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ABSTRACT

Introduction: Limited evidence is available 
on real‑world management of atopic dermatitis 
(AD) among Asian adults. This cross‑sectional 
study aimed to assess current approaches in AD 
diagnosis and management in Asia.
Methods: Practising dermatologists regu‑
larly treating patients with moderate‑to‑severe 

AD were recruited from eight Asia–Pacific ter‑
ritories, namely Mainland China, Hong Kong, 
India, Japan, Singapore, South Korea, Taiwan, 
and Thailand. A survey was administered to eli‑
gible dermatologists after screening and taking 
informed consent. Data from fully completed 
submissions were analysed using descriptive sta‑
tistics. The study was reviewed by the institu‑
tional review board in each territory.
Results: Data from 271 dermatologists were 
included for analysis. About one‑third (31.7%) 
reported that they referred to the Hanifin and 
Rajka criteria during diagnosis. The majority of 
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dermatologists used clinical impression when 
assessing AD severity and treatment response. 
Reduction of eczema and pruritus was the pri‑
mary treatment objective when managing both 
acute (98.1%) and chronic (69.1%) AD. More 
than half of dermatologists preferred adding 
systemic anti‑inflammatory medication for 
patients who did not respond to maximized 
topical treatment, while 43.6% would switch to 
another systemic medication for those failing to 
respond to maximized systemic treatment. Topi‑
cal corticosteroids were frequently selected by 
dermatologists. For systemic therapies, oral cor‑
ticosteroids were most frequently used, followed 
by cyclosporin and dupilumab. Narrow‑band 
ultraviolet B was the most common photother‑
apy reported (84.9%). There was considerable 
variation in estimated average and maximum 
durations of therapies used to treat AD.
Conclusion: This study has provided insights 
on the real‑world management of moderate‑to‑
severe AD in the Asia–Pacific region. The diverse 
approaches in diagnosis and treatment high‑
light the multifactorial nature of AD, reliance 
on clinical judgement, and importance of per‑
sonalized care. To improve outcomes in patients 
with AD, it will be crucial to develop biomarkers 
for diagnosis, reduce subjectivity in assessment, 
as well as promote access to newer and effective 
therapies.

Keywords: Asia; Atopic dermatitis; Cross‑
sectional; Dermatologist; Eczema; Management; 
Questionnaire; Real‑world; Survey; Treatment

Key Summary Points 

A multinational cross‑sectional survey was 
conducted among dermatologists to assess 
current approaches in atopic dermatitis (AD) 
diagnosis and management in Asia.

Dermatologists commonly used the Hanifin 
and Rajka criteria, local guidelines, and their 
clinical impression to diagnose AD.

For patients who did not respond to maxi‑
mized topical treatment, dermatologists pre‑
ferred to add on systemic anti‑inflammatory 
medication.

Topical corticosteroids were most frequently 
selected for AD management, while narrow‑
band ultraviolet B was the most common 
phototherapy used.

For systemic treatment, oral corticosteroids 
were most commonly selected, followed by 
cyclosporin and dupilumab.

There was considerable variation in reported 
average and maximum durations of therapies 
used to treat AD.

INTRODUCTION

Atopic dermatitis (AD) is a common chronic and 
relapsing inflammatory skin disease that affects 
people of all ages and ethnicities. Although 
often considered a childhood disease, AD affects 
a significant number of adults, with a prevalence 
of up to 10% in developed countries [1] and an 
increasing trend in developing countries [2]. In 
the Asia–Pacific region, some countries (e.g. Sin‑
gapore, Malaysia) have a higher prevalence of 
AD in adults than other countries (e.g. China), 
possibly due to higher rates of disease onset in 
adulthood [3]. AD is the leading cause of global 
burden from skin disease which significantly 
impacts patients’ quality of life, causing symp‑
toms such as erythema, edema, xerosis, and pru‑
ritus [4, 5]. It is also associated with substantial 
psychosocial issues such as sleep disturbance, 
depression, and anxiety, contributing to work 
absenteeism and decreased productivity [6–8]. 
For those with moderate‑to‑severe AD, the wors‑
ening symptoms bring about heavier psycho‑
logical and economic burden [9]. These patients 
may also suffer from concomitant atopic (e.g. 
asthma, food allergy) and/or non‑atopic comor‑
bidities (e.g. anxiety, depression).

The pathogenesis of AD is multifactorial and 
involves the complex interplay of impaired 
skin barrier function, immune dysregulation, 
genetic susceptibility, and environmental factors. 
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Currently, there is no cure for AD. Disease man‑
agement goals include symptom reduction 
and flare prevention [10]. While many patients 
respond to basic skin care (e.g. emollients), envi‑
ronment control, and topical medications includ‑
ing topical corticosteroids (TCS) and calcineurin 
inhibitors (TCIs), a significant percentage of 
them have recalcitrant disease which requires 
more holistic and systemic treatment [11]. Adults 
with moderate‑to‑severe AD refractory to topical 
treatments may be considered for phototherapy, 
which involves exposing the skin to specific wave‑
lengths of ultraviolet (UV) light under controlled 
conditions [12]. In addition, systemic drugs such 
as corticosteroids and biologics taken orally or 
injected to manage moderate‑to‑severe AD are 
also considered when topical treatments are 
ineffective [12]. Although treatment guidelines 
are available, adherence to recommendations 
(especially systemic treatments) is low in Asian 
countries [13]. A previous review across several 
continents including Asia revealed that treatment 
modalities can vary across countries, potentially 
due to differences in patient preferences, availabil‑
ity of new therapies in the market, and multiple 
existing guidelines recommended for AD treat‑
ment [13]. For example, TCIs are recommended 
as first‑line treatment in various guidelines includ‑
ing the ones adopted in the Middle East and Latin 
America, whereas they are recommended as sec‑
ond‑line treatment in other guidelines more com‑
monly used in Asia.

To date, the available evidence on real‑world 
management of moderate‑to‑severe AD among 
Asian adults remains limited. The variability in 
diagnostic criteria, treatment preferences, and 
clinical decision‑making may lead to inconsist‑
encies in patient care and outcomes. This cross‑
sectional study aims to address this gap by evalu‑
ating the real‑world practices in the diagnosis and 
treatment of moderate‑to‑severe AD, providing a 
comprehensive picture of the patient’s journey 
from diagnosis to treatment.

METHODS

Setting

Practising dermatologists who regularly treat 
patients with AD were recruited from eight 
Asia–Pacific territories, namely Mainland China, 
Hong Kong, India, Japan, Singapore, South 
Korea, Taiwan, and Thailand. Ethical approval 
was received from the following institutional 
review boards (IRBs): Korea University Ansan 
Hospital, Chulalongkorn University, Father Mul‑
ler Hospital, NPO MINS, National Taiwan Uni‑
versity Hospital, Hong Kong Doctors Union, and 
Sir Run Run Shaw Hospital. The Parkway Inde‑
pendent Ethics Committee granted an exemp‑
tion from review. The study was conducted in 
accordance with the protocol, Guidelines for 
Good Pharmacoepidemiology Practices, and 
the Declaration of Helsinki. All participants pro‑
vided informed consent.

Study Population

To be eligible for participation, a physician was 
required to have at least 2 years of experience as 
a board‑certified dermatologist, treat an average 
of two or more adult patients with moderate‑to 
severe AD per month, and spend at least 60% of 
their working time in direct patient care (equiva‑
lent to three out of five working days).

We identified potential participants through 
physician panels, contact lists, and other rel‑
evant directories/databases in each territory of 
interest. Contact was established with eligible 
dermatologists via a study invitation email con‑
taining materials including links to screener, 
participant information sheet, informed consent 
form, and survey questionnaire. Interested phy‑
sicians underwent a screening process to con‑
firm their eligibility. All participants received fair 
compensation for their time spent in completing 
the survey.

Study Instrument

The survey was designed to capture infor‑
mation related to AD diagnosis and man‑
agement from the perspective of practising 
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dermatologists. Items to be included in the 
questionnaire were initially developed on the 
basis of a comprehensive literature review 
which included systematic reviews, clinical 
guidelines, and key primary studies focused on 
the management of moderate‑to‑severe AD in 
adult patients [14–16]. These proposed items 
were then selected by members of a steering 
committee (StC) on the basis of their clinical 
knowledge to ensure relevance and accuracy 
within the local context. The StC, comprising 
one dermatology expert from each territory, 
totalling eight members, was formed as part 
of the research team. The StC played a critical 
role in validating the study design and refining 
study materials. Multiple online meetings with 
the StC members were conducted to improve 
the clarity, comprehensibility, and clinical rel‑
evance of the survey questionnaire. Specific 
suggestions included rephrasing ambiguous 
questions, adding options for commonly used 
diagnostic criteria, and ensuring that the treat‑
ment options are appropriate in local context 
and able to comprehensively cover all com‑
mon therapies used in the included territories. 
Subsequently, the questionnaire was revised by 
incorporating feedback from the StC and trans‑
lated into local languages by a professional 
translation agency. The translated study mate‑
rials were reviewed by the IRB in each territory. 
After IRB approval was obtained, the local lan‑
guage version of the survey was piloted among 
two dermatologists (including one StC member 
and one eligible dermatologist) from each ter‑
ritory to ensure that there was no issue with 
language and survey programming. The survey 
was then finalized, and enrolment continued.

The 33 items in the questionnaire were final‑
ized and sorted into three sections: diagnosis 
of moderate‑to‑severe AD (6 items), overall 
management (7 items), and specific treatment 
options (20 items). For the purpose of results 
interpretation, moderate‑to‑severe AD was 
defined as a condition not adequately controlled 
by standard and optimised topical treatment 
(including emollients, TCS, and TCI), apart 
from occasional short‑term flares caused by fac‑
tors such as skin infection [16]. The detailed 
questionnaire is included in the Supplementary 
Materials.

Data Collection

The survey was administered from March to 
June 2023. During data collection, we observed 
varied responses rates across different territories, 
with some regions showing lower participation. 
To address this, we extended the data collec‑
tion period and used multiple channels (e.g. 
emails, phone calls) to reach out to potential 
participants. To reduce selection biases, derma‑
tologists were randomly invited from physician 
panels and relevant directories in each terri‑
tory to ensure a more representative sample. 
In addition, participants’ identities were kept 
confidential to avoid response bias. The ques‑
tionnaire was pilot tested among a small group 
of dermatologists, including StC members, to 
refine the questions and improve clarity. Data 
from the pilot phase were excluded from the 
final analysis.

Statistical Analysis

Only data from fully completed submissions 
were analysed using descriptive statistics. Cat‑
egorical variables were reviewed for consistency 
and encoded appropriately. Where applicable, 
integer values were assigned to categories of an 
ordinal variable based on their order, while each 
category of a nominal variable was represented 
using binary values in a separate column. Cat‑
egorical variables were presented using frequen‑
cies and percentages, while continuous variables 
were presented using medians and interquartile 
ranges (IQRs).

RESULTS

A total of 271 dermatologists from eight terri‑
tories were included for analysis. As presented 
in Table S1 (see Supplementary Materials), more 
than half (59.0%) had more than 10 years of 
post‑training experience in AD management. 
The recruited dermatologists reported that they 
treat a median of 30 (IQR 50.0) patients with 
moderate‑to‑severe AD monthly. The major‑
ity practised in university teaching hospitals 



2563Dermatol Ther (Heidelb) (2024) 14:2559–2576 

(32.8%), followed by public or government 
hospitals (26.9%), private clinics (26.2%), and 
private hospitals (15.2%).

Diagnosis of AD

Higher proportions of dermatologists reported 
that they referred to the Hanifin and Rajka cri‑
teria (31.7%) and local guidelines (27.7%), com‑
pared to other international guidelines; 21.4% 
of them also indicated that their diagnosis of 
AD was based on their own clinical judgment or 
impression (Table 1). The majority assessed the 
severity of AD on the basis of clinical impres‑
sion (74.5%), instead of subjective symptoms 
only or utilizing existing severity measure‑
ment scales such as the Eczema Area and Sever‑
ity Index (EASI) and Scoring atopic dermatitis 
(SCORAD). Similarly, more dermatologists used 
clinical impression (61.3%) than scoring tools 
(55.7%) when differentiating between mild and 
moderate‑to‑severe AD. When asked about how 
they would define a flare, most dermatologists 
defined it as the return of symptoms (80.4%), 
or an episode requiring either escalation of 
treatment or seeking additional medical advice 
(74.2%).

Among the total of 271 dermatologists, 258 
provided responses on the frequency of clini‑
cal tests performed for diagnosing AD, while 13 
indicated that they have never conducted any 
test. As shown in Table 2, serum IgE and dif‑
ferential blood count were the most frequently 
conducted tests, with 121 (46.9%) and 113 
(43.8%) dermatologists performing them for 
more than 50% of the time, respectively. Patch 
testing, skin biopsies, potassium hydroxide prep‑
aration, and skin prick test were less commonly 
used, with over 80% of dermatologists reporting 
that they either never used these tests or used 
them for less than 25% of the time. Genetic test‑
ing was least frequently used, with 83.3% of der‑
matologists indicating that they did not utilize 
it at all.

Management of AD

Almost all dermatologists (97.8%) indicated 
that they routinely distinguish between acute 

and chronic phases of AD during their clinical 
practice. The reduction of eczema and pruritus 
was the primary treatment objective when man‑
aging both acute (98.1%) and chronic (69.1%) 
AD. While promoting healthy skin lesions was 
identified as a prominent objective in treat‑
ing acute AD (57.7%), the management focus 
shifted towards enhancing productivity in daily 
activities for chronic AD (46.0%). In both con‑
ditions, preventing exacerbations remained a 
key priority, with 47.2% and 64.9% of physi‑
cians indicating this for acute and chronic AD, 
respectively. More details are presented in Fig. S1 
(see Supplementary Materials).

Figure 1a illustrates the treatment preferences 
of dermatologists when managing adult patients 
with moderate‑to‑severe AD who did not 
respond to maximized topical treatment. Of all 
surveyed dermatologists, 265 (97.8%) would add 
on treatment for such patients. Among them, 
the majority (50.9%) favoured using systemic 
anti‑inflammatory medication as the primary or 
first choice add‑on treatment option. This was 
followed by phototherapy (26.8%), biologics 
(17.0%), and small molecules (3.0%). Figure 1b 
shows the preferred strategies for patients who 
did not respond to maximized systemic treat‑
ment, based on responses from 257 (94.8%) der‑
matologists. For this group, the most common 
choice was switching to another systemic medi‑
cation (43.6%). Other alternatives included aug‑
menting treatment with phototherapy (20.6%), 
adding another systemic treatment (17.5%), or 
supplementing with topical treatments (16.7%). 
Few of them expressed preference for switching 
to phototherapy as their primary option.

The main reasons for dermatologists’ choice 
of different add‑on agents when managing 
patients with moderate‑to‑severe AD who were 
not responding to maximized topical treatment 
are shown in Table S2 (see Supplementary Mate‑
rials). When asked about the main reason for 
choosing systematic anti‑inflammatory medi‑
cation as their first choice, the majority of 135 
dermatologists who selected this treatment rea‑
soned that it costs less (39.3%) or has higher effi‑
cacy (34.1%) than other therapies. Other derma‑
tologists indicated phototherapy, biologics, and 
small molecules as their most preferred add‑on 
treatment options mainly due to relatively fewer 
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Table 1  Diagnosis of atopic dermatitis in clinical practice

AD atopic dermatitis
a As multiple options can be selected, the sum of frequencies across all categories exceeds 100%
b Other methods, including Six Area Six Sign Atopic Dermatitis (SASSAD), Patient-Oriented Eczema Measure (POEM), 
and Three Item Severity Scale (TISS), are mentioned by a limited number of participants (i.e. less than 3%), hence they are 
not presented in this table

N = 271

n %

Criteria for AD diagnosis

 The Hanifin and Rajka criteria 86 31.7

 Local guidelines 75 27.7

 Clinical impression 58 21.4

 American Academy of Dermatology (AAD) criteria 32 11.8

 The UK Working Party diagnostic schemes 15 5.5

 Others (e.g. Willams criteria, Zhang’s criteria) 5 1.8

Methods to assess AD  severitya,b

 Clinical impression 202 74.5

 Eczema Area and Severity Index (EASI) 146 53.9

 Scoring atopic dermatitis (SCORAD) 112 41.3

 Body surface area 111 41.0

 Subjective symptoms only (including pruritus, sleep loss) 108 39.9

 Investigator’s Global Assessment (IGA) 49 18.1

 Laboratory test 44 16.2

Ways to differentiate mild AD from moderate-to-severe  ADa

 Clinical impression 166 61.3

 Severity scores using scoring tools 151 55.7

 Body surface area involved with severe inflammation 139 51.3

 Need for systemic anti-inflammatory therapy 116 42.8

 Level of impact on patient’s everyday activities and psychosocial well-being, sleep condition etc. 112 41.3

 Need for higher potency topical steroids 58 21.4

 No clear differentiation 4 1.5

Definition of  flarea

 Return of symptoms including a red, itchy skin rash 218 80.4

 Episode requiring escalation of treatment or seeking additional medical advice 201 74.2

 Need to use topical steroids or further anti-inflammatory medications 116 42.8

 Self-defined by patient 95 35.1

 Increment of Investigator’s Global Assessment (IGA) score of at least 2 points 72 26.6

 Reached IGA score of 4 or higher 25 9.2
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side effects, compared to systemic anti‑inflam‑
mation medication.

As presented in Table 3, most dermatologists 
(76.8%) evaluated the patient’s response to treat‑
ment based on clinical judgment or observa‑
tion, including the pattern and distribution of 
skin lesions. In addition, some dermatologists 
(18.5%) utilized scoring tools, while a smaller 
percentage (4.8%) relied on patient’s self‑
reported symptoms as their primary method. 
Treatment failure was predominantly defined as 
no improvement in clinical efficacy after con‑
tinuous treatment for 3 months and 1 month by 
49.1% and 47.1% of dermatologists, respectively.

Topical Treatment

Topical agents serve as the cornerstone of AD 
management, often complemented by systemic 
or phototherapy in moderate‑to‑severe cases. 
When addressing acute flares, a comparatively 
higher proportion of dermatologists (43.5%) 
chose high‑potency TCS for non‑sensitive areas 
(Fig. 2a), while a respective 35.1% and 35.8% 
favoured medium‑potency and low‑potency 
TCS for sensitive areas (Fig. 2b). For treatment 
of chronic AD, high‑potency (28.4%) and 
medium‑potency (26.9%) TCS were predomi‑
nantly selected as the top choices for non‑
sensitive areas (Fig. 2c). However, low‑potency 

TCS (30.6%) and tacrolimus (29.5%) were the 
preferred options for treating sensitive areas 
(Fig. 2d).

Super high‑potency TCS were used by some 
dermatologists as most preferred treatment for 
non‑sensitive areas in both acute and chronic 
AD (24.4% and 15.9%, respectively), although 
their application in sensitive areas was much less 
frequently reported. Most dermatologists also 
did not report use of crisaborole as treatment 
for acute or chronic AD.

Phototherapy

Figure 3 shows that the majority (84.9%) of 
dermatologists chose narrow‑band ultravio‑
let B (NB‑UVB) as their most preferred modality 
and broad‑band UVB as second choice (31.7%). 
Although the combination of psoralen and 
long‑wave ultraviolet A (PUVA) was rarely indi‑
cated as the most preferred agent, it was ranked 
as the third choice (24.7%). High proportions 
of dermatologists indicated that they would 
never consider the use of UVA1 and UVA (TL09) 
(79.3% and 73.8%, respectively).

Systemic Treatment

As shown in Fig. 4, oral steroids (39.9%) emerged 
as the most commonly selected systemic 

Table 2  Frequency of clinical tests performed for the diagnosis of atopic dermatitis

a Among all 271 respondents, 13 (4.8%) indicated that they never conducted any clinical tests

N =  258a Not at all < 25% of the 
time

25–49% of 
the time

50–74% of 
the time

≥ 75% of the 
time

All the 
time

n % n % n % n % n % n %

Serum IgE 26 9.6 74 27.3 37 13.7 29 10.7 49 18.1 43 15.9

Differential blood count 46 17.8 55 21.3 44 17.1 24 9.3 40 15.5 49 19.0

Patch testing 73 28.3 134 51.9 31 12.0 13 5.0 5 1.9 2 0.8

Skin biopsies 82 31.8 159 61.6 13 5.0 4 1.6 0 0.0 0 0.0

Potassium hydroxide 
(KOH) preparation

103 39.9 121 46.9 21 8.1 8 3.1 4 1.6 1 0.4

Skin prick test 118 43.5 102 37.6 28 10.3 7 2.6 3 1.1 0 0.0
Genetic testing 215 83.3 41 15.9 2 0.8 0 0.0 0 0.0 0 0.0
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treatment agent, ahead of alternatives includ‑
ing cyclosporin, dupilumab, methotrexate, 
azathioprine, and upadacitinib. Notably, cyclo‑
sporin was frequently utilized as either the sec‑
ond (24.0%) or third (17.7%) choice for systemic 
treatment. In contrast, the usage of mycophe‑
nolate mofetil appeared to be limited. Systemic 
omalizumab, rituximab and abrocitinib, apre‑
milast, baricitinib and upadacitinib were rarely 
selected (data not shown in figure).

Figure 5a shows marked differences in the 
average duration of treatment among agents. 
Among dermatologists who opted for oral ster‑
oids, the typical prescription duration averaged 

less than 1 month. Conversely, dermatologists 
indicated longer treatment timeframes for aza‑
thioprine, cyclosporin, and mycophenolate 
mofetil, typically spanning 3–6 months. Nota‑
bly, a considerable proportion of dermatolo‑
gists reported using cyclosporin and mycophe‑
nolate mofetil for a maximum of 7–12 months, 
compared with 1–2 months for oral steroids, 
3–6 months for azathioprine and methotrex‑
ate (Fig.  5b). However, some indicated that 
the maximum duration for using oral steroids 
exceeded 3 months, and in certain instances it 
was more than 1 year.

(a) Treatment options if patients do not respond to maximized topical treatment  

Treatment options if patients do not respond to maximized systemic treatment  (b)  

26.8

50.9

17.0

3.0

17.4

24.9

27.9

26.8

19.6

10.6

33.2

31.3

36.2

13.6

21.9

38.9

0 20 40 60 80 100

Add on phototherapy

Add on systemic anti-

inflammatory medication

Add on biologics (e.g.,

Dupilumab)

Add on small molecules

(e.g., JAK inhibitors)

Percentage (%) reported by dermatologists (N=265)

1st choice

2nd choice

3rd choice

Never

16.7

20.6

1.6

17.5

43.6

18.3

21.4

6.6

28.8

23.0

25.3

24.9

5.8

22.6

14.4

39.7

33.1

86.0

31.1

19.1

0 20 40 60 80 100

Add on another topical

medication

Add on phototherapy

Switch to phototherapy

Add on another systemic

medication

Switch to another

systemic medication

Percentage (%) reported by dermatologists (N=257)

1st choice

2nd choice

3rd choice

Never

Fig. 1  a if patients do not respond to maximized topical treatment and b maximized systemic treatment
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DISCUSSION

To the best of our knowledge, this multina‑
tional cross‑sectional study is the first to cap‑
ture information on diagnosis and treatment 
approaches for moderate‑to‑severe AD across 
eight Asia–Pacific territories. We found that 
diagnostic practices frequently incorporated the 
Hanifin and Rajka criteria, local guidelines, and 
serum IgE test results. When assessing severity 
of AD, most dermatologists leaned heavily on 
clinical impression rather than more objective 
scoring tools. In cases where topical treatments 
were insufficient, dermatologists predominantly 
opted for adding systemic anti‑inflammatory 
medication because of their lower costs and 
higher efficacy. Clinical judgment also played 
a central role in assessing treatment response. 
The diverse preferences for topical treatment, 
systemic treatment, and phototherapy indicate 
diverse AD management and practices in the 
region. Dermatologists frequently chose between 
different potencies of TCS on the basis of the 
nature (acute vs. chronic) and location (sensi‑
tive vs. non‑sensitive area) of AD. Oral steroids 
were commonly selected as systemic therapies, 

while NB‑UVB was the most common form of 
phototherapy used.

Our study showed that dermatologists prac‑
tising in the Asia–Pacific region often relied on 
clinical judgment, local guidelines, and a range 
of clinical tests, particularly serum IgE levels 
when diagnosing AD. These findings align with 
the multifactorial nature of AD [5]. Existing 
guidelines in the USA highlight the importance 
of considering individual patient characteristics 
in clinical practice [5]. The detection of total and 
specific IgE antibodies to inhalant and/or food 
allergens is one important aspect in diagnosing 
AD, though concerns about its limited clinical 
relevance and low specificity exist [17]. Incorpo‑
rating possible differential diagnoses into assess‑
ment has been recommended to exclude various 
skin diseases (e.g. allergic contact eczema, micro‑
bial eczema, cutaneous lymphoma) that clini‑
cally resemble AD and could be associated with 
increased total serum IgE [18]. Use of clinical 
judgment based on the presence and distribu‑
tion pattern of lesions with specific morphologic 
features, relevant clinical findings, and personal 
or family medical history is in line with recom‑
mendations from various sources from Europe 
[19–21]. This emphasizes the critical role of 
holistic assessment including clinical judgment 

Table 3  Clinical management of atopic dermatitis

N = 271

n %

Methods to assess response to treatment

 Clinical assessment or observation, including the pattern and distribution of skin lesions 208 76.8

 Patient self-report 13 4.8

 Scoring tools 50 18.5

Main definition of treatment failure

 Unacceptable adverse events 8 3.0

 No improvement in clinical efficacy after continuous treatment for 1 month 113 41.7

 No improvement in clinical efficacy after continuous treatment for 3 months 133 49.1

 No improvement in clinical efficacy after continuous treatment for 6 months 11 4.1

 Patient preference of new treatment 2 0.7
 Patient non-adherence 4 1.5
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(a) Non-sensitive areas in patients with acute flares

(b) Sensitive areas in patients with acute flares
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Fig. 2  Relative reported priority of atopic therapies in the 
management of a non-sensitive areas in patients with acute 
flares, b sensitive areas in patients with acute flares, c non-
sensitive areas in patients with chronic AD, and d sensitive 

areas in patients with chronic AD. AD atopic dermatitis, 
TCS topical corticosteroid. Crisaborole was unavailable in 
some markets including India, Japan, Thailand, and Korea 
at the time of the survey
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combined with other tests in the accurate diag‑
nosis of AD.

The diversity in use of diagnostic criteria (e.g. 
Hanifin and Rajka, American Academy of Der‑
matology, local guidelines) suggests that none of 
these criteria are considered wholly or mutually 
exclusive in the diagnosis of AD. Dermatologists 
may also depend on their clinical experience to 
make the final diagnosis. In particular, the Hani‑
fin and Rajka criteria were used by a consider‑
able proportion of physicians in our study. This 
could reflect that respondents are experienced 
dermatologists who are familiar with the classi‑
cal criteria, which include precise description of 

the skin disorder. Additionally, this may be due 
to its frequent use in randomized controlled tri‑
als (RCTs), as reported by a systematic review of 
AD diagnostic criteria [22]. Both our study and 
the review indicate a similar lack of uniformity 
in AD diagnosis [22].

To date, topical treatments are deemed the 
mainstay of AD therapy [12, 23]. Consistent 
with existing evidence in Europe, our findings 
suggest that adults with moderate‑to‑severe AD 
refractory to topical treatments are considered 
for add‑on therapy, primarily systemic anti‑
inflammatory medications such as oral steroids, 
cyclosporin, and methotrexate [24]. When 

(d) Sensitive areas in patients with chronic AD
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atopic dermatitis. PUVA psoralen and long-wave ultraviolet A (PUVA), UV ultraviolet



2570 Dermatol Ther (Heidelb) (2024) 14:2559–2576

patients do not respond to maximized systemic 
treatment or have concerns about adverse effects 
from continuous usage of the systemic agent, 
dermatologists preferred switching to another 
systemic medication. The preference for sys‑
temic anti‑inflammatory medications as a first 
choice for add‑on treatment echoes guidelines 
in Europe and the USA [19, 25] and a systematic 
review [26], reflecting the widespread acceptabil‑
ity of this approach for managing moderate‑to‑
severe AD. However, concerns about their safety 
profiles remain. To improve long‑term manage‑
ment of patients with AD, it is important to con‑
tinue development of treatment options that are 
synergistic, effective, fast‑acting, and with fewer 
serious adverse effects.

While some studies have recommended 
measurement scales, especially EASI and SCO‑
RAD, as objective instruments to evaluate the 
AD severity [27], our study suggests that der‑
matologists predominantly used clinical assess‑
ment and observation to assess skin lesions and 
determine treatment response. The commonly 
selected definitions of treatment failure (i.e. no 
improvement after continuous treatment for 1 
vs. 3 months) are likely attributable to expecta‑
tions regarding a treatment’s onset of action and 
hence response. Given that the choice of assess‑
ment method may impact treatment decisions 

and patient outcomes [27, 28], additional efforts 
to standardize AD assessment through guide‑
lines and consensus meetings may be necessary 
to ensure greater consistency and objectivity in 
clinical practice.

This study revealed varied dermatologist 
preferences for topical treatments for AD, influ‑
enced by the affected area’s nature and location. 
For acute flares, super high‑potency and high‑
potency TCS were preferred for non‑sensitive 
body parts where the skin is less delicate or more 
resilient (e.g. back, chest, outsides of elbows, or 
fronts of knees) to quickly reduce symptoms [29, 
30]. In contrast, for sensitive areas where the 
skin is delicate and thinner (e.g. face or genital 
areas), medium to low‑potency TCS were chosen 
to minimize side effects such as skin atrophy, 
striae, or rosacea [31]. For chronic AD, high‑
potency TCS continued to be favoured for non‑
sensitive areas, in line with consensus‑based 
European guidelines that recommend the use 
of high‑potency topical TCS as first‑line treat‑
ment for moderate‑to‑severe AD, regardless of 
the area affected [21]. For sensitive areas, there 
was a cautious shift towards lower‑potency TCS 
and TCIs (including tacrolimus and pimecroli‑
mus) [32, 33], though their use was less than 
expected, possibly because of side effects and 
cost issues [34]. Although newer treatment such 
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as crisaborole (phosphodiesterase 4 inhibitor) 
has been recommended in some guidelines from 
the USA [12], our study reported minimal use of 
it in clinical practice. This is likely due to lim‑
ited availability and reimbursement in markets 
including India [35], Japan [36], Korea [37], and 
Thailand [38].

In addition to topical treatment, NB‑UVB 
was the most preferred phototherapy modality 
in managing moderate‑to‑severe AD. It works 
by suppressing the itch and immune system, 
and reducing inflammation in the skin [39]. 
The preference for NB‑UVB is supported by its 

superior efficacy, more favourable side effect pro‑
file, and improved re‑pigmentation and colour 
matching, compared with other phototherapies 
(e.g. PUVA) [40]. Our findings are in alignment 
with emerging evidence from RCTs, and are con‑
sistent with Asia and international guidelines 
recognizing NB‑UVB as an effective AD treat‑
ment option [41–45].

Oral corticosteroids, despite their unfa‑
vourable long‑term risk‑to‑benefit ratio [46], 
have emerged as the first‑line systemic treat‑
ment among most dermatologists. However, as 
reported by our study participants, they were 
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often prescribed for short durations, typically 
less than 1 month. Such practice is supported 
by regional and international guidelines recom‑
mending short‑term use of systemic steroids for 
acute flares, but discouraging them from pro‑
longed use [19, 25, 47]. Oral corticosteroids may 
cause wide‑ranging systemic side effects such as 
weight gain, high blood pressure, diabetes mel‑
litus, adrenal suppression, and osteoporosis. 
Abrupt discontinuation of systemic corticoster‑
oids may result in withdrawal syndrome, char‑
acterized by the extreme recurrence or worsen‑
ing of generalized AD symptoms and rebound 
flares [19, 25, 47], occasionally accompanied by 
adrenal insufficiency. The reported utilization 
of cyclosporin as the most common second‑
line option aligns with its immunosuppressive 
properties [48] and rapid onset of action [49]. 
Guidelines and real‑world studies in Asia [19, 
47] and Europe [50–52] have also indicated 
cyclosporin as a suitable alternative for manag‑
ing moderate‑to‑severe AD. Meanwhile, other 
immunosuppressants appeared to be less fre‑
quently prescribed. Previous research has dem‑
onstrated that azathioprine and mycophenolate 
mofetil have delayed time to effect in AD treat‑
ment, and methotrexate may reach maximum 
efficacy after 3–4 months even with dose escala‑
tion [16]. Dupilumab was the preferred newer 
systemic treatment, supported by phase 3 trials 
[53] and real‑world settings [54, 55]. However, its 
limited use in our study could be due to it being 
reserved for patients who have a poor response 
to other more established therapies, high costs, 
and the risk of serious side effects.

Though most dermatologists adhered to rec‑
ommendations for systemic steroids for a maxi‑
mum of 6 weeks [56], more than 30% of derma‑
tologists reported using oral steroids for more 
than 1 month on average and a surprisingly 
high percentage (37.7%) even estimated the 
maximum duration to be more than 2 months. 
This finding may be attributed to factors such as 
lack of effective alternatives for certain patients 
with more serious AD, challenges in tapering 
off medication before another flare, or patient 
preferences. The reported average and maxi‑
mum durations with cyclosporin, azathioprine, 
methotrexate, and mycophenolate mofetil 
are consistent with guidelines from the Asian 

Pacific Journal of Allergy and Immunology 
(APJAI) guidelines [38], suggesting an average 
of 3–6 months of use, with possible extension 
up to 12 months with close monitoring. This 
indicates that some dermatologists considered 
them as longer‑term alternatives to oral corti‑
costeroids. Differences in treatment durations 
for each systemic agent might reflect variations 
in prescription practices, with some physicians 
opting for very low doses over longer periods as 
maintenance treatment.

The treatment goals were categorized into 
acute and chronic phases. In the acute phase, 
goals included reducing dermatitis and itch‑
ing, and early resolution of symptoms, while 
the emphasis in the chronic phase was on the 
minimization of side effects. Other goals were 
similar in both phases. Many physicians prior‑
itized enhancing productivity in daily activities 
for chronic AD and preventing exacerbations in 
both the acute and chronic phases, indicating 
a need for continuing treatment in the chronic 
phase. Hence, it is important to promote the use 
of systemic drugs with superior long‑term safety 
profiles as alternatives to current standard sys‑
temic treatments.

This is the first survey study which investi‑
gated the treatment approaches of dermatolo‑
gists across eight Asia–Pacific territories. We 
received responses from a good cross‑section 
of experienced dermatologists working in vari‑
ous clinical settings. However, there are several 
limitations to be acknowledged. As our par‑
ticipants were recruited from physician panels, 
the selected sample may have a stronger inter‑
est in research compared with other practis‑
ing dermatologists. In addition, some patients 
with AD could be managed by general prac‑
titioners, whose clinical management of AD 
will not be reflected in this study. These, com‑
bined with the relatively small sample size in 
each territory, could limit the generalizability 
of our findings. Furthermore, this study used a 
self‑reported questionnaire, which is a subjec‑
tive measure. Although the questionnaire was 
developed on the basis of existing literature 
and experts’ opinion, its reliability and validity 
have not been assessed in the target populations. 
Self‑reporting may introduce measurement error 
and recall bias, hence potentially affecting the 
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accuracy of our findings. Another limitation is 
the varying availability of treatments across ter‑
ritories, which may influence dermatologists’ 
responses. Differences in healthcare access, drug 
availability, and reimbursement policies could 
affect treatment choices and management prac‑
tices. Future research to study drug utilization 
and management of patients with AD using elec‑
tronic medical records may be useful to validate 
our study findings.

CONCLUSION

Our study has provided insights into the man‑
agement of moderate‑to‑severe AD in the 
Asia–Pacific region. Clinical judgment plays a 
central role in AD diagnosis, assessment of sever‑
ity, and treatment response in real‑world prac‑
tice. The diversity in management approaches 
and choice of medications reflects the inherent 
multifactorial nature of AD and clinicians’ con‑
sideration of individual patient needs. Oral cor‑
ticosteroids were frequently selected as systemic 
treatment. However, physicians should avoid 
prolonged use of oral corticosteroids because 
of potentially serious adverse effects. With the 
availability of newer therapies, dermatologists 
now have more treatment options at their dis‑
posal. To improve outcomes in patients with AD, 
international collaboration among dermatolo‑
gists, researchers, and policymakers will be cru‑
cial to develop useful biomarkers for diagnosis, 
reduce subjectivity in assessment, and promote 
more equitable access to novel treatments.
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