
Supplementary Figure 1. Round 1 Voting Results
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Poor adhe rence t o syst emic thera py may lea d t o a n ina de quate response

Systemic the rapy should be  conside red for  those patients wit h m oderat e-to-sever e at opic der matitis  for whom optimized topic al thera py
does not adequate ly im prove disease  seve rit y and/or qua lity of life

There is a need for more evidence on specific escalation of therapy across the <2 years, 2–<6 years and 6–12 years age groups

Prim ary care  pr ovider s pla y an im portant role in t he managem ent of atopic derm atitis, t reat ing patient s with mild-to-moder ate diseas e,
re ferring those with m odera te-to-sever e dise ase for spe cia list care , and providing ongoing maint ena nce  ca re

Ongoing  consulta tion and dia logue  be tween the  prim ary c are  pr ovider , familie s and s pec ia lists may be helpful in dete rmining effec tive
tre atme nt approaches

Reas ons  for inadequate  adhe rence t o tr eatm ent  are  varied but include conc erns about advers e effe cts, ina de quate pat ie nt or
parent/c areg iver  educ ation, c hild r esistance to tr eatm ent, a lac k of trust in/r appor t with clinician, a nd high out-of-poc ket cost s/li

Comparat ive evidence for the  use  of system ic the rapie s in a topic  de rmat itis is limited, espe cially in children

Clinicians should refe r to spe cific  pr escr ibing informat ion, data from  clinical tr ials, a nd rele va nt guide line s to guide tr eatm ent  esc alation

Systemic the rapy can be ta per ed by dec reas ing the  dose or increa sing the dosing inter val, but the optima l approach is  not clea r

Systemic the rapy may be consider ed in some patients re quir ing higher t han re com mende d use of topical c ort icoster oids to c ontrol a topic
derma tit is

It is importa nt t hat prima ry ca re providers under stand a topic  de rma tit is pathophysiology and diagnosis, managem ent of mild-to- modera te
dise ase, pote ntial a dver se e vents , and whe n to re fer to specialty c are

Tre atme nt may be s witched be cause of inadequa te re sponse  but there  is a nee d to first c onsider contributor y fact ors t hrough disc ussion
with the patient/ca regivers

Tre atme nt tape r m ay be considered whe n there  is a long period of clea r or almost c le ar s kin, or in re sponse  to tolera bility or s afety issues

Discontinuation of  trea tme nt m ay re sult in disea se re currence

The use of system ic  corticost eroids is associate d with fr equent dise ase recurre nce  and safety ris ks, and is not gene rally re com mende d

Possible  effec ts of system ic  tre atme nt on im mune r esponse to immunization ne ed to be consider ed; howeve r, the re is limited evide nce  on
co-administrat ion of syste mic tre atme nts  an d va ccine s in children with at opic der matitis

The ability to us e syste mic thera py such as biologics in pa tients  as young as 6 mont hs of age  offe rs the pote ntial for a  disea se-modifying
effe ct

Factors to take into consideration in choosing systemic therapy include atopic dermatitis phenotype, the presence of comorbidities, risk–
benefit profile of treatments, patient preferences (e.g., oral vs injectable therapy), the need for laboratory monitori

Biologic thera py doe s not need to be  inte rrupted for administra tion of ina ctivated vac cines but safe ty of co-adm inis tration with live -
att enuate d va ccine s is not known

Biologics should be c onsidere d first- line  syste mic  therapy in m ost pa tie nts unle ss contr aindica ted

Tot al ster oid bur de n, including the  use  of ora l and intra na sal corticost eroids, should be  tak en into c onsidera tion when asse ssing patients

Conventional syste mic  therapies m ay be used off-label

Ongoing  educa tion and support  will he lp ensur e patient comfor t with syste mic thera py

It is not k nown whether e arly succe ssful m anagem ent  of AD im pac ts the developm ent of subs equent at opic mor bidities or
ne ur ops ychiatr ic mor bidities

Dose escalation of systemic therapy should be based on inadequate clinical response to treatment, disease severity, and patients and 
caregivers’ needs

Tre atme nt discontinuation ma y be  conside red when the re is a long period of clear or almos t clea r skin, or in response to tole rability or
safe ty issue s

Systemic the rapy can lesse n AD severity but  be cause AD is a  condition that spontaneously improve s with age , long- term  disea se
modification ma y be  difficult to e stablish

Systemic the rapy may be consider ed for pat ients who ar e unable to optimize topical t her apy, e .g., due  to poor adhere nc e, low he alth
lit erac y

The timing of dose  esc alation will de pend on trea tme nt but  should be  afte r a minimum  of 16 wee ks with me thotrexa te a nd biologic s
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Poor adherence to systemic therapy may lead to an inadequate response

Systemic therapy should be considered for those patients with moderate-to-severe AD for whom optimized topical 
therapy does not adequately improve disease severity and/or quality of life

There is a need for more evidence on specific escalation of therapy across the <2 years, 2–<6 years and 6–12 years 
age groups

Primary care providers play an important role in the management of AD, treating patients with mild-to-moderate 
disease, referring those with moderate-to-severe disease for specialist care, and providing ongoing maintenance care

Ongoing consultation and dialogue between the primary care provider, families and specialists may be helpful in 
determining effective treatment approaches 

Reasons for inadequate adherence to treatment are varied but include concerns about adverse effects, inadequate 
patient or parent/caregiver education, child resistance to treatment, a lack of trust in/rapport with clinician, and high out-
of-pocket costs/limitations in access to treatment

Comparative evidence for the use of systemic therapies in AD is limited, especially in children

Clinicians should refer to specific prescribing information, data from clinical trials, and relevant guidelines to guide 
treatment escalation

Systemic therapy can be tapered by decreasing the dose or increasing the dosing interval, but the optimal approach is 
not clear

Systemic therapy may be considered in some patients requiring higher than recommended use of topical corticosteroids 
to control AD

It is important that primary care providers understand AD pathophysiology and diagnosis, management of mild-to-
moderate disease, potential adverse events, and when to refer to specialty care 

Treatment may be switched because of inadequate response but there is a need to first consider contributory factors 
through discussion with the patient/caregivers

Treatment taper may be considered when there is a long period of clear or almost clear skin, or in response to 
tolerability or safety issues

Discontinuation of treatment may result in disease recurrence

Biologic therapy does not need to be interrupted for administration of inactivated vaccines but safety of co-administration 
with live-attenuated vaccines is not known

The use of systemic corticosteroids is associated with frequent disease recurrence and safety risks, and is not generally 
recommended

Possible effects of systemic treatment on immune response to immunization need to be considered; however, there is 
limited evidence on co-administration of systemic treatments and vaccines in children with AD

Biologics should be considered first-line systemic therapy in most patients unless contraindicated

The ability to use systemic therapy such as biologics in patients as young as 6 months of age offers the potential for a 
disease-modifying effect

Total steroid burden, including the use of oral and intranasal corticosteroids, should be taken into consideration when 
assessing patients

Factors to take into consideration in choosing systemic therapy include AD phenotype, the presence of comorbidities, 
risk–benefit profile of treatments, patient preferences (e.g., oral vs injectable therapy), the need for laboratory 
monitoring, drug interactions, and access to therapy

Conventional systemic therapies may be used off-label

Ongoing education and support will help ensure patient comfort with systemic therapy

It is not known whether early successful management of AD impacts the development of subsequent atopic morbidities 
or neuropsychiatric morbidities

Dose escalation of systemic therapy should be based on inadequate clinical response to treatment, disease severity, 
and patients and caregivers’ needs

Systemic therapy may be considered for patients who are unable to optimize topical therapy, e.g., due to poor 
adherence, low health literacy

The timing of dose escalation will depend on treatment but should be after a minimum of 16 weeks with methotrexate 
and biologics

Systemic therapy can lessen AD severity but because AD is a condition that spontaneously improves with age, long-
term disease modification may be difficult to establish

Treatment discontinuation may be considered when there is a long period of clear or almost clear skin, or in response to 
tolerability or safety issues
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