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Andrew Blauvelt . Kilian Eyerich . Melinda Gooderham . Mona Shahriari . Lotus Mallbris .

Amber Reck Atwater . Maria Jose Rueda . Yuxin Ding . Zhuqing Liu . Helena Agell .

Jonathan I. Silverberg

Received: February 16, 2024 / Accepted: April 3, 2024 / Published online: May 3, 2024
� The Author(s) 2024

ABSTRACT

Introduction: Atopic dermatitis (AD) affects
multiple areas of the body, some of which may
be more refractory to treatment. We evaluated
improvements in the Eczema Area and Severity
Index (EASI) by body region and clinical signs
for each body region in lebrikizumab-treated
patients with moderate-to-severe AD.

Methods: ADvocate 1 and ADvocate 2 com-
pared lebrikizumab 250 mg as monotherapy
every 2 weeks versus placebo for 16 weeks. Effi-
cacy measures included EASI, which rates the
extent and severity of four clinical signs (ery-
thema, edema/papulation, excoriation, licheni-
fication) in four body regions (head/neck, upper
extremities, trunk, lower extremities). Analyses
are post hoc.
Results: Mean baseline EASI, body region EASI
subscores, and the severity of clinical signs were
consistent across both studies (EASI ranging
from 16.0 to 72.0). At week 16 in both studies,
patients treated with lebrikizumab showed sig-
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nificantly greater percent improvement in EASI
across all body regions versus placebo (p
B 0.001), with improvements as early as week 2.
In ADvocate 1, all clinical signs significantly
improved across all body regions at week 16
with lebrikizumab (51.4–71.6% improvement)
versus placebo (23.1–43.5%, p B 0.001), with
significant improvements as early as week 2 for
all signs. Significant improvements for all clin-
ical signs at week 16 were also seen in ADvocate
2 for lebrikizumab (53.5–75.6%) versus placebo
(28.5–41.2%, p B 0.001) and as early as week 2
for all body regions and signs except head/neck
erythema and lower extremity erythema,
edema/papulation, and lichenification, which
showed significant improvement by week 4.
Conclusions: Lebrikizumab as monotherapy
consistently and rapidly reduced the extent of
involvement and severity of AD in all EASI
clinical signs and body regions, including the
head and neck region and clinical sign of
lichenification, compared with placebo.
Trial Registration: ClinicalTrials.gov identifier:
ADvocate 1 (NCT04146363) and ADvocate 2
(NCT04178967).

Keywords: Atopic dermatitis; Anatomical
regions; Clinical signs; Lebrikizumab

Key Summary Points

Why carry out the study?

Atopic dermatitis (AD) affects multiple
areas of the body, some of which may be
more refractory to treatment

Characterizing response patterns across
specific body regions and clinical signs
enhances assessment of treatment
response, guides treatment decisions, and
helps with discussion of treatment
expectations

Here, we evaluated the efficacy of
lebrikizumab in patients with moderate-
to-severe AD across four body regions; we
also determined how Eczema Area and
Severity Index (EASI) clinical signs of
disease were impacted

What was learned from the study?

In both studies, patients treated with
lebrikizumab showed statistically
significant improvements in EASI
subscores as early as week 2 across all body
regions versus placebo

A significantly higher proportion of
patients treated with lebrikizumab
achieved EASI 100 at week 16 versus
placebo

All clinical signs were improved in all body
regions, with significant improvements
demonstrated as early as weeks 2 and 4

DIGITAL FEATURES

This article is published with digital features,
including an animation, to facilitate under-
standing of the article. To view digital features
for this article go to https://doi.org/10.6084/
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INTRODUCTION

Atopic dermatitis (AD) is a chronic, pruritic,
inflammatory skin disease with varying signs,
including erythema, induration, excoriation,
and lichenification, which can affect different
body areas that may respond differently to
therapy. Visible lesions on the head and neck or
fingers and hands adversely affect patients’
quality of life more than lesions on other areas
of the body [1]. Head and neck erythema in
particular can have a profound impact on
patients as it is difficult to conceal and its
treatment can be challenging as prolonged use
of topical corticosteroids can lead to perioral
dermatitis, skin atrophy, and steroid withdrawal
[2].

The Eczema Area and Severity Index (EASI) is
commonly used to assess severity for four clin-
ical signs of AD (erythema, edema/papulation,
excoriation, lichenification) across four body
regions (head/neck, upper extremities, trunk,
lower extremities) in aggregate, yielding an
overall score of 0 (no AD) to 72 (most severe
AD). Improvement of baseline EASI by C 75%
(EASI 75) is an established and clinically
meaningful endpoint used in AD clinical trials
[3–5]. Response patterns of clinical improve-
ment of AD have been characterized across body
regions and clinical signs using EASI in patients
treated with dupilumab [6, 7] and abrocitinib
[8], which enhances clinician understanding of
treatment responses and helps effectively com-
municate treatment expectations to patients
who may have concerns about specific body
areas that cause the most physical or mental
burden.

Lebrikizumab is a monoclonal antibody that
binds with high affinity and slow off-rate to
interleukin (IL)-13, the primary cytokine in the
pathogenesis of AD [9–11], thereby blocking
downstream effects of IL-13 with high potency
[12]. In completed phase 2 and 3 clinical trials,
lebrikizumab as monotherapy and in combina-
tion with topical corticosteroids improved signs
and symptoms of AD in adolescent and adult
patients [13–16]. The primary aims of this
analysis were to evaluate the efficacy of lebrik-
izumab across body regions and to determine

how clinical signs were affected by lebrikizumab
in patients with moderate-to-severe AD.

METHODS

Study Design

Data for this analysis are from two identically
designed, multicenter, randomized, double-
blind, placebo-controlled, parallel-group, phase
3 trials in the lebrikizumab AD clinical program,
ADvocate 1 (NCT04146363) and ADvocate 2
(NCT04178967) (Fig. 1) [15]. Eligible patients
with moderate-to-severe AD (adolescents C 12
to\18 years weighing C 40 kg and adults
[C 18 years], with EASI C 16, Investigator Glo-
bal Assessment [IGA] C 3, C 10% of total body
surface area affected, chronic AD for C 1 year,
and for whom topical treatment was inadequate
or inadvisable) were randomized 2:1 to lebrik-
izumab 250 mg every 2 weeks with a 500-mg
loading dose at week 0 and week 2, or placebo.
Data from the 16-week placebo-controlled per-
iod of each study are presented here. Studies
were conducted in accordance with the Decla-
ration of Helsinki and the International Council
for the Harmonization of Good Clinical Practice
Guideline and approved by individual institu-
tional review boards at each participating study
center. All patients provided written informed
consent.

Outcomes

Efficacy was assessed using EASI [17, 18], rang-
ing from 0 to 72. The amount of involvement
for each body region (head/neck, upper
extremities, trunk, lower extremities) is evalu-
ated and assigned an area score as follows: 1
(1–9%), 2 (10–29%), 3 (30–49%), 4 (50–69%), 5
(70–89%), and 6 (90–100%). Next, each body
region is assessed individually for severity of
four clinical signs (erythema, edema/papula-
tion, excoriation, lichenification) on a scale of 0
(no involvement) to 3 (severe involvement);
half points can be used between scores 1 and 3.
Additionally, each body region is assigned a
multiplier (age C 8 years old): head/neck (0.1),
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upper extremities (0.2), trunk (0.3), lower
extremities (0.4). Finally, the body region
severity score is multiplied by the area score and
the multiplier, and body region subscores are
added together for the total EASI. Categories of
AD severity based on EASI are defined as clear: 0;
almost clear: 0.1–1.0; mild: 1.1–7.0; moderate:
7.1–21.0; severe: 21.1–50.0; or very severe:
50.1–72.0 [18]. We analyzed the EASI total score
across both studies, the four region subscores,
and the severity of each clinical sign for the four
body regions. We also analyzed the proportion
of patients who achieved 100% clearance over-
all (EASI 100) and for each body region.

Statistical Analysis

Efficacy analyses in ADvocate 1 were based on
the intent-to-treat population (all randomized

patients). In ADvocate 2, a total of 18 patients
from a single study site were excluded from the
intent-to-treat population since some or all the
study participants’ eligibility criteria could not
be confirmed to have moderate-to-severe AD.
Thus the efficacy analyses in ADvocate 2 were
based on the modified intent-to-treat popula-
tion. To better understand the baseline severity
of AD of patients entering the studies, the dis-
tribution of individual baseline EASI is pre-
sented for the pooled modified intent-to-treat
population from ADvocate 1 and ADvocate 2.

In this post hoc analysis, EASI improvement
was evaluated for each study via change from
baseline to week 16 for each body region sub-
score and for each clinical sign by body region
using the mixed-effects model of repeated
measures. EASI least squares mean change from
baseline was converted to percent change from
baseline by dividing the baseline mean for each

Fig. 1 Study design. Induction period of ADvocate 1 and
ADvocate 2. AD atopic dermatitis, EASI 75 reduction
of C 75% in Eczema Area and Severity Index, IGA (0,1)
Investigator’s Global Assessment (clear or almost clear), IR
inadequate response, LD loading dose, LEBRI lebrik-
izumab, N number of patients in the analysis population,
PBO placebo, Q2W every 2 weeks. aUse of topical/systemic

treatments for AD prohibited; bB 30-day screening
period; c424 patients (ADvocate 1) and 445 patients
(ADvocate 2) with moderate-to-severe AD; d500-mg
loading dose at week 0 and week 2; eIGA (0,1)
with C 2-point improvement from baseline; fUnited
States Food and Drug Administration primary endpoint;
gEuropean Medicines Agency co-primary endpoint

1148 Dermatol Ther (Heidelb) (2024) 14:1145–1160



body region and for each clinical sign in each
body region. For continuous variables, data
after rescue therapy (topical or systemic) and
discontinuation of treatment were considered
missing. To provide a visual presentation of
EASI improvement, the changes in EASI total
score from baseline to week 16 were animated
in a rainfall plot by treatment arms, with EASI
percent change from baseline intervals (\50%,
50–75%, 75–90%, C 90%) indicated by different
colors. Observed data up to rescue medication
use or treatment discontinuation were plotted
in the animation.

To analyze the proportion of patients who
achieved 100% clearance, Cochran-Mantel-
Haenszel test compared lebrikizumab treatment
versus placebo for overall EASI 100 and within
patients whose baseline subscore was[ 0 for
each body region’s 100% clearance. For these
categorical variables, data after rescue therapy
(topical or systemic) or treatment discontinua-
tion and any intermittent missing data were
analyzed as non-response. The analyses repor-
ted here were not controlled for type I error or
multiplicity; therefore, nominal p-values are
reported. The statistical results were confirmed
through replicate statistical programming, vali-
dation, and quality reviews.

RESULTS

A total of 424 and 427 patients were enrolled in
ADvocate 1 and ADvocate 2, respectively.
Patient demographics and disease characteris-
tics were similar across both trials and treatment
groups (Table 1). Mean age was approximately
36 years across both studies, and 13.0% and
11.0% of patients were C 12 to\ 18 years old in
ADvocate 1 and ADvocate 2, respectively
(Table 1). The mean percentage of body surface
area affected ranged from 45.3 to 47.8% across
treatment groups, and most patients (C 89.7%)
were affected in each body region. Baseline
mean EASI total scores between treatment arms
were numerically comparable for ADvocate 1
(placebo, 31.0; lebrikizumab 28.8) and ADvo-
cate 2 (placebo, 29.6; lebrikizumab, 29.7), as
were EASI body region subscores (Table 1) and
EASI clinical signs by body region (Table 2).

EASI Total Scores from Week 0 to Week 16

The distribution of baseline EASI in pooled data
from the two studies ranged from 16.0 (mini-
mum required for study entry) to 72.0 (Fig. 2).
Based on the EASI categories of disease severity,
most patients had severe disease (EASI
21.1–50.0; 67.3% and 63.7% in the placebo and
lebrikizumab treatment groups, respectively);
8.0% and 7.5% of patients, respectively, had
very severe disease (EASI[ 50.1). Change in
EASI total score for individual patients treated
with lebrikizumab and placebo from week 0 to
week 16 in ADvocate 1 and ADvocate 2 is shown
in an animation rainfall plot (animation) and at
week 16 (Fig. 3). The animation and figure visu-
ally show individual patients as they progress
through percentage improvement in EASI
from\ 50 to 50–75%, 75–90%, and C 90%. At
week 16 of ADvocate 1, 10.6% of lebrikizumab-
treated patients and 0.0% of placebo-treated
patients achieved EASI 100 (p\ 0.001); at week
16 of ADvocate 2, 10.3% versus 0.7% of lebrik-
izumab- and placebo-treated patients, respec-
tively, achieved EASI 100 (p\0.001).

Supplementary file1 (MP4 18068 KB)

EASI Body Regions

Lebrikizumab improved EASI across all body
regions as early as week 2 versus placebo in both
ADvocate 1 and ADvocate 2 (Fig. 4). At week 16
of ADvocate 1, patients treated with lebrik-
izumab showed statistically significant
improvement in EASI across all body regions
versus placebo (head/neck, 68.2% vs. 35.1%;
upper extremities, 71.3% vs. 31.9%; trunk,
74.3% vs. 37.1%; lower extremities, 71.4% vs.
34.8%; p B 0.001 for all comparisons) (Fig. 4a).
Similar improvements in lebrikizumab versus
placebo were noted at week 16 of ADvocate 2
(head/neck, 66.8% vs. 37.3%; upper extremities,
70.9% vs. 33.7%; trunk, 74.9% vs. 40.2%; lower
extremities, 75.3% vs. 42.7%; p\0.001 for all
comparisons) (Fig. 4b).

At week 16 of ADvocate 1, a greater propor-
tion of patients treated with lebrikizumab
achieved 100% clearance for each body region
versus placebo (head/neck: 33.0% vs. 10.6%;
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Table 1 Baseline demographics and disease characteristics

ADvocate 1 ADvocate 2

Placebo

(N = 141)

Lebrikizumab 250 mg

Q2W (N = 283)

Placebo

(N = 146)

Lebrikizumab 250 mg

Q2W (N = 281)

Age, years, mean (SD) 34.2 (16.4) 36.1 (17.8) 35.3 (17.2) 36.6 (16.8)

Adult (C 18 years),

n (%)

123 (87.2) 246 (86.9) 129 (88.4) 251 (89.3)

Adolescent (C 12

to\ 18 years), n (%)a
18 (12.8) 37 (13.1) 17 (11.6) 30 (10.7)

Female, n (%) 73 (51.8) 141 (49.8) 75 (51.4) 136 (48.4)

Region, n (%)

US 62 (44.0) 128 (45.2) 60 (41.1) 107 (38.1)

Europe 46 (32.6) 92 (32.5) 38 (26.0) 76 (27.0)

Rest of world 33 (23.4) 63 (22.3) 48 (32.9) 98 (34.9)

Race, n (%)

White 93 (66.0) 196 (69.3) 85 (58.2) 168 (59.8)

Asian 31 (22.0) 39 (13.8) 44 (30.1) 78 (27.8)

Black/African

American

16 (11.3) 33 (11.7) 10 (6.8) 25 (8.9)

BMI, kg/m2, mean (SD) 27.8 (7.2) 26.3 (5.8) 26.3 (6.3) 26.7 (6.6)

% Body surface area,

mean (SD)

47.8 (23.9) 45.3 (22.5) 46.0 (21.1) 46.1 (22.6)

Body regions affected,

n (%)

Head/neck 131 (92.9) 263 (92.9) 131 (89.7) 253 (90.0)

Upper extremities 139 (98.6) 283 (100) 140 (95.9) 278 (98.9)

Trunk 138 (97.9) 269 (95.1) 144 (98.6) 267 (95.0)

Lower extremities 137 (97.2) 274 (96.8) 138 (94.5) 275 (97.9)

EASI, mean (SD)

[range]

31.0 (12.9) [16.3–67.2] 28.8 (11.3) [16.0–72.0] 29.6 (10.8) [16.0–65.3] 29.7 (12.0) [16.0–69.6]

Head/neckb 2.7 (1.7) 2.4 (1.5) 2.7 (1.7) 2.6 (1.6)

Upper extremitiesb 6.8 (3.1) 6.7 (2.9) 6.5 (2.7) 6.4 (2.8)

Trunkb 9.3 (4.7) 8.2 (4.0) 8.7 (4.2) 8.6 (4.3)

Lower extremitiesb 12.2 (6.3) 11.6 (6.1) 11.7 (5.6) 12.1 (6.1)

BMI body mass index, EASI Eczema Area and Severity Index, Q2W every 2 weeks, SD standard deviation
aWeight C 40 kg
bRanges for body region subscores are: head/neck (0–7.2); upper extremities (0–14.4); trunk (0–21.6); lower extremities (0–28.8)
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upper extremities: 23.0% vs. 2.1%; trunk: 34.3%
vs. 7.2%; lower extremities: 28.9% vs. 6.5%;
p\0.001 for all comparisons) (Fig. 5a). Lebrik-
izumab-treated patients achieved EASI 100 most
rapidly and at significantly higher proportions
than placebo-treated patients in the head/neck
(15.4% vs. 3.8%; p B 0.001) and lower extrem-
ities (9.6% vs. 3.6%; p B 0.05) by week 4, and
then trunk (18.9% vs. 6.5%; p B 0.001) and

upper extremities (7.4% vs. 2.1%; p B 0.05) by
week 6 (Fig. 5a). In ADvocate 2 at week 16, sig-
nificantly greater proportions of patients treated
with lebrikizumab achieved 100% clearance for
each body region (head/neck: 29.1% vs. 10.9%;
upper extremities: 19.6% vs. 4.2%; trunk: 28.6%
vs. 9.1%; lower extremities: 20.1% vs. 8.3%;
p\0.001 for all comparisons) (Fig. 5b).

Table 2 Baseline mean EASI subscores for each clinical sign and for body region

ADvocate 1 ADvocate 2

Placebo
(N = 141)

Lebrikizumab 250 mg
Q2W (N = 283)

Placebo
(N = 146)

Lebrikizumab 250 mg
Q2W (N = 281)

Erythema (range 0–3)

Head/neck 2.2 (0.8) 2.1 (0.7) 2.1 (0.7) 2.1 (0.7)

Trunk 2.3 (0.6) 2.2 (0.6) 2.2 (0.6) 2.2 (0.6)

Upper extremities 2.5 (0.5) 2.4 (0.5) 2.4 (0.6) 2.3 (0.5)

Lower extremities 2.3 (0.6) 2.3 (0.6) 2.3 (0.5) 2.3 (0.6)

Edema/papulation (range 0–3)

Head/neck 1.9 (0.8) 1.9 (0.7) 1.9 (0.7) 1.9 (0.7)

Trunk 2.1 (0.6) 2.1 (0.6) 2.1 (0.5) 2.1 (0.6)

Upper extremities 2.3 (0.6) 2.2 (0.5) 2.3 (0.5) 2.2 (0.6)

Lower extremities 2.2 (0.6) 2.1 (0.7) 2.2 (0.5) 2.2 (0.6)

Excoriation (range 0–3)

Head/neck 1.6 (0.9) 1.5 (0.8) 1.6 (0.8) 1.7 (0.8)

Trunk 1.9 (0.7) 1.9 (0.7) 1.9 (0.7) 2.0 (0.7)

Upper extremities 2.2 (0.6) 2.1 (0.7) 2.1 (0.7) 2.2 (0.6)

Lower extremities 2.1 (0.7) 2.0 (0.7) 2.1 (0.6) 2.2 (0.7)

Lichenification (range 0–3)

Head/neck 1.8 (0.8) 1.8 (0.8) 1.8 (0.8) 1.9 (0.8)

Trunk 2.0 (0.7) 1.9 (0.7) 1.9 (0.7) 2.0 (0.6)

Upper extremities 2.2 (0.6) 2.2 (0.6) 2.3 (0.6) 2.3 (0.6)

Lower extremities 2.1 (0.7) 2.1 (0.7) 2.1 (0.7) 2.2 (0.6)

Data are mean (SD)
EASI Eczema Area and Severity Index, Q2W every 2 weeks, SD standard deviation
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Fig. 2 Distribution of baseline EASI in individual patients
from pooled data of ADvocate 1 and ADvocate 2.
Categories of AD severity based on EASI are defined as:
moderate: 7.1–21.0; severe: 21.1–50.0; very severe:

50.1–72. Note: While moderate AD is defined as 7.1 to
21.0, inclusion criteria for the study included EASI C 16;
therefore, no patients had EASI from 7.1 to\ 16

Fig. 3 EASI total score at week 16 in pooled data from
ADvocate 1 and ADvocate 2 among patients treated with
lebrikizumab 250 mg every 2 weeks and placebo. In the
rainfall plot animation (see Supplement) changes in EASI

total scores from baseline to week 16 are shown. Each dot
represents an individual patient, and dot color is associated
with a range of percentage improvement in EASI
from\ 50%, 50–75%, 75–90%, and C 90%
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EASI Clinical Signs in Each Body Region

Improvement in all clinical signs across all body
regions showed statistical significance at week
16 in both studies (p\0.001) (Figs. 6 and 7). For
ADvocate 1, a statistically significant improve-
ment from baseline in all four clinical signs was

seen as early as week 2 with lebrikizumab
treatment versus placebo for head/neck and
trunk (p\0.001), and for upper extremities and
lower extremities (p\0.01) (Fig. 6a). For
ADvocate 2, a statistically significant improve-
ment from baseline was seen for head/neck as
early as week 2 for edema/papulation,

Fig. 4 Least squares mean percentage improvement in
EASI by body region from baseline to week 16 in
A) ADvocate 1 and B) ADvocate 2 in patients who had
EASI body region sub-scores[ 0 at baseline. Baseline

EASI data are mean (SD). *p B 0.05; **p B 0.01; ***p
B 0.001 vs. placebo. BL baseline, EASI Eczema Area and
Severity Index, LSM least squares mean, Q2W every
2 weeks

Fig. 5 Proportion of patients who achieved 100% clear-
ance based on EASI by body region from baseline to week
16 in A) ADvocate 1 and B) ADvocate 2 in patients who

had EASI body region sub-scores[ 0 at baseline. *p
B 0.05; **p B 0.01; ***p B 0.001 vs. placebo. Q2W every
2 weeks
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excoriation, and lichenification, and as early as
week 4 for erythema with lebrikizumab treat-
ment versus placebo (p\ 0.05). For trunk and
upper extremities, statistically significant
improvement for all four signs versus placebo
was seen as early as week 2 (p\ 0.05), and for
lower extremities, improvement was seen by
week 2 for excoriation (p\ 0.001) and by week
4 for erythema, edema/papulation, and
lichenification (p\0.001) (Fig. 6b).

DISCUSSION

In this analysis of two placebo-controlled, ran-
domized, phase 3 trials in adolescent and adult
patients with moderate-to-severe AD, baseline
EASI scores are represented across the disease

severity ranges of moderate, severe, and very
severe. Lebrikizumab reduced the extent of
involvement across all body regions, including
the head/neck, as early as 2 weeks after initiat-
ing treatment, and response was maintained
through week 16. Additionally, approximately
one-third of lebrikizumab-treated patients
achieved 100% clearance of the head/neck and
trunk by week 16, and lebrikizumab improved
all four clinical signs of disease across all body
regions. Lebrikizumab showed efficacy for
head/neck involvement, which can be difficult
to treat, and improved lichenification in all
regions.

While lebrikizumab was effective across all
body regions, a progressive trend in the pro-
portion of patients achieving EASI 100 was
observed. Complete skin clearance of the

Fig. 6 Least squares mean percentage improvement in
EASI clinical signs for each body region from baseline to
week 16 in patients who had EASI body region sub-

scores[ 0 at baseline in (A) ADvocate 1 and (B) ADvo-
cate 2. *p B 0.05; **p B 0.01; ***p B 0.001 vs. placebo.
LSM least squares mean, Q2W every 2 weeks
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head/neck and lower extremity regions occur-
red earliest followed by the trunk and lower
extremities. These findings can support health-
care professionals in discussions of treatment
expectations with patients.

Real-world studies have shown that EASI
head/neck subscores have a larger impact on
quality of life than trunk and limb subscores
[19], and the extent of facial involvement has
been significantly correlated with lower quality
of life [20]. The head and neck have historically
been difficult to treat. The use of topical corti-
costeroids for treatment of head and neck AD is
limited because of concerns about potential
adverse events, including cutaneous atrophy,
perioral dermatitis, and steroid withdrawal [2].
Other treatment options, such as topical cal-
cineurin inhibitors and crisaborole, have been

associated with a burning sensation and cuta-
neous irritation; therefore, local tolerability is a
concern [21]. While studies of dupilumab using
similar analyses to those herein have found
improvement in the head/neck region by EASI,
real-world cases of head/neck erythema adverse
events have been reported with dupilumab
[22, 23]. A recent analysis of treatment-emer-
gent adverse events of facial, head, and neck
erythema in four placebo-controlled lebrik-
izumab clinical trials for moderate-to-severe AD
did not reveal a difference between lebrik-
izumab and placebo at week 16, while an anal-
ysis of all patients who received at least one
dose of lebrikizumab in eight clinical trials
showed that the incidence rate of adverse
events of facial, head, and neck erythema did
not increase with longer exposure to

Fig. 6 continued
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lebrikizumab [24]. At this time, it is not defini-
tively known whether lebrikizumab may be
associated with head and neck erythema, as it
has not been extensively utilized in the real-
world setting.

Lichenification is usually more difficult to
treat relative to other clinical signs of AD, and
prevalence can vary among populations. A
recent real-world analysis of disease severity at
study enrollment found more severe lichenifi-
cation in Black patients versus White patients
for all body regions [25]. In this study, licheni-
fication was nearly resolved across all body
regions at week 16 with lebrikizumab
treatment.

There are limitations to this study. The data
presented here are from the initial 16-week
period of the trials. This study also includes
limitations inherent to post hoc analyses, such
as the lack of a clear a priori hypothesis for
testing.

CONCLUSIONS

Lebrikizumab as monotherapy consistently
reduced the severity of AD and the extent of
involvement across all body regions, including

the head and neck, compared with placebo.
Lebrikizumab also reduced the severity of all
four clinical signs of AD, including lichenifica-
tion, in all body regions. In addition, a signifi-
cantly higher proportion of lebrikizumab-
treated patients achieved EASI 100.
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