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ABSTRACT

Introduction: Insights into real-world treat-
ment of atopic dermatitis (AD) are relevant to
clinical decision making. The aim of this

analysis was to characterize patients who
receive dupilumab for AD in a real-world
setting.
Methods: The GLOBOSTAD registry is an
ongoing, longitudinal, prospective, observa-
tional study of patients with AD who receive
dupilumab according to country-specific pre-
scribing information. We report baseline char-
acteristics, comorbidities and treatment

Supplementary Information The online version
contains supplementary material available at https://
doi.org/10.1007/s12325-023-02644-5.

P. Calzavara-Pinton (&) � M. Rossi
Dermatology Department, University of Brescia,
Brescia, Italy
e-mail: piergiacomo.calzavarapinton@unibs.it

J. Čelakovská
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patterns for patients enrolled from July 11, 2019
to March 31, 2022. Analyses are descriptive; no
formal statistical comparisons were performed.
Results: Nine hundred fifty-two adults and
adolescents were enrolled in GLOBOSTAD.
Patients had a high disease burden before
starting dupilumab: (mean [standard devia-
tion]) percent body surface area affected (44.8
[24.42]), Eczema Area and Severity Index total
score (24.8 [12.95]), SCORing Atopic Dermatitis
total score (60.5 [16.34]), Patient-Oriented
Eczema Measure total score (19.7 [6.37]) and
Dermatology Life Quality Index total score
(13.7 [7.02]). Overall, 741 (77.8%) patients
reported C 1 type 2 inflammatory comorbidi-
ties, most frequently allergic rhinitis (492
[51.7%]), asthma (323 [33.9%]), food allergy
(294 [30.9%]) or another allergy (274 [28.8%]).
In the previous 12 months, 310 (32.6%)

patients had received systemic non-steroidal
immunosuppressants and 169 (17.8%) systemic
corticosteroids; 449 (47.2%) had received topi-
cal corticosteroids, most commonly potent
topical corticosteroids; 141 (14.8%) had
received topical calcineurin inhibitors and 32
(3.4%) ultraviolet therapy. Most (713 [74.9%])
patients started dupilumab because of prior
treatment failure.
Conclusion: Patients enrolled in GLOBOSTAD
demonstrated considerable multidimensional
burden of disease across AD signs, symptoms
and quality of life despite previous use of sys-
temic and non-systemic AD treatments.
Clinical Trial Registration: ClinicalTrials.gov
identifier NCT03992417.

Keywords: Atopic dermatitis; Comorbidities;
Disease burden; Observational study;
Treatment patterns
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Key Summary Points

GLOBOSTAD is an ongoing, international,
longitudinal, prospective, observational
study of patients with atopic dermatitis
(AD) who receive dupilumab according to
country-specific prescribing information

Patients enrolled in GLOBOSTAD in a real-
world setting, and before treatment
initiation with dupilumab, have
demonstrated a considerable
multidimensional burden of disease
despite prior treatment with systemic
and/or topical AD medications

DIGITAL FEATURES

This article is published with digital features,
including a video abstract, to facilitate under-
standing of the article. To view digital features
for this article go to https://doi.org/10.6084/
m9.figshare.23925021.

INTRODUCTION

Atopic dermatitis (AD) is a complex, immune-
mediated, chronic type 2 inflammatory skin
condition which can have a significant impact
on quality of life (QoL) [1, 2]. Often starting in
childhood, AD can continue into adulthood but
may also begin then [3, 4]. The prevalence of
AD varies considerably in different countries
and regions [5]. A 2020 systematic review esti-
mated the 1-year prevalence of physician-diag-
nosed AD in adults ranged from 1.2% in Asia to
17.1% in Europe and from 0.96% to 22.6% in
children in Asia [5].

AD pathogenesis is driven through upregu-
lation of type 2 immune responses mediated by
interleukins (IL)-4 and -13 [6–8]. Patients with
AD are at increased risk of developing other
inflammatory diseases driven by type 2 cytoki-
nes, such as allergic rhinitis, asthma or food
allergies [9]. Furthermore, increased severity of

AD is associated with an increased risk for
comorbid type 2 inflammatory diseases, result-
ing in increased disease burden [10].

Dupilumab is a fully human VelocImmune�-
derived [11, 12] monoclonal antibody that
blocks the shared receptor component for IL-4
and IL-13, key and central drivers of type 2
inflammation in AD and other type 2 inflam-
matory diseases [8]. Dupilumab is approved for
the treatment of multiple type 2 inflammatory
diseases, including AD, asthma, chronic rhi-
nosinusitis with nasal polyps, eosinophilic
esophagitis (EoE) and prurigo nodularis [13, 14].

While several randomized, placebo-con-
trolled, phase 3 trials have demonstrated the
efficacy and acceptable safety profile of dupil-
umab in patients with moderate-to-severe AD
[15–17], long-term data on patients receiving
dupilumab for AD in real-world clinical practice
are limited [18]. This paucity of data led us to
design the GLOBOSTAD study (NCT03992417),
which aims to inform clinician treatment
choices by characterizing the patients who
receive dupilumab for AD in a real-world setting
with respect to their medical history, sociode-
mographic and disease characteristics, and prior
and concomitant treatments for AD.

Here, we describe the baseline demographics
and clinical characteristics, including disease
severity, comorbidities, treatment history and
patient-reported outcomes, before treatment
initiation with dupilumab, of patients with AD
who are enrolled in the GLOBOSTAD registry.

METHODS

Study Design

The GLOBOSTAD registry (NCT03992417) is an
ongoing, 5-year, international, longitudinal,
prospective, observational study of adult and
adolescent patients with AD who receive dupi-
lumab according to country-specific prescribing
information. Consecutive patients with AD at
each study site who received an initial pre-
scription for dupilumab were invited to partic-
ipate. Analysis includes data from all patients
who were eligible and consented to participate
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in the study from July 11, 2019, to March 31,
2022.

GLOBOSTAD is being conducted in accor-
dance with the Declaration of Helsinki, the
International Conference on Harmonisation
Good Clinical Practice guideline and applicable
regulatory requirements. All subsequent amend-
ments and the protocol were reviewed and
approved by institutional review boards before
patient recruitment, and all patients provided
written informed consent before participating in
the study.

Patients

Eligible patients were aged C 12 years at the
baseline visit and initiated dupilumab accord-
ing to country-specific prescribing information.
Participants or their parents/legally acceptable
representatives provided informed consent, and
patients had to be willing to participate in reg-
ular follow-up visits and to respond to requests
for long-term information within the required
timeframe. Exclusion criteria included any
contraindication for dupilumab, any condition
that in the opinion of the investigator could
interfere with the patient’s ability to participate
(such as short life expectancy, substance abuse,
severe cognitive impairment or other comor-
bidities that could prevent the patient from
completing the schedule of visits and assess-
ments) and prior use of dupilumab within
6 months of the screening visit or within
6 months of the baseline visit if screening and
baseline occurred on the same day. However,
patients were eligible for inclusion if they had
already initiated treatment with dupilumab for
AD within 6 months of their enrollment in the
registry, provided that all core baseline data
required by the registry protocol (i.e., percent
body surface area [BSA] affected, Eczema Area
and Severity Index [EASI] total score, SCORing
Atopic Dermatitis [SCORAD] total score,
Patient-Oriented Eczema Measure [POEM] and
Dermatology Life Quality Index [DLQI] total
score) had been captured at the time of initiat-
ing dupilumab treatment and were available for
entry in the registry database.

Assessments

Patient data for the Registry are collected at
baseline (the time of treatment initiation with
dupilumab, whether prior to or on/after the
screening visit), month 3 (± 1 month), month 6
(± 2 months) and every 6 months (± 2 months)
thereafter until the end of the total 5-year
observational period. Baseline assessments are
performed on the day of the screening/baseline
visit and include investigator collection of
sociodemographics, personal and family history
of AD and selected atopic diseases and comor-
bidities, and AD treatments prior to baseline;
concomitant medications, and reasons for ini-
tiating dupilumab. Baseline scores for physi-
cian- and patient-reported outcome measures of
disease severity and burden are also collected.
Physician-rated AD assessments include the
EASI total score (0–72) [19], SCORAD total score
(0–103) [20] and percent BSA affected. Patients
complete the following patient-reported out-
come (PRO) measures: POEM (0–28) [21], DLQI
total score (0–30) [22] and Pruritus, Skin Pain or
Soreness, Skin Feeling Hot, Skin Sensitivity to
Touch and Sleep Disturbance over the previous
7 days and numeric rating scales (NRS, 0–10) for
each of these measures (higher scores represent
more severe disease/symptoms).

Statistical Analysis

Baseline data for all patients were analyzed
using descriptive statistics (i.e., no confirmatory
hypotheses were tested) including means and
standard deviations (continuous variables). For
categorical or ordinal data, frequencies and
percentages are reported. No imputation of
missing data was performed.

RESULTS

Of the 968 patients who underwent screening,
952 (98.3%) had initiated treatment with
dupilumab and were included in this analysis.
Among these, 725 (76.2%) had initiated dupi-
lumab on or after screening, while 227 (23.8%)
had initiated dupilumab prior to screening.
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Most patients were enrolled from Italy (17.2%),
Japan (12.4%), Spain (11.3%) and France (9.7%)
(Table 1).

Sociodemographics

The mean (standard deviation [SD]) age of
patients enrolled in GLOBOSTAD was 35.5
(13.6) years, 57.8% of patients were male and
65.2% of patients were White. The mean age
(SD) at AD onset was 11.1 (16.0) years and the
mean duration (SD) of AD was 24.8 (14.9) years.
Approximately half (50.4%) had a university/
higher education and 63.6% were in full- or
part-time employment (Table 1).

Clinical and Patient-Reported Burden
of AD

Overall, the GLOBOSTAD population had sev-
ere AD at baseline, as reported by physician-
assessed and PRO measures (Table 1). The mean
(SD) percent BSA affected by AD was 44.8%
(24.42), EASI total score was 24.8 (12.95)
[23, 24], SCORAD total score was 60.5 (16.34),
and POEM total score was 19.7 (6.37), each of
which was in the severe range [23–27]. The
mean (SD) DLQI total score was 13.7 (7.02) (i.e.,
a severe effect on QoL) [25, 26]. Mean (SD) NRS
scores for individual skin symptoms were 6.3
(2.11) for Pruritus, 5.9 (2.69) for Skin Pain/
Soreness, 5.4 (2.74) for Skin Feeling Hot and 6.2
(2.55) for Sensitivity to Touch NRS.

History of Type 2 Inflammatory and Other
Comorbidities

Overall, 741 (77.8%) patients reported one or
more type 2 inflammatory comorbidities, most
frequently allergic rhinitis (492 [51.7%]),
asthma (323 [33.9%]), food allergy (294
[30.9%]) or other allergies (274 [28.8%]). Other
more commonly reported comorbidities inclu-
ded hypertension (82 [8.6%]), hypercholes-
terolemia (21 [2.2%]) and depression (26
[2.7%]) (Table 2).

Family History of AD and Selected Atopic
Diseases

Overall, 364 (38.2%) patients had a family his-
tory of AD. A family history of other type 2
inflammatory conditions was prevalent,
including asthma (238 [25%]), allergic rhinitis
(219 [23%]), food allergies (74 [7.8%]), recurrent
or chronic urticaria (31 [3.3%]), nasal polyposis
(21 [2.2%]) and EoE (11 [1.2%]). Most cases of
type 2 inflammatory conditions were reported
in first-degree relatives (Fig. 1).

Prior Treatment for AD and Reasons
for Dupilumab Initiation

Overall, 169 (17.8%) patients reported that they
had used systemic corticosteroids, and 310
(32.6%) reported they had received non-steroidal
systemic immunosuppressants during the
12 months prior to enrollment. The most com-
monly used non-steroidal systemic immunosup-
pressants were cyclosporine (248 [26.1%]) and
methotrexate (66 [6.9%]). A few patients had
received the IL-13 inhibitor tralokinumab (3
[0.3%]) and/or the Janus kinase inhibitors barici-
tinib (17 [1.8%]) and upadacitinib (10 [1.1%]),
which have only recently become available
(Table 3). The mean (SD) treatment durations for
these agents were: tralokinumab 12.3 (9.1)
months, baricitinib 19.2 (10.0) months and
upadacitinib 15.3 (7.2) months.

In total, 449 (47.2%) patients reported that
they had received topical corticosteroids, most
commonly potent (393 [41.3%]) and very
potent (103 [10.8%]) topical corticosteroids,
and 141 (14.8%) patients had received topical
calcineurin inhibitors. Only 32 (3.4%) patients
had received ultraviolet/phototherapy in the
12 months prior to enrollment (Table 3).

Most patients (713 [74.9%]) were reported to
have initiated dupilumab because of prior
treatment failure. Other reasons provided for
initiating dupilumab included disease exacer-
bation (153 [16.1%]) and use as maintenance
treatment (84 [8.8%]) (Table 4).
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Table 1 Baseline patient demographics and clinical characteristics

Parameter Patients who initiated
dupilumab on or after
screening (n = 725)

Patients who initiated
dupilumab before
screening (n = 227)

Total
(n = 952)

Age, mean (SD), years 35.5 (13.8) 35.4 (12.8) 35.5 (13.6)

Age group (years), n (%)

12–17 13 (1.8) 0 13 (1.4)

18–39 463 (63.9) 147 (64.8) 610 (64.1)

40–64 224 (30.9) 74 (32.6) 298 (31.3)

65–74 18 (2.5) 6 (2.6) 24 (2.5)

75–84 6 (0.8) 0 6 (0.6)

C 85 1 (0.1) 0 1 (0.1)

Missing 0 0 0

Age at AD onset, mean (SD), years 11.2 (16.2) 10.6 (15.3) 11.1 (16.0)

Male, n (%) 430 (59.3) 120 (52.9) 550 (57.8)

Race, n (%)a

White 442 (61.0) 179 (78.9) 621 (65.2)

Asian 174 (24.0) 30 (13.2) 204 (21.4)

American Indian or Alaskan Native 19 (2.6) 4 (1.8) 23 (2.4)

Native Hawaiian or other Pacific Islander 5 (0.7) 1 (0.4) 6 (0.6)

Black/African American 2 (0.3) 0 2 (0.2)

Not reported 63 (8.7) 6 (2.6) 69 (7.2)

[ 1 race reported 4 (0.6) 0 4 (0.4)

Missing or unknown 16 (2.2) 7 (3.1) 23 (2.4)

AD diagnosed by, n (%)

Primary care physician/GP 253 (35.3) 81 (35.7) 334 (35.4)

Specialist dermatologist 391 (54.6) 117 (51.5) 508 (53.9)

Allergist 1 (0.1) 4 (1.8) 5 (0.5)

Pediatrician 22 (3.1) 13 (5.7) 35 (3.7)

Other 49 (6.8) 12 (5.3) 61 (6.5)

Missing 9 0 9

Highest education level, n (%)

No formal education 3 (0.4) 0 3 (0.3)

Primary 22 (3.0) 3 (1.3) 25 (2.6)

Secondary 200 (27.6) 83 (36.6) 283 (29.7)
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Table 1 continued

Parameter Patients who initiated
dupilumab on or after
screening (n = 725)

Patients who initiated
dupilumab before
screening (n = 227)

Total
(n = 952)

University/higher 376 (51.9) 104 (45.8) 480 (50.4)

Not reported 37 (5.1) 15 (6.6) 52 (5.5)

Unknown 87 (12.0) 22 (9.7) 109 (11.4)

Employment status, n (%)

Full time 405 (55.9) 137 (60.4) 542 (56.9)

Part time 51 (7.0) 13 (5.7) 64 (6.7)

Not employed 168 (23.2) 43 (18.9) 211 (22.2)

Not reported 34 (4.7) 13 (5.7) 47 (4.9)

Unknown 67 (9.2) 21 (9.3) 88 (9.2)

Country of enrollment

Italy 80 (11.0) 84 (37.0) 164 (17.2)

Japan 105 (14.5) 13 (5.7) 118 (12.4)

Spain 87 (12.0) 21 (9.3) 108 (11.3)

France 88 (12.1) 4 (1.8) 92 (9.7)

Belgium 61 (8.4) 11 (4.8) 72 (7.6)

Taiwan 56 (7.7) 13 (5.7) 69 (7.2)

Czech Republic 42 (5.8) 26 (11.5) 68 (7.1)

Russian Federation 19 (2.6) 27 (11.9) 46 (4.8)

Australia 40 (5.5) 3 (1.3) 43 (4.5)

Austria 29 (4.0) 4 (1.8) 33 (3.5)

Portugal 32 (4.4) 1 (0.4) 33 (3.5)

Kuwait 26 (3.6) 4 (1.8) 30 (3.2)

Israel 19 (2.6) 0 19 (2.0)

Norway 11 (1.5) 7 (3.1) 18 (1.9)

Finland 9 (1.2) 0 9 (0.9)

Argentina 3 (0.4) 4 (1.8) 7 (0.7)

Colombia 5 (0.7) 1 (0.4) 6 (0.6)

The Netherlands 2 (0.3) 3 (1.3) 5 (0.5)

Saudi Arabia 3 (0.4) 1 (0.4) 4 (0.4)

United Arab Emirates 4 (0.6) 0 4 (0.4)

Greece 3 (0.4) 0 3 (0.3)
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DISCUSSION

This analysis of baseline data from GLOBOSTAD
reflects real-life practices in the treatment of

moderate-to-severe AD according to country-
specific prescribing information in 22 countries
across Europe, Latin America, Asia and the
Middle East.

Table 1 continued

Parameter Patients who initiated
dupilumab on or after
screening (n = 725)

Patients who initiated
dupilumab before
screening (n = 227)

Total
(n = 952)

Mexico 1 (0.1) 0 1 (0.1)

AD severity at dupilumab initiation, mean (SD) Total (n = 952)

EASI total score n = 846

24.8 (12.95)

n = 846

24.8 (12.95)

n = 846

24.8 (12.95)

SCORAD total score n = 851

60.5 (16.34)

n = 851

60.5 (16.34)

n = 851

60.5 (16.34)

BSA affected by AD n = 852

44.8 (24.42)

n = 852

44.8 (24.42)

n = 852

44.8 (24.42)

POEM total score n = 775

19.7 (6.37)

n = 775

19.7 (6.37)

n = 775

19.7 (6.37)

DLQI total score n = 589

13.7 (7.02)

n = 589

13.7 (7.02)

n = 589

13.7 (7.02)

Pruritus NRSb n = 588

6.3 (2.11)

n = 588

6.3 (2.11)

n = 588

6.3 (2.11)

Sleep Disturbance NRSb n = 585

6.0 (2.80)

n = 585

6.0 (2.80)

n = 585

6.0 (2.80)

Skin Pain or Soreness NRSb n = 593

5.9 (2.69)

n = 593

5.9 (2.69)

n = 593

5.9 (2.69)

Skin Sensitivity to Touch NRSb n = 584

6.2 (2.55)

n = 584

6.2 (2.55)

n = 584

6.2 (2.55)

Skin Feeling Hot NRSb n = 574

5.4 (2.74)

n = 574

5.4 (2.74)

n = 574

5.4 (2.74)

AD atopic dermatitis, BSA body surface area, DLQI Dermatology Life Quality Index, EASI Eczema Area and Severity Index,
GP general practitioner, NRS Numeric Rating Scale, POEM Patient-Oriented Eczema Measure, SCORAD SCORing
Atopic Dermatitis, SD standard deviation
aCountry restrictions on data collection or patient unwilling to disclose race
bNRS data reported for patients at study initiation; data not reported for patients who initiated dupilumab prior to study
entry
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Patients enrolling in the GLOBOSTAD reg-
istry, despite a high incidence of prior use of
systemic therapies, have demonstrated signifi-
cant burden of disease as evidenced by elevated
baseline (pre-dupilumab) measures of AD
severity and inadequate response to prior
treatments. Most patients enrolled in

GLOBOSTAD have severe AD, according to
physician-assessed measures such as EASI total
score and patient-reported measures such as
POEM and Pruritus NRS. The baseline charac-
teristics of patients enrolled in GLOBOSTAD are
broadly consistent with other observational
studies from North America, Europe and Japan

Table 2 Prevalence of atopic and non-atopic comorbidities at baseline

Comorbidity, n (%) Patients who initiated
dupilumab on or after
screening (n = 725)

Patients who initiated
dupilumab before
screening (n = 227)

Total
(n = 952)

Any AD comorbidity, n (%)a 554 (76.4) 187 (82.4) 741 (77.8)

Allergic rhinitis 360 (49.7) 132 (58.1) 492 (51.7)

Asthma 243 (33.5) 80 (35.2) 323 (33.9)

Food allergies 208 (28.7) 86 (37.9) 294 (30.9)

Other allergies 200 (27.6) 74 (32.6) 274 (28.8)

Allergic conjunctivitis 121 (16.7) 49 (21.6) 170 (17.9)

Concurrent skin conditions 71 (9.8) 25 (11.0) 96 (10.1)

Chronic rhinosinusitis 21 (2.9) 5 (2.2) 26 (2.7)

Recurrent or chronic urticaria 15 (2.1) 6 (2.6) 21 (2.2)

NSAID hypersensitivity 10 (1.4) 5 (2.2) 15 (1.6)

Nasal polyposis 8 (1.1) 5 (2.2) 13 (1.4)

Eosinophilic esophagitis 4 (0.6) 0 4 (0.4)

Other atopic/allergic conditions 45 (6.2) 14 (6.2) 59 (6.2)

Other comorbidities reported in C 1% of patients, PT, n (%)b

Hypertension 66 (9.1) 16 (7.0) 82 (8.6)

Hypercholesterolemia 16 (2.2) 5 (2.2) 21 (2.2)

Depression 22 (3.0) 4 (1.8) 26 (2.7)

Gastro-esophageal reflux disease 12 (1.7) 2 (0.9) 14 (1.5)

Diabetes mellitus 16 (2.2) 1 (0.4) 17 (1.8)

Acne 11 (1.5) 1 (0.4) 12 (1.3)

Type 2 diabetes mellitus 10 (1.4) 1 (0.4) 11 (1.2)

AD atopic dermatitis, NSAID non-steroidal anti-inflammatory drug, PT preferred term
Percentages are calculated using the number of patients in the enrollment population as denominator
aAny concomitant AD comorbidity ongoing at or started after enrollment
bAny medical condition ongoing or started at study enrollment and any conditions that required surgical intervention
before, on or after enrollment
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[18, 28–33]. The ongoing PROSE registry enrol-
led patients with AD from the USA and Canada
who were starting treatment with dupilumab
according to country-specific prescribing pro-
tocols. An interim analysis of the first
15 months of the registry, which included 315
patients, reported a baseline mean EASI score in
the moderate range, while POEM and DLQI
leaned towards the severe range [27]. The
ADDRESS-J registry enrolled Japanese patients
with moderate-to-severe AD who had an Inves-
tigator’s Global Assessment (IGA) score[ 3 and
required treatment escalation. An interim
analysis of the first 300 patients enrolled in that
registry found that at baseline both physician-
assessed and patient-reported measures pointed
to a moderate disease burden [30]. The prospec-
tive, observational European-wide EUROSTAD
registry, from ten countries, enrolled 308
patients with moderate-to-severe AD, who had
either started a new systemic therapy or swit-
ched to another systemic therapy at baseline.
The patient-reported burden of disease ranged
from moderate to very severe, as assessed by

POEM score, and [ 50% of patients reported
‘‘very’’ or ‘‘extremely’’ high impairment of
overall health-related QoL according to the
DLQI, while physician-assessed EASI mean
scores were within the ‘‘moderate’’ range [18].
The mean POEM and DLQI scores for patients at
baseline in GLOBOSTAD were similar to those
reported at baseline in the PROLEAD prospec-
tive, observational study that included 828
adult patients with moderate-to-severe AD [33].

Most (74.9%) patients in GLOBOSTAD initi-
ated dupilumab treatment because of previous
treatment failure, and 32.6% of patients had
received a systemic immunosuppressant in the
12 months prior to study enrollment. The high
clinical and patient-reported burden of AD in
the GLOBOSTAD population, despite the use of
systemic AD treatments, is consistent with
findings from the EUROSTAD registry [30].
Despite receiving systemic AD treatments (pa-
tients must have initiated a new systemic AD
therapy or switched to another systemic AD
therapy on day 1 or within 30 days prior to
enrollment), most of the EUROSTAD

Fig. 1 Family history of AD and other type 2 inflamma-
tory conditions. Percentages are calculated using the
number of patients in the enrollment population as the

denominator. AD atopic dermatitis, EoE eosinophilic
esophagitis, NSAID non-steroidal anti-inflammatory drug
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Table 3 Prior systemic and non-systemic treatments for AD that started in the 12 months prior to study enrollment

Patients who initiated
dupilumab on or after
screening (n = 725)

Patients who initiated
dupilumab before
screening (n = 227)

Total
(n = 952)

Prior systemic AD medicationsa n (%) n (%) n (%)

Systemic corticosteroids 125 (17.2) 44 (19.4) 169 (17.8)

Non-steroidal systemic immunosuppressants 233 (32.1) 77 (33.9) 310 (32.6)

Cyclosporine 183 (25.2) 65 (28.6) 248 (26.1)

Methotrexate 54 (7.4) 12 (5.3) 66 (6.9)

Azathioprine 30 (4.1) 8 (3.5) 38 (4.0)

Mycophenolate 2 (0.3) 0 2 (0.2)

Systemic biologics

Tralokinumab 1 (0.1) 2 (0.9) 3 (0.3)

Systemic JAK inhibitors

Baricitinib 15 (2.1) 2 (0.9) 17 (1.8)

Upadacitinib 10 (1.4) 0 10 (1.1)

Any other prior systemic AD therapy 411 (56.7) 149 (65.6) 560 (58.5)

Other prior non-systemic treatment for ADa

Topical corticosteroidsb 352 (48.6) 97 (42.7) 449 (47.2)

Mild potency 42 (5.8) 10 (4.4) 52 (5.5)

Moderate potency 71 (9.8) 14 (6.2) 85 (8.9)

Potent 307 (42.3) 86 (37.9) 393 (41.3)

Very potent 89 (12.3) 14 (6.2) 103 (10.8)

Topical calcineurin inhibitors 111 (15.3) 30 (13.2) 141 (14.8)

Any prior PDE-4 inhibitor

Crisaborole 2 (0.3) 0 2 (0.2)

Topical JAK inhibitor

Delgocitinib 15 (2.1) 6 (2.6) 21 (2.2)

Any prior UV therapy 25 (3.4) 7 (3.1) 32 (3.4)

Unspecified AD treatments 90 (12.4) 35 (15.4) 125 (13.1)

AD atopic dermatitis, JAK Janus kinase, PDE-4 phosphodiesterase-4, UV ultraviolet
aSystemic treatments approved for the treatment of AD started in the 12 months prior to enrollment, as reported by the
treating physician
bTopical corticosteroid potency categorized according to WHODrug 2021 SEP version
Patients could receive multiple treatments
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participants had moderate-to-severe AD, based
on their baseline EASI and IGA scores [18].

The finding that most AD patients enrolled
in GLOBOSTAD had concomitant type 2
inflammatory comorbidities at baseline also
reflects findings from other AD registries, with
most patients in the EUROSTAD, PROSE and
ADDRESS-J registries reporting a history of one
or more type 2 inflammatory comorbidities
[18, 28, 30]. Dupilumab has been shown to
confer clinical benefit across multiple type 2
comorbid conditions in patients with AD [34].
In a post hoc analysis of 2444 dupilumab-trea-
ted adults with comorbid moderate-to-severe
AD, asthma and/or chronic sinonasal condi-
tions (including allergic rhinitis/sinusitis,
chronic rhinitis/sinusitis and nasal polyps),
dupilumab treatment resulted in significant
improvements in asthma control (Asthma
Control Questionnaire-5 [ACQ-5]) and sinona-
sal symptoms (Sino-Nasal Outcome Test-22), in
addition to AD signs and symptoms (EASI, DLQI
and Peak Pruritus NRS) [34].

While most patients in the GLOBOSTAD
registry reported having at least one type 2
inflammatory comorbidity (77.8%), other
comorbidities were only reported by a small
proportion of patients (35.5%). This finding
may, in part, be attributed to the relatively
young age of this patient population (mean age
35.5 years, with most patients in the 18–39 age
group).

Overall, patients enrolled in GLOBOSTAD
were representative of the real-world population
with AD. Patients had a longstanding history of

AD, with a mean 24.8 years since diagnosis.
Approximately half (50.4%) had a university/
higher education, and 63.6% were in full- or
part-time employment.

This interim analysis of data from GLOBOS-
TAD expands on data from previous and ongo-
ing studies and further characterizes patients
who receive dupilumab for AD in the real-world
clinical setting. The study includes adults and
adolescents with AD initiating dupilumab
treatment and reflects reimbursement practices
according to country-specific prescribing infor-
mation in 22 countries across the globe. Par-
ticipating sites were selected to try to achieve a
balance regarding geographic distribution, type
of clinical setting (e.g., academic versus com-
munity health centers) and prescriber specialty,
which could reasonably represent the larger
patient and prescriber community, thereby
favoring worldwide generalizability of the
results. The collection of comprehensive base-
line data permitted a thorough characterization
of disease severity, including physician-assessed
and PRO measures, type 2 comorbidities, family
history of AD and AD treatment history. Future
analyses of data from GLOBOSTAD will permit
the longitudinal observation of the effective-
ness and safety of dupilumab in adults and
adolescents with AD, in the real-world setting.
However, like any other prospective observa-
tional study, GLOBOSTAD may have attracted a
more motivated patient population and physi-
cians and centers that were willing to
participate and provide study information
(complete questionnaires, etc.). Furthermore,

Table 4 Reasons for dupilumab initiation

Reason for dupilumab
initiation, n (%)a

Patients who initiated dupilumab on or
after screening (n = 725)

Patients who initiated dupilumab
before screening (n = 227)

Total
(n = 952)

Previous treatment

failure

529 (73.0) 184 (81.1) 713 (74.9)

Disease exacerbation 127 (17.5) 26 (11.5) 153 (16.1)

Maintenance treatment 68 (9.4) 16 (7.0) 84 (8.8)

Other 1 (0.1) 1 (0.4) 2 (0.2)

93.5% of patients received the 600 mg (2 9 300 mg) loading dose
aAs reported by the treating physician
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GLOBOSTAD patients were selected from
among those who had access to dupilumab;
therefore, they may not be fully representative
of the wider AD population. Some countries
required patients to meet certain criteria before
dupilumab could be reimbursed (e.g., in Bel-
gium, patients had to have an EASI score of[
21 or SCORAD score of[ 50). Finally, some
data were missing, as has been observed in
many countries around the world with these
types of studies and large numbers of patients.

CONCLUSION

Patients enrolled in GLOBOSTAD demonstrate a
considerable, multidimensional burden of dis-
ease across AD signs, symptoms and QoL,
despite treatment with topical and/or systemic
AD medications. GLOBOSTAD will continue to
follow patients for 5 years, providing a longitu-
dinal contribution to the understanding of the
course of AD and the impact of therapy on
patient outcomes in the real-world setting.
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