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The ADvocate trials (NCT04146363, NCT04178967)
investigated adults/adolescents with moderate-to-
severe atopic dermatitis (AD) receiving lebrikizumab
(LEB) monotherapy, using percent improvement in
the Eczema Area and Severity Index (EASI). In
clinical trials, percent EASI improvement is used
to compare study arms and measure treatment
effect size/impact. In clinical practice, however,
absolute EASI scores are used (especially in
Europe), as they measure an individual’s disease
state regardless of baseline severity. This post-hoc
analysis assessed absolute EASI response – EASI≤7,
≤5, ≤3 and ≤1 – from the ADvocate trials to
understand LEB efficacy in adults/adolescents with
moderate-to-severe AD. Week-16 data from patients
receiving LEB 250 mg Q2W (n=564) were compared
with placebo (n=287). Across baseline moderate/
severe/very severe EASI and baseline Investigator’s
Global Assessment (IGA) 3/4, significantly higher
percentages of patients receiving LEB than those
receiving placebo achieved each absolute EASI
response. Week-16 LEB EASI 75 responders (n=284)
and per-protocol LEB non-responders (n=215) were
assessed through week 52. Absolute EASI scores
were generally low and stable among responders
and reduced among non-responders. Overall, LEB was
associated with high rates of durable absolute EASI
response, even in cases of high baseline severity
or suboptimal week-16 outcomes. Results reflect
clinically meaningful improvements that could help
guide clinical practice.
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Atopic dermatitis (AD) is a common chronic
eczematous inflammatory skin disease (1–3).

Treatment response for AD is commonly assessed
via percent improvement in the Eczema Area and
Severity Index (EASI). Thresholds for improvement
in EASI from baseline include ≥50%, ≥75%, ≥90%
and 100% (4–6). The ADvocate1 (NCT04146363)
and ADvocate2 (NCT04178967) phase 3 clinical trials
reported EASI 75 and EASI 90 (≥75% and ≥90%
EASI reduction from baseline) in adults and adolescents
with moderate-to-severe AD receiving lebrikizumab
(LEB) (7, 8). LEB monotherapy led to significant
percent improvements in EASI at week 16, which
were generally sustained through week 52 (9–11).

SIGNIFICANCE
Atopic dermatitis, or eczema, is a skin condition
characterized by patches of red, itchy skin and sometimes
oozing skin lesions. Treatments are usually assessed
using percent improvement in the Eczema Area and
Severity Index, or EASI. However, absolute EASI scores
– disease severity at one time, rather than improvement
over time – are also important. We found that patients
with moderate-to-severe atopic dermatitis receiving
lebrikizumab had significantly lower absolute EASI after
16 weeks. Meaningful improvements were often sustained
through 1 year. Our findings may help patients and
their doctors understand the benefits of lebrikizumab and
choose the best treatment for the patient.
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Moreover, patients with suboptimal results (i.e. week-16
per-protocol LEB non-responders) showed an
increased response with continued LEB therapy, with
over three quarters achieving EASI 75 after 1 year (12).

Data on percent improvement in EASI, however,
may not fully capture therapeutic responses in patients
with moderate-to-severe AD. Absolute EASI scores can
supplement data on percent improvement in EASI by
reflecting current disease status regardless of baseline
severity. Scores range from 0.0 to 72.0, where 0–1.0
indicates clear or almost clear skin, 1.1–7.0 indicates
mild symptoms, 7.1–21.0 indicates moderate disease,
21.1–50.0 indicates severe disease, and >50.0 indicates
very severe disease (13, 14). Intermediate cut-offs such
as EASI≤3 may serve as useful indicators of optimal
therapeutic responses (15). The minimal clinically
important difference is 6.6 (16).

For characterizing a patient’s disease in clinical
practice, absolute EASI scores are often more
meaningful than percent EASI improvement, as they
reveal important information that data on percent
improvement alone may obscure. For example, in cases
with baseline EASI>50 (very severe disease) or an
Investigator’s Global Assessment (IGA) score of 4
(severe disease), patients showing 75% or even 90%
improvement after treatment with novel therapeutics
may still have major signs of disease such as residual
skin lesions. Absolute EASI scores are used in real-
world clinical practice (especially in Europe) and
have been added to clinical recommendations and
treat-to-target guidelines for clinician-reported outcome
measures of moderate-to-severe AD in adults (15,
17). The use of absolute scores alongside percent
improvement has similarly been adopted for the
Psoriasis Area and Severity Index (18).

Despite their clinical utility, few studies have assessed
absolute EASI scores in patients with moderate-to-
severe AD (19, 20), and none have explored the possible
association between LEB therapy and absolute EASI
scores at key time points. This exploratory, post-hoc
data analysis assessed how patients from the ADvocate
trials achieved absolute EASI response rates (EASI≤7,
≤5, ≤3 and ≤1) to better understand the efficacy of
LEB therapy in adults and adolescents with moderate-
to-severe AD.

MATERIALS AND METHODS

Study design

Data were included from ADvocate1 and ADvocate2,
two identically designed, 52 week, phase 3 trials
investigating adults and adolescents with moderate-to-
severe AD (9, 10). The study population was pooled
from the ADvocate1 intent-to-treat (ITT) population and
ADvocate2 modified intent-to-treat (mITT) population,
the latter excluding 18 participants from one site whose

eligibility could not be confirmed. This pooled mITT
population (ADvocate1 ITT pooled with ADvocate2
mITT) was analysed. Adults and adolescents were
analysed together.

The ADvocate trials included an induction period
(baseline–week 16) and a maintenance period (week
16–52). During induction, loading doses of LEB 500 mg
or placebo were administered at baseline and week 2,
followed by LEB 250 mg or placebo every two weeks
(Q2W). Induction involved LEB monotherapy; no other
systemic or topical treatments for AD were permitted.
At week 16, LEB responders and non-responders were
assessed. Week-16 responders were defined per protocol
as patients who, with LEB therapy and without rescue
medication, achieved either an EASI 75 response (≥75%
improvement in EASI from baseline) or an IGA score of
0 or 1 with ≥2-point improvement.

For the maintenance period, LEB responders were
re-randomized 2 : 2 : 1 into two active treatment arms
and one withdrawal arm: LEB 250 mg Q2W, LEB
250 mg Q4W, or placebo (LEB withdrawal). Week-16
LEB non-responders were assigned to the open-label
escape arm, where they received LEB 250 mg Q2W.
Responders who did not maintain EASI 50 (≥50% EASI
improvement from baseline) were moved to the escape
arm. Once in the escape arm, patients who did not
achieve EASI 50 after 8 consecutive weeks of treatment
were discontinued. During maintenance, intermittent
topical rescue medications for AD were permitted. At
the end of the maintenance period, EASI scores for
week-16 responders and non-responders were assessed.
Patients were then followed up for safety assessment
and invited to enrol in the ADjoin long-term extension
study (21, 22).

Eligibility criteria

Participants were adults (aged ≥18 years) or adolescents
(aged 12 to <18 years, weighing ≥40 kg) diagnosed with
moderate-to-severe AD ≥1 year before screening (10).
AD was defined per American Academy of Dermatology
Consensus Criteria (23); moderate-to-severe AD was
defined per-protocol as EASI≥16, IGA≥3, and ≥10%
body surface area of AD involvement at baseline.
Participants were candidates for systemic therapy who
either had a history of inadequate response to topical
therapies or were deemed medically inadvisable to use
topical therapies. Participants were naïve to LEB as well
as to dupilumab and tralokinumab, other monoclonal
antibodies used to treat AD.

Week-16 analysis

Week-16 analysis involved the pooled mITT population
during induction. Efficacy endpoints in this post-hoc
analysis included achieving week-16 absolute EASI
responses of ≤7, ≤5, ≤3 and ≤1. The EASI≤7 (signifying
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mild symptoms or better) and EASI≤1 (signifying
clear/almost clear skin) thresholds are well-established
endpoints (13, 14), while the EASI≤5 and EASI≤3
thresholds were selected for this study as intermediate
indicators of treatment response. Moreover, the EASI≤3
threshold is considered an optimal target signifying
minimal disease activity (15). Treatment efficacy
(LEB vs placebo) was assessed for the overall mITT
population. Subgroup analyses were also performed
by baseline EASI—16.0–21.0 (moderate disease), 21.1–
50.0 (severe disease), and >50.0 (very severe disease)
– as well as by baseline IGA score – IGA 3
(moderate disease) and IGA 4 (severe disease). For
the subgroup analyses, additional endpoints included
percent improvement in EASI from baseline (EASI 50,
EASI 75 and EASI 90).

This study reports  p-values from a post-hoc
analysis,  which are nominal  and unadjusted for
multiple comparisons.  The p-values comparing
proportions of  responders from the LEB and
placebo groups were calculated using Cochran–
Mantel–Haenszel  (CMH) tests  adjusted by study
(ADvocate1 vs ADvocate2),  geographic region (US
vs EU vs rest  of  world),  age (adolescents  vs
adults),  and baseline disease severity (IGA 3 vs
4).  Data after  the use of  rescue medication or
discontinuation of  treatment due to lack of  efficacy
were set  to baseline value;  remaining missing data
were imputed using multiple imputation (Appendix
S1).  Statistical  tests  were two-sided and evaluated
at  a  significance level  of  0.05.  To explore potential
effect  modification by subgroup,  interactions between
treatment and subgroup were evaluated using
logistic  regression models that  included treatment,
subgroup,  treatment-by-subgroup interactions and
study as factors.  Considering the low statistical
power to detect  interaction,  the significance level  for
interaction was set  at  0.1.

Week-52 analysis

Week-52 analysis  involved the maintenance period
and examined two subsets  of  patients  from the
pooled mITT population who received LEB during
induction:  week-16 LEB EASI 75 responders and
week-16 LEB per-protocol  non-responders.  For
week-16 responders,  data were assessed across
the two LEB treatment arms and the withdrawal
arm. For week-16 non-responders,  data from the
escape arm were assessed.  Efficacy endpoints  were
proportions of  patients  achieving EASI≤7, ≤5, ≤3
or ≤1 by week 52.  No p-values were calculated;
instead,  data were analysed using descriptive
statistics.

Week-16 EASI 75 LEB responders who received
systemic rescue medication, discontinued treatment due

to lack of efficacy or transferred to the escape arm had
values set to baseline after that time point through week
52. Those who received topical rescue medication or
discontinued treatment for other reasons had values set
to “missing” after that time point through week 52.
Multiple imputation was used to handle missing data
(Appendix S1). For week-16 LEB non-responders, data
were presented as observed cases, with no imputation
for missing data.

All analyses were performed using Statistical
Analysis System (SAS) software (version 9.4; SAS
Institute, Inc.).

RESULTS

Baseline characteristics

The analysis of the induction period involved the
pooled mITT population, which comprised 851 patients
who received either LEB 250 mg Q2W (n=564) or
placebo (n=287). The analysis of the maintenance
period involved week-16 LEB EASI 75 responders
(n=284) and week-16 LEB non-responders (n=215)
(Table I). At baseline, mean EASI ranged from 29.3
to 30.3, mean body surface area involvement ranged
from 45.7% to 46.9%, and between 38.0% and 38.8% of
patients had an IGA score of 4.

Among patients with very severe baseline EASI, there
was a slight imbalance between the proportion of female
patients in the LEB subgroup (28.6%) vs the placebo
subgroup (43.5%), likely due to the small sample sizes
(Table SI).

Week-16 response rates

During induction, a significant treatment effect (i.e.
difference between proportions of LEB and placebo
responders) was observed. Higher percentages of patients
in the LEB group than in the placebo group achieved all
four absolute EASI responses (Fig. 1). At week 16, 56.7%
of patients receiving LEB achieved EASI≤7, 50.1%
achieved EASI≤5, 37.5% achieved EASI≤3, and 21.2%
achieved EASI≤1. By contrast, no more than 20.0% of
patients receiving placebo achieved any absolute EASI
response. Significant differences between the LEB and
placebo groups were observed as early as week 4 and were
sustained throughout induction.

Across the moderate (EASI 16–21), severe (EASI
21.1–50) and very severe (EASI>50) baseline EASI
subgroups, significantly higher percentages receiving
LEB than placebo achieved each absolute EASI
response (Fig. 2) at week 16. The treatment effect was
generally consistent across subgroups but appeared to
be larger in the more severe baseline EASI subgroups
(p-values for interaction were <0.1 for EASI≤7,
EASI≤3, and EASI≤1 thresholds). In both baseline
IGA subgroups, significantly higher percentages of
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Table I. Patient sample characteristics

16 week induction period 36 week maintenance period

Pooled mITT population
(n=851)a

Week-16 LEB EASI 75 responders (n=284) Week-16 per-protocol
non-responders (n=215)

Characteristic LEB 250 mg
Q2W (n=564)

PBO (n=287) LEB 250 mg Q4W
(n=115)

LEB 250 mg Q2W
(n=112)

LEB withdrawal
(n=57)

LEB Q2W (n=215)

Age, mean (SD) 36.4 (17.3) 34.8 (16.8) 35.8 (17.3) 35.9 (17.0) 33.8 (16.9) 36.6 (17.3)
Female, n (%) 277 (49.1) 148 (51.6) 67 (58.3) 52 (46.4) 34 (59.7) 88 (40.9)
Race, n (%)
  White 364 (64.5) 178 (62.0) 84 (73.0) 80 (71.4) 32 (56.1) 124 (57.7)
  Asian 117 (20.7) 75 (26.1) 17 (14.8) 19 (17.0) 13 (22.8) 58 (27.0)
  Black 58 (10.3) 26 (9.1) 12 (10.4) 9 (8.0) 8 (14.0) 23 (10.7)
  Otherb 25 (4.4) 8 (2.8) 2 (1.7) 4 (3.6) 4 (7.0) 10 (4.7)
Years since AD diagnosis, mean (SD) 21.4 (15.0) 21.9 (14.9) 22.3 (14.6) 21.5 (14.2) 19.7 (14.8) 21.9 (15.3)
EASI, mean (SD) 29.3 (11.6) 30.3 (11.9) 28.9 (12.6) 29.6 (10.8) 28.8 (11.0) 29.9 (11.4)
IGA, n (%)
  3 (moderate) 345 (61.2) 178 (62.0) 76 (66.1) 70 (62.5) 36 (63.2) 119 (55.3)
  4 (severe) 219 (38.8) 109 (38.0) 39 (33.9) 42 (37.5) 21 (36.8) 96 (44.7)
BSA % involvement, mean (SD) 45.7 (22.5) 46.9 (22.5) 44.2 (23.3) 45.5 (20.6) 42.6 (21.9) 47.6 (23.3)
a Pooled from the ADvocate1 ITT population and the ADvocate2 mITT population, the latter of which excluded 18 patients from a single site because their eligibility
could not be confirmed.
b Includes American Indian or Alaska Native, Native Hawaiian or Other Pacific Islander, Other, Multiple, and Not Reported.
AD:atopic dermatitis; BSA:body surface area; EASI:Eczema Area and Severity Index; IGA:Investigator’s Global Assessment; ITT:intent-to-treat;
LEB:lebrikizumab; mITT:modified intent-to-treat; PBO:placebo; Q2W:every two weeks; Q4W:every four weeks; SD:standard deviation.

Fig. 1. Week-16 absolute EASI response rates, LEB vs PBO. Each chart shows EASI response rates in the LEB 250 mg Q2W (purple) group
vs the PBO (grey) group, with p<0.001 for all week-16 comparisons. Data after the use of rescue medication or discontinuation of treatment due
to lack of efficacy were set to baseline value; remaining missing data were imputed using multiple imputation. Statistical tests were two-sided and
were evaluated at a significance level of 0.05 using SAS software, version 9.4. Abbreviations: CI, confidence interval; EASI, Eczema Area and Severity
Index; LEB, lebrikizumab; PBO, placebo; Q2W, every 2 weeks; SAS, Statistical Analysis System. *p<0.05; **p<0.01; ***p<0.001.
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patients receiving LEB than placebo achieved each
absolute EASI response (Fig. 3). These treatment effects
appeared to be comparable regardless of baseline
severity as measured by IGA scores (p-values for
interaction were >0.1 for all absolute EASI thresholds).

Additionally,  across moderate,  severe and very
severe baseline EASI subgroups,  significantly higher
percentages of  patients  receiving LEB than placebo
achieved percent  EASI improvement thresholds
(EASI 50,  EASI 75 and EASI 90) at  week 16
(Fig.  S1).  Treatment effect  appeared to be greater

in patients  with baseline severe or  very severe
disease than with moderate disease (p-values for
interaction were <0.1 for  EASI 50 endpoint  and
<0.05 for  EASI 75 and EASI 90 endpoints).
Across the moderate and severe baseline IGA
score subgroups,  significantly higher percentages
of patients  receiving LEB than placebo achieved
percent  EASI improvement thresholds (Fig.  S2).  The
treatment effect  was comparable in both baseline
IGA subgroups (p-values for  interaction were >0.1
for all  percent  EASI improvement endpoints).

Fig. 2. Week-16 absolute EASI response rates by baseline EASI, LEB vs PBO. Each chart compares EASI response rates by baseline EASI
in the LEB 250 mg Q2W group (purple) vs PBO group (grey). Data after the use of rescue medication or discontinuation of treatment due to lack
of efficacy were set to baseline value; remaining missing data were imputed using multiple imputation. Statistical tests were two-sided and were
evaluated at a significance level of 0.05 using SAS software, version 9.4. Abbreviations: CI, confidence interval; EASI, Eczema Area and Severity
Index; LEB, lebrikizumab; PBO, placebo; Q2W, every 2 weeks; SAS, Statistical Analysis System. *p<0.05; **p<0.01; ***p<0.001.
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Fig. 3. Week-16 absolute EASI response rates by baseline IGA score, LEB vs PBO. Each chart shows EASI response rates by baseline IGA
score in the LEB 250 mg Q2W group (purple) vs the PBO group (grey). Data after the use of rescue medication or discontinuation of treatment due
to lack of efficacy were set to baseline value; remaining data were imputed using multiple imputation. Statistical tests were two-sided and were
evaluated at a significance level of 0.05 using SAS software, version 9.4. Abbreviations: CI, confidence interval; EASI, eczema area and severity
index; IGA, investigator’s Global Assessment; LEB, lebrikizumab; PBO, placebo; Q2W, every 2 weeks; SAS, Statistical Analysis System. *p<0.05;
**p<0.01; ***p<0.001.
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Week-52 response rates

Among week-16 LEB EASI 75 responders (n=284),
high rates of  absolute EASI responses were generally
sustained throughout maintenance (Fig.  4).  At week
52, EASI≤7 response rates were 83.7% for LEB
Q4W patients,  75.7% for LEB Q2W patients,
and 67.7% for  LEB withdrawal patients.  EASI≤5
response rates were 77.0% for LEB Q4W patients,
70.7% for LEB Q2W patients,  and 62.1% for LEB
withdrawal patients.  EASI≤3 response rates were
66.9% for  LEB Q4W patients,  64.8% for LEB Q2W
patients,  and 49.5% for LEB withdrawal patients.
Finally,  from week 16 to week 52, EASI≤1 response
rates increased for  LEB Q4W patients  (45.5%)
and LEB Q2W patients  (49.9%) but  were largely
stable for  LEB withdrawal patients  (26.6%).  Among
all  week-16 LEB responders,  15.1% used rescue
medication and 13.7% used topical  therapy,  with
11.3% using topical  corticosteroids.  Thus,  84.9%
received strictly LEB monotherapy.

Among week-16 LEB non-responders (n=215)
assigned to the escape arm during maintenance,
all absolute EASI response rates increased (Fig.
S3). Of them, 29.3% used rescue medication and
28.8% used topical therapy, with 27.9% using topical
corticosteroids.

DISCUSSION

This post-hoc analysis investigated absolute EASI
response rates in adults and adolescents with moderate-
to-severe AD treated with LEB for up to 1 year.
At week 16, across baseline EASI subgroups and

baseline IGA score subgroups, significantly higher
percentages of absolute EASI response were identified
in patients receiving LEB vs placebo. Through week
52, most absolute EASI response rates remained stable
among week-16 LEB EASI 75 responders, while
rates increased among week-16 LEB non-responders
receiving LEB 250 mg Q2W in the escape arm. LEB
therapy was associated with high rates of absolute EASI
responses and durable improvements, even in cases of
severe/very severe disease or where initial treatment
outcomes were not optimal.

Week-16 results show that LEB monotherapy was
significantly associated with improved disease severity
in the induction period. Most patients receiving
LEB achieved EASI≤7, representing mild disease or
better, and 21.2% receiving LEB (vs 4.2% receiving
placebo) achieved EASI≤1, indicating clear/almost
clear skin. Across baseline EASI subgroups and IGA
score subgroups, significantly higher percentages of
patients receiving LEB than placebo achieved absolute
EASI responses, with substantial treatment effect and
little/no placebo effect observed in patients with
more severe baseline disease. Additionally, similar
patterns were seen with percent improvement in
EASI (EASI 50, EASI 75 and EASI 90): across
baseline EASI subgroups, LEB was associated with
consistent and robust efficacy of skin improvement,
with greater improvements in patients with more severe
baseline disease; across IGA score subgroups, LEB
was associated with treatment efficacy regardless of
baseline severity. Whereas previous studies exclusively
explored percent improvement in EASI resulting
from LEB monotherapy (9–11), the present analysis

Fig. 4. Response rates at week 52 among week-16 EASI 75 LEB responders. Each chart compares EASI response rates among week-16 EASI
75 LEB responders who were re-randomized into two LEB treatment arms and one LEB withdrawal arm. Data from weeks 16–52 are provided.
Week-16 EASI 75 LEB responders who received systemic rescue medication, discontinued treatment due to lack of efficacy or transferred to
the escape arm had values set to their baseline value after that time point through week 52. Those who received topical rescue medication or
discontinued treatment for other reasons had values set to “missing” after that time point through week 52. Multiple imputation was used to handle
missing data. Abbreviations: EASI, eczema area and severity index; LEB, lebrikizumab; Q2W, every 2 weeks; Q4W, every 4 weeks.
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of absolute EASI responses by different thresholds
reveals that optimal therapeutic targets were met across
a broad spectrum of baseline severities, reflecting
clinically meaningful improvements achieved with LEB
monotherapy within the induction period.

Week-52 results suggest that absolute EASI responses
achieved during induction were durable in the
maintenance period. High percentages of week-16 EASI
75 LEB responders achieved EASI≤7, ≤5 or ≤3 through
week 52, with only minor differences between the
treatment arms and LEB withdrawal arm; for EASI≤1,
denoting clear or almost clear skin, the treatment
arms saw slight increases through week 52, while
the LEB withdrawal arm was stable. Rates of rescue
medication use were low, with 84.9% of week-16
EASI 75 LEB responders receiving strictly LEB
monotherapy during maintenance. Per the study design,
durability was assessed only in week-16 EASI 75 LEB
responders who underwent re-randomization; results
should be interpreted accordingly. Results suggest that
improvements during LEB Q2W monotherapy may be
maintained with longer approved dosing intervals such
as Q4W, which may be more convenient for patients
than stricter regimens. Results align with previous
findings on percent improvement in EASI among
week-16 LEB responders, which showed higher rates
of EASI 75 in the treatment arms than the withdrawal
arm and suggested induction LEB Q2W followed by
maintenance LEB Q4W can be sufficient to sustain a
response in patients with moderate-to-severe AD (9).

Week-52 results further show that patients with high
absolute EASI after induction often saw reductions
with continued treatment. High percentages of week-16
LEB non-responders receiving LEB 250 mg Q2W in
the escape arm achieved EASI ≤7, ≤5 or ≤3 during
maintenance. Results align with a previous analysis
showing percent EASI improvement in week-16
non-responders who received continued treatment
(12). Moreover, limited use of rescue medication
among week-16 LEB non-responders (29.3%) further
supports the efficacy of LEB monotherapy. These
findings indicate potential benefits from continued LEB
therapy (alongside intermittent topical medications as
deemed appropriate by the physician) for patients with
suboptimal outcomes after 16 weeks.

A strength of this study was analysing absolute
EASI responses in addition to percent improvements,
affording insights that studies of percent improvement
in EASI alone may not provide. Therapeutic targets
(e.g. EASI≤7) were achieved during induction at
significantly higher rates than placebo across severity
levels: moderate, severe and very severe baseline EASI,
as well as moderate and severe baseline IGA scores.
As absolute EASI responses are increasingly featured
in treat-to-target recommendations in Europe especially
(15, 17), these data provide valuable insights to help

physicians select treatment goals. Absolute Psoriasis
Area and Severity Index scores were similarly studied
and shown to represent meaningful improvement in
patients with moderate-to-severe plaque psoriasis (18).
Moreover, analysing results from the induction and
maintenance periods as well as from both week-16
EASI 75 LEB responders and non-responders afforded
a comprehensive view of LEB therapy, including
how suboptimal initial outcomes were improved
with continued treatment. Another strength was the
large sample pooled from two major trials involving
LEB monotherapy. While intermittent topical rescue
medications for AD were permitted during maintenance,
84.9% of week-16 LEB responders received no
rescue medications, and 88.7% received no topical
corticosteroids. No topical or systemic treatments apart
from LEB were permitted during induction. Thus, our
results strongly represent the clinical profile of LEB
monotherapy and cannot be attributed to combination
therapies with topicals.

One study limitation involved the use of post-
hoc analyses with multiple endpoints and subgroup
comparisons. All p-values reported are nominal and
unadjusted for multiple comparisons, and statistical
significance should be interpreted with caution.
Additionally, though repeated measurements were
available, longitudinal modelling was not performed.
Instead, this analysis aimed to estimate visit-specific
treatment effects; results should be interpreted in this
context.

In this post-hoc analysis, LEB therapy was
significantly associated with high rates of absolute
EASI response and high rates of percent improvement
in EASI, in adults and adolescents with moderate-to-
severe AD. This was evident across disease severities
as measured by baseline EASI and IGA scores.
Furthermore, patients improved over time: continued
LEB therapy was associated with high rates of absolute
EASI response. Results suggest that LEB therapy may
lead to durable EASI responses and that continued LEB
therapy has potential clinical benefits for improving
disease severity. Our analysis complements previous
analyses of percent improvement in EASI, providing
clinically important information to help physicians
assess current disease status, follow treat-to-target
recommendations and tailor appropriate treatments for
each patient.
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