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Abstract
Background Topical treatments for atopic dermatitis (AD) used reactively often fail to achieve lasting disease control; many 
of these therapies are associated with safety concerns that limit long-term use. Crisaborole ointment, 2%, is a nonsteroidal 
phosphodiesterase 4 inhibitor for the treatment of mild-to-moderate AD that has potential as a long-term maintenance therapy.
Objective The aim was to evaluate the long-term efficacy and safety of crisaborole once daily (QD) compared to vehicle 
QD as a maintenance therapy to reduce the incidence of flares in patients with AD who previously responded to crisaborole 
twice daily (BID).
Methods CrisADe CONTROL was a randomized, double-blind, vehicle-controlled, 52-week, phase III study of patients aged 
≥ 3 months with mild-to-moderate AD involving ≥ 5% treatable body surface area. Eligible patients received crisaborole BID 
during an open-label run-in period of up to 8 weeks. Responders were randomly assigned in the double-blind maintenance 
period to receive either crisaborole QD or vehicle QD. Responders were defined as patients who achieved Investigator’s 
Static Global Assessment (ISGA) success (ISGA score of 0 [clear] or 1 [almost clear] with a ≥ 2-grade improvement) and 
≥ 50% improvement in Eczema Area and Severity Index total score (EASI-50) from baseline. Patients who experienced a 
flare (ISGA score ≥ 2) during the double-blind maintenance period switched to crisaborole BID for up to 12 weeks. During 
this period, patients were assessed every 4 weeks; if the flare resolved (ISGA score ≤ 1), patients resumed their assigned 
treatment. The primary endpoint was flare-free maintenance until onset of the first flare. Key secondary endpoints were 
number of flare-free days, number of flares, and maintenance of pruritus response until onset of the first flare. The incidence 
of treatment-emergent adverse events was also analyzed.
Results Overall, 497 patients entered the open-label run-in period with crisaborole BID, of which 270 patients were rand-
omized into the 52-week double-blind maintenance period of the study. Of the 270 patients, 135 were randomly assigned to 
the crisaborole QD group and 135 were randomly assigned to the vehicle QD group. Median time of flare-free maintenance 
was longer for patients who received crisaborole versus vehicle (111 vs 30 days, respectively; p = 0.0034). The mean num-
ber of flare-free days was higher for patients who received crisaborole versus vehicle (234.0 vs 199.4 days, respectively;  
p = 0.0346). The mean number of flares was lower for patients who received crisaborole versus vehicle (0.95 vs 1.36, respec-
tively; p = 0.0042). No clear trend was observed in maintenance of pruritus response between crisaborole- and vehicle-treated 
patients. Crisaborole was well tolerated, with no new or unexpected safety findings when used as maintenance treatment.
Conclusions Crisaborole QD was effective and well tolerated for long-term maintenance treatment and flare reduction in 
adult and pediatric patients with mild-to-moderate AD.
Trial Registration ClinicalTrials.gov, NCT04040192, 31 July 2019.

Plain Language Summary
Atopic dermatitis (AD) is an immuno-inflammatory skin disease that can last a long time. It causes skin lesions and intense 
itching. Topical AD treatments used reactively often fail to control the disease over a long period of time. Many are associated 

Extended author information available on the last page of the article

http://crossmark.crossref.org/dialog/?doi=10.1007/s40257-023-00780-w&domain=pdf


624 L. F. Eichenfield et al.

with safety concerns that limit long-term use. Crisaborole ointment is a nonsteroidal treatment for the skin and is used 
to treat mild-to-moderate AD. Previous studies showed that using crisaborole twice daily was effective and had few side 
effects in patients with mild-to-moderate AD. This study evaluated how effective and safe long-term treatment with once-
daily crisaborole was compared with an ointment with no drug (vehicle). The study included patients aged ≥ 3 months with 
mild-to-moderate AD whose AD improved after previous treatment with twice-daily crisaborole. This study was designed 
to investigate how much crisaborole reduced the incidence of AD flares over 52 weeks in these patients.
The study included 270 patients whose AD had improved after treatment with twice-daily crisaborole. Of these patients, 
135 were randomly assigned to receive crisaborole once a day and 135 to receive vehicle once a day. Patients who received 
crisaborole had a significantly longer time before experiencing AD flares than those who received vehicle. Crisaborole 
was well tolerated, and no new or unexpected side effects were found when used as a once-daily maintenance treatment for  
52 weeks. These results indicate that once-daily treatment with crisaborole could be a potential long-term maintenance 
treatment option in children and adults with mild-to-moderate AD.

Key Points 

Long-term maintenance treatment with once-daily 
crisaborole resulted in delayed onset of first flare, greater 
number of flare-free days, and decreased number of 
flares compared to vehicle in patients with mild-to-
moderate atopic dermatitis who responded to crisaborole 
twice daily.

Crisaborole once daily was well tolerated when used as a 
long-term maintenance treatment.

1 Introduction

Atopic dermatitis (AD) is a chronic, relapsing, immuno-
inflammatory skin disorder characterized by eczematous, 
scaly skin lesions, intense pruritus, and a general deteriora-
tion in quality of life (QoL) [1–3]. Moreover, studies have 
suggested that AD has a negative effect on linear growth 
depending on the age at onset, extent, and duration of AD 
[4, 5]. AD has an estimated global prevalence of 230 mil-
lion, affecting 15–30% and 2–10% of the pediatric and 
adult populations, respectively [3, 6]. The etiology of AD is 
complex and influenced by several factors, including genet-
ics, environmental issues, skin barrier defects, altered skin 
microbiome, and the immune system. These factors affect 
the severity, frequency, timing, and intensity of flares [7, 8].

Topical treatments used for AD often fail to achieve last-
ing disease control. AD flares occur at variable and unpre-
dictable intervals [9]. A web-based survey completed by 
adults diagnosed with AD indicated that 84% of the patients 
were either currently experiencing a flare or had experienced 
one in the last month [10]. Patients with moderate AD may 
experience approximately eight flares per year, each lasting 
approximately 14 days [9].

In addition to the basic management of AD, which 
includes skin care (the use of moisturizers, emollients, warm 
baths, and nonsoap cleansers) and the avoidance of triggers, 
proactive therapy to control residual disease and reduce AD 
relapses is proposed in treatment guidance documents and 
data rather than taking only a reactive approach when the 
condition flares [2, 11–13]. A proactive approach starts 
with an intensive topical anti-inflammatory therapy until all 
lesions have mostly cleared, followed by long-term, low-
dose intermittent application of anti-inflammatory therapy 
[12–15]. Topical corticosteroids (TCSs) have limitations for 
long-term continuous use because of safety concerns, while 
topical calcineurin inhibitors (TCIs) have a boxed warning 
based on reporting of rare cases of lymphoma, although a 
causal relationship has not been established [15–18].

Long-term TCS use is restricted to avoid local cutaneous 
atrophy, striae rubrae, telangiectasia, skin burning, tachy-
phylaxis, erythema, and acneiform/rosacea-like eruptions. 
In addition, high- and very-high-potency TCS agents can 
potentially result in further systemic side effects [15, 19].

TCIs are approved for short-term and noncontinuous 
chronic treatment in recalcitrant AD and use in sensitive 
skin areas [15, 16]. According to the European Medicines 
Agency and the most recent position paper on the treatment 
of AD by the European Task Force on Atopic Dermatitis 
of the European Academy of Dermatology and Venereol-
ogy, tacrolimus is approved for the maintenance treatment 
of moderate-to-severe AD for the prevention of flares and 
the prolongation of flare-free intervals in patients experienc-
ing frequent disease exacerbations [12, 20]. Moreover, in 
some countries, the use of TCIs has been approved for use 
in patients aged ≥ 2 years, while in other countries, their use 
has been approved for patients aged > 3 months [21]. TCIs 
are associated with burning/stinging upon application, and 
patient education is required due to a boxed warning for an 
increased risk of lymphoma [15].

Crisaborole ointment, 2%, is a nonsteroidal phosphodi-
esterase 4 (PDE4) inhibitor that has been approved for the 
treatment of mild-to-moderate AD in adult and pediatric 
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patients aged ≥ 2 years in 2016 and pediatric patients aged 
≥ 3 months since 2020 in multiple countries [22–24]. It has 
a favorable safety profile, with no limitations on duration of 
use and can be used on sensitive skin areas [2].

In a 48-week, phase III, long-term safety extension study 
of patients aged ≥ 2 years with mild-to-moderate AD, treat-
ment with crisaborole twice daily (BID) showed a low fre-
quency of treatment-related adverse events (TRAEs) [25]. 
Crisaborole therefore also represents a potential long-term 
maintenance treatment option for AD. Here, we report 
results of CrisADe CONTROL (NCT04040192), a phase 
III clinical study conducted to investigate the use of crisab-
orole once-daily (QD) regimen as a long-term maintenance 
therapy in patients aged ≥ 3 months with mild-to-moderate 
AD who were previously responsive to crisaborole BID.

2  Methods

2.1  Study Design

CrisADe CONTROL was a randomized, double-blind, 
vehicle-controlled, 52-week, phase III clinical study that 
included patients aged ≥ 3 months with mild-to-moderate 
AD involving a percentage of treatable body surface area 
(%BSA) of ≥ 5. An initial screening period (up to 4 weeks) 
was used to screen potential patients, ensuring compliance 
with the predetermined inclusion criteria and the absence 
of any exclusion criteria. Eligible patients were enrolled to 
receive crisaborole BID in the open-label run-in period up 
to a maximum of 8 weeks in duration (with follow-up visits 
every 2 weeks) for responder qualification. A responder was 
defined as a patient who achieved both Investigator’s Static 
Global Assessment (ISGA) success (ISGA score of 0 [clear] 
or 1 [almost clear] with a ≥ 2-grade improvement from the 
run-in baseline) and ≥ 50% improvement in the Eczema 
Area and Severity Index score (EASI-50).

Patients who responded to treatment (crisaborole BID) 
at any time point during the run-in period were randomly 
assigned to the double-blind maintenance period in a 1:1 
ratio to receive crisaborole QD or vehicle QD for 52 weeks. 
Nonresponders at the end of the run-in period were discon-
tinued from the study. After randomization, the follow-up 
visits were conducted every 4 weeks during the 52-week 
double-blind maintenance period for efficacy and safety 
assessments. If a flare (defined per protocol) or an adverse 
event (AE) was suspected at times outside of the planned 
follow-up visits, an unscheduled study visit was conducted. 
Any incidence of flare outside of the study visits was 
reported by patients or caregivers by means of an electronic 
diary or direct reporting by the patients. If the patient met the 
criteria for experiencing a flare (ISGA ≥ 2), the patient was 
switched to enter a flare treatment period (a nested period 

within the 52-week double-blind maintenance period), dur-
ing which time the patient received open-label crisaborole 
BID for up to 12 weeks per flare (a maximum of three con-
secutive 4-week treatment courses). During the flare treat-
ment periods, patients were assessed every 4 weeks; this 
replaced maintenance visits. Resolution of flare was defined 
as ISGA ≤ 1. If the flare resolved after 4, 8, or 12 weeks 
of flare treatment, the patient was switched back to their 
original assigned blinded maintenance QD treatment and 
returned to the maintenance visit schedule. Flare treatment 
had a fixed duration of either 4, 8, or 12 weeks. If the flare 
did not resolve after 12 weeks of crisaborole BID treatment, 
the patient was withdrawn from the study. A post-treatment 
follow-up assessment by phone call 4 weeks after the last 
study dose (end of treatment [EOT]) was conducted for all 
patients. Once this assessment had concluded, it marked the 
end of study (EOS). The total duration of the study was up 
to 68 weeks, including up to 4 weeks for screening, an open-
label run-in period of up to 8 weeks, a 52-week double-blind 
maintenance period, and a 4-week post-treatment follow-up 
period (Fig. 1).

2.2  Patients and Treatment

All patients were aged ≥ 3 months at the time of informed 
consent/assent and had a confirmed clinical diagnosis of AD 
per Hanifin and Rajka criteria [26]. Patients had mild-to-
moderate AD defined as ISGA grade 2 (mild) or 3 (moder-
ate), with a treatable %BSA of ≥ 5 (excluding the scalp) at 
entry into the run-in period. All patients had a history of 
prior treatments such as emollients, antihistamines, TCSs, 
or TCIs.

Patients with clinically significant medical conditions, 
patients using any prohibited medications as per the study 
protocol without the minimum washout periods, and patients 
with unstable AD, a known lack of efficacy to crisaborole, 
or a prior history of use of biologic therapy were excluded 
from this study.

During the open-label run-in period, patients or their 
caregivers were instructed to apply an even layer of crisab-
orole ointment covering all treatable AD lesions (excluding 
the scalp) BID, even when the skin became clinically clear. 
This included any newly identified AD lesions. Patients were 
permitted to use nonmedicated emollients during the study 
to manage dry skin if it was not used on the treatable AD 
lesion areas within 60 min before and after dosing with the 
study ointment.

For each patient, the treatable skin areas were the most 
commonly affected skin areas identified at randomiza-
tion and reviewed after 6 months. During the maintenance 
period, the patients were instructed to continue to apply 
the study ointment to the most commonly affected skin 
areas even if they appeared normal. Crisaborole, or vehicle 
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(matching ointment), QD was applied during the 52-week, 
double-blind maintenance period. Crisaborole was applied 
BID during all flares occurring within the maintenance 
period.

2.3  Endpoints and Assessments

2.3.1  Efficacy Endpoints

Efficacy assessments during the 52-week double-blind main-
tenance treatment period of the study were performed during 
scheduled in-clinic visits every 4 or 8 weeks (by phone at 
week 20, 28, 36, and 44) (Fig. 1).

The primary endpoint was flare-free maintenance until 
onset of first flare during the 52-week double-blind mainte-
nance treatment period. Key secondary endpoints included 
the number of flare-free days, the number of flares, and the 
maintenance of pruritus response until the onset of first 
flare during the 52-week double-blind maintenance treat-
ment period.

Maintenance of pruritus response (defined as the main-
tenance of a ≥ 50% improvement from baseline obtained 
at randomization) until the onset of first flare was assessed 
by three different age-appropriate scales, including the 
Peak Pruritus Numerical Rating Scale (an 11-point scale 
in which 0 indicates “no itch” and 10 indicates “worst 
itch imaginable”; used with permission from Regeneron 

Pharmaceuticals, Inc., and Sanofi) completed by patients 
aged ≥ 12 years [27], the Patient-Reported Itch Severity 
5-point scale completed by patients aged 6–11 years, and the 
Observer-Reported Itch Severity 11-point scale completed 
by the caregivers of patients for patients aged 3 months to 5 
years. These were performed electronically on a provisioned 
device.

2.3.2  Safety Endpoints

Safety was assessed using rates of treatment-emergent 
adverse events (TEAEs). TEAEs were defined as AEs with 
an onset on or after the day of the first dose. TEAEs were 
classified as treatment related if they were determined by the 
study investigator to be related to the study medication. AEs 
were defined as any untoward medical occurrence in a study 
patient regardless of whether these were considered related 
to the study medication.

Data on AEs were elicited and collected for the entire 
study period from the time of informed consent/assent until 
the EOS. Predose AEs, which occurred prior to the initia-
tion of the study medication after informed consent/assent, 
were assessed as medical history. On-treatment AEs were 
assessed as TEAEs. Reporting of AEs included the assess-
ments of the severity of AEs for serious adverse events 
(SAEs), assessments of clinically significant changes in 
vital signs, physical examinations, clinical investigational 

Fig. 1  CrisADe CONTROL 
study design. BID twice daily, 
EASI Eczema Area and Severity 
Index, EASI-50 50% improve-
ment on the Eczema Area and 
Severity Index, EOT end of 
treatment, ISGA Investigator’s 
Static Global Assessment, QD 
once daily
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findings, and laboratory findings. AEs were recorded and 
classified using the Medical Dictionary for Regulatory 
Activities (MedDRA v24.1) terminology.

2.4  Statistical Analysis

The familywise type I error rate for testing the primary 
and key secondary endpoints was controlled at 5% using a 
sequential step-down closed testing procedure and the Bon-
ferroni method. The order of testing was as follows:

1. Flare-free maintenance up until the onset of the first flare 
during the maintenance period.

2. Number of flare-free days over 52 weeks.
3. Number of flares over 52 weeks.
4. Maintenance of pruritus response up until the onset of 

first flare.

Flare-free maintenance (primary endpoint) and main-
tenance of pruritus response (key secondary endpoint) 
were analyzed using a log-rank test, stratified by age group 
(aged 3 months to < 12 years or ≥ 12 years), duration of 
the BID treatment in the open-label period (≤ 4 weeks or  
> 4 weeks), and ISGA score (0 [clear] or 1 [almost clear]) 
at randomization.

Other key secondary endpoints were analyzed using an 
analysis of covariance model (number of flare-free days) 
or Wilcoxon rank sum test (number of flares) accounting 
for age group (aged 3 months to < 12 years or ≥ 12 years), 
duration of the BID treatment in the open-label period  
(≤ 4 weeks or > 4 weeks), and ISGA score (0 [clear] or 1 
[almost clear]) at randomization.

For the primary endpoint (flare-free maintenance until 
onset of first flare during the 52-week double-blinded 
period), and the key secondary endpoints (number of flare-
free days and number of flares) during the 52-week dou-
ble-blinded period, the significance level was defined as  
p = 0.05. Statistical significance could only be claimed for 
a given endpoint if the prior endpoint was significant in the 
order of testing as stated.

For the key secondary endpoint, maintenance of pruritus 
response until onset of first flare during the 52-week dou-
ble-blind period, the Bonferroni method was used to adjust 
the significance level. The significance level was defined as  
p = 0.01 for each pruritus subgroup. Only the subgroup(s) 
with a p value of ≤ 0.01 could claim significance after the 
primary endpoint and other two secondary endpoints were 
found to be statistically significant. The five subgroups were 
as follows:

1. ≥ 12 years of age: ≥ 3 points reduction for responders
2. ≥ 12 years of age: ≥ 4 points reduction for responders
3. 6–11 years of age: ≥ 2 points reduction for responders

4. 3 months to 5 years of age: ≥ 3 points reduction for 
responders

5. 3 months to 5 years of age: ≥ 4 points reduction for 
responders

2.5  Ethical Approval

The final protocol, any amendments, and informed consent/
assent documentation were reviewed and approved by the 
institutional review boards or institutional ethics commit-
tees at each of the investigational centers participating in the 
study. All patients or parent(s)/guardian(s) provided written 
informed consent, including age-appropriate assent, for par-
ticipation in the study. This study was conducted in compli-
ance with the ethical principles originating in or derived 
from the Declaration of Helsinki and in compliance with all 
International Conference on Harmonization Good Clinical 
Practice Guidelines.

3  Results

3.1  Baseline Characteristics

Overall, 497 patients entered the open-label run-in period, 
of which 270 patients were enrolled into the 52-week  
double-blind maintenance period. Of 270 patients, 135 were 
randomly assigned to the crisaborole group and 135 were 
randomly assigned to the vehicle group (Fig. 1). Sixteen 
patients were randomly assigned but excluded from the 
efficacy analysis because they did not meet responder cri-
teria (ISGA success and EASI-50) at randomization. This 
included ten patients in the crisaborole-treated group and six 
patients in the vehicle-treated group. All other patients who 
were randomly assigned were included in the efficacy analy-
sis. The 270 patients who entered the double-blind mainte-
nance period were included in the double-blind period safety 
analysis. Demographic and baseline characteristics between 
the two randomized groups were balanced and are shown 
in Table 1.

The study population comprised mostly pediatric patients 
aged < 18 years. In the vehicle-treated group, 57 patients 
(42.2%) and 23 patients (17%) were aged 2 to < 12 years 
and 12 to < 18 years, respectively. In the crisaborole-treated 
group, 46 patients (34.1%) and 32 patients (23.7%) were 
aged 2 to < 12 years and 12 to < 18 years, respectively. The 
mean (SD) duration of disease of all patients was 10.3 years 
(10.2) and 9.0 years (9.7) for the crisaborole- and vehicle-
treated groups, respectively.

The crisaborole-treated group comprised 55 White 
patients (40.7%), 42 Black patients (31.1%), and 28 Asian 
patients (20.7%). The vehicle-treated group comprised  
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54 White patients (40%), 47 Black patients (34.8%), and 27 
Asian patients (20.0%).

The mean %BSA at randomization was similar between 
the groups. In the crisaborole group, 48 patients (35.6%) had 
ISGA scores of 0 (clear) and 84 patients (62.2%) had ISGA 
scores of 1 (almost clear). In the vehicle-treated group, 

56 patients (41.5%) had ISGA scores of 0 (clear) and 78 
patients (57.8%) had ISGA scores of 1 (almost clear). The 
mean EASI, Peak Pruritus Numerical Rating Scale, Patient-
Reported Itch Severity, and Observer-Reported Itch Severity 
scores were similar for the crisaborole- and vehicle-treated 
groups (Table 1).

Table 1  Patient demographic and baseline disease characteristics

AD atopic dermatitis, BSA body surface area, DB double blind, EASI Eczema Area Severity Index, ISGA Investigator’s Static Global Assess-
ment, OL open label, ORIS Observer Reported Itch Severity scale, PP-NRS Peak Pruritus Numerical Rating Scale, PRIS Patient Reported Itch 
Severity scale, QD once daily
a Data were obtained from the patients directly and/or hospital records
b Includes American Indian or Alaska Native, Native Hawaiian or other Pacific Islander, and other or not reported
c OL run-in baseline for all treated participants and DB randomization baseline for all randomly assigned participants
d Protocol deviation for the DB period
e Protocol deviation for the OL period
f For patients aged ≥ 12 years
g For patients aged 6 to < 12 years
h For patients aged 3 months to < 6 years

Treated in OL period
N = 497

Randomly assigned to 
DB period
N = 270

Vehicle QD
N = 135

Crisaborole QD
N = 135

Age, n (%)
 3 to < 24 months 20 (4.0) 8 (3.0) 4 (3.0) 4 (3.0)
 2 to < 12 years 202 (40.6) 103 (38.1) 57 (42.2) 46 (34.1)
 12 to < 18 years 105 (21.1) 55 (20.4) 23 (17.0) 32 (23.7)
 ≥ 18 years 170 (34.2) 104 (38.5) 51 (37.8) 53 (39.3)

Age, mean (SD), years 19.9 (18.4) 22.2 (20.2) 21.8 (20.4) 22.6 (20.2)
Female, n (%) 283 (56.9) 147 (54.4) 76 (56.3) 71 (52.6)
Race,a n (%)
 White 204 (41.0) 109 (40.4) 54 (40.0) 55 (40.7)
 Black 161 (32.4) 89 (33.0) 47 (34.8) 42 (31.1)
 Asian 101 (20.3) 55 (20.4) 27 (20.0) 28 (20.7)
  Otherb 31 (6.2) 17 (6.3) 7 (5.2) 10 (7.4)

Duration of disease, mean (SD), years 9.6 (9.9) 9.6 (10.0) 9.0 (9.7) 10.3 (10.2)
ISGA score,c n (%)
 0 (clear) 0 104 (38.5) 56 (41.5) 48 (35.6)
 1 (almost clear) 0 162 (60.0) 78 (57.8) 84 (62.2)
 2 (mild)d 167 (33.6) 1 (0.4) 0 1 (0.7)
 3 (moderate)d 329 (66.2) 3 (1.1) 1 (0.7) 2 (1.5)
 4 (severe)e 1 (0.2) 0 0 0

EASI,c mean (SD) 10.30 (7.43) 1.67 (2.22) 1.53 (2.10) 1.81 (2.33)
%BSA,c mean (SD) 19.61 (16.81) 5.46 (8.81) 5.18 (9.38) 5.73 (8.23)
Most commonly affected AD %BSA, n 269 134 135
 Mean (SD) 12.41 (12.25) 13.93 (13.81) 10.91 (10.3)

PP-NRS score,c,f n 247 155 73 82
 Mean (SD) 4.79 (2.66) 2.09 (1.70) 2.01 (1.59) 2.15 (1.80)

PRIS score,c,g n 98 44 23 21
 Mean (SD) 3.13 (1.15) 2.10 (0.80) 2.09 (0.82) 2.11 (0.80)

ORIS score,c,h n 105 64 36 28
 Mean (SD) 5.87 (2.29) 2.66 (1.86) 2.49 (1.86) 2.88 (1.87)
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During the 52-week double-blind maintenance period of 
the study, ~ 40% of the patients discontinued treatment. The 
most common reason for discontinuation was lack of efficacy 
(18 patients [13.3%] in the crisaborole-treated group and 
23 patients [17.0%] in the vehicle-treated group). Discon-
tinuation due to TEAEs was minimal in both groups. Over-
all, there was one patient (0.7%) in the crisaborole-treated 
group and three patients (2.2%) in the vehicle-treated group 
who discontinued because of a TEAE. During the 52-week 
double-blind maintenance period of the study, 11 (8.1%) of 
the crisaborole-treated patients and six (4.4%) of the vehicle-
treated patients were lost to follow-up (Fig. 2).

3.2  Efficacy Endpoints

The median Kaplan-Meier estimate of flare-free main-
tenance was significantly longer with crisaborole versus 
vehicle (111 days, 95% confidence interval [CI] 56–224, vs 
30 days, 95% CI 28–56, respectively; p = 0.0034 [Fig. 3]). 
Crisaborole-treated patients showed a longer duration of 

flare-free maintenance versus patients treated with vehicle 
when the analysis was stratified by age group, race (except 
the group categorized as “other”), ethnicity, ISGA score at 

Fig. 2  Patient disposition of 
the CONTROL study. OL open 
label, QD once daily

Fig. 3  Flare-free maintenance until onset of the first flare during the 
double-blind period. CI confidence interval, QD once daily
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randomization, and duration of open-label run-in treatment 
(Table 2).

The mean number of flare-free days was significantly 
greater for patients treated with crisaborole versus vehicle 
(234.0 days vs 199.4 days, respectively; p = 0.0346), with a 
difference of 34.6 days (95% CI 2.53–66.64) (Fig. 4).

The mean number of flares was significantly lower 
for patients treated with crisaborole versus vehicle (0.95 
vs 1.36, respectively; p = 0.0042) (Fig. 5). There was 
a greater proportion of patients having no flares in the 

crisaborole-treated group (44 [35.2%]) versus the vehi-
cle-treated group (33 [25.6%]). The proportion of patients 
experiencing a single flare was greater in the crisaborole 
group (55 [44.0%]) versus the vehicle-treated group (51 
[39.5%]). However, in the vehicle-treated group, a greater 
proportion of patients experienced two or more flares com-
pared to the crisaborole-treated group.

No clear trend was observed in the maintenance of pru-
ritus response until the onset of first flare between crisab-
orole- and vehicle-treated patients.

Table 2  Flare-free maintenance subgroup analyses

CI confidence interval, ISGA Investigator’s Static Global Assessment, NA not available, QD once daily

Vehicle QD Crisaborole QD

Patients who experi-
enced a flare
n (%)

Median days (95% CI) Patients who experi-
enced a flare
n (%)

Median days (95% CI)

Study population 96/129 (74.4) 30 (28–56) 81/125 (64.8) 111 (56–224)
Subgroup analyses
 Age
  3 months to < 12 years 48/60 (80.0) 28 (28–56) 35/47 (74.5) 56 (30–224)
  ≥ 12 years 48/69 (69.6) 31 (28–84) 46/78 (59.0) 175 (79–364)

 ISGA score at randomization
  0 (clear) 38/56 (67.9) 56 (28–194) 29/48 (60.4) 111 (56–NA)
  1 (almost clear) 58/73 (79.5) 29 (28–35) 52/77 (67.5) 111 (30, 224)

 Race
  White 41/50 (82.0) 28 (27–31) 39/49 (79.6) 56 (30–111)
  Black 29/45 (64.4) 57 (29–280) 19/38 (50.0) 365 (33–NA)
  Asian 21/27 (77.8) 29 (27–98) 18/28 (64.3) 230 (69–NA)
  Other 5/7 (71.4) 84 (8–NA) 5/10 (50.0) 56 (14–NA)

 Ethnicity
  Hispanic or Latino 5/9 (55.6) 198 (22–NA) 10/18 (55.6) 242 (28–NA)
  Not Hispanic or Latino 86/115 (74.8) 29 (28–54) 66/101 (65.3) 111 (56–278)

 Number of run-in weeks
  ≤ 4 weeks 33/41 (80.5) 28 (28–54) 27/36 (75.0) 84 (30–287)
  > 4 weeks 63/88 (71.6) 48 (28–75) 54/89 (60.7) 169 (56–280)

Fig. 4  Number of flare-free days during the double-blind mainte-
nance period. CI confidence interval, LSM least squares mean, QD 
once daily, SE standard error

Fig. 5  Number of flares during the double-blind maintenance period. 
QD once daily
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A diverse racial population was recruited for the CON-
TROL study, giving further insight into the efficacy profile 
of crisaborole in White, Black, and Asian patients. Favorable 
results were observed in the analysis of the primary efficacy 
endpoint in Black as well as Asian patients. The median 
number of days of flare-free maintenance until the onset of 
first flare during the 52-week double-blind period was higher 
among crisaborole- versus vehicle-treated Black patients 
(365 vs 57 days; p = 0.09) and Asian patients (230 vs 29 
days; p = 0.017), respectively (Table 2).

3.3  Safety

During the open-label run-in period of the study, 109 
patients (21.9%), all receiving crisaborole BID for up to 8 
weeks, experienced 166 all-causality TEAEs. A total of 51 
patients (10.3%) experienced 66 TRAEs. The most frequent 
TEAEs (all causality) were application site pain (5.6% for 
all TRAEs) and AD (2.4%; none were treatment related) 
(Table 3). Three patients experienced SAEs during this 
period; one SAE was considered treatment related (Tables 3, 
4). This patient experienced AD with an application site 
infection. The event resolved; however, the patient was with-
drawn from the study.

During the 52-week double-blind maintenance period 
of the study, 36 patients (26.7%) and 49 patients (36.3%) 
who received crisaborole QD and vehicle QD, respec-
tively, experienced all-causality TEAEs. Overall, two 
patients (1.5%) and four patients (3.0%) reported TRAEs 
in the crisaborole and vehicle groups, respectively. In the 
crisaborole-treated group, one patient (0.7%) discontinued 
the study because of AEs, whereas three patients (2.2%) 
in the vehicle-treated group discontinued due to AEs. Two 
patients experienced SAEs in the crisaborole-treated group 
(one patient experienced congestive cardiac failure and 
one developed osteomyelitis). In the vehicle-treated group, 
three patients experienced SAEs. None of the SAEs were 
considered treatment related (Tables 3, 4).

During the 52-week double-blind maintenance period 
of the study, TEAEs of application site pain and AD did 
not occur in any of the crisaborole-treated patients. How-
ever, in vehicle-treated patients, application site pain and 
AD were present in two patients (1.5%) and three patients 
(2.2%), respectively. The only TEAEs that occurred in  
≥ 2% of the crisaborole-treated patients during the 
52-week double-blind maintenance period was upper 
respiratory tract infection (3%), influenza (2.2%), skin 
abrasion (2.2%), coronavirus disease 2019 (COVID-19) 

Table 3  Safety summary

AE adverse event, BID twice daily, COVID-19 coronavirus disease 2019, DB double blind, OL open label, QD once daily
a Patients who experienced an AE that caused the participant to be discontinued from the study
b Patients who experienced an AE for which the action taken was the withdrawal of the study treatment but for whom the AE did not result in 
discontinuation from the study

OL, n (%) DB maintenance, n (%) Flare treatment period, n (%)

Crisaborole BID
N = 497

Vehicle QD
N = 135

Crisaborole QD
N = 135

Crisaborole BID
N = 167

Patients who experienced ≥ 1 AE 109 (21.9) 49 (36.3) 36 (26.7) 37 (22.2)
Serious AEs 3 (0.6) 3 (2.2) 2 (1.5) 2 (1.2)
Severe AEs 6 (1.2) 1 (0.7) 2 (1.5) 1 (0.6)
AEs leading to study discontinuation or discontinuation of 

study  druga,b
30 (6.0) 3 (2.2) 1 (0.7) 3 (1.8)

AEs leading to dose reduction or temporary discontinuation 
due to AEs

3 (0.6) 1 (0.7) 1 (0.7) 1 (0.6)

AEs reported for ≥ 2% of patients in any group
  Application site pain 28 (5.6) 2 (1.5) 0 2 (1.2)
  Dermatitis atopic 12 (2.4) 3 (2.2) 0 4 (2.4)
  Upper respiratory tract infection 10 (2.0) 2 (1.5) 4 (3.0) 2 (1.2)
  Application site infection 7 (1.4) 2 (1.5) 1 (0.7) 4 (2.4)
  Nasopharyngitis 4 (0.8) 5 (3.7) 0 1 (0.6)
  Influenza 4 (0.8) 1 (0.7) 3 (2.2) 0
  Bronchitis 2 (0.4) 3 (2.2) 0 0
  Skin abrasion 1 (0.2) 0 3 (2.2) 0
  COVID-19 0 0 5 (3.7) 2 (1.2)
  Headache 0 0 3 (2.2) 1 (0.6)



632 L. F. Eichenfield et al.

(3.7%), and headache (2.2%) (Table 3). None were con-
sidered treatment related.

During the flare period (all received open-label crisab-
orole BID for 4, 8, or 12 weeks), 37 patients (22.2%) expe-
rienced TEAEs. Frequent TEAEs (occurring in ≥ 2% of 
patients) were AD (four patients [2.4%]) and application 
site infection (four patients [2.4%]); none were considered 
treatment related (Table 3).

No safety findings pertaining to class effect of PDE4 inhi-
bition were observed. No new safety findings were identified 
in this study. The safety profile of crisaborole was found to 
be consistent across different races and ethnicities.

4  Discussion

Most guidelines have historically recommended using 
moderate-to-high potency TCS for acute treatment and 
low-to-moderate potency TCS as maintenance therapy [15]; 
however, current guidance documents and recent data rec-
ommend the use of TCSs, TCIs, or crisaborole as first-line 
treatment options for acute or maintenance treatment in AD 
[2].

The CONTROL study addressed the safety and efficacy 
of crisaborole QD maintenance use in patients with mild-
to-moderate AD involving ≥ 5% treatable BSA who previ-
ously responded to crisaborole BID treatment. Crisaborole 
QD showed superior efficacy in the primary and first two 
key secondary endpoints versus vehicle QD. Crisaborole 
QD maintenance treatment delayed the onset of first flare, 
resulted in a greater number of flare-free days, and decreased 
the number of flares compared to vehicle in pediatric and 
adult patients with mild-to-moderate AD. In a vehicle-con-
trolled study evaluating the use of TCSs (a more traditionally 
used maintenance treatment in AD of fluticasone propionate 
0.05% cream or 0.005% ointment twice weekly) versus its 
placebo base (emollient as monotherapy), in patients with 

moderate-to-severe AD, the median flare-free period was 
42 days for patients treated with emollient as monotherapy 
versus > 16 weeks (112 days) for patients treated with flu-
ticasone propionate (the median time to relapse could not 
be determined as it extended beyond the EOS period) [29]. 
During the CONTROL study, the use of crisaborole QD as 
maintenance treatment achieved similar outcomes, with a 
significantly longer period of flare-free maintenance versus 
vehicle (111 days vs 30 days, respectively); however, the 
CONTROL study consisted only of patients with mild-to-
moderate AD.

Maintenance of pruritus response until the onset of 
first flare showed no clear trend between crisaborole- and 
vehicle-treated patients. There were several possible rea-
sons for this. First, the pruritus and observation of scratch 
assessments use three separate age-appropriate scales, and 
data from these three scales cannot be combined. Second, 
the baseline pruritus scores were low and relatively few 
patients met the pruritus response criteria during the open-
label period. Note that the inclusion criteria did not enrich 
the population by including a minimal pruritus score for 
eligibility. For these reasons, the sample size for analyzing 
maintenance of pruritus response was small.

Notably, a diverse racial population was recruited for the 
CONTROL study, giving further insight into the efficacy 
and safety profile of crisaborole among White, Black, and 
Asian patients. Increased racial diversity in studies such as 
CrisADe CONTROL is important in gaining further insight 
into the likely differences in etiology, epidemiology, and 
presentation of AD of the different racial groups [30]. Skin 
lesions of non-White patients are more likely to be papular, 
follicular based, or lichenoid, whereas AD lesions in East 
Asian patients are more likely to be psoriasiform, and display 
lichenification, scaling, and clear demarcation [31, 32]. The 
prevalence of AD is high among Black and Asian patients, 
making the inclusion and assessment of these patient groups 
in clinical trials important [32]. Previous pooled post hoc 

Table 4  Summary of treatment-related treatment-emergent adverse events

BID twice daily, DB double blind, OL open label, QD once daily

OL DB maintenance Flare treatment period DB total

Crisaborole, 2%, BID
N = 497

Vehicle 
QD
N = 135

Crisaborole, 
2%, QD
N = 135

Crisaborole, 2%, BID
N = 167

Total
N = 270

Number of adverse events 66 6 2 3 11
Patients with adverse events, n (%) 51 (10.3) 4 (3.0) 2 (1.5) 3 (1.8) 9 (3.3)
Serious adverse events, n (%) 1 (0.2) 0 0 0 0
Severe adverse events, n (%) 4 (0.8) 1 (0.7) 0 0 1 (0.4)
Discontinued from study due to adverse events, n (%) 19 (3.8) 0 0 1 (0.6) 1 (0.4)
Dose reduction or temporary discontinuation due to 

adverse events, n (%)
2 (0.4) 0 0 0 0



633Crisaborole as Long-Term Maintenance Treatment in Patients with Mild-to-Moderate Atopic Dermatitis

analyses by race and ethnicity of the two pivotal trials and 
a long-term safety extension trial reported that more crisab-
orole-treated than vehicle-treated patients achieved improve-
ments in global disease severity among White as well as 
Asian/native Hawaiian/other Pacific Islander, Black/Afri-
can American, and other/American Indian/Alaskan native 
patient groups [30]. Favorable results were observed in the 
analysis of the primary efficacy endpoint in Black as well as 
Asian patients. In addition, in accordance with the findings 
of the previous pooled analyses mentioned, the CONTROL 
study found the safety profile of crisaborole to be consistent 
across different races and ethnicities.

Safety results demonstrated that BID and QD crisaborole 
treatment regimens were consistent with the known safety 
profile of crisaborole. During the open-label run-in period, 
the most frequently reported TEAE was application site 
pain, which was reported by 28 patients (5.6%). In the piv-
otal CORE 1 (NCT02118766) and CORE 2 (NCT02118792) 
studies, application site pain was reported in 4.4% of crisab-
orole-treated patients and in 2.3% of crisaborole-treated 
patients in CORE 3 [25, 28]. From these studies, it is evident 
that the incidence of application site pain decreases with 
time. No application site pain or any other application site 
reactions were reported by crisaborole-treated patients dur-
ing the maintenance period. TEAEs potentially attributable 
to systemic PDE4 inhibition, such as diarrhea, nausea, and 
vomiting, were reported infrequently. In addition, no treat-
ment-related safety findings pertaining to systemic PDE4 
inhibition were observed in this long-term study. No new or 
unexpected safety findings were identified with long-term 
use of crisaborole in this study. These safety results thus 
support the long-term use of crisaborole.

During this study, crisaborole was used as monotherapy. 
No TCSs or other topical treatments were used as rescue 
therapy. During any flare treatment period, crisaborole BID 
was used as rescue therapy. The results of this study support 
the role of crisaborole as monotherapy during both acute as 
well as long-term maintenance treatment.

4.1  Limitations

The pediatric population aged 3 to < 24 months in this 
study was small. In the open-label run-in period, only 20 
patients (4%) were aged 3 to < 24 months. The protocol 
was amended late in the study to include this patient popu-
lation, leaving a limited time to recruit patients in this age 
group. In the 52-week double-blind maintenance treatment 
period, only four patients (3%) in both the crisaborole- and 
vehicle-treated groups were aged 3 to < 24 months. Only 
a crisaborole QD maintenance regimen was used during 
the study. Future studies may evaluate the use of different 
regimens. There is no comparison of crisaborole to other 

first-line treatment options (TCS and TCIs) for AD as per 
the current treatment guidelines.

5  Conclusions

There is an unmet need for long-term topical treatment 
options for AD, especially considering the safety concerns 
and challenges in achieving lasting disease control noted 
with the current topical treatment options.

Crisaborole QD is effective as a long-term maintenance 
therapy, demonstrating a significant reduction in the inci-
dence of AD-related flares compared to vehicle in pediatric 
(aged ≥ 3 months) and adult patients with mild-to-moderate 
AD. Furthermore, crisaborole QD as maintenance treat-
ment was safe and well tolerated in this patient population. 
Crisaborole ointment, 2%, QD represents a potential long-
term maintenance treatment option in pediatric (aged ≥ 3 
months) and adult patients with mild-to-moderate AD who 
previously responded to crisaborole BID.

Acknowledgements Editorial and medical writing support under the 
guidance of the authors was provided by Chantell Hayward, PharmD, at 
ApotheCom, San Francisco, CA, USA, and was funded by Pfizer Inc., 
New York, NY, USA, in accordance with Good Publication Practice 
(GPP 2022) guidelines (Ann Intern Med. 2022; 10. 7326/ M22-1460).

Declarations 

Funding This study was funded by Pfizer Inc., New York, NY, USA.

Conflict of interest LFE has served as a scientific advisor, consultant, 
and/or clinical study investigator for Pfizer Inc., AbbVie, Almirall, 
Amgen, Arena, Aslan Dermavant, Eli Lilly and Company, Forté, Gal-
derma, Incyte, LEO Pharma, Novartis, Ortho Dermatologics, Otsuka, 
Regeneron, and Sanofi-Genzyme. RGG has received research grants 
for Pfizer Inc. crisaborole clinical trials and consulting fees for par-
ticipating on the Pfizer crisaborole advisory board as well as research 
grants from LEO Pharma and Incyte as an investigator. JX has received 
honoraria for serving as a speaker for Pfizer Inc., Novartis, and Sa-
nofi. MSA has received research grants for her role as an investiga-
tor for AbbVie, Janssen, Novartis, and UCB; has received honoraria 
for serving on advisory boards for AbbVie, Novartis, and UCB; and 
has received honoraria for serving as a speaker for AbbVie. JCS has 
been a consultant/speaker/investigator for Pfizer Inc., AbbVie, Amgen, 
Bioderma, Bristol Myers Squibb, Ego Pharmaceuticals, Eli Lilly and 
Company, Janssen, LEO Pharma, L’Oreal, Mayne, Novartis, Pierre-
Fabre, and Sanofi. DEM, PS, BV, CZ, JL, and JW are employees and 
shareholders of Pfizer Inc.

Availability of data and material Upon request, and subject to review, 
Pfizer will provide the data that support the findings of this study. 
Subject to certain criteria, conditions, and exceptions, Pfizer may also 
provide access to the related individual de-identified participant data. 
See https:// www. pfizer. com/ scien ce/ clini cal- trials/ trial- data- and- resul 
ts for more information.

Ethics approval The final protocol, any amendments, and informed 
consent/assent documentation were reviewed and approved by the 
institutional review boards or institutional ethics committees at each 

https://www.pfizer.com/science/clinical-trials/trial-data-and-results
https://www.pfizer.com/science/clinical-trials/trial-data-and-results


634 L. F. Eichenfield et al.

of the investigational centers participating in the study. All patients 
or parent(s)/guardian(s) provided written informed consent, including 
age-appropriate assent, for participation in the study. This study was 
conducted in compliance with the ethical principles originating in or 
derived from the Declaration of Helsinki and in compliance with all 
International Conference on Harmonization Good Clinical Practice 
Guidelines.

Consent to participate Informed consent and age-appropriate assents 
were obtained from all individual participants included in the study 
and/or their caregivers.

Consent to publish Not applicable.

Code availability Not applicable.

Author contributions All the authors were involved in the interpreta-
tion of the data, the draft preparation, writing, and approval of the 
final manuscript for submission. LFE, RG, JX, MSA, and JCS were 
involved in the methodology and investigation of the study. DEM, PS, 
BV, JL, and JW were involved in the conceptualization, methodology, 
formal analysis and investigation, and supervision of the study. CZ was 
involved in the conceptualization, methodology, and statistical analysis 
of the data.

Open Access This article is licensed under a Creative Commons Attri-
bution-NonCommercial 4.0 International License, which permits any 
non-commercial use, sharing, adaptation, distribution and reproduction 
in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Com-
mons licence, and indicate if changes were made. The images or other 
third party material in this article are included in the article's Creative 
Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article's Creative Commons 
licence and your intended use is not permitted by statutory regula-
tion or exceeds the permitted use, you will need to obtain permission 
directly from the copyright holder. To view a copy of this licence, visit 
http:// creat iveco mmons. org/ licen ses/ by- nc/4. 0/.

References

 1. Na CH, Chung J, Simpson EL. Quality of life and disease impact 
of atopic dermatitis and psoriasis on children and their families. 
Children (Basel, Switzerland). 2019;6(12).

 2. Boguniewicz M, Fonacier L, Guttman-Yassky E, Ong PY, Silver-
berg J, Farrar JR. Atopic dermatitis yardstick: practical recom-
mendations for an evolving therapeutic landscape. Ann Allergy 
Asthma Immunol. 2018;120(1):10-22.e2.

 3. Murota H, Koike Y, Morisaki H, Matsumoto M, Takenaka M. 
Exacerbating factors and disease burden in patients with atopic 
dermatitis. Allergol Int. 2022;71(1):25–30.

 4. Massarano AA, Hollis S, Devlin J, David TJ. Growth in atopic 
eczema. Arch Dis Child. 1993;68(5):677–9.

 5. Yamamoto-Hanada K, Suzuki Y, Yang L, Saito-Abe M, Sato M, 
Mezawa H, et al. Persistent eczema leads to both impaired growth 
and food allergy: JECS birth cohort. PLoS ONE. 2021;16(12): 
e0260447.

 6. Luger TA, Hebert AA, Zaenglein AL, Silverberg JI, Tan H, Ports 
WC, et al. Subgroup analysis of crisaborole for mild-to-moderate 
atopic dermatitis in children aged 2 to < 18 years. Paediatr Drugs. 
2022;24(2):175–83.

 7. Johnson BB, Franco AI, Beck LA, Prezzano JC. Treatment-resist-
ant atopic dermatitis: challenges and solutions. Clin Cosmet Inves-
tig Dermatol. 2019;12:181–92.

 8. Girolomoni G, Busà VM. Flare management in atopic der-
matitis: from definition to treatment. Ther Adv Chronic Dis. 
2022;13:20406223211066730.

 9. Zuberbier T, Orlow SJ, Paller AS, Taïeb A, Allen R, Hernanz-
Hermosa JM, et al. Patient perspectives on the management of 
atopic dermatitis. J Allergy Clin Immunol. 2006;118(1):226–32.

 10. Bacci E, Rentz A, Correll J, Pierce E, DeLozier A, Rueda M, et al. 
Patient-reported disease burden and unmet therapeutic needs in 
atopic dermatitis. J Drugs Dermatol. 2021;20(11):1222–30.

 11. Wollenberg A, Barbarot S, Bieber T, Christen-Zaech S, 
Deleuran M, Fink-Wagner A, et al. Consensus-based European 
guidelines for treatment of atopic eczema (atopic dermatitis) 
in adults and children: part I. J Eur Acad Dermatol Venereol. 
2018;32(5):657–82.

 12. 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 der-
matitis in adults and children. J Eur Acad Dermatol Venereol. 
2020;34(12):2717–44.

 13. Wollenberg A, Kinberger M, Arents B, Aszodi N, Avila Valle G, 
Barbarot S, et al. European guideline (EuroGuiDerm) on atopic 
eczema—part II: non-systemic treatments and treatment recom-
mendations for special AE patient populations. J Eur Acad Der-
matol Venereol. 2022;36(11):1904–26.

 14. Wollenberg A, Bieber T. Proactive therapy of atopic dermatitis—
an emerging concept. Allergy. 2009;64(2):276–8.

 15. Eichenfield LF, Tom WL, Berger TG, Krol A, Paller AS, 
Schwarzenberger K, et al. Guidelines of care for the management 
of atopic dermatitis: section 2. Management and treatment of 
atopic dermatitis with topical therapies. J Am Acad Dermatol. 
2014;71(1):116–32.

 16. McDowell L, Olin B. Crisaborole: a novel nonsteroidal 
topical treatment for atopic dermatitis. J Pharm Technol. 
2019;35(4):172–8.

 17. Lam M, Zhu JW, Tadrous M, Drucker AM. Association between 
topical calcineurin inhibitor use and risk of cancer, including 
lymphoma, keratinocyte carcinoma, and melanoma: a systematic 
review and meta-analysis. JAMA Dermatol. 2021;157(5):549–58.

 18. Asgari MM, Tsai AL, Avalos L, Sokil M, Quesenberry CP 
Jr. Association between topical calcineurin inhibitor use and 
keratinocyte carcinoma risk among adults with atopic dermatitis. 
JAMA Dermatol. 2020;156(10):1066–73.

 19. Axon E, Chalmers JR, Santer M, Ridd MJ, Lawton S, Langan 
SM, et al. Safety of topical corticosteroids in atopic eczema: an 
umbrella review. BMJ Open. 2021;11(7): e046476.

 20. Protopic 0.03% ointment. Summary of product characteristics. 
Astellas Ireland Co. Ltd.: Kerry, Ireland; 2022

 21. Luger T, Augustin M, Lambert J, Paul C, Pincelli C, Torrelo A, 
et al. Unmet medical needs in the treatment of atopic dermatitis in 
infants: an expert consensus on safety and efficacy of pimecroli-
mus. Pediatr Allergy Immunol. 2021;32(3):414–24.

 22. StaquisTM (crisaborole). Prescribing information. Pfizer Australia 
Pty Ltd: Sydney, Australia; 2019.

 23. Preucrisa (crisaborole ointment, 2 % for topical use phospho-
diesterase-4 (PDE-4) inhibitor). Prescribing information. Pfizer 
Canada Inc.: Kirkland, Quebec; 2018.

 24. Staquis™ (crisaborole ointment, for topical use). Prescribing 
information. Pfizer Inc.: New York; 2020.

 25. Eichenfield LF, Call RS, Forsha DW, Fowler J Jr, Hebert AA, 
Spellman M, et al. Long-term safety of crisaborole ointment 2% 
in children and adults with mild to moderate atopic dermatitis. J 
Am Acad Dermatol. 2017;77(4):641–9 e5.

http://creativecommons.org/licenses/by-nc/4.0/


635Crisaborole as Long-Term Maintenance Treatment in Patients with Mild-to-Moderate Atopic Dermatitis

 26. Hanifin JM, Rajka G. Diagnostic features of atopic dermatitis. 
Acta Derm Venereol. 1980;60(92):44–7.

 27. Yosipovitch G, Reaney M, Mastey V, Eckert L, Abbe A, Nelson L, 
et al. Peak Pruritus Numerical Rating Scale: psychometric valida-
tion and responder definition for assessing itch in moderate-to-
severe atopic dermatitis. Br J Dermatol. 2019;181(4):761–9.

 28. Paller AS, Tom WL, Lebwohl MG, Blumenthal RL, Boguniewicz 
M, Call RS, et al. Efficacy and safety of crisaborole ointment, a 
novel, nonsteroidal phosphodiesterase 4 (PDE4) inhibitor for the 
topical treatment of atopic dermatitis (AD) in children and adults. 
J Am Acad Dermatol. 2016;75(3):494-503.e6.

 29. Berth-Jones J, Damstra RJ, Golsch S, Livden JK, Van Hooteghem 
O, Allegra F, et al. Twice weekly fluticasone propionate added to 
emollient maintenance treatment to reduce risk of relapse in atopic 

dermatitis: randomised, double blind, parallel group study. BMJ. 
2003;326(7403):1367.

 30. Callender VD, Alexis AF, Stein Gold LF, Lebwohl MG, Paller 
AS, Desai SR, et al. Efficacy and safety of crisaborole ointment, 
2%, for the treatment of mild-to-moderate atopic dermatitis across 
racial and ethnic groups. Am J Clin Dermatol. 2019;20(5):711–23.

 31. Noda S, Suarez-Farinas M, Ungar B, Kim SJ, de Guzman SC, Xu 
H, et al. The Asian atopic dermatitis phenotype combines features 
of atopic dermatitis and psoriasis with increased TH17 polariza-
tion. J Allergy Clin Immunol. 2015;136(5):1254–64.

 32. Kaufman BP, Guttman-Yassky E, Alexis AF. Atopic dermatitis 
in diverse racial and ethnic groups-Variations in epidemiology, 
genetics, clinical presentation and treatment. Exp Dermatol. 
2018;27(4):340–57.

Authors and Affiliations

Lawrence F. Eichenfield1 · Richard G. Gower2 · JinHua Xu3 · Maryam S. Alam4 · John C. Su5,6 · Daniela E. Myers7 · 
Paul Sanders8 · Bonnie Vlahos7 · Chuanbo Zang7 · Jar Lan8 · John Werth7

 * Lawrence F. Eichenfield 
 leichenfield@rchsd.org

1 University of California San Diego and Rady Children’s 
Hospital-San Diego, 3020 Children’s Way, Mail Code 5062, 
San Diego, CA 92123, USA

2 Marycliff Clinical Research, Spokane, WA, USA
3 Huashan Hospital, Fudan University, Jing’An, Shanghai, 

China
4 SimcoDerm Health Ltd., Barrie, ON, Canada

5 The Royal Children’s Hospital, University of Melbourne, 
Parkville, VIC, Australia

6 Eastern Health Clinical School, Monash University, Box Hill, 
VIC, Australia

7 Pfizer Inc., Collegeville, PA, USA
8 Pfizer R&D UK Limited, Tadworth, Surrey, UK


	Once-Daily Crisaborole Ointment, 2%, as a Long-Term Maintenance Treatment in Patients Aged ≥ 3 Months with Mild-to-Moderate Atopic Dermatitis: A 52-Week Clinical Study
	Abstract
	Background 
	Objective 
	Methods 
	Results 
	Conclusions 

	Plain Language Summary
	1 Introduction
	2 Methods
	2.1 Study Design
	2.2 Patients and Treatment
	2.3 Endpoints and Assessments
	2.3.1 Efficacy Endpoints
	2.3.2 Safety Endpoints

	2.4 Statistical Analysis
	2.5 Ethical Approval

	3 Results
	3.1 Baseline Characteristics
	3.2 Efficacy Endpoints
	3.3 Safety

	4 Discussion
	4.1 Limitations

	5 Conclusions
	Acknowledgements 
	References




