
Note 1:
Standard therapy for Atopic Dermatitis 

1st Line – Emollients and topical corticosteroids 
(NICE TA81)

2nd Line – Topical calcineurin inhibitors 
(tacrolimus, pimecrolimus) (NICE TA81)

3rd Line – Systemic therapy (ciclosporin, 
methotrexate, azathioprine or mycophenolate 
mofetil) OR phototherapy (narrowband UVB)

4th Line – targeted therapies (Interleukin or JAK 
inhibitors)  

Best supportive care (BSC) – may include 
education, psychological support, emollients, 
topical corticosteroids, bandages and 
hospitalisation.

Has the disease not responded to at least ONE systemic therapy (3rd Line – note 1) or they are not suitable?

Note 2: When using the EASI, healthcare 
professionals should consider skin colour and 
how this could affect the EASI score and make 
the clinical adjustments they consider 
appropriate.

Review at 16 weeks (week 8 & 16 for baricitinib) to 
assess initial response. 
Adequate response: 
• At least a 50% reduction in EASI (Note 2)
• At least a 4-point reduction in DLQI (Note 3)

First Line – Box A (Interleukin inhibitors) are the preferred first line treatment options
Consider efficacy, safety, dose, disease characteristics, co-morbidities and patient preferences 

Targeted therapy for moderate to severe atopic dermatitis

Box A – 
Interleukin 
inhibitors 

Note 3: When using the DLQI, healthcare 
professionals should take into account any 
physical, psychological, sensory or learning 
disabilities, or communication difficulties that 
could affect the responses to the DLQI and make 
any adjustments they consider appropriate.

Note 4: Funding requests for treatment outside 
this commissioned pathway can be made via the 
Individual Funding Request (IFR)

Abrocitinib (TA814)  
(JAK 1 inhibitor)

OR
Baricitinib (TA681) 
(JAK 1 & JAK2 inhibitor)

OR
Upadacitinib (TA814) 
(JAK 1 & JAK2 inhibitor)
 

Box B – 
JAK 
inhibitors

YES

Where clinically equivalent target therapies are 
being considered, use the  least expensive first, 
taking into consideration the patient’s weight, 
biosimilars and Patient Access Schemes.
If a drug that has a biosimilar version is found 
appropriate the most cost effective biosimilar must 
be used depending on the biosimilar allocation in 
the region.

† Is there any one or more of:
1. Inadequate response to treatment by 16 

weeks*
2. Adverse event  (AE) leading to treatment 

discontinuation 
3. Patient developed a contraindication (CI) to 

current treatment 

Regular clinical assessment of 
ongoing response to treatment 
every 6 to 12 months

YES

No

Second Line:
Reassess efficacy, safety, dose, disease characteristics, co-morbidities and patient preferences
If Primary Failure: Consider a treatment from Box B (JAKi) 
If Secondary Failure or if Adverse Event: Consider an alternative treatment from Box A  

Regular clinical assessment of response to treatment

Subsequent treatments – following clinical assessment† (i.e. inadequate response, AE or CI)

Reassess efficacy, safety, dose, disease characteristics, co-morbidities and patient preferences
If Primary Failure: A discussion at the K&M Dermatology MDT to consider ongoing treatment options 
If Secondary Failure or if Adverse Event: Consider a treatment from Box B

If failure of treatment from 3 lines of treatment from Box A and/or Box B, the K&M Dermatology MDT 
should decide on subsequent treatment options. 

Dupilumab (TA534)  
(IL - 4 & 13 inhibitor) OR
Tralokinumab (TA814) (IL-13 
inhibitor) OR
Nemolizumab (TA1077)  (IL31 
inhibitor) OR
Lebrikizumab (TA986) (IL13 
inhibitor)
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