-to-target principles with shared decision-making. They 
will optimize AD management with higher treatment tar-
gets and increased patient involvement compared with the 
current standard of care, for patients at all ages and sever-
ities. Future endeavours will involve the development of a 
tool to help implement the AHEAD recommendations in 
real-world clinical practice and studies to assess their feasi-
bility and clinical value.

A F F I L I AT ION S
1The George Washington University School of Medicine and Health Sciences, 
Washington, DC, USA
2Queen's University, Kingston, Ontario, Canada
3SKiN Centre for Dermatology, Peterborough, Ontario, Canada
4Department of Dermatology, Kyoto Prefectural University of Medicine, Kyoto, 
Japan
5University of São Paulo School of Medicine, São Paulo, Brazil
6St John's Institute of Dermatology, Guy's & St Thomas' NHS Foundation Trust, 
London, UK
7Alfaisal University, Riyadh, Saudi Arabia
8King Faisal Specialist Hospital & Research Centre, Riyadh, Saudi Arabia
9Waikato Clinical Campus, Auckland Medical School, Waikato, New Zealand

 14683083, 2024, 11, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jdv.20229 by U

niversitaetsbibl A
ugsburg, W

iley O
nline Library on [04/12/2024]. See the Term

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline Library for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons License



2146  |      AHEAD RECOMMENDATIONS FOR AD MANAGEMENT

10Moscow City Center of Allergy and Immunology, Clinical City Hospital 52, 
Moscow, Russia
11I.M. Sechenov First Moscow State Medical University (Sechenov University), 
Moscow, Russia
12Astana Medical University, Astana, Kazakhstan
13Department of Dermatology, Vrije Universiteit Brussel (VUB), Universitair 
Ziekenhuis Brussel (UZ Brussel), Brussels, Belgium
14Vrije Universiteit Brussel (VUB), SKIN Research Group, Brussels, Belgium
15National Medical Center, Seoul, South Korea
16University of Chile, Santiago, Chile
17Royal Free NHS Foundation Trust, London, UK
18Department of Dermatology and Venereology, Hamad Medical Corporation, 
Doha, Qatar
19College of Health and Life Sciences, Hamad-Bin Khalifa University-Qatar, Doha, 
Qatar
20Department of Dermatology, Weill Cornell Medicine, New York, New York, USA
21Department of Medicine, Weill Cornell Medicine-Qatar, Doha, Qatar
22Faculty of Medicine, University of Ottawa, Ottawa, Ontario, Canada
23The Ottawa Hospital, Ottawa, Ontario, Canada
24Northwestern University Feinberg School of Medicine, Chicago, Illinois, USA
25Department of Dermatology and Allergy, Ludwig-Maximilian University of 
Munich, Munich, Germany
26Department of Dermatology, Augsburg University Hospital, Augsburg, Germany
27Comprehensive Center for Inflammatory Medicine CCIM, University Hospital 
Schleswig-Holstein UKSH, Luebeck, Germany

AC K NOW L E D G E M E N T S
This manuscript was developed subsequent to an AbbVie-
sponsored program, which included a literature review of 
AD, global patient research study, expert discussion meet-
ings and eDelphi voting. However, the program adhered 
to complete objectivity with no active involvement from 
AbbVie, and AbbVie was not involved in the development of 
the publication. AbbVie selected the discussion candidates 
and reviewed the publication for scientific accuracy; how-
ever, the final participants and decisions regarding the final 
publication content were made solely by the authors. All au-
thors made substantial contributions to the publication or 
critically revised it for important intellectual content and ap-
proved the final version. AbbVie provided funding to invited 
participants, including honoraria for their attendance at the 
meetings. No payments were made to the authors for the de-
velopment of this publication. Samuel Devereux, MPharm, 
of 2 the Nth (Cheshire, UK), provided medical writing and 
editorial support to the authors in the development of this 
publication, and financial support for these services was 
provided by AbbVie.

F U N DI NG I N FOR M AT ION
AbbVie funded the study and reviewed the publication for 
accuracy prior to submission. However, decisions regarding 
the publication content were made solely by the authors. No 
payments were made to the authors for the development of 
this publication.

C ON F L IC T OF I N T E R E S T S TAT E M E N T
Jonathan I. Silverberg is an investigator for AbbVie, Bristol 
Myers Squibb, Eli Lilly, GlaxoSmithKline, Incyte, Kiniksa 
Pharmaceuticals, LEO Pharma, Realm Therapeutics and 
Regeneron; a consultant for AbbVie, Alamar, Amgen, 
AObiome, Arcutis, Arena, Asana, Aslan, BioMX, Biosion, 
Bodewell, Boehringer Ingelheim, Cara, Castle Biosciences, 
Celgene, Connect Biopharma, Dermavant, Dermira, 

Dermtech, Eli Lilly, Galderma, GlaxoSmithKline, Incyte, 
Kiniksa, LEO Pharma, Menlo, Novartis, Optum, Pfizer, 
RAPT, Regeneron, Sanofi-Genzyme, Shaperon and Union; 
and a speaker for AbbVie, Eli Lilly, LEO Pharma, Pfizer, 
Regeneron and Sanofi-Genzyme. Melinda Gooderham 
is an investigator, speaker and/or advisor for AbbVie, 
Akros, Amgen, AnaptysBio, Arcutis, Aristea, Aslan, 
Bausch Health, Boehringer Ingelheim, Bristol Myers 
Squibb, Dermavant, Dermira, Eli Lilly, Galderma, 
GlaxoSmithKline, Incyte, Janssen, Kyowa Kirin, LEO 
Pharma, MedImmune, Meiji, Merck, Moonlake, Nimbus, 
Novartis, Pfizer, Regeneron, Roche, Sanofi-Genzyme, 
Sun Pharma, Takeda, Tarsus, UCB, Union and Vyntex. 
Norito Katoh has received honoraria as a speaker/con-
sultant for AbbVie, Celgene Japan, Eli Lilly Japan, Jansen 
Pharma, Kyowa Kirin, LEO Pharma, Maruho, Mitsubishi 
Tanabe Pharma, Sanofi, Taiho Pharmaceutical and Torii 
Pharmaceutical; and has received grants as an investigator 
from A2 Healthcare, AbbVie, Boehringer Ingelheim Japan, 
Eisai, Eli Lilly Japan, Jansen Pharma, Kyowa Kirin, LEO 
Pharma, Maruho, Sun Pharma, Taiho Pharmaceutical and 
Torii Pharmaceutical. Valeria Aoki is an investigator for Eli 
Lilly and Sanofi (clinical trials); and a consultant and/or 
speaker for AbbVie and Pfizer. Andrew E. Pink is an advi-
sory board member, investigator for, received grants from, 
or received educational support from AbbVie, Almirall, 
Amgen, Boehringer Ingelheim, Bristol Myers Squibb, 
Celgene, Eli Lilly, Janssen, La Roche-Posay, LEO Pharma, 
Novartis, Pfizer, Roche, Sanofi-Genzyme and UCB. Yousef 
Binamer has received honoraria as a speaker and consult-
ant, and has received travel support from AbbVie, Eli Lilly, 
Janssen, Kyowa Kirin, NewBridge, Novartis and Sanofi; 
and has received research grants from Novartis and Sanofi. 
Marius Rademaker is an investigator for AbbVie, Akesobio, 
Aslan, Galderma and Suzhou Connect. Daria Fomina has 
no relationships to disclose. Jan Gutermuth is an investi-
gator, speaker and/or advisor for AbbVie, Almirall, Ariez 
International, Celgene, Eli Lilly, Eucerin, Janssen, LEO 
Pharma, La Roche-Posay, Nestlé, Pfizer, Pierre Fabre, 
Regeneron/Sanofi and Thermo Fisher Celgene. Jiyoung Ahn 
is a speaker/consultant for AbbVie, Eli Lilly, LEO Pharma, 
Novartis, Pfizer and Sanofi; and received investigator 
grants from AbbVie, Amgen, Eli Lilly and Sanofi. Fernando 
Valenzuela is an investigator, speaker and/or advisor for 
AbbVie, Amgen, Boehringer Ingelheim, Bristol Myers 
Squibb, Eli Lilly, Janssen, LEO Pharma, Merck, Novartis, 
Pfizer, Roche and Sanofi. Mahreen Ameen is an investiga-
tor and advisor for AbbVie. Martin Steinhoff is an inves-
tigator for AbbVie, Almirall, Bayer Health, Bristol Myers 
Squibb, Celgene, Chugai, Galderma, GlaxoSmithKline, 
LEO Pharma, L'Oréal, Maruho, Mitsubishi, Novartis, 
Pfizer, Pierre Fabre, Regeneron, Sanofi-Genzyme and 
Toray; a consultant for AbbVie, Algorithm, Almirall, Avon, 
Baiersdorf, Bayer Health, Bristol Myers Squibb, Chugai, 
Eli Lilly, Galderma, GlaxoSmithKline, Janssen, Johnson 
& Johnson, LEO Pharma, L'Oréal, Maruho, MenloTX, 
Mitsubishi, Novartis, Pfizer, Pierre Fabre, Qatar Pharm, 

 14683083, 2024, 11, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jdv.20229 by U

niversitaetsbibl A
ugsburg, W

iley O
nline Library on [04/12/2024]. See the Term

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline Library for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons License



      |  2147SILVERBERG et al.

Regeneron, Sanofi and Toray; and a speaker for AbbVie, 
Algorithm, Allergan, Almirall, Avon, Bayer Health, 
Bristol Myers Squibb, Celgene, Chugai, Ducray, Eli Lilly, 
Galderma, GlaxoSmithKline, Janssen, LEO Pharma, 
L'Oréal, Maruho, MenloTX, Novartis, Pfizer, Pierre Fabre, 
Qatar Pharm, Regeneron and Sanofi. Mark G. Kirchhof 
serves on the advisory board and is also a consultant for 
AbbVie, Arcutis, Bausch, Boehringer Ingelheim, Eli Lilly, 
Incyte, Janssen, LEO Pharma, Novartis, Pfizer, Recordati, 
Sanofi-Genzyme, Therakos and UCB Biopharma; and 
is a speaker for AbbVie, Amgen, Bausch, Boehringer 
Ingelheim, Eli Lilly, Janssen, LEO Pharma, Novartis, 
Pfizer, Recordati, Sanofi-Genzyme and UCB Biopharma. 
Peter Lio received research grants/funding from AbbVie, 
AOBiome, Eczema Foundation and the National Eczema 
Association; has participated in speaker's bureau for 
AbbVie, Eli Lilly, Galderma, Hyphens Pharma, Incyte, 
La Roche-Posay/L'Oréal, MyOR Diagnostics, ParentMD, 
Pfizer, Pierre Fabre Dermatologie and Regeneron/Sanofi-
Genzyme; has participated in consulting/advisory boards 
for AbbVie, Almirall, Amyris, Arbonne, Arcutis, ASLAN, 
Bodewell, Boston Skin Science, Bristol Myers Squibb, Burt's 
Bees, Castle Biosciences, Codex Labs, Concerto Biosci, 
Dermavant, Dermira, DermVeda, Eli Lilly, Galderma, 
IntraDerm, Janssen, Johnson & Johnson, Kaleido Biosci, 
Kimberly Clark, LEO Pharma, Lipidor, L'Oréal, Menlo 
Therapeutics, Merck, Micreos, MyOR Diagnostics, 
Regeneron/Sanofi-Genzyme, Sibel Health, Skinfix, Sonica, 
Theraplex, UCB, Unilever, Verrica and Yobee Care; owns 
stock options with LearnSkin/Learn Health, Medable, 
Micreos, Modernizing Medicine and Yobee Care; has a 
patent pending for a Theraplex product with royalties paid; 
and is a Board Member and Scientific Advisory Committee 
Member of the National Eczema Association. Andreas 
Wollenberg is a consultant for AbbVie, Aileens, Almirall, 
Beiersdorf, Bristol Myers Squibb, Eli Lilly, Galderma, 
GlaxoSmithKline, LEO Pharma, L'Oréal, MedImmune, 
MSD, Novartis, Pfizer, Pierre Fabre, Regeneron and 
Sanofi; an investigator for AbbVie, Almirall, Anacor 
Pharmaceuticals, Eli Lilly, Galapagos, Galderma, 
Glenmark, LEO Pharma, MedImmune, Novartis, Pfizer, 
Regeneron, Sanofi and UCB; and has received research 
grants from Beiersdorf, LEO Pharma and Pierre Fabre.

DATA AVA I L A BI L I T Y S TAT E M E N T
The data that support the findings of this study are available 
from the corresponding author upon reasonable request.

E T H IC S S TAT E M E N T
Patient consent is not applicable.

ORC I D
Jonathan I. Silverberg   https://orcid.
org/0000-0003-3686-7805 
Melinda Gooderham   https://orcid.
org/0000-0001-8926-0113 
Valeria Aoki   https://orcid.org/0000-0003-4256-4413 

Yousef Binamer   https://orcid.org/0000-0003-0948-7102 
Marius Rademaker   https://orcid.
org/0000-0003-3393-6748 
Jiyoung Ahn   https://orcid.org/0000-0002-6766-9978 
Martin Steinhoff   https://orcid.org/0000-0002-7090-2187 
Peter Lio   https://orcid.org/0000-0001-7600-0152 
Andreas Wollenberg   https://orcid.
org/0000-0003-0177-8722 

T W I T T E R
Jonathan I. Silverberg   JonathanMD 

R E F E R E N C E S
	 1.	 Wollenberg A, Christen-Zäch S, Taieb A, Paul C, Thyssen JP, de 

Bruin-Weller M, et al. ETFAD/EADV eczema task force 2020 position 
paper on diagnosis and treatment of atopic dermatitis in adults and 
children. J Eur Acad Dermatol Venereol. 2020;34(12):2717–44.

	 2.	 Silverberg J, Gelfand JM, Margolis DJ, Boguniewicz M, Fonacier L, 
Grayson MH, et al. Patient burden and quality of life in atopic der-
matitis in US adults: a population-based cross-sectional study. Ann 
Allergy Asthma Immunol. 2018;121(3):340–7.

	 3.	 Simpson EL, Bieber T, Eckert L, Wu R, Ardeleanu M, Graham NMH, 
et  al. Patient burden of moderate to severe atopic dermatitis (AD): 
insights from a phase 2b clinical trial of dupilumab in adults. J Am 
Acad Dermatol. 2016;74(3):491–8.

	 4.	 Augustin M, Costanzo A, Pink A, Seneschal J, Schuster C, Mert C, 
et  al. Real-world treatment patterns and treatment benefits among 
adult patients with atopic dermatitis: results from the atopic dermati-
tis patient satisfaction and unmet need survey. Acta Derm Venereol. 
2022;102:adv00830.

	 5.	 Bacci ED, Correll JR, Pierce EJ, Atwater AR, Dawson Z, Begolka WS, 
et al. Burden of adult atopic dermatitis and unmet needs with existing 
therapies. J Dermatolog Treat. 2023;34(1):2202288.

	 6.	 Pascal C, Maucort-Boulch D, Gilibert S, Bottigioli D, Verdu V, 
Jaulent C, et al. Therapeutic management of adults with atopic der-
matitis: comparison with psoriasis and chronic urticaria. J Eur Acad 
Dermatol Venereol. 2020;34(10):2339–45.

	 7.	 Egeberg A, Thyssen JP. Factors associated with patient-reported im-
portance of skin clearance among adults with psoriasis and atopic 
dermatitis. J Am Acad Dermatol. 2019;81(4):943–9.

	 8.	 Wollenberg A, Kinberger M, Arents B, Aszodi N, Avila Valle G, 
Barbarot S, et  al. European guideline (EuroGuiDerm) on atopic 
eczema: part I—systemic therapy. J Eur Acad Dermatol Venereol. 
2022a;36(9):1409–31.

	 9.	 Wollenberg A, Kinberger M, Arents B, Aszodi N, Avila Valle G, 
Barbarot S, et al. European guideline (EuroGuiDerm) on atopic ec-
zema—part II: non-systemic treatments and treatment recommen-
dations for special AE patient populations. J Eur Acad Dermatol 
Venereol. 2022b;36(11):1904–26.

	10.	 Simpson EL, Bruin-Weller M, Flohr C, Ardern-Jones MR, Barbarot 
S, Deleuran M, et al. When does atopic dermatitis warrant systemic 
therapy? Recommendations from an expert panel of the international 
eczema council. J Am Acad Dermatol. 2017;77(4):623–33.

	11.	 Davis DMR, Drucker AM, Alikhan A, Bercovitch L, Cohen DE, Darr 
JM, et al. Guidelines of care for the management of atopic dermati-
tis in adults with phototherapy and systemic therapies. J Am Acad 
Dermatol. 2024;90(2):e43–e56.

	12.	 Chu DK, Schneider L, Asiniwasis RN, Boguniewicz M, De Benedetto 
A, Ellison K, et  al. Atopic dermatitis (eczema) guidelines: 2023 
American Academy of allergy, asthma and immunology/American 
College of Allergy, asthma and immunology joint task force on prac-
tice parameters GRADE- and Institute of Medicine-based recom-
mendations. Ann Allergy Asthma Immunol. 2024;132(3):274–312.

	13.	 Boguniewicz M, Fonacier L, Guttman-Yassky E, Ong PY, Silverberg 
JI, Farrar JR. Atopic dermatitis yardstick: practical recommendations 

 14683083, 2024, 11, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jdv.20229 by U

niversitaetsbibl A
ugsburg, W

iley O
nline Library on [04/12/2024]. See the Term

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline Library for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons License

https://orcid.org/0000-0003-3686-7805
https://orcid.org/0000-0003-3686-7805
https://orcid.org/0000-0003-3686-7805
https://orcid.org/0000-0001-8926-0113
https://orcid.org/0000-0001-8926-0113
https://orcid.org/0000-0001-8926-0113
https://orcid.org/0000-0003-4256-4413
https://orcid.org/0000-0003-4256-4413
https://orcid.org/0000-0003-0948-7102
https://orcid.org/0000-0003-0948-7102
https://orcid.org/0000-0003-3393-6748
https://orcid.org/0000-0003-3393-6748
https://orcid.org/0000-0003-3393-6748
https://orcid.org/0000-0002-6766-9978
https://orcid.org/0000-0002-6766-9978
https://orcid.org/0000-0002-7090-2187
https://orcid.org/0000-0002-7090-2187
https://orcid.org/0000-0001-7600-0152
https://orcid.org/0000-0001-7600-0152
https://orcid.org/0000-0003-0177-8722
https://orcid.org/0000-0003-0177-8722
https://orcid.org/0000-0003-0177-8722
https://www.twitter.com/JonathanMD


2148  |      AHEAD RECOMMENDATIONS FOR AD MANAGEMENT

for an evolving therapeutic landscape. Ann Allergy Asthma Immunol. 
2018;120(1):10–22.

	14.	 Boguniewicz M, Fonacier L, Guttman-Yassky E, Silverberg JI. 
Atopic dermatitis yardstick update. Ann Allergy Asthma Immunol. 
2023;130(6):811–20.

	15.	 Chow S, Seow CS, Dizon MV, Godse K, Foong H, Chan V, et al. A 
clinician's reference guide for the management of atopic dermatitis in 
Asians. Asia Pac Allergy. 2018;8(4):e41.

	16.	 Thyssen JP, Vestergaard C, Deleuran M, de Bruin-Weller MS, Bieber 
T, Taieb A, et al. European task force on atopic dermatitis (ETFAD): 
treatment targets and treatable traits in atopic dermatitis. J Eur Acad 
Dermatol Venereol. 2020;34(12):e839–e842.

	17.	 De Bruin-Weller M, Biedermann T, Bissonnette R, Deleuran M, Foley 
P, Girolomoni G, et al. Treat-to-target in atopic dermatitis: an inter-
national consensus on a set of core decision points for systemic thera-
pies. Acta Derm Venereol. 2021;101(2):adv00402.

	18.	 De Bruin-Weller M, Lauffer F, Criado RFJ, Branisteanu DE, Teixeria 
HD, Takemoto S, et al. Real-world achievement of atopic dermatitis 
treat-to-target disease domain criteria: results from a multicountry 
study. Rad. 2022; Poster number 185.

	19.	 Yeung J, Gooderham M, Chih-Ho Hong H, Lynde C, Prajapati VH, 
Lansang P, et al. Treat-to-target in the management of moderate-to-
severe atopic dermatitis in adults: a Canadian perspective. J Am Acad 
Dermatol. 2023;89(2):372–5.

	20.	 Wollenberg A, Gooderham M, Katoh N, Aoki V, Pink AE, Binamer 
Y, et al. Understanding the impact of atopic dermatitis on patients: a 
large international, ethnically diverse survey-based qualitative study. 
Rad. 2022; Poster number 328.

	21.	 Likert R. A technique for the measurement of attitudes. Arch Psychol. 
1932;22:55.

	22.	 Staumont-Sallé D, Taieb C, Merhand S, Shourick J. The atopic derma-
titis control tool: a high-performance tool for optimal support. Acta 
Derm Venereol. 2021;101(12):1–5.

	23.	 Howells LM, Chalmers JR, Gran S, Ahmed A, Apfelbacher C, Burton 
T, et al. Development and initial testing of a new instrument to mea-
sure the experience of eczema control in adults and children: recap of 
atopic eczema (RECAP). Br J Dermatol. 2020;183(3):524–36.

	24.	 Fasseeh AN, Elezbawy B, Korra N, Tannira M, Dalle H, Aderian S, 
et al. Burden of atopic dermatitis in adults and adolescents: a system-
atic literature review. Dermatol Ther. 2022;12(12):2653–68.

	25.	 Ali F, Vyas J, Finlay AY. Counting the burden: atopic derma-
titis and health-related quality of life. Acta Derm Venereol. 
2020;100(12):330–40.

	26.	 Williams HC, Schmitt J, Thomas KS, Spuls PI, Simpson EL, 
Apfelbacher CJ, et al. The HOME Core outcome set for clinical trials 
of atopic dermatitis. J Allergy Clin Immunol. 2022;149(6):1899–911.

	27.	 Leshem YA, Chalmers JR, Apfelbacher C, Furue M, Gerbens LAA, 
Prinsen CAC, et  al. Harmonising outcome measures for eczema 
(HOME) initiative. Measuring atopic eczema symptoms in clinical 
practice: the first consensus statement from the Harmonising out-
come measures for eczema in clinical practice initiative. J Am Acad 
Dermatol. 2020;82(5):1181–6.

	28.	 Dodd S, Clarke M, Becker L, Mavergames C, Fish R, Williamson PR. 
A taxonomy has been developed for outcomes in medical research to 
help improve knowledge discovery. J Clin Epidemiol. 2018;96:84–92.

	29.	 Kottner J, Alam M, Apfelbacher C, Chalmers J, Kirkham J, Schmitt J, 
et al. Guidance on how to develop a core outcome set for skin disease 
by the CS-COUSIN methods group. The CHORD COUSIN collabo-
ration. Date: March 12, 2021, Version 3.0.

SU PP ORT I NG I N FOR M AT ION
Additional supporting information can be found online in 
the Supporting Information section at the end of this article.

How to cite this article: Silverberg JI, Gooderham M, 
Katoh N, Aoki V, Pink AE, Binamer Y, et al. 
Combining treat-to-target principles and shared 
decision-making: International expert consensus-based 
recommendations with a novel concept for minimal 
disease activity criteria in atopic dermatitis. J Eur Acad 
Dermatol Venereol. 2024;38:2139–2148. https://doi.
org/10.1111/jdv.20229

 14683083, 2024, 11, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jdv.20229 by U

niversitaetsbibl A
ugsburg, W

iley O
nline Library on [04/12/2024]. See the Term

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline Library for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons License

https://doi.org/10.1111/jdv.20229
https://doi.org/10.1111/jdv.20229

	Combining treat-­to-­target principles and shared decision-­making: International expert consensus-­based recommendations with a novel concept for minimal disease activity criteria in atopic dermatitis
	Abstract
	INTRODUCTION
	MATERIALS AND METHODS
	Expert discussions and qualitative patient research
	eDelphi voting and definition of consensus

	RESULTS
	Qualitative patient research
	eDelphi voting
	Final recommendations

	DISCUSSION
	ACKNOWLEDGEMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT
	ETHICS STATEMENT
	TWITTER
	REFERENCES


