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Table I. Sociodemographic characteristics at
enrollment in the CorEvitas Atopic Dermatitis
Registry

Characteristics Total

N = 2603
Characterization of disease burden,
treatment and comorbidities in a
large, real-world cohort of patients
with atopic dermatitis: The
CorEvitas Atopic Dermatitis Registry
Age ( y) N = 2602
Mean (SD) 49.2 (18.5)

Sex at birth, n (%) N = 2601
Female 1519 (58.4%)

Race, n (%) N = 2599
White 1736 (66.8%)
Black 341 (13.1%)
Asian 297 (11.4%)
Other* 225 (8.7%)

Hispanic ethnicity, n (%) N = 2593
Hispanic or Latino 208 (8.0%)

Health insurance type,y n (%) N = 2603
Private/commercial 1663 (63.9%)
Medicare 496 (19.1%)
Medicaid 358 (13.8%)
VA/military 79 (3.0%)
Uninsured 43 (1.7%)

Education, n (%) N = 2600
High school graduate/GED or less 816 (31.4%)
Some college, vocational training,
or associate degree

911 (35.0%)

College graduate or higher 873 (33.6%)
Work status, n (%) N = 2602
Full time 1185 (45.5%)
Part time 231 (8.9%)
Student 154 (5.9%)
Disabled 243 (9.3%)
Retired 527 (20.3%)
Stay-at-home parent/spouse 92 (3.5%)
Unemployed 170 (6.5%)

Geographic region of site, n (%) N = 2603
Northeast 445 (17.1%)
Midwest 757 (29.1%)
South 821 (31.5%)
West 371 (14.3%)
Canada 209 (8.0%)

GED, General Educational Development test; SD, standard

deviation; VA, US Department of Veterans Affairs.

*Other race includes patients who selected multiple races,

American Indian or Alaskan Native, Native Hawaiian or Other

Pacific Islander, or ‘‘Other race.’’
yNot mutually exclusive.
To the Editor: Despite recent advances in systemic
treatment of moderate-to-severe atopic dermatitis
(AD), many eligible patients remain on topicals with
inadequate control of disease.1 There is a growing
need to assess the long-term safety and effectiveness
of AD treatments in a real-world setting.2 The
CorEvitas AD Registry was created with the objective
of studying the comparative safety, effectiveness,
and health outcomes of Food and Drug Admin-
istration-approved AD biologic and oral systemic
treatments and off-label systemic treatments. In this
study, we describe the demographic, clinical, and
treatment characteristics among CorEvitas AD
Registry patients in the first 2.5 years after inception
and stratified by current systemic therapy use
(see Supplementary Protocol for registry details,
available via Mendeley at https://data.mendeley.
com/datasets/d52dppkkxs/1).

From July 2020 through December 2022, 2603
patients were enrolled across 68 sites (29 US states, 5
Canadian provinces; ;94% private practices, ;6%
academic sites), of which 43% started systemic therapy
#12 months before enrollment, 49% started or were
prescribed systemic therapy at enrollment, and 8%met
theminimumdisease criteria for enrollment but had no
systemic therapy use at enrollment. Mean (standard
deviation [SD]) age was 49.2 (18.5) years and the
majority of patients were of female sex at birth (58%)
and identified as White race (67%) (Table I). Among
patients using or prescribed systemic therapy at
enrollment, the most prescribed systemic therapy was
dupilumab (80%), followed by upada-citinib (9%), and
tralokinumab-ldrm (6%) (Supplementary Table I, avail-
able via Mendeley at https://data.mendeley.com/
datasets/d52dppkkxs/1 and Table II).

At enrollment, 64% of patients noted moderate-to-
severe disease (vIGA-AD$3), mean body surface area
(BSA) involvement was 20% (SD: 20%), and mean
Eczema Area and Severity Index (EASI) was 11.2 (SD:
11.6). Mean Dermatology Life Quality Index (DLQI)
was 8.4 (SD: 7.12), mean Patient-Oriented Eczema
Measure (POEM) score was 13.3 (SD: 8.3), and 64% of
patients noted Atopic Dermatitis Control Tool scores
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corresponding to ‘‘not controlled’’ AD disease (see
Supplementary Tables I-V, available via Mendeley at
https://data.mendeley.com/datasets/d52dppkkxs/1).

Geographic location of study site was the socio-
demographic characteristic that had the largest
observed differences among the groups defined by
systemic therapy use (range: 82% of patients in the
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Table II. Atopic dermatitis treatment character-
istics at enrollment in the CorEvitas Atopic
Dermatitis Registry

Characteristics Total

N = 2603
Current systemic treatment

at enrollment,* n (%)
N = 2603

Dupilumab 1914 (73.5%)
Upadacitinib 218 (8.4%)
Tralokinumab-ldrm 147 (5.6%)
Methotrexate 101 (3.9%)
Cyclosporine 21 (0.8%)
Apremilast 16 (0.6%)
Abrocitinib 13 (0.5%)
Mycophenolate mofetil/mycophenolic
acid

8 (0.3%)

Omalizumab 5 (0.2%)
Tofacitinib 2 (0.1%)
Tacrolimus 1 (0.0%)

Other treatment at enrollment,y n (%) N = 2603
Corticosteroids 83 (3.2%)
Phototherapy 62 (2.4%)
Topical therapy 1875 (72.0%)

History of treatment at enrollment,z n (%) N = 2603
Systemic therapyx 1229 (47.2%)
Corticosteroids 498 (19.1%)
Phototherapy 326 (12.5%)
Superpotent topical steroids, topical
calcineurin inhibitors, or crisaborole

2257 (86.7%)

Number of systemic therapiesx before
enrollment (excluding current therapy),
n (%)

N = 2603

0 2356 (90.5%)
1 199 (7.6%)
21 48 (1.8%)

*Frequencies may not sum to total as patients may be treated

with multiple systemic therapies concomitantly.
yNot mutually exclusive. Includes both treatment in use and

treatment newly started/prescribed at enrollment.
zNot mutually exclusive. Includes treatment started any time

before enrollment, regardless of whether treatment is in use at

enrollment.
xSystemic therapy includes registry eligible biologics (tralokinumab-

ldrm, dupilumab, secukinumab, ustekinumab, risankizumab-rzaa,

ixekizumab, and omalizumab), eligible small molecules (abrocitinib,

upadacitnib, baricitinib, apremilast, and tofacitinib), and eligible

nonbiologic systemics (azathioprine, cyclosporine, methotrexate,

mycophenolate mofetil, mycophenolic acid, and tacrolimus).
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West started systemic therapy #12 months before or
at enrollment [West] to 98% [Northeast]).

As expected, mean EASI scores and the percent-
age of patients with ‘‘not controlled’’ AD according to
the Atopic Dermatitis Control Tool were lower
among patients already using a systemic therapy
compared with patients newly prescribed or not
prescribed a systemic therapy. Similar patterns were
observed for AD sites of involvement.
Disease-based registry cohorts offer advantages
over traditional clinical trials by representing a pop-
ulation having exposure to different therapeutics
routinely used in clinical practice, long disease
duration, and notable comorbidity burden.3,4

Further, the registry contains clinical data (eg, dis-
ease activity scores and patient-reported outcomes)
and treatment data (eg, reasons for discontinuations)
that are often unavailable in claims data.5 However,
participation in dermatology provider-based obser-
vational registries is voluntary and patient inclusion
is prone to selection bias.

These real-worlddata canhelpexaminecomparative
safety and effectiveness of various therapies, including
forpatients onmultiple recently approvedbiologics and
small molecules. The detailed clinical phenotypes will
allow for analyses of uncommon patient subsets and
understanding of unmet needs and value of various
novel AD treatments.

The authors thank the participating providers and
patients for contributing data to CorEvitas’ Atopic Derma-
titis Registry.
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