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Dear Editor,

Baricitinib is an oral selective Janus-kinase (JAK) 1 and 2 inhibitor, for the treatment of
moderate-to-severe atopic dermatitis (AD). Its efficacy and safety have already been

demonstrated clinical trials [1,2], but only in short-termed real-life studies [3-5].

We retrospectively collected real-life data from a monocentric adult patient cohort treated with
bariticinib for moderate-to-severe AD in Belgium from January 2021 to May 2023. Patients
received baricitinib (4 milligrams (mg) daily, orally) after ineffectiveness or contra-indication
of a previous systemic agent. The outcome for effectiveness was evaluated by the percentage
of patients who achieved a validated Investigator’s Global Assessment for AD (VIGA-AD) of
0 (clear) or 1 (almost clear) at the end of the follow-up. As the prescription was in a real-life

setting, patients were allowed to use topical steroids and/or calcineurin inhibitors.

Of the 19 patients included, 14 were male, median age + interquartile range (IQR) was 39.0 +
29.0 years and the median + IQR follow-up duration was 54.4 + 64.2 weeks. Baseline
demographic and clinical characteristics are summarized in Table Ia. All patients were
previously treated with cyclosporine, which was discontinued due to ineffectiveness or adverse
event. One patient had received dupilumab, stopped because of severe conjunctivitis. For all

patients, baricitinib was the first JAK inhibitor prescribed.

At baseline, median vVIGA-AD + IQR was 3.0 = 1.0. The proportion of patients reaching a
VIGA-AD of 0 (clear) or 1 (almost clear) was 47.4% (9/19 patients) at the end of the follow-up
(May 2023). Improvement of vVIGA-AD was significant (P value <.001, using a pairwise
Wilcoxon signed-rank test) when comparing baseline values with last follow-up visit scores.
Patients with less than 2-points improvement were those with severe disease at baseline (VIGA-
AD score of 4). Only 1 of the 7 patients (14.3%) with severe disease at baseline reached a vIGA-

AD score of 0, compared to 6 of the 10 patients (60%) with moderate disease.



No serious adverse events (AEs) were reported. One patient presented with mild facial acne
and another one with nausea. Two patients presented with a transient increase of creatinine
phosphokinase (10.5% - range, 186-301 units/L; normal value <170 units/L). Increased total
cholesterol (>200 mg/dL) and triglycerides (>150 mg/dL) were observed in six patients

(31.6%). The rate of any AEs (including biological changes) was 52.6%.

Seven patients (36.8%; 6 men; mean age 43.4 years; with child-onset AD; severe vVIGA-AD
score in 4 and moderate in 3) discontinued treatment due to lack of effectiveness, with a mean
duration of treatment + standard deviation before stopping of 19.6 = 13.3 weeks. Six of them

then rapidly improved with upadacitinib 30mg daily and one with dupilumab.

Five patients with concomitant alopecia areata (AA) showed signs of hair regrowth. At the end
of the follow-up, three achieved a Severity of Alopecia Tool (SALT) score of 0 (complete
regrowth), and two showed encouraging signs of regrowth but SALT score remained > 20.

Table Ib summarizes the demographic and clinical characteristics of patients with concomitant

AD and AA.

The results of this extended real-life study are consistent with those of BREEZE AD7 (31% of
patients with vVIGA-AD score of 0/1 at week 16), and BREEZE AD3 long-term study (47.1%
at week 68) [6]. Data about safety are consistent with the pooled safety analysis [7]. Lipid level
changes was the most frequent AE encountered but did not lead to treatment discontinuation or
MACE. However, the proportion of patients discontinuing treatment due to lack of efficacy was

36.8%, compared to the 1-2% drop-out in clinical trials.

The efficient shift of patients with history of difficult-to-treat AD to another systemic
immunomodulatory agent (upadactitinib or dupilumab) is consistent with a recent systematic
review and network meta-analysis [8], and with real-life data [9], assessing the superiority of

these treatments, compared to baricitinib.



To conclude, baricitinib in real-life seems to be more effective in treating patients with moderate
rather than severe and long-lasting AD. Safety data are reassuring, in particular no
thromboembolic or cardiovascular AEs were observed, within the limits of the follow-up
period. Lipid changes are the most frequent AE. Effectiveness of baricitinib in hair regrowth
among patients with concomitant AD and alopecia areata [10] may guide the choice towards

barititinib for this specific patient phenotype.
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