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Abstract: The number of clinical trials conducted in patients with atopic dermatitis is increasing
steadily. These trials are conducted in several countries across all continents and include patients
of different ethnicity, race and skin color. This diversity is desired, but it also brings challenges,
including the diagnosis and evaluation of disease severity in patients with different skin colors; the
influence of ethnicity on the perception of quality of life and patient reported outcomes; the inclusion
of ethnicities that are only present in one country or that live far from clinical research sites; and the
reporting of drug safety information. There is a need to better train physicians on the evaluation of
atopic dermatitis in patients with different skin colors and a need to improve the systematic reporting
of ethnicity, race and skin color in clinical trial publications.
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1. Reporting of Ethnicity, Race and Skin of Color in Clinical Trials

Access to detailed information on baseline demographics is important to understand
the outcome of clinical trials. Ethnicity, race and skin color are three descriptors often
reported in AD clinical trials. Unfortunately, there is no consensus on the definition of these
descriptors and how they should be used to characterize patient populations in clinical
trials [1]. According to the Merriam Webster dictionary, race refers to groups that humans
are often divided into, based on physical traits regarded as common among people of shared
ancestry [2]. Race is dependent on genetic background and studies have shown that there
are differences between races in terms of the relative importance of inflammatory pathways
in AD [3]. The use of the word race to report findings in medical research has recently
been criticized and ancestry has been proposed as a replacement [1]. Ethnicity is defined as
affiliation to large groups of people classed according to common racial, national, tribal,
religious, linguistic, or cultural origin [4]. People from the same ethnicity often are from
the same race but this is not always the case. Ethnicity can have an important role on how
patients perceive their skin disease and how it impacts their quality of life. Skin color can by
defined by scales using visual examination and/or questionnaires, such as the Fitzpatrick’s
phototype scale, or by measuring skin pigmentation with a chromameter. People with the
same skin color can be of different races or different ethnicities. Demographic information
about race, ethnicity and skin color is important to understand the results of clinical studies
conducted in patients with atopic dermatitis. Unfortunately, race, ethnicity and skin color
are rarely all included in published demographic tables from AD clinical studies and when
they are, they are not reported in a standardized manner [5]. A comprehensive review of
AD clinical trials published between 2014 and 2019 found that race and ethnicity were both
reported in only 15.8% of publications [6]. The American Medical Association has recently
published guidelines on how to report race and ethnicity in medical journals [7]. Similar
guidelines on how to define and report race, ethnicity and skin color in clinical research
protocols would be helpful.

Clinical trials must be conducted and reported in patients from different races, eth-
nicities and skin colors as these factors could have an effect on the safety and efficacy of
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drugs. This is especially important in atopic dermatitis, as differences in inflammatory path-
ways, disease severity, persistence and lesion morphology have been reported in patients
from different racial backgrounds [3]. From a regulatory perspective, certain countries
will require drugs to be tested in their main patient population before being approved.
The regulatory authorities may require that a study is conducted in the country of their
jurisdiction with subjects representative of that country’s patient population or may require
a minimum of representative subjects from their country to be included in the pivotal trials.
It is important for sponsors to understand the requirements of all countries targeted for
regulatory submission and incorporate those requirements into their clinical development
strategies and plans, especially for phase 3 programs.

2. Diagnostic Challenges

Most AD clinical studies conducted in North America and Europe use either the
Hanifin and Rajka or the Eichenfield AAD criteria to establish a diagnosis of atopic der-
matitis [8,9]. These criteria have not been studied in all ethnic and racial backgrounds
and could therefore be less sensitive or specific in some populations. For example, the
Hanifin–Rajka criteria have been shown not to perform optimally for the diagnosis of AD
in certain non-white races [10,11]. The presence flexural lichenification and linearity in
adults is one of the main factors considered in the Hanifin and Rajka diagnostic criteria.
However, it has been reported that African American patients often have extensor, as
opposed to flexor involvement [12]. African American patients have also been shown to
have more prominent lichenification and a higher prevalence of prurigo nodularis [3,13].
Asian patients have also been reported to have more lichenification and sometimes present
a psoriasiform morphology [12,14]. Interestingly, the use of Hanifin and Rajka criteria for
diagnosing AD in Chinese patients has been criticized as being too stringent and other
criteria have been developed [10,15]. However, Asian patients who live outside of Asia
and African Americans are usually included in studies using the Hanifin and Rajka or the
Eichenfield criteria [16–18].

3. Challenges in Measuring Treatment Efficacy

The main clinician-reported outcome measures used in AD research are EASI, SCO-
RAD, investigator global assessments (IGAs), pruritus numerical rating scale and body
surface area involved with atopic dermatitis. The Harmonization Outcome Measure for
Eczema (HOME) group recommends the use of a combination of patient and clinician
reported core outcome set in AD studies such as EASI, pruritus NRS, Objectif SCORAD,
POEM, ADCT and RECAP [19]. Some of these outcome measures were validated in a
diverse population including patients of different races, skin colors and ethnic backgrounds.
However, rarely were validation studies conducted only in patients of a specific ethnicity,
race or skin color, nor were these outcome measures compared between patients of different
ethnicities, races or skin colors. Patient outcome measures, such as POEM, DLQI, ADCT
and RECAP, may perform differently in patients of different ethnic backgrounds. Only
a few studies have tried to address this question. Zhao et al. compared the inter and
intra-rater reliability of EASI, SCORAD and IGA in patients with light skin and skin of
color (defined by measuring melanin index by a chromameter) [20]. A total of five raters
were given a 30-min training session and 25 patients were evaluated on two different
days, including 14 patients with skin of color. All outcome measures were associated with
excellent to good inter and intra-rater reliability. However, only EASI showed excellent
inter-rater reliability. All assessors who participated in this study were experienced evalu-
ators who regularly see AD patients. This is not always the case in clinical trials, where
less experienced investigators, including non dermatologists or dermatologists who have
a limited AD practice, are often the ones conducting efficacy evaluations. Sometimes,
experienced evaluators practice in an area where they very rarely see patients with different
races or skin color. The reliability of efficacy outcome measures should be studied with
physicians who have more limited experience evaluating AD patients or less experience
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with the evaluation of patients of different races, ethnicities or skin colors. Interestingly, a
study previously performed by the same group on photographs showed poor inter-rater
reliability for highly pigmented patients [21].

Erythema is usually the first sign mentioned in the description section of the grades of
various IGA scales. Additionally, it is the first sign mentioned in the list of signs from the
original EASI and SCORAD publications [19,20]. Erythema is the most striking feature of
AD in patients with phototype 1 to 3. Inflammation in lighter phototypes translates into
redness. In darker skin phototypes, erythema is more difficult to evaluate and inflamed
skin can appear gray or even purple (violaceous) [12,13]. When using clinical outcome
measures in trials, investigators sometimes increase erythema by one level for patients
with heavily pigmented skin [22]. However, this is not systematically done or suggested
in clinical trials and the effect of this increase on the EASI scale performance has not been
well studied. The differences in the clinical features of AD lesions between lighter skin and
darker skin patients are summarized in Table 1.

Table 1. AD charateristics in lighter and darker skin patients.

AD in Lighter Skin Patients AD in Darker Skin Patients

Mostly flexural involvement Extensor involvement often present

Psoriasiform morphology rarely present Psoriasiform morphology often present
(Asian‘patients)

Inflamed skin appears red Inflammation often translates into greyish or
violaceous (purple) color

Less lichenification More lichenification

Excoriations are easily visible Excoriations are often less visible

Xerosis is often less visible Xerosis is usually more visible

Dyschromia is usually less present Dyschromia if often the predominant feature

Prurigo nodularis is less frequent Prurigo nodularis is more often present

The visual appearance of xerosis and dyschromia are other difficulties associated with
the evaluation of patients with darker phototypes. Xerosis is not included in the IGA and
EASI evaluations and ichthyosis is not included in IGA, EASI and SCORAD. The presence
of xerosis and ichthyosis will reflect visible light and, therefore, the skin will appear whiter.
White on dark is striking. Besides hyperpigmentation, such whiter appearance can be the
most visible abnormality on the dark skin. It is important for evaluators not to include the
effect of xerosis and ichthyosis when they perform EASI and IGA evaluations. This may be
more difficult in patients with more heavily pigmented skin.

Excoriations may be more difficult to see in skin of color patients, whereas licheni-
fication is usually more obvious [13]. Dyschromia is one of the predominant features of
atopic dermatitis in patients with more heavily pigmented skin. Hypopigmentation and
hyperpigmentation are not evaluated with the most frequently used AD clinician reported
outcome measures. It is not rare to see patients with dark phototype who want to partic-
ipate in a clinical trial and have only dyschromia with no evidence of active AD. This is
problematic for several reasons. First, it is important for the clinician to have a close look at
the skin of darker skin patients when evaluating AD in patients with significant dyschromia.
Palpation is often very helpful to differentiate between patients with dyschromia without
active AD and patients with active AD (distinction between flat skin—macules and raised
skin—papules or plaques). Another important point is the paucity of AD studies that focus
on improving dyschromia in patients with dark skin. This can be a cause of significant
concern in darker-skinned patients and the prevention or treatment of hypopigmentation
and hyperpigmentation is very rarely measured in clinical trials. Additionally, climate has
an influence on skin lesions, as patients living in very hot and humid environments will
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have less xerosis but may have more red milliary [23]. The effect of climate on AD outcome
measures used in clinical trials has not been well studied.

A few outcome measures have been adapted for patients with darker skin. This is the
case of the Patient Oriented-SCORAD (PO-SCORAD), which has been adapted for patients
with darker skin. This was done because the original PO-SCORAD had shown important
test–retest differences between white and non-white patients [24]. A variant of EASI where
erythema was replaced by a grey scale has been studied in patients with darker skin. Inter
and intra-rater reliability has been shown to be good but was not very different from EASI
performed with erythema evaluation [20].

A study looking at differential item functioning among patients of different races and
ethnicities for various patients reporting outcome has shown differences in one or more
items of several Patient Reported Outcomes (PROs) used regularly in AD research including
DLQI, POEM and Itch NRS [5]. This is not surprising, as differences in culture could have a
significant impact on disease perception. Genetic factors could also be involved, as shown
by the differences in the molecular characteristics and intensity of pruritus in African
American patients [25]. For DLQI, the most widely used PRO in dermatology, this was
especially important for items number 2 (Over the last week, how embarrassed or self
conscious have you been because of your skin?) and 10 (Over the last week, how much of a
problem has the treatment for your skin been, for example by making your home messy, or
by taking up time?).

4. Challenges in Evaluating Treatment Safety

There is a lack of studies on the effects of race and ethnicity on safety data generated
from AD clinical trials. Some groups may be more or less inclined to report adverse events.
In addition, safety data is rarely reported according to race or ethnicity in AD studies. For
example, the risk of adverse events to anticoagulants, drugs used for diabetes and opioids,
has been reported to be higher in Asian, Black and Caucasian patients, respectively [26].
The presence of the HLA-B*1502 allele has been shown to be associated with Stevens
Johnson/toxic epidermal necrolysis in some Asian populations and screening has been
recommended for patients at risk of carrying this allele [27]. There is a need to report safety
data according to race and ethnicity.

5. Challenges of Generating Information from Patient Populations where the Drug Is
Intended to Be Used

Clinical research sites in international studies conducted for the approval of novel AD
treatments tend to be located mostly in North America, Europe and certain countries in the
Asia Pacific region (e.g., China, Japan, Australia and South Korea). Africa, Latin America
and the Middle East region usually have fewer sites and often no sites in international AD
studies. Therefore, the data that are generated from international AD studies do not cover
all ethnicities. Many countries have several major ethnic groups, with some representing a
relatively small portion of the patient population. Even when many clinical research sites
from such countries are included in clinical studies, it does not guarantee that the patient
population recruited will include various ethnicities.

Willingness to participate in clinical trials also varies according to race and ethnicity.
Asians living in North America have been shown to be less likely than African-Americans,
Caucasians and Hispanics/Latinos to participate in clinical research [28]. A survey of
clinical trials in AD published between 2014 and 2019, where at least one center was located
in the US, showed that the proportion of White, Black, Asian and Hispanic patients was
62.4%, 25.3%, 7.4% and 16.3%, whereas the racial and ethnic distribution in the US at that
time for these groups was 72.5%, 12.7%, 5.5% and 18% [6]. The proportion of White and
Black patients in phase I and II trials was lower and higher, respectively, than in phase
III trials. This suggests that representation of the main races and ethnicities in AD trials
conducted in adults in the US may only sometimes be in line with the general US population.
However, another study of AD trials conducted in children showed that the proportion of
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White, Black, Asian and Hispanic patients was 60.3%, 10.1%, 21.1% and 18.3% [29]. This
suggests that Black patients may be under-represented in pediatric AD trials. In addition,
challenges arise when patients of certain races and ethnicities live far from larger cities.
Clinical research sites usually tend to be more frequently located in and around larger
cities. This creates challenges for ethnic populations that do not live in larger cities. For
example, there is a high burden of atopic dermatitis in Canadian indigenous people [30].
However, they tend to be underrepresented in clinical trials, as indigenous people often
live hundreds if not thousands of kilometers from the nearest clinical research site.

Political instability and war are other factors limiting the ability to study new treatment
in patients with more various ethnic backgrounds. For example, there were many active
research sites in Ukraine and Russia that became unavailable after the Russo–Ukrainian war
started in March 2022. Consequently, it will be difficult to generate efficacy and safety data
for some of the new investigational products in the Ukrainian and Russian populations.
Sponsors are usually hesitant to open research sites in unstable countries as they may not
be able to complete their study or access the data, or investigators may not be able to ensure
the safety of enrolled patients as shipments of blood or other samples to central labs and
shipments of experimental drugs to research sites may be difficult.

Finally, when comparing safety and efficacy data from studies conducted in different
countries, it is important to distinguish between differences related to race/ethnicity and
differences in how clinical trials are conducted in these different countries. For example,
the use of rescue medication has a dramatic influence on efficacy data in AD clinical studies.
Two otherwise identical protocols with different strategies for rescue therapy or different
estimates on how to treat intercurrent events, such as the use of rescue medication, could
give rise to very different results. Differences between countries regarding the severity
of the presence and extent of some clinical manifestations of AD could influence study
results. The challenge of potential global differences in the conduct of clinical studies is
best overcome by preventing such challenges through globally aligned implementation of
best practices in clinical research of atopic dermatitis.

6. Conclusions and Recommendations

Race, ethnicity and skin color are rarely all reported in AD clinical trials. For a
multifactorial and heterogenous disease such as AD, the lack of reporting on all three
determinants limits the ability to deeply analyze clinical data and potentially discover what
therapeutic options may be especially beneficial, or not, for certain subpopulations. An
effort should be made to systematically report race, ethnicity and skin color used in all AD
clinical trials. The recent American Medical Association guidelines on reporting race and
ethnicity in medical journals offer an opportunity to standardize how safety and efficacy
information is made available for these groups of patients.

Author Contributions: Original draft preparation, R.B.; writing review and editing, all authors. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: R.B. is an Advisory Board Member, Consultant, Speaker and/or Investigator
for and receives honoraria and/or grant from AbbVie, Amgen, Arcutis, Asana BioSciences, Bellus
Health, BioMimetix, Bluefin Biomedicine, Boehringer-Ingelheim, Boston, CARA Therapeutic, Clexio,
Dermavant, Eli Lilly, Escient, Evidera, Fresh Track s (Brickell), Galderma, GlaxoSmithKline, Incyte,
Inmagene Bio, Janssen, LEO Pharma, Novartis, Pfizer, RAPT Therapeutic, Regeneron, Sanofi, Target
RWE and Vyne Therapeutics. R Bissonnette is also an employee and shareholder of Innovaderm
Research. J.J. is serving as an advisor and/or consultant to Concerto Biosciences, DeepSense, Kamari
Pharma, Quantificare, Raistone, and RAPT Therapeutics. C.M. has served as an Investigator, Advi-



J. Clin. Med. 2023, 12, 3805 6 of 7

sory Board Member, Speaker, Consultant for, and/or received honoraria or grants from, AbbVie, UCB,
Boehringer Ingelheim, Celgene, Dermavant, Eli Lilly, Galderma, GSK, Leo pharma, Bristol-Myers
Squibb, Janssen, Novartis, Bausch, Pfizer and Welichem. E.S.-C.P. is an Investigator, Consultant,
Advisory Board Member, Speaker for and/or receives honoraria or grant from AbbVie, AntibioTx,
Arcutis, Aristea, Bausch Health/Valeant, Boehringer Ingelheim, Concert Pharmaceuticals, Derma-
vant Sciences, Eli Lilly, Escalier, GSK, Janssen Pharmaceuticals, LEO Pharma, Pfizer, Regeneron
Pharmaceuticals Inc., Sanofi, Sienna Biopharmaceuticals Inc., and UCB.

References
1. Mauro, M.; Allen, D.S.; Dauda, B.; Molina, S.J.; Neale, B.M.; Lewis, A.C.F. A scoping review of guidelines for the use of race,

ethnicity, and ancestry reveals widespread consensus but also points of ongoing disagreement. Am. J. Hum. Genet. 2022, 109,
2110–2125. [CrossRef] [PubMed]

2. Merriam-Webster. “Race”. 2023. Available online: Merriam-webster.com (accessed on 8 January 2023).
3. Nomura, T.; Wu, J.; Kabashima, K.; Guttman-Yassky, E. Endophenotypic Variations of Atopic Dermatitis by Age, Race, and

Ethnicity. J. Allergy Clin. Immunol. Pract. 2020, 8, 1840–1852. [CrossRef]
4. Merriam-Webster. “Ethnic”. 2023. Available online: Merriam-webster.com (accessed on 9 January 2023).
5. Kaundinya, T.; Rakita, U.; Guraya, A.; Abboud, D.M.; Croce, E.; Thyssen, J.P.; Alexis, A.; Silverberg, J.I. Differences in Psychometric

Properties of Clinician- and Patient-Reported Outcome Measures for Atopic Dermatitis by Race and Skin Tone: A Systematic
Review. J. Investig. Dermatol. 2022, 142, 364–381. [CrossRef] [PubMed]

6. Sevagamoorthy, A.; Sockler, P.; Akoh, C.; Takeshita, J. Racial and ethnic diversity of US participants in clinical trials for acne,
atopic dermatitis, and psoriasis: A comprehensive review. J. Dermatol. Treat. 2022, 33, 3086–3097. [CrossRef]

7. Flanagin, A.; Frey, T.; Christiansen, S.L. Updated Guidance on the Reporting of Race and Ethnicity in Medical and Science
Journals. JAMA 2021, 326, 621–627. [CrossRef]

8. Eichenfield, L.F.; Tom, W.L.; Chamlin, S.L.; Feldman, S.R.; Hanifin, J.M.; Simpson, E.L.; Berger, T.G.; Bergman, J.N.; Cohen, D.E.;
Cooper, K.D.; et al. Guidelines of care for the management of atopic dermatitis: Section 1. Diagnosis and assessment of atopic
dermatitis. J. Am. Acad. Dermatol. 2014, 70, 338–351. [CrossRef] [PubMed]

9. Hanifin, J.M.; Rajka, G. Diagnostic Features of Atopic Dermatitis. Acta Derm. 1980, 60, 44–47. [CrossRef]
10. Cheng, R.; Guo, Y.; Huang, L.; Hao, F.; Gao, X.; Bieber, T.; Yao, Z. Current status in diagnosis of atopic dermatitis in China. Allergy

2017, 72, 1277–1278. [CrossRef]
11. Thyssen, J.P.; Andersen, Y.; Halling, A.S.; Williams, H.C.; Egeberg, A. Strengths and limitations of the United Kingdom Working

Party criteria for atopic dermatitis in adults. J. Eur. Acad. Dermatol. Venereol. 2020, 34, 1764–1772. [CrossRef]
12. Kaufman, B.P.; Guttman-Yassky, E.; Alexis, A.F. Atopic dermatitis in diverse racial and ethnic groups-Variations in epidemiology,

genetics, clinical presentation and treatment. Exp. Dermatol. 2018, 27, 340–357. [CrossRef]
13. Aoki, V.; Oliveira, M.M.; Wegzyn, C.; Desai, S.R.; Jewell, S.; Ladizinski, B.M.; Simpson, E.L.M. Assessment and Monitoring

Challenges Among Patients With Moderate-to-Severe Atopic Dermatitis Across Fitzpatrick Skin Types: A Photographic Review
and Case Series. Dermatitis 2022, 33, S24–S36. [CrossRef] [PubMed]

14. Noda, S.; Suárez-Fariñas, M.; Ungar, B.; Kim, S.J.; de Guzman Strong, C.; Xu, H.; Peng, X.; Estrada, Y.D.; Nakajima, S.; Honda,
T.; et al. The Asian atopic dermatitis phenotype combines features of atopic dermatitis and psoriasis with increased TH17
polarization. J. Allergy Clin. Immunol. 2015, 136, 1254–1264. [CrossRef] [PubMed]

15. Cheng, R.; Zhang, H.; Zong, W.; Tang, J.; Han, X.; Zhang, L.; Zhang, X.; Gu, H.; Shu, Y.; Peng, G.; et al. Development and
validation of new diagnostic criteria for atopic dermatitis in children of China. J. Eur. Acad. Dermatol. Venereol. 2020, 34, 542–548.
[CrossRef] [PubMed]

16. Guttman-Yassky, E.; Teixeira, H.D.; Simpson, E.L.; Papp, K.A.; Pangan, A.L.; Blauvelt, A.; Thaçi, D.; Chu, C.-Y.; Hong, H.C.-H.;
Katoh, N.; et al. Once-daily upadacitinib versus placebo in adolescents and adults with moderate-to-severe atopic dermatitis
(Measure Up 1 and Measure Up 2): Results from two replicate double-blind, randomised controlled phase 3 trials. Lancet 2021,
397, 2151–2168. [CrossRef]

17. Simpson, E.L.; Bieber, T.; Guttman-Yassky, E.; Beck, L.A.; Blauvelt, A.; Cork, M.J.; Silverberg, J.I.; Deleuran, M.; Kataoka, Y.;
Lacour, J.-P.; et al. Two Phase 3 Trials of Dupilumab versus Placebo in Atopic Dermatitis. N. Engl. J. Med. 2016, 375, 2335–2348.
[CrossRef]

18. Simpson, E.L.; Sinclair, R.; Forman, S.; Wollenberg, A.; Aschoff, R.; Cork, M.; Bieber, T.; Thyssen, J.P.; Yosipovitch, G.; Flohr,
C.; et al. Efficacy and safety of abrocitinib in adults and adolescents with moderate-to-severe atopic dermatitis (JADE MONO-1):
A multicentre, double-blind, randomised, placebo-controlled, phase 3 trial. Lancet 2020, 396, 255–266. [CrossRef]

19. University of Nottingham. Harmonising Outcome Measures for Eczema (HOME). 2023. Available online: http://www.
homeforeczema.org/research/index.aspx (accessed on 15 January 2023).

20. Zhao, C.; Hao, E.; Oh, D.; Daniel, B.; Martin, L.; Su, J.; Rodrigues, M.; Murrell, D. A comparison study of clinician-rated atopic
dermatitis outcome measures for intermediate- to dark-skinned patients. Br. J. Dermatol. 2017, 176, 985–992. [CrossRef] [PubMed]

21. Zhao, C.; Wijayanti, A.; Doria, M.; Harris, A.; Jain, S.; Legaspi, K.; Dlova, N.; Law, M.; Murrell, D. The reliability and validity of
outcome measures for atopic dermatitis in patients with pigmented skin: A grey area. Int. J. Womens Dermatol. 2015, 1, 150–154.
[CrossRef]

https://doi.org/10.1016/j.ajhg.2022.11.001
https://www.ncbi.nlm.nih.gov/pubmed/36400022
Merriam-webster.com
https://doi.org/10.1016/j.jaip.2020.02.022
Merriam-webster.com
https://doi.org/10.1016/j.jid.2021.06.033
https://www.ncbi.nlm.nih.gov/pubmed/34352262
https://doi.org/10.1080/09546634.2022.2114783
https://doi.org/10.1001/jama.2021.13304
https://doi.org/10.1016/j.jaad.2013.10.010
https://www.ncbi.nlm.nih.gov/pubmed/24290431
https://doi.org/10.2340/00015555924447
https://doi.org/10.1111/all.13149
https://doi.org/10.1111/jdv.16364
https://doi.org/10.1111/exd.13514
https://doi.org/10.1097/DER.0000000000000864
https://www.ncbi.nlm.nih.gov/pubmed/35318974
https://doi.org/10.1016/j.jaci.2015.08.015
https://www.ncbi.nlm.nih.gov/pubmed/26428954
https://doi.org/10.1111/jdv.15979
https://www.ncbi.nlm.nih.gov/pubmed/31568595
https://doi.org/10.1016/S0140-6736(21)00588-2
https://doi.org/10.1056/NEJMoa1610020
https://doi.org/10.1016/S0140-6736(20)30732-7
http://www.homeforeczema.org/research/index.aspx
http://www.homeforeczema.org/research/index.aspx
https://doi.org/10.1111/bjd.15271
https://www.ncbi.nlm.nih.gov/pubmed/28012183
https://doi.org/10.1016/j.ijwd.2015.05.002


J. Clin. Med. 2023, 12, 3805 7 of 7

22. Hanifin, J.M.; Baghoomian, W.; Grinich, E.; Leshem, Y.A.; Jacobson, M.; Simpson, E.L. The Eczema Area and Severity Index-A
Practical Guide. Dermatitis 2022, 33, 187–192. [CrossRef]

23. Dhar, S. Topical therapy of atopic dermatitis. Indian J. Paediatr. Dermatol. 2013, 14, 4–8. [CrossRef]
24. Silverberg, J.I.; Lei, D.; Yousaf, M.; Janmohamed, S.R.; Vakharia, P.P.; Chopra, R.; Chavda, R.; Gabriel, S.; Patel, K.R.; Singam,

V.; et al. Comparison of Patient-Oriented Eczema Measure and Patient-Oriented Scoring Atopic Dermatitis vs Eczema Area
and Severity Index and other measures of atopic dermatitis: A validation study. Ann. Allergy Asthma Immunol. 2020, 125, 78–83.
[CrossRef]

25. McColl, M.; Boozalis, E.; Aguh, C.; Eseonu, A.C.; Okoye, G.A.; Kwatra, S.G. Pruritus in Black Skin: Unique Molecular Characteris-
tics and Clinical Features. J. Natl. Med. Assoc. 2021, 113, 30–38. [CrossRef] [PubMed]

26. Baehr, A.; Peña, J.C.; Hu, D.J. Racial and Ethnic Disparities in Adverse Drug Events: A Systematic Review of the Literature.
J. Racial Ethn. Health Disparities 2015, 2, 527–536. [CrossRef] [PubMed]

27. Chen, P.; Lin, J.-J.; Lu, C.-S.; Ong, C.-T.; Hsieh, P.F.; Yang, C.-C.; Tai, C.-T.; Wu, S.-L.; Lu, C.-H.; Hsu, Y.-C.; et al. Carbamazepine-
induced toxic effects and HLA-B*1502 screening in Taiwan. N. Engl. J. Med. 2011, 364, 1126–1133. [CrossRef] [PubMed]

28. Liu, Y.; Elliott, A.; Strelnick, H.; Aguilar-Gaxiola, S.; Cottler, L.B. Asian Americans are less willing than other racial groups to
participate in health research. J. Clin. Transl. Sci. 2019, 3, 90–96. [CrossRef]

29. Mosca, M.; Hadeler, E.; Hong, J.; Hakimi, M.; Bhutani, T.; Liao, W. A cross-sectional study of ethnic and racial disparities in
pediatric atopic dermatitis clinical trials. J. Am. Acad. Dermatol. 2022, 88, 453–455. [CrossRef]

30. Asiniwasis, R.N.; Heck, E.; Amir Ali, A.; Ogunyemi, B.; Hardin, J. Atopic dermatitis and skin infections are a poorly documented
crisis in Canada’s Indigenous pediatric population: It’s time to start the conversation. Pediatr. Dermatol. 2021, 38 (Suppl. 2),
188–189. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1097/DER.0000000000000895
https://doi.org/10.4103/2319-7250.116840
https://doi.org/10.1016/j.anai.2020.03.006
https://doi.org/10.1016/j.jnma.2020.07.002
https://www.ncbi.nlm.nih.gov/pubmed/32747312
https://doi.org/10.1007/s40615-015-0101-3
https://www.ncbi.nlm.nih.gov/pubmed/26863559
https://doi.org/10.1056/NEJMoa1009717
https://www.ncbi.nlm.nih.gov/pubmed/21428768
https://doi.org/10.1017/cts.2019.372
https://doi.org/10.1016/j.jaad.2022.06.003
https://doi.org/10.1111/pde.14759

	Reporting of Ethnicity, Race and Skin of Color in Clinical Trials 
	Diagnostic Challenges 
	Challenges in Measuring Treatment Efficacy 
	Challenges in Evaluating Treatment Safety 
	Challenges of Generating Information from Patient Populations where the Drug Is Intended to Be Used 
	Conclusions and Recommendations 
	References

