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T hree speakers addressed 
testing and treatment 
for dermatologic disease 

in patients suspected of having 
COVID-19, HIV, hepatitis B and C, 
and tuberculosis. During Friday’s 
U022 – Danger and Defense in the 
Age of Biologics, they also explored 
conditions under which treatment 
with biologics was recommended. 

Because in many instances 
more definitive data, clinical 
trials, and guidelines are still 
needed, according to the speakers, 
the treatment discussion was 
predicated largely on available 
literature and the speakers’ 
own experiences. Using case 
studies from their practices, they 
described the steps they took, 
revealed their experiences, and 
provided results for those cases. 

Universally, they encouraged 
thorough testing as a starting 
point. Most dermatologists check 
their patients for underlying 
infections prior to starting systemic 
therapy, whether conventional 
immunosuppressants or biologic 

therapies. However, a positive 
test will require new disease 
management and treatment 
considerations.  

“Immunosuppressives are 
not a significant risk factor for 
COVID-19 infection,” said Kieron 
Leslie, MBBS, professor of 
dermatology at the University of 
California, San Francisco, and head 
of the HIV Dermatology Clinic at 
Zuckerberg San Francisco General 
Hospital. On the other hand, he 
said high-dose steroid use appears 
to increase the risk of infection. 

He pointed to AAD guidance 
related to COVID-19, which 
simply says to continue 
immunosuppressives in patients 
who have not tested positive or 
exhibited symptoms of COVID-19, 
discontinue in patients who have 
tested positive for COVID-19, and 
restart when they have recovered.

Because patients with HIV are 
more susceptible to psoriasis and 
other inflammatory skin diseases, 
Dr. Leslie suggested topical 
therapy in mild-to-moderate cases, 

phototherapy, and antiretrovirals 
as first-line therapeutic agents 
in mild-to-severe cases, and oral 
retinoids for second-line treatment. 
For more severe disease, he said 
cautious use of cyclosporine, 
methotrexate, hydroxyurea, and 
tumor necrosis factor-α inhibitors 
may be considered.

Dr. Leslie said the optimal 
approach for immunosuppressive 
management in dermatology 
patients with HIV is to:
• optimize antiretroviral therapy
• consider non-immunosuppressive  

alternatives
• consult with the HIV/ID 

physician
• monitor the CD4 count/viral load

Erin Huiras Amerson, MD, 
FAAD, chief of dermatology 
service at Zuckerberg San 
Francisco General Hospital 
and UCSF clinical professor of 
dermatology, reviewed hepatitis B 
and C epidemiology, testing, and 
treatment. 

She discussed drug choice (IL-
12/23, IL-23, IL-17, and rituximab) 

and monitoring of patients with 
viral hepatitis who are initiating 
biologics and recommended when 
prophylactic antiviral treatment 
may be appropriate. 

Detailing regimens for patients 
with tuberculosis, Rita Khodosh, 
MD, PhD, FAAD, vice chair 
and associate professor of the 
department of dermatology at the 
University of Massachusetts, said 
pretreatment latent tuberculosis 
infection (LTBI) testing is 
recommended for all psoriasis 
biologics. 

Tumor necrosis factor 
inhibitors carry a high risk of 
tuberculosis reactivation. The 
risk may not be increased with 
IL-17 and IL-23 inhibitors. She 
also noted that shorter treatment 
regimens for LTBI are preferred 
due to the higher likelihood of 
completion. Biologics may be 
restarted one month after the 
initiation of LBTI treatment, she 
said. For active tuberculosis, 
biologics may be restarted after at 
least six months of treatment. 

The best defense in the age of biologics
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Who will be the future leaders of the Academy?

Board of Directors

President-Elect Vice President-Elect

Seemal R. Desai, 
MD, FAAD

Robert T. Brodell, 
MD, FAAD

Cyndi J. Yag-Howard, 
MD, FAAD

Lawrence J. Green, 
MD, FAAD

Nominating Committee Member 
Representatives

Neal Bhatia, MD, 
FAAD

Hege Grande Sarpa, 
MD, FAAD

Todd Schlesinger, 
MD, FAAD

Arianne Shadi Kourosh, 
MD, MPH, FAAD

Brent R. Moody, 
MD, FAAD

Bruce A. Brod, MD, 
MHCI, FAAD

George J. Murakawa,  
MD, PhD, FAAD

Allison T. Vidimos,  
MD, RPh, FAAD

Kelley Pagliai  
Redbord, MD, FAAD

Anthony V. Benedetto, 
DO, FAAD

Pave the way 
Support, share,  
and scan —  
it’s that easy!

The American Academy of 
Dermatology, in collaboration 
with Johnson & Johnson 
Consumer Health and Janssen, 
is launching Pathways: 
Inclusivity in Dermatology 
to increase the number of 
practicing dermatologists 
who are underrepresented 
minorities in medicine (URiM). 
Through scholarship offerings, 
skills workshops, mentorship 
programs, and leadership 
training, Pathways aims 
to increase the number 
of dermatology residents 
from Black, Latino, and 
Indigenous communities from 
approximately 100 residents to 
250, or by over 50%, by 2027.

How can you get  
involved while at the 
Annual Meeting?
Show your support 
Visit the AAD booth #2529,  
the J&J Consumer Health 
booth #617, and Janssen  
booth #749 to pick up your 
Pathways lapel pin! Wear it with 
pride throughout the meeting.

Share your pathway story
We all have a story that led us 
to dermatology. Share your 
pathway story and inspire 
future dermatologists with 
#DermPathways  

Scan this QR code 
Learn more about the Pathways 
program by scanning the  
QR code below, or visit  
www.aad.org/pathways

The Nominating Committee voted 
to present the following slate 
of candidates (listed in random 
order) for the 2022 Academy 
election of Officers, Directors, and 
Nominating Committee Member 
Representatives (West Region).

Visit the AAD Election Connection 
to learn about this year’s 
candidates and to interact with 
them on top issues via the online 
Ask the Candidates forum.

Eligible voting members can vote by the personalized voting 
link sent by email or at the AAD Election Connection link.  
To request a PDF of the 2022 AAD Election ballot book, email 
candidates@aad.org. You can also print and fax your online 
secure election ballot starting March 26 to (877) 235-9052. 
Ballots received at the AAD office will be considered invalid.

View/print an  
online ballot book  
at aad.org/election

@AADmember

Stay connected. Win big!
Attendees can participate in these two exciting social media challenges. Win free 
registration to either the 2022 AAD Innovation Academy in Vancouver, British 
Columbia, or the 2023 AAD Annual Meeting in New Orleans (winner’s choice).

Instagram Photo Challenge: 
Share a photo of yourself 
and/or colleagues while at 
the meeting with the hashtag 
#AAD2022challenge.

Twitter Pearl Challenge: 
Tweet your top pearls or key 
takeaways from your favorite 
sessions with the hashtag 
#AAD2022challenge.

One random participant will be selected for each challenge. Each photo 
shared on Instagram and every tweet that includes the hashtag will be 
considered a valid entry — and there is no limit to how many entries an 
attendee can submit. 

All entries must be submitted between 7 a.m. EST, March 25, and  
11:59 p.m. EST, March 29. (AAD members only, U.S. or international).

Stay up-to-date with the AAD Meeting app aad.org/mobile

Scan the QR code  
below to schedule  
COVID testing today
Testing is not a requirement but is 
available for those who need it for 
travel or are exhibiting symptoms. 
Reservations required. 

PCR : $94 USD
Antigen: $35 USD
Same-day results.

Location: Room 050,  
adjacent to registration.

http://www.aad.org/pathways
mailto:?subject=
aad.org/election
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What does this live  
AAD Meeting experience 
offer that you have  
been missing?

WATER 
COOLER

Patient selection key to PRP success

P latelet-rich plasma (PRP), a 
concentrate from whole blood, is 
widely discussed as one of the newest 

potential tools for skin and hair repair 
and also one of the most widely promoted 
dermatologic techniques on social media.

“There are people out there saying  
all you need is someone’s blood and the 
right commercial system and you’re in 
business,” said session director Omer 
Ibrahim, MD, FAAD, during yesterday’s 
new session, F019 – Platelet Rich Plasma. 
Dr. Ibrahim is founder of Chicago 
Cosmetic Surgery and Dermatology. “As 
dermatologists, we need to cut through 
the misinformation and get to the science 
behind PRP.” 

During the session, Dr. Ibrahim described 
what is known of the mechanism of action 
for PRP, how to prepare it, and how to 
select the most appropriate patients and 
administer PRP to the best effect.

True blood?
Long used in cardiac surgery, oral surgery, 
orthopedics, and other fields, PRP is a serum 
concentrate that contains a high volume of 
platelets and platelet-derived growth factors 
including vascular endothelial growth 
factor, epithelial growth factor, transforming 
growth factor beta, and insulin-like growth 
factor. These components promote stem 
cell regeneration, soft tissue remodeling, 
mitogenesis, and cell differentiation leading 
to cellular proliferation, collagen synthesis, 
and blood vessel formation that aid in 
the improvement of skin health and the 
appearance of scarring, photoaging, fine 
lines, and wrinkles as well as stimulating hair 
growth. 

PRP is usually derived from 10 to 20 mL 
of autologous blood that is centrifuged into 
three layers: red blood cells, platelet-poor 

plasma, and platelet-rich 
plasma. Depending on the 
system, the PRP may or may 
not be treated with thrombin 
to activate the platelets.

Less invasive, but 
more labor-intensive
“It is an autologous process, 
which is an advantage 
for people who don’t like 
medications and might not 
want to use fillers in their 
skin,” said session presenter 
Natasha Mesinkovska, 
MD, PhD, FAAD, associate 
professor of dermatology at 
the University of California 
Irvine School of Medicine 
and chief scientific officer for 
the National Alopecia Areata 
Foundation. “However, it is 
laborious to prepare and can 
be painful to administer.”

And the effects are difficult 
to predict. The platelet 
concentration and growth factor profile in the 
final product depends largely on the whole 
blood from which each PRP dose is made. 
Platelet concentration and quality are highly 
variable, Dr. Ibrahim noted. Platelet integrity 
can vary by age, general health, recent 
injuries, medications, renal function, and 
other factors. 

Single spin vs. double spin 
“Whatever the brand, you’re really looking 
at two approaches, single spin and double 
spin,” Dr. Ibrahim said. “As the names 
suggest, single spin goes through the 
centrifuge once, double spin two times.”

Single spin systems can yield PRP 
concentration anywhere from 1.5 to five 
times whole blood, he explained. Single spin 
systems require less whole blood, are easier 
to use, and less subject to human error.

Double spin systems can yield platelet 
concentrations up to nine times that of 
whole blood. Double spin systems require 
more whole blood, Dr. Ibrahim added, 
may include greater numbers of red blood 
cells, granulocytes, leukocytes, and other 

unwanted components, and are more 
subject to human error during the more 
complex production process.

Treatment response varies
“The same patient may not have the same 
response to the procedure from one time to 
the next,” Dr. Mesinkovska told attendees. 
“That makes it very difficult to do studies and 
the variability of human blood makes it even 
more difficult to do well-controlled studies 
because every PRP treatment is unique.”

There are no standards for PRP at this 
point, Dr. Mesinkovska cautioned attendees, 
and every system produces a unique 
product. She said she uses PRP primarily 
to stimulate hair growth and has found that 
patient selection is key to success.

“From studies and my own experience, I 
know that treating earlier in hair loss is better 
than later,” Dr. Mesinkovska said. “If I have a 
patient who has alopecia universalis or major 
hair loss for a long time, I don’t encourage 
them to try PRP. Yes, they will grow a little 
fuzz, but that may not make them happy. You 
have to manage patients’ expectations.” PRODUCT 

SHOWCASE

Omer Ibrahim, MD, 
FAAD, founder of 
Chicago Cosmetic 
Surgery and 
Dermatology

7 a.m. – 5 p.m.
Attendee registration
Location: East Level 0

9 a.m. – 5 p.m.
S024 - Gross and 
Microscopic Symposium
Location: 105 

9 – 11 a.m.
F039 - Boards and Beyond
Location: 107A

F045 - Late-breaking 
Research: Clinical Studies/
Pediatric
Location: 253A

9 a.m. – 12 p.m.
S020 - Contact Dermatitis
Location: 258C

S021 - COVID-19 
Dermatology and Vaccines
Location: Ballroom West 

S022 - Residents and 
Fellows Symposium
Location: 162B

S023 - Diversity, Equity, and 
Inclusion
Location: 153C

S026 - Late-breaking 
Research: Clinical Trials
Location: 210A

9 a.m. – 12 p.m.
S027 - LGBTQ/SGM Health 
in Dermatology: Essentials 
and Updates
Location: 204A

10 a.m. – 5 p.m.
Exhibition Hall open 

12 – 1 p.m. 
Unopposed Exhibit Hall 
Hours
 
Officer Candidate  
Town Hall Meeting 
Location: Exhibit Hall A, at entrance 
of North Lobby

1 – 3 p.m.
F055 - Late-breaking 
Research: Procedural 
Dermatology
Location: 107A

1 – 4 p.m.
S038 - Hot Topics
Location: Ballroom West 

S041 - Skin of Color
Location: 206B 

3:30 – 5:30 p.m.
F062 - Approach to 
Melanoma Diagnosis
Location: 257B

F067 - How Far Can We Get 
With Medical Imaging
Location: 109B

TODAY’S HIGHLIGHTS

“The lectures, of course. Also, the 
value related to learning with and 
from people I have been on this 
journey with. I value the face-to-face 
relationships and nurturing them  
in person.”

Jennifer David, DO, MBA, FAAD
Bensalem, PA

“Being able to see colleagues from 
Penn that I went to school with. I 
graduated in 2019, at the beginning 
of the COVID epidemic, and moved 
to Boston. Seeing and reconnecting 
with those colleagues has been 
wonderful.”

Chrissy Cornejo, MD, FAAD
Boston





ADBRY™ (tralokinumab-ldrm) injection, for subcutaneous use
Initial U.S. Approval 2021
Brief Summary of Prescribing Information

This Brief Summary does not include all the information needed  
to use ADBRY safely and effectively. Please see Full Prescribing  
Information.

Rx Only

INDICATIONS AND USAGE 
ADBRY is indicated for the treatment of moderate-to-severe atopic dermatitis 
in adult patients whose disease is not adequately controlled with topical 
prescription therapies or when those therapies are not advisable. ADBRY  
can be used with or without topical corticosteroids.

CONTRAINDICATIONS 
ADBRY is contraindicated in patients who have known hypersensitivity to 
tralokinumab-ldrm or any excipients in ADBRY.

WARNINGS AND PRECAUTIONS 
Hypersensitivity 
Hypersensitivity reactions including anaphylaxis and angioedema, have been 
reported with use of ADBRY.

If a serious hypersensitivity reaction occurs, discontinue ADBRY immediately 
and initiate appropriate therapy.

Conjunctivitis and Keratitis 
Conjunctivitis and keratitis occurred more frequently in atopic dermatitis 
subjects who received ADBRY. Conjunctivitis was the most frequently reported 
eye disorder. Most subjects with conjunctivitis or keratitis recovered or were 
recovering during the treatment period.

Advise patients to report new onset or worsening eye symptoms to their 
healthcare provider.

Parasitic (Helminth) Infections 
Patients with known helminth infections were excluded from participation in 
clinical studies. It is unknown if ADBRY will influence the immune response 
against helminth infections by inhibiting IL-13 signaling.

Treat patients with pre-existing helminth infections before initiating treatment 
with ADBRY. If patients become infected while receiving ADBRY and do not 
respond to antihelminth treatment, discontinue treatment with ADBRY until 
the infection resolves.

Risk of Infection with Live Vaccines 
ADBRY may alter a patient’s immunity and increase the risk of infection 
following administration of live vaccines. Prior to initiating therapy with 
ADBRY, complete all age appropriate vaccinations according to current 
immunization guidelines. Avoid use of live vaccines in patients treated with 
ADBRY. Limited data are available regarding coadministration of ADBRY with 
non-live vaccines.

ADVERSE REACTIONS 
The following adverse reactions are discussed in greater detail elsewhere  
in the labeling:

• Hypersensitivity
• Conjunctivitis and Keratitis

Clinical Trials Experience 
Because clinical trials are conducted under widely varying conditions,  
adverse reaction rates observed in the clinical trials of a drug cannot be 
directly compared to rates in the clinical trials of another drug and may not 
reflect the rates observed in practice.

The safety of ADBRY was evaluated in a pool of 5 randomized, double-blind, 
placebo-controlled trials in subjects with moderate-to-severe atopic  
dermatitis including three phase 3 Eczema Tralokinumab trials (ECZTRA 1, 
ECZTRA 2, and ECZTRA 3), a dose-finding trial, and a vaccine response trial. 
The safety population had a mean age of 37 years; 43% of subjects were 
female, 67% were White, 21% were Asian, and 9% were Black. In terms of 
co-morbid conditions, 39% of the subjects had asthma, 49% had hay fever, 
36% had food allergy, and 21% had allergic conjunctivitis at baseline.

In these 5 atopic dermatitis trials, 1964 subjects were treated with  
subcutaneous injections of ADBRY, with or without concomitant topical  
corticosteroids (TCS). A total of 807 subjects were treated with ADBRY  
for at least 1 year.

ECZTRA 1 and ECZTRA 2 compared the safety of ADBRY monotherapy to  
placebo through Week 52. ECZTRA 3 compared the safety of ADBRY + TCS  
to placebo + TCS through Week 32.

Weeks 0 to 16 (ECZTRA 1, ECZTRA 2, and ECZTRA 3): 
Table 1 summarizes the adverse reactions identified in the pool of 3 trials 
(ECZTRA 1, ECZTRA 2, and ECZTRA 3) and that occurred at a rate of at least 
1% in the ADBRY 300 mg every other week monotherapy group, and in 
the ADBRY 300 mg every other week + TCS study, all at a higher rate than 
placebo during the first 16 weeks of treatment.

Table 1: Adverse Reactions Occurring in ≥1% of the ADBRY  
Monotherapy Group or the ADBRY + TCS Group in the Atopic  
Dermatitis Trials through Week 16

Adverse 
Reaction

ADBRY Monotherapya ADBRY + TCSb

ADBRY 300 mg
Q2Wc 

N=1180
n (%)

PLACEBO

N=388
n (%)

ADBRY 300 mg
Q2Wc + TCS

N=243
n (%)

PLACEBO  
+ TCS

N=123
n (%)

Upper  
respiratory 
tract  
infectionsd

281(23.8) 79 (20.4) 73 (30.0) 19 (15.4)

Conjunctivitisf 88 (7.5) 12 (3.1) 33 (13.6) 6 (4.9)
Injection site 
reactionse 87 (7.4) 16 (4.1) 27 (11.1) 1 (0.8)

Eosinophiliag 17 (1.4) 2 (0.5) 3 (1.2) 0

aPooled analysis of ECZTRA 1 and ECZTRA 2.
bAnalysis of ECZTRA 3 where subjects were on background TCS therapy.
cADBRY 600 mg at Week 0, followed by 300 mg every other week. 
d Upper respiratory tract infections cluster includes upper respiratory tract infection, viral 
upper respiratory tract infection, pharyngitis, and nasopharyngitis; mainly reported as 
common cold.

eInjection site reactions cluster includes pain, erythema, and swelling.
fConjunctivitis cluster includes conjunctivitis and allergic conjunctivitis.
gEosinophilia cluster includes eosinophilia and eosinophil count increased.

In the monotherapy trials (ECZTRA 1 and ECZTRA 2) through Week 16, the 
proportion of subjects who discontinued treatment due to adverse reactions 
was 0.7% in the ADBRY 300 mg every other week group and 0% of the 
placebo group. In the concomitant TCS trial (ECZTRA 3) through Week 16,  
the proportion of subjects who discontinued treatment due to adverse  
reactions was 0.8% in the ADBRY 300 mg every other week + TCS group 
and 0% of the placebo + TCS group. The most common adverse reactions 
leading to discontinuation in the ADBRY group compared to the placebo 
group were injection site reaction (0.3% v. 0) and eosinophilia (0.3% v. 0) 
in ECZTRA 1 and ECZTRA 2; and injection site reaction (0.4% v. 0) and 
conjunctivitis (0.4% v. 0) in ECZTRA 3.

Safety Weeks 16-52 (ECZTRA 1 and ECZTRA 2) and Weeks 16-32  
(ECZTRA 3): The safety profile of ADBRY 300 mg every other week with  
or without TCS during maintenance treatment was consistent with that in  
the initial 16-week treatment period. In addition, the frequency of adverse  
reactions with ADBRY 300 mg every other week and every 4 weeks in 
ECZTRA 1 and ECZTRA 2 was 44% and 34%, respectively, and 43% and 
26% with ADBRY 300 mg + TCS every other week and every 4 weeks in 
ECZTRA 3, respectively.

Specific Adverse Reactions 
Conjunctivitis and Keratitis 
Conjunctivitis, including allergic conjunctivitis, was reported in 7.5% of  
subjects treated with ADBRY 300 mg every other week (29 events per  
100 subject-years of exposure) and in 3.1% of subjects treated with placebo 
(12 events per 100 subject-years of exposure) in the initial treatment period  
of up to 16 weeks in the pool of 5 trials. In the ADBRY group, 126 subjects 
reported 145 events of conjunctivitis, with 114 events resolved at the end of 
initial treatment period. Conjunctivitis led to discontinuation of treatment in  
2 subjects.

During the maintenance treatment period of the monotherapy trials  
(ECZTRA 1 and ECZTRA 2) from 16 to 52 weeks, conjunctivitis was reported 
in 8.9% of subjects treated with ADBRY 300 mg every other week (20 events  
per 100 subject-years of exposure) and in 6.3% of subjects treated with  
ADBRY 300 mg every 4 weeks (14 events per 100 subject-years of exposure) 
compared to 7.7% of subjects treated with ADBRY 300 mg every other week 
in the initial treatment period (30 events per 100 subject-years of exposure). 
Conjunctivitis (including no serious events, 1 severe event, and 1 event that 
led to discontinuation) was reported in 24 subjects in the combined (every 
other week and every 4 weeks) ADBRY groups. A similar pattern was seen 
during the continuation treatment period of an additional 16 weeks in the 
ADBRY combination ECZTRA 3.

Keratitis (including keratoconjunctivitis) was reported in 0.5% of subjects 
treated with ADBRY and 0% treated with placebo during the initial  
treatment period of up to 16 weeks in the pool of 5 trials. Keratitis  
(including 1 ulcerative keratitis) was reported in 0.2% of subjects treated  
with ADBRY (0.9 events per 100 subject-years of exposure) and 0.2% of 
subjects treated with placebo (0.6 events per 100 subject-years of exposure). 
Keratoconjunctivitis (including 1 atopic keratoconjunctivitis) was reported in 
0.3% of subjects treated with ADBRY (1.2 events per 100 subject-years of 
exposure), and in no subjects treated with placebo. In the ADBRY group,  
9 subjects reported 10 events of keratitis or keratoconjunctivitis, with  
5 events resolved during the trial following the initial treatment period.  
None of the events were serious or led to treatment discontinuation.

During the maintenance treatment period of the monotherapy trials  
(ECZTRA 1 and ECZTRA 2) from 16 to 52 weeks in the ADBRY 300 mg every 
other week group, keratitis was reported in 1 (0.6%) subject (ulcerative, 
severe, resolved after discontinuation) at an exposure-adjusted event rate of  
1.2 per 100 subject-years, and keratoconjunctivitis (not serious or severe, 
resolved, not led to discontinuation) was reported in 3 (1.9%) subjects  
(3.6 events per 100 subject-years of exposure). No events of keratitis or  
keratoconjunctivitis was reported in ADBRY every 4 weeks or placebo  
groups, compared to keratitis event rate of 2 per 100 subject-years for 
ADBRY 300 mg every other week in the initial treatment period.

In the continuation treatment period of ECZTRA 3 (from 16 to 32 weeks), 
there were no additional events of keratitis reported for subjects randomized 
to ADBRY 300 mg + TCS.

Eosinophil Counts 
ADBRY-treated subjects had a greater mean initial increase from baseline  
in eosinophil count compared to subjects treated with placebo. The mean  
and median increases in blood eosinophils from baseline to Week 4 were  
190 and 100 cells/mcL, respectively. The increase in the ADBRY-treated 
subjects declined to baseline level with continued treatment. Eosinophilia  
(> 5000 cells/mcL) in the initial treatment period of up to 16 weeks  
was reported in 1.2% in the ADBRY-treated subjects and 0.3% in the  
placebo-treated subjects. The safety profile for subjects with eosinophilia  
was comparable to the safety profile for all subjects included in the pool  
of 5 atopic dermatitis trials.

Immunogenicity 
As with all therapeutic proteins, there is a potential for immunogenicity 
with ADBRY. The detection of antibody formation is highly dependent on the 
sensitivity and specificity of the assay. Additionally, the observed incidence 
of antibody (including neutralizing antibody) positivity in an assay may be 
influenced by several factors, including assay methodology, sample handling, 
timing of sample collection, concomitant medications, and underlying disease. 
For these reasons, comparison of the incidence of antibodies in the studies 
described below with the incidence of antibodies in other studies or to other 
tralokinumab products may be misleading.

In ECZTRA 1, ECZTRA 2, and ECZTRA 3, and the vaccine-response trial, the 
incidence of Anti-Drug-Antibodies (ADA) during the initial 16-week treatment 
period was 1.4% for subjects treated with ADBRY 300 mg every other week 
and in 1.3% for subjects treated with placebo; neutralizing antibodies were  
seen in 0.1% of subjects treated with ADBRY and 0.2% of subjects treated 
with placebo.

Across all trial periods, the ADA incidence for subjects who received  
ADBRY was 4.6%; 0.9% had persistent ADA and 1.0% had  
neutralizing antibodies.

No clinically meaningful differences in the pharmacokinetics, safety, or 
efficacy of tralokinumab-ldrm were observed in patients who tested positive 
for anti-tralokinumab-ldrm antibody (including neutralizing antibodies).

USE IN SPECIFIC POPULATIONS
Pregnancy
Risk Summary
There are limited data from the use of ADBRY in pregnant women to inform 
a drug-associated risk of adverse developmental outcomes. Human IgG 
antibodies are known to cross the placental barrier; therefore, ADBRY may  
be transmitted from the mother to the developing fetus. 

In an enhanced pre- and post-natal developmental study, no adverse 
developmental effects were observed in offspring born to pregnant monkeys 
after intravenous administration of tralokinumab-ldrm during organogenesis 
through parturition at doses up to 10 times the maximum recommended 
human dose (MRHD).

The background risk of major birth defects and miscarriage for the indicated 
population is unknown. All pregnancies have a background risk of birth 
defect, loss or other adverse outcomes. In the U.S. general population, the 
estimated background risk of major birth defects and miscarriage in clinically 
recognized pregnancies is 2% to 4% and 15% to 20%, respectively.

Data
Animal Data
In a pre- and post-natal development study, intravenous doses up to  
100 mg/kg tralokinumab-ldrm were administered to pregnant cynomolgus 
monkeys once every week from gestation day 20 to parturition. No maternal 
or developmental toxicity was observed at doses up to 100 mg/kg/week  
(10 times the MRHD on a mg/kg basis of 10 mg/kg/week).

In an enhanced pre- and post-natal development study, intravenous doses 
up to 100 mg/kg tralokinumab-ldrm (10 times the MRHD on a mg/kg basis 
of 10 mg/kg/week) were administered to pregnant cynomolgus monkeys 
once every week from the beginning of organogenesis to parturition. No 
treatment-related adverse effects on embryofetal toxicity or malformations,  
or on morphological, functional, or immunological development were 
observed in the infants from birth through 6 months of age.

Lactation
Risk Summary
There are no data on the presence of tralokinumab-ldrm in human milk,  
the effects on the breastfed infant, or the effects on milk production.  
Maternal IgG is present in breast milk. The effects of local gastrointestinal 
exposure and limited systemic exposure to ADBRY on the breastfed infant are 
unknown. The development and health benefits of breastfeeding should be 
considered along with the mother’s clinical need for ADBRY and any potential 
adverse effects on the breastfed child from ADBRY or from the underlying 
maternal condition.

Pediatric Use
The safety and effectiveness of ADBRY have not been established in  
pediatric patients.

Geriatric Use
Of the 1605 subjects exposed to ADBRY in 5 atopic dermatitis trials in  
the initial treatment period of up to 16 weeks, 77 subjects were 65 years  
or older. Clinical studies did not include sufficient numbers of subjects  
aged 65 and over to determine whether they respond differently from  
younger subjects.

OVERDOSAGE
There is no specific treatment for ADBRY overdose. In the event  
of overdosage, contact Poison Control (1-800-222-1222) for latest  
recommendations and monitor the patient for any signs or symptoms  
of adverse reactions and institute appropriate symptomatic  
treatment immediately.

PATIENT COUNSELING INFORMATION
Advise the patients to read the FDA-approved patient labeling (Patient 
Information and Instructions for Use).

Administration Instructions
Instruct patients or caregivers:

•  to perform the first self-injection under the supervision and guidance  
of a qualified healthcare provider for proper training in subcutaneous 
injection technique

• to inject the full dose of ADBRY
• to follow sharps disposal recommendations [see Instructions for Use]

Hypersensitivity
Advise patients to discontinue ADBRY and to seek immediate  
medical attention if they experience any symptoms of systemic  
hypersensitivity reactions.

Conjunctivitis and Keratitis
Advise patients to consult their healthcare provider if new onset or worsening 
eye symptoms develop.

Risk of Infection with Live Vaccines
Advise patients that ADBRY may increase the risk of infection following 
administration of live vaccines and that vaccination with live vaccines  
is not recommended during ADBRY treatment. Instruct patients to  
inform the healthcare provider that they are taking ADBRY prior to a  
potential vaccination.
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ADBRY™ (tralokinumab-ldrm) injection, for subcutaneous use
Initial U.S. Approval 2021
Brief Summary of Prescribing Information

This Brief Summary does not include all the information needed  
to use ADBRY safely and effectively. Please see Full Prescribing  
Information.

Rx Only

INDICATIONS AND USAGE 
ADBRY is indicated for the treatment of moderate-to-severe atopic dermatitis 
in adult patients whose disease is not adequately controlled with topical 
prescription therapies or when those therapies are not advisable. ADBRY  
can be used with or without topical corticosteroids.

CONTRAINDICATIONS 
ADBRY is contraindicated in patients who have known hypersensitivity to 
tralokinumab-ldrm or any excipients in ADBRY.

WARNINGS AND PRECAUTIONS 
Hypersensitivity 
Hypersensitivity reactions including anaphylaxis and angioedema, have been 
reported with use of ADBRY.

If a serious hypersensitivity reaction occurs, discontinue ADBRY immediately 
and initiate appropriate therapy.

Conjunctivitis and Keratitis 
Conjunctivitis and keratitis occurred more frequently in atopic dermatitis 
subjects who received ADBRY. Conjunctivitis was the most frequently reported 
eye disorder. Most subjects with conjunctivitis or keratitis recovered or were 
recovering during the treatment period.

Advise patients to report new onset or worsening eye symptoms to their 
healthcare provider.

Parasitic (Helminth) Infections 
Patients with known helminth infections were excluded from participation in 
clinical studies. It is unknown if ADBRY will influence the immune response 
against helminth infections by inhibiting IL-13 signaling.

Treat patients with pre-existing helminth infections before initiating treatment 
with ADBRY. If patients become infected while receiving ADBRY and do not 
respond to antihelminth treatment, discontinue treatment with ADBRY until 
the infection resolves.

Risk of Infection with Live Vaccines 
ADBRY may alter a patient’s immunity and increase the risk of infection 
following administration of live vaccines. Prior to initiating therapy with 
ADBRY, complete all age appropriate vaccinations according to current 
immunization guidelines. Avoid use of live vaccines in patients treated with 
ADBRY. Limited data are available regarding coadministration of ADBRY with 
non-live vaccines.

ADVERSE REACTIONS 
The following adverse reactions are discussed in greater detail elsewhere  
in the labeling:

• Hypersensitivity
• Conjunctivitis and Keratitis

Clinical Trials Experience 
Because clinical trials are conducted under widely varying conditions,  
adverse reaction rates observed in the clinical trials of a drug cannot be 
directly compared to rates in the clinical trials of another drug and may not 
reflect the rates observed in practice.

The safety of ADBRY was evaluated in a pool of 5 randomized, double-blind, 
placebo-controlled trials in subjects with moderate-to-severe atopic  
dermatitis including three phase 3 Eczema Tralokinumab trials (ECZTRA 1, 
ECZTRA 2, and ECZTRA 3), a dose-finding trial, and a vaccine response trial. 
The safety population had a mean age of 37 years; 43% of subjects were 
female, 67% were White, 21% were Asian, and 9% were Black. In terms of 
co-morbid conditions, 39% of the subjects had asthma, 49% had hay fever, 
36% had food allergy, and 21% had allergic conjunctivitis at baseline.

In these 5 atopic dermatitis trials, 1964 subjects were treated with  
subcutaneous injections of ADBRY, with or without concomitant topical  
corticosteroids (TCS). A total of 807 subjects were treated with ADBRY  
for at least 1 year.

ECZTRA 1 and ECZTRA 2 compared the safety of ADBRY monotherapy to  
placebo through Week 52. ECZTRA 3 compared the safety of ADBRY + TCS  
to placebo + TCS through Week 32.

Weeks 0 to 16 (ECZTRA 1, ECZTRA 2, and ECZTRA 3): 
Table 1 summarizes the adverse reactions identified in the pool of 3 trials 
(ECZTRA 1, ECZTRA 2, and ECZTRA 3) and that occurred at a rate of at least 
1% in the ADBRY 300 mg every other week monotherapy group, and in 
the ADBRY 300 mg every other week + TCS study, all at a higher rate than 
placebo during the first 16 weeks of treatment.

Table 1: Adverse Reactions Occurring in ≥1% of the ADBRY  
Monotherapy Group or the ADBRY + TCS Group in the Atopic  
Dermatitis Trials through Week 16

Adverse 
Reaction

ADBRY Monotherapya ADBRY + TCSb

ADBRY 300 mg
Q2Wc 

N=1180
n (%)

PLACEBO

N=388
n (%)

ADBRY 300 mg
Q2Wc + TCS

N=243
n (%)

PLACEBO  
+ TCS

N=123
n (%)

Upper  
respiratory 
tract  
infectionsd

281(23.8) 79 (20.4) 73 (30.0) 19 (15.4)

Conjunctivitisf 88 (7.5) 12 (3.1) 33 (13.6) 6 (4.9)
Injection site 
reactionse 87 (7.4) 16 (4.1) 27 (11.1) 1 (0.8)

Eosinophiliag 17 (1.4) 2 (0.5) 3 (1.2) 0

aPooled analysis of ECZTRA 1 and ECZTRA 2.
bAnalysis of ECZTRA 3 where subjects were on background TCS therapy.
cADBRY 600 mg at Week 0, followed by 300 mg every other week. 
d Upper respiratory tract infections cluster includes upper respiratory tract infection, viral 
upper respiratory tract infection, pharyngitis, and nasopharyngitis; mainly reported as 
common cold.

eInjection site reactions cluster includes pain, erythema, and swelling.
fConjunctivitis cluster includes conjunctivitis and allergic conjunctivitis.
gEosinophilia cluster includes eosinophilia and eosinophil count increased.

In the monotherapy trials (ECZTRA 1 and ECZTRA 2) through Week 16, the 
proportion of subjects who discontinued treatment due to adverse reactions 
was 0.7% in the ADBRY 300 mg every other week group and 0% of the 
placebo group. In the concomitant TCS trial (ECZTRA 3) through Week 16,  
the proportion of subjects who discontinued treatment due to adverse  
reactions was 0.8% in the ADBRY 300 mg every other week + TCS group 
and 0% of the placebo + TCS group. The most common adverse reactions 
leading to discontinuation in the ADBRY group compared to the placebo 
group were injection site reaction (0.3% v. 0) and eosinophilia (0.3% v. 0) 
in ECZTRA 1 and ECZTRA 2; and injection site reaction (0.4% v. 0) and 
conjunctivitis (0.4% v. 0) in ECZTRA 3.

Safety Weeks 16-52 (ECZTRA 1 and ECZTRA 2) and Weeks 16-32  
(ECZTRA 3): The safety profile of ADBRY 300 mg every other week with  
or without TCS during maintenance treatment was consistent with that in  
the initial 16-week treatment period. In addition, the frequency of adverse  
reactions with ADBRY 300 mg every other week and every 4 weeks in 
ECZTRA 1 and ECZTRA 2 was 44% and 34%, respectively, and 43% and 
26% with ADBRY 300 mg + TCS every other week and every 4 weeks in 
ECZTRA 3, respectively.

Specific Adverse Reactions 
Conjunctivitis and Keratitis 
Conjunctivitis, including allergic conjunctivitis, was reported in 7.5% of  
subjects treated with ADBRY 300 mg every other week (29 events per  
100 subject-years of exposure) and in 3.1% of subjects treated with placebo 
(12 events per 100 subject-years of exposure) in the initial treatment period  
of up to 16 weeks in the pool of 5 trials. In the ADBRY group, 126 subjects 
reported 145 events of conjunctivitis, with 114 events resolved at the end of 
initial treatment period. Conjunctivitis led to discontinuation of treatment in  
2 subjects.

During the maintenance treatment period of the monotherapy trials  
(ECZTRA 1 and ECZTRA 2) from 16 to 52 weeks, conjunctivitis was reported 
in 8.9% of subjects treated with ADBRY 300 mg every other week (20 events  
per 100 subject-years of exposure) and in 6.3% of subjects treated with  
ADBRY 300 mg every 4 weeks (14 events per 100 subject-years of exposure) 
compared to 7.7% of subjects treated with ADBRY 300 mg every other week 
in the initial treatment period (30 events per 100 subject-years of exposure). 
Conjunctivitis (including no serious events, 1 severe event, and 1 event that 
led to discontinuation) was reported in 24 subjects in the combined (every 
other week and every 4 weeks) ADBRY groups. A similar pattern was seen 
during the continuation treatment period of an additional 16 weeks in the 
ADBRY combination ECZTRA 3.

Keratitis (including keratoconjunctivitis) was reported in 0.5% of subjects 
treated with ADBRY and 0% treated with placebo during the initial  
treatment period of up to 16 weeks in the pool of 5 trials. Keratitis  
(including 1 ulcerative keratitis) was reported in 0.2% of subjects treated  
with ADBRY (0.9 events per 100 subject-years of exposure) and 0.2% of 
subjects treated with placebo (0.6 events per 100 subject-years of exposure). 
Keratoconjunctivitis (including 1 atopic keratoconjunctivitis) was reported in 
0.3% of subjects treated with ADBRY (1.2 events per 100 subject-years of 
exposure), and in no subjects treated with placebo. In the ADBRY group,  
9 subjects reported 10 events of keratitis or keratoconjunctivitis, with  
5 events resolved during the trial following the initial treatment period.  
None of the events were serious or led to treatment discontinuation.

During the maintenance treatment period of the monotherapy trials  
(ECZTRA 1 and ECZTRA 2) from 16 to 52 weeks in the ADBRY 300 mg every 
other week group, keratitis was reported in 1 (0.6%) subject (ulcerative, 
severe, resolved after discontinuation) at an exposure-adjusted event rate of  
1.2 per 100 subject-years, and keratoconjunctivitis (not serious or severe, 
resolved, not led to discontinuation) was reported in 3 (1.9%) subjects  
(3.6 events per 100 subject-years of exposure). No events of keratitis or  
keratoconjunctivitis was reported in ADBRY every 4 weeks or placebo  
groups, compared to keratitis event rate of 2 per 100 subject-years for 
ADBRY 300 mg every other week in the initial treatment period.

In the continuation treatment period of ECZTRA 3 (from 16 to 32 weeks), 
there were no additional events of keratitis reported for subjects randomized 
to ADBRY 300 mg + TCS.

Eosinophil Counts 
ADBRY-treated subjects had a greater mean initial increase from baseline  
in eosinophil count compared to subjects treated with placebo. The mean  
and median increases in blood eosinophils from baseline to Week 4 were  
190 and 100 cells/mcL, respectively. The increase in the ADBRY-treated 
subjects declined to baseline level with continued treatment. Eosinophilia  
(> 5000 cells/mcL) in the initial treatment period of up to 16 weeks  
was reported in 1.2% in the ADBRY-treated subjects and 0.3% in the  
placebo-treated subjects. The safety profile for subjects with eosinophilia  
was comparable to the safety profile for all subjects included in the pool  
of 5 atopic dermatitis trials.

Immunogenicity 
As with all therapeutic proteins, there is a potential for immunogenicity 
with ADBRY. The detection of antibody formation is highly dependent on the 
sensitivity and specificity of the assay. Additionally, the observed incidence 
of antibody (including neutralizing antibody) positivity in an assay may be 
influenced by several factors, including assay methodology, sample handling, 
timing of sample collection, concomitant medications, and underlying disease. 
For these reasons, comparison of the incidence of antibodies in the studies 
described below with the incidence of antibodies in other studies or to other 
tralokinumab products may be misleading.

In ECZTRA 1, ECZTRA 2, and ECZTRA 3, and the vaccine-response trial, the 
incidence of Anti-Drug-Antibodies (ADA) during the initial 16-week treatment 
period was 1.4% for subjects treated with ADBRY 300 mg every other week 
and in 1.3% for subjects treated with placebo; neutralizing antibodies were  
seen in 0.1% of subjects treated with ADBRY and 0.2% of subjects treated 
with placebo.

Across all trial periods, the ADA incidence for subjects who received  
ADBRY was 4.6%; 0.9% had persistent ADA and 1.0% had  
neutralizing antibodies.

No clinically meaningful differences in the pharmacokinetics, safety, or 
efficacy of tralokinumab-ldrm were observed in patients who tested positive 
for anti-tralokinumab-ldrm antibody (including neutralizing antibodies).

USE IN SPECIFIC POPULATIONS
Pregnancy
Risk Summary
There are limited data from the use of ADBRY in pregnant women to inform 
a drug-associated risk of adverse developmental outcomes. Human IgG 
antibodies are known to cross the placental barrier; therefore, ADBRY may  
be transmitted from the mother to the developing fetus. 

In an enhanced pre- and post-natal developmental study, no adverse 
developmental effects were observed in offspring born to pregnant monkeys 
after intravenous administration of tralokinumab-ldrm during organogenesis 
through parturition at doses up to 10 times the maximum recommended 
human dose (MRHD).

The background risk of major birth defects and miscarriage for the indicated 
population is unknown. All pregnancies have a background risk of birth 
defect, loss or other adverse outcomes. In the U.S. general population, the 
estimated background risk of major birth defects and miscarriage in clinically 
recognized pregnancies is 2% to 4% and 15% to 20%, respectively.

Data
Animal Data
In a pre- and post-natal development study, intravenous doses up to  
100 mg/kg tralokinumab-ldrm were administered to pregnant cynomolgus 
monkeys once every week from gestation day 20 to parturition. No maternal 
or developmental toxicity was observed at doses up to 100 mg/kg/week  
(10 times the MRHD on a mg/kg basis of 10 mg/kg/week).

In an enhanced pre- and post-natal development study, intravenous doses 
up to 100 mg/kg tralokinumab-ldrm (10 times the MRHD on a mg/kg basis 
of 10 mg/kg/week) were administered to pregnant cynomolgus monkeys 
once every week from the beginning of organogenesis to parturition. No 
treatment-related adverse effects on embryofetal toxicity or malformations,  
or on morphological, functional, or immunological development were 
observed in the infants from birth through 6 months of age.

Lactation
Risk Summary
There are no data on the presence of tralokinumab-ldrm in human milk,  
the effects on the breastfed infant, or the effects on milk production.  
Maternal IgG is present in breast milk. The effects of local gastrointestinal 
exposure and limited systemic exposure to ADBRY on the breastfed infant are 
unknown. The development and health benefits of breastfeeding should be 
considered along with the mother’s clinical need for ADBRY and any potential 
adverse effects on the breastfed child from ADBRY or from the underlying 
maternal condition.

Pediatric Use
The safety and effectiveness of ADBRY have not been established in  
pediatric patients.

Geriatric Use
Of the 1605 subjects exposed to ADBRY in 5 atopic dermatitis trials in  
the initial treatment period of up to 16 weeks, 77 subjects were 65 years  
or older. Clinical studies did not include sufficient numbers of subjects  
aged 65 and over to determine whether they respond differently from  
younger subjects.

OVERDOSAGE
There is no specific treatment for ADBRY overdose. In the event  
of overdosage, contact Poison Control (1-800-222-1222) for latest  
recommendations and monitor the patient for any signs or symptoms  
of adverse reactions and institute appropriate symptomatic  
treatment immediately.

PATIENT COUNSELING INFORMATION
Advise the patients to read the FDA-approved patient labeling (Patient 
Information and Instructions for Use).

Administration Instructions
Instruct patients or caregivers:

•  to perform the first self-injection under the supervision and guidance  
of a qualified healthcare provider for proper training in subcutaneous 
injection technique

• to inject the full dose of ADBRY
• to follow sharps disposal recommendations [see Instructions for Use]

Hypersensitivity
Advise patients to discontinue ADBRY and to seek immediate  
medical attention if they experience any symptoms of systemic  
hypersensitivity reactions.

Conjunctivitis and Keratitis
Advise patients to consult their healthcare provider if new onset or worsening 
eye symptoms develop.

Risk of Infection with Live Vaccines
Advise patients that ADBRY may increase the risk of infection following 
administration of live vaccines and that vaccination with live vaccines  
is not recommended during ADBRY treatment. Instruct patients to  
inform the healthcare provider that they are taking ADBRY prior to a  
potential vaccination.
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P soriasis isn’t just a skin condition. It’s 
a systemic immune-mediated disease 
that can impact a patients’ quality 

of life and their risk of comorbidities. To 
improve patient care, Friday’s S001 –AAD/
NPF Guidelines focused on four important 
areas of psoriasis management. 

Reclassifying psoriasis severity
To categorize psoriasis severity and 
prescribe the most appropriate treatment, 
dermatologists often rely on body surface area 
to calculate a psoriasis area and severity index 
(PASI) score. But body surface area can be a 
poor indicator of psoriasis severity in patients 
with special site involvement. 

“Special areas are commonly involved in 
psoriasis patients, including the scalp, palms, 
soles, nails, and genitals, which can create 
more burden in terms of quality of life and 
psychosocial issues,” said Mary E. Horner, 
MD, FAAD, with Dermatology Consultants of 
Sacramento, California. “If you have a patient 
with body surface area of 1%, but it’s on your 
palms, it’s going to be painful. If it’s on your 
face, how might that affect your relationships 
and your career choices?” Dr. Horner 
presented evidence that quality of life — the 
Dermatology Life Quality Index — may be a 
better indicator of psoriasis severity. 

Traditional definitions of moderate and 
severe psoriasis, based on body surface area, 
are inadequate to determine the need for 
systemic/biologic therapy, Dr. Horner said. 
Special areas of involvement should upgrade 
severity irrespective of body surface area 
involvement. “Adhering to BSA rules creates 
undertreatment, based on true patient needs,” 
Dr. Horner said. “We need to ask our patients: 
‘How is your psoriasis affecting your life?’” 

Detecting psoriatic arthritis earlier
About 30% of patients with psoriasis will 
develop psoriatic arthritis. Psoriasis usually 
precedes the onset of psoriatic arthritis by an 
average of five to 10 years in approximately 
80% of patients. “There are ways we can 
help our patients early on in the game,” said 
Dario Kivelevitch, MD, FAAD, dermatology 
residency program director, Baylor Scott 
& White Health in Dallas. To identify 
psoriatic arthritis, Dr. Kivelevitch employs 

the Psoriasis Epidemiology Screening Tool, 
which asks patients five questions. “Early 
detection and treatment can prevent joint 
destruction. Dermatologists should screen 
psoriasis patients for psoriatic arthritis at 
every visit,” Dr. Kivelevitch said. He presented 
treatment options based on the 2018 ACR/
NPF Guidelines for the Treatment of Psoriatic 
Arthritis, of which only 6% are strong 
recommendations. “We need more evidence 
to develop guidelines for better management,” 
he said. 

Comparing biologic medication
Which biologic drug is the best option for 
your psoriasis patient? Network meta-analysis 
can help you decide, said presenter April 
W. Armstrong, MD, MPH, FAAD, associate 
dean of clinical research at the Keck School 
of Medicine at the University of Southern 
California in Los Angeles. Network meta-
analyses compare multiple treatments 
simultaneously in a single analysis, combine 
direct and indirect evidence, and assess 
the comparative effectiveness of different 
treatments. Dr. Armstrong discussed the 
utility of network meta-analysis for comparing 
the efficacy and safety of the 11 FDA-approved 
biologic medication for psoriasis, using 
selected published network meta-analysis in 
psoriasis since 2020. When evaluating the 
results, it’s important to ask: What outcomes 
are being measured and in what specific time 
period? Your conclusion may be different if 
you look at an early versus later time period, 
Dr. Armstrong cautioned. 

Cardiovascular comorbidities
Alan Menter, MD, FAAD, a leader 
in guidelines development and our 
understanding of psoriasis and psoriatic 
arthritis, wrapped up the session with a 
discussion of the relationship between 
psoriasis and cardiovascular comorbidities. 

“Psoriasis is not a skin disease. It’s a 
systemic immune-mediating disease, and 
systemic inflammation is critical. Systemic 
inflammation is also part of cardiovascular 
disease.” Dr. Menter urged dermatologists to 
screen for cardiovascular risk factors in their 
patients with psoriasis and manage them 
according to national guidelines.  

This May, AAD VMX will launch with over 
100 hours of on-demand sessions covering the 

scope of dermatology. Instead of a weekend 
long event, we'll be holding multiple one-hour 

Q&A's with speakers every month through 
November, providing more fl exibility for you 

and your practice. 

On-demand content will be available 
through the end of the year.

aad.org/aadvmx

22-323-MKT

The AAD's virtual 
meeting experience, 

VMX WILL BE 
RETURNING 

FOR 2022!

Annual  Meeting 
Attendees

SAVE $100
Promo Code: 
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AAD/NPF Guidelines: 
Managing psoriasis

Dario Kivelevitch, MD, 
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Similar virus, different people
“The virus presents very differently in different people,”  
Dr. Freeman said. “It’s the same virus. The difference is in 
how a patient’s immune system responds to it.”

Dermatologic clues are often related to COVID variants 
as well, Dr. Freeman said. As such, she encourages 
dermatologists to use these clues, particularly since many see 
their patients regularly and are a trusted resource. 

“When you see a new or unexplained rash, consider 
COVID-19 if you don’t have another answer. The 
threshold to do a COVID test in your office should 
be low. In the beginning, it was hard to access those 
tests, but now we can.” We know that in COVID 
cases where patients experience a rash, up to 20% of 
them may have a rash as either the first, or the only 
symptom. For example, new-onset hives without other 
explanation can be the first symptom of COVID-19.”

It’s important to meet your patient where they are and 
understand why they may be experiencing vaccine hesitancy.
For patients who already had a vaccine reaction to an earlier dose, dermatologists can 
provide counseling on the expected course with future vaccinations. Dr. Freeman said 
most patients are able to complete their vaccine series. 

“We’ve had patients with hives, patients with blisters, patients with morbilliform rashes, 
who have all gone on to tolerate further vaccine doses,” Dr. Freeman said. “Worldwide, 
over 10 billion vaccines have been given. Vaccines are incredibly safe and effective, and 
there’s no guarantee that just because you had a reaction with the first vaccine dose that 
you will have the same or worse with the second or the booster. In fact, a reaction occurs 
after the second dose less than 50% of the time. And the reaction usually disappears on its 
own after two weeks.” 

Why do people  
respond differently  
to the COVID-19 virus — 
and the vaccine?  
Do dermatologists  
have a window into clues?

S kin manifestations of the virus and the vaccine can tell us a lot, 
according to Esther Ellen Freeman, MD, PhD, FAAD, principal 
investigator for the COVID-19 Dermatology Registry, a collaboration 

with the AAD and International League of Dermatological Societies, 
and an associate professor of dermatology at Harvard Medical School. 
Dr. Freeman will lead this morning’s session session, S021 – COVID-19 
Dermatology and Vaccines, which looks at everything from COVID skin 
manifestations to the dermatologist’s influence in educating patients about 
the vaccine. 

“There is a wide spectrum of COVID-19 skin manifestations. Over 30 
different skin manifestations have been identified to date, and these often 
serve as clues to how our immune system is responding to COVID,” she said.

According to Dr. Freeman, mild COVID symptoms often accompany 
milder skin manifestations, such as pernio chilblains, sometimes referred 
to as “COVID toes.” Patients with moderate symptoms of COVID might 
present with hives or a vesicular eruption. Severe COVID symptoms, in 
which a patient is hospitalized and on a ventilator, may be accompanied  
by retiform purpura, signifying more serious coagulation issues. 

S021 – COVID-19 Dermatology  
and Vaccines
Saturday, March 26 | 9 a.m. – 12 p.m.
Room: Ballroom West

Esther Ellen Freeman, MD, PhD, FAAD, principal 
investigator for the COVID-19 Dermatology Registry,  
a collaboration with the AAD and International League 
of Dermatological Societies, and an associate professor  
of dermatology at Harvard Medical School

Because vaccine reactions can last 
longer in some cases, Dr. Freeman 
emphasizes dermatologists play 
an important role in reducing the 
transmission and severity of  
COVID-19 through vaccination.  
The AAD/ILDS COVID-19  
Dermatology Registry is still accepting 
cases at aad.org/covidregistry.

Vaccination progression

Window to COVID-related clues

http://www.aad.org/covidregistry
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for every meeting badge scanned at this supporter’s 
booth, they’re donating $100 to their chosen cause.

DermTech - Booth 3027
Proudly supporting the Healthy Skin, Healthy Lives® in  
communities through the AAD's SPOT Skin Cancer™ initiative.

Boehringer Ingelheim - Booth 2787
Proudly supporting Public Education on Generalized  
Pustular Psoriasis.
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Diseases can present 
differently
“For example, if you do a chemical 
peel on someone with very light 
skin, they usually tolerate it well, 
recover, and have improvement 
in their appearance. But if you 
do the same peel on someone 
with darker skin, they may have 
profound hyperpigmentation 
or hypopigmentation and those 
changes can persist for weeks 
or months. If you don’t have 
knowledge or experience in the 
management of skin of color, you 
can make important errors in 
treatment,” said Amit G. Pandya, 
MD, FAAD, clinical professor of 
dermatology at The University of 
Texas Southwestern Medical Center 
and practicing dermatologist at 
the Palo Alto Foundation Medical 
Group in Sunnyvale, Callifornia. Dr. 
Pandya is among the speakers at 
today’s session. 

Black patients are more likely to 
have central centrifugal cicatricial 
alopecia (CCCA), which manifests 
as scarring over the vertex scalp and 
expands outward circumferentially, 
than women with lighter skin. 
Black women are also more likely 
than women of other skin colors 
to develop traction alopecia, which 
begins as a nonscarring hair loss at 
the frontal scalp and progresses to 
scarring alopecia at the lateral sides 
of the scalp. Women of European 
descent more often have frontal 
fibrosing alopecia and typical lichen 
planopilaris. 

Early detection
“The best practice in early diagnosis 
of cicatricial alopecia is to recognize 
mild disease early with trichoscopy 
and/or biopsy,” said Amy 
McMichael, MD, FAAD, professor 
and chair of dermatology at Atrium 
Wake Forest Baptist Medical Center. 
“When early disease is found, it 
is important to treat with anti-
inflammatory topicals, injection, 
and systemic treatments long term. 
In the post-inflammatory stages, 
topical and oral minoxidil can be 
used for follicular rescue,” she said.

“There is a real need for 
dermatologists to be competent 
in recognizing how skin disease 
appears in all skin colors and how 
to approach the cultural skin and 
hair practices of all ethnicities,”  
Dr. McMichael added. 

Hidradenitis  
suppurativa common  
in Black Americans
Just as skin cancer 
disproportionately affects 
lighter skin types, hidradenitis 

suppurativa (HS) is more common 
in individuals of African ancestry. 
Black Americans have three times 
the prevalence of HS compared to 
the general population, said Iltefat 
Hamzavi, MD, FAAD, lead at the 
Multicultural Dermatology Clinic, 
and director of the Hidradenitis 
Suppurativa Clinic at Henry Ford 
Hospital.  

“It takes about seven years for 
the typical patient to get an HS 
diagnosis, so recognizing and 
treating it early can dramatically 
improve care,” he added. “A 
dermatologist can diagnose HS in 
10 seconds with just two questions.”

Treatment has improved 
dramatically in recent years, 
including antibiotics, biologics, 
and surgery. Recent work suggests 
that Black patients with HS may 
be a subpopulation at lower risk 
of developing keloids following 
surgery, Dr. Hamzavi said. 

“HS patients do not take longer 
than the typical dermatology patient,“ 
he said. “You just have to know what 
to do and to connect them with 
HS support groups. HS carries so 
much psychological trauma that 
support groups are critical for this 
community, online and in person.”

Stay cognizant of keloids
Keloids are not more common in 
skin of color but can occur in all 
races and ethnicities. On darker 

skin, the plaques and papules are 
skin-colored to hyperpigmented.

“You see keloids on individuals 
of European ancestry, but they don’t 
tend to be as protuberant as on 
darker skin,” said Donald Glass II, 
MD, PhD, FAAD, associate professor 
of dermatology at The University of 
Texas Southwestern Medical Center. 
“Dermatologists should be cognizant 
of keloids occurring across all skin 
tones. With the mix of ancestries 
in the United States, a Caucasian 
person may be able to develop 
keloids similar to a Black individual.”

Accurate diagnosis can 
be lifesaving. Keloids and 
dermatofibrosarcoma protuberans 
(DFSP) share common surface 
features, although DFSP tends to 
spread more than keloids.

“If you have what looks like 
an atypical keloid, if you palpate 
around the margin and find areas 
of induration, be concerned for 
DFSP,” Dr. Glass said. “Keloids 
don’t tend to send out roots 
underneath normal-appearing 
skin and DFSP can do that. Don’t 
be afraid to do a biopsy — you 
want to be sure you’re not missing 
something worse.”

Complications of vitiligo
Today’s session will also include 
in-depth discussion of vitiligo. 

“About 1.5% of the population gets 
vitiligo regardless of skin type,” said 

John E. Harris, MD, PhD, FAAD, 
professor and chair of dermatology, 
founding director of the Vitiligo 
Clinic and Research Center and the 
Autoimmune Therapeutics Institute 
at University of Massachusetts Chan 
Medical School. 

“Light skin has the complication 
of darkening in summer so you 
see the vitiligo that you can’t see 
in winter. A lot of people with 
light skin and vitiligo fear the sun 
because the vitiligo will ‘relapse’ 
in summer. I’m hoping that 
dermatologists will stop telling 
patients there’s no treatment; 
nothing to be done. That’s far from 
the truth.”

There is no cure for vitiligo, 
he said. But UVB treatment can 
dramatically reduce the severity of 
vitiligo in both light and dark skin 
and ease the psychosocial burden it 
can bring.

“Too many dermatologists are 
not familiar with the differences 
in skin of color compared to 
lighter skin,” Dr. Harris said. “And 
those differences can be critical 
to diagnosis and treatment. Even 
those dermatologists who practice 
in areas where they don’t see a lot 
of skin of color need to be prepared 
to take care of all their patients.” 

S041 – Skin of Color
Saturday, March 26 | 1 – 4 p.m.
Room: 206B

Experts urge competence 
treating diseases in all skin colors
Even though nearly half of the U.S. population, and  
most of the global population, has non-Caucasian  
skin, physicians still often encounter clinical images 
that feature only light-colored skin. Treating disease  
in a diverse range of skin colors requires knowledge  
and skill. Quite simply, different skin colors react 
differently to the same treatment. These issues will 
be discussed in depth during S041 – Skin of Color, 
happening today in Room 206B, from 1-4 p.m. 

Unmasking facial 
hyperpigmentation
Amit G. Pandya, MD, FAAD, 
clinical professor of dermatology 
at The University of Texas 
Southwestern Medical Center 
and practicing dermatologist at 
the Palo Alto Foundation Medical 
Group in Sunnyvale, Callifornia

Management of  
cicatricial alopecia
Amy J. McMichael, MD, 
FAAD, professor and chair 
of dermatology at Atrium 
Wake Forest Baptist Medical 
Center

Update on hidradenitis 
suppurativa
Iltefat H. Hamzavi, MD, FAAD, 
lead at the Multicultural 
Dermatology Clinic, and 
director of the Hidradenitis 
Suppurativa Clinic at Henry 
Ford Hospital

New discoveries in keloids
Donald A. Glass II, MD, 
PhD, FAAD, associate 
professor of dermatology 
at The University of Texas 
Southwestern Medical 
Center

What’s new in vitiligo
John E. Harris, MD, PhD, 
FAAD, professor and chair 
of dermatology, founding 
director of the Vitiligo Clinic 
and Research Center and the 
Autoimmune Therapeutics 
Institute at University of 
Massachusetts Chan  
Medical School

“If you don’t have knowledge or experience 
in the management of skin of color, you can 
make important errors in treatment.”

– Dr. Pandya



C

M

Y

CM

MY

CY

CMY

K

cp-288825v1_24376_PNT_PAN_TRE PsO_Daily Full Ad_R1_V1_x1a.pdf   1   2/16/22   10:39 AM



20 DermWorld Meeting News  •  Saturday, March 26, 2022

There’s a void for 
patients living with 

plaque psoriasis

Patients won’t benefit from 
treatments they don’t use

© 2022 Arcutis Biotherapeutics, Inc. COM-NON-2200004�03/2022 

TAKE THE POLL

Visit Booth #1903 at the AAD Annual Meeting

Learn more and share your perspective 
at RethinkTopicals.com

K
Job Number: 00885
Revision Nm: 1
Date: 02/28/2022

YMC006-62909

UPCOMING SESSION
U044 – Uses for Laser  
& Light-Based Devices in 
Pediatric Patients 
Saturday, Mar. 26 | 4:30 – 5:30 p.m. 
Room: 160A

View more 
headlines 

Visit DermWorld 

Meeting News 

Central for more 

daily articles, 

videos, and late-

breaking science 

from the 2022 AAD 

Annual Meeting.

aadmeetingnews.org

President
Kenneth J. Tomecki, MD, FAAD

Physician Reviewer
Daniel D. Bennett, MD, FAAD

Executive Director & CEO
Elizabeth K. Usher, MBA

Director, Communications
Katie Domanowski

Associate Director, Member 
Communications and Publishing

Richard Nelson, MS

Senior Manager, Publications
Victoria Houghton, MPA

Managing Editor, Special Publications
Dean Monti, MFA

Creative Manager
Nicole Torling

Senior Graphic Designer
Theresa Oloier

Printed in U.S. ©2022
American Academy 

of Dermatology |Association
9500 W. Bryn Mawr Ave.
Rosemont, IL 60018-5216

Phone (847) 330-0230;  
Fax (847) 330-0050

www.aad.org

Produced for the 
American Academy of Dermatology 

by Ascend Media

After you have read this 
issue of DermWorld 
Meeting News, please 

share with colleagues or deposit it 
in an approved paper recycling bin.

 A Publication of the American Academy of Dermatology | Association

Lisa M. Arkin, MD, FAAD, associate 
professor and director of pediatric 
dermatology at the University of 
Wisconsin School of Medicine and 
Public Health

Made possible through agreements with some of the most 
prestigious and well-respected companies in their respective 
industries, the AAD is pleased to bring a carefully crafted 
collection of programs and services that have been specially 
negotiated with our members in mind. 

The AAD’s preferred providers offer members practical, 
money-saving solutions for personal and professional stability. 
From discounts on medical, surgical, and front-office supplies, 
to personal and financial protection, these preferred provider 
programs can be your solution for work and life. 

AAD offers preferred vendors and discounts 
Be sure to visit the preferred providers in the exhibit hall! 

AAD Buying Program
Booth 2517

Bank of America
Booth 1368 

CareCredit
Booth 2013 

MedJet
Booth 4166 

Medline Industries
Booth 4080 

Officite
Booth 4454 

Tidal Commerce
Booth 3881 

VisualDx
Booth 2798

Lighting up new applications 
in pediatric dermatology 

S elective thermolysis 
and other light-based 
techniques are familiar 

approaches to treating port wine 
birthmarks and other vascular 
anomalies. Adults who are 
naive to treatment respond even 
less effectively to light-based 
techniques than children. In 
fact, early treatment (before 1 
year of age) has been shown to 
significantly improve outcomes 
with laser. There’s a significant 
gap in knowledge about the 
pathobiology of these birthmarks, 
why they progress over time, and 
how to optimally treat regardless 
of age. We need to close this gap 
to move from bench to bedside; 
this will improve the care of all 
patients across the age spectrum. 

There is a clear need for 
greater collaboration between 
laser surgeons and pediatric 
dermatologists to identify 
best practices for laser-tissue 
interactions in children, said Lisa 
M. Arkin, MD, FAAD, associate 
professor and director of pediatric 
dermatology at the University of 
Wisconsin School of Medicine and 
Public Health, and the session 
moderator for U044 – Uses for 
Laser & Light-Based Devices in 
Pediatric Patients. The session, 
co-moderated by Kristen M. Kelly, 

MD, FAAD, dermatology chair 
at the University of California, 
Irvine, is designed to encourage 
this collaborative dialogue about 
treating vascular anomalies in 
children and some of the new 
approaches that could enhance 
treatment outcomes.

Selective absorption
“The lasers used in dermatology 
affect specific light-absorbing 
targets based on selective 
thermolysis, the selective 
absorption of light energy by 
specific chromophore targets, 
most often hemoglobin, melanin, 
or water,” Dr. Arkin said. “We 
are essentially performing 
microsurgery and sparing 
the surrounding tissue. The 
energy delivered to the target 
chromophore, hemoglobin in 
the case of vascular birthmarks, 
produces a specific reaction in 
the skin, which is your clinical 
endpoint and optimally leads to 
clearance of the vasculature.”

Age-appropriate treatment
Age-specific concerns can guide 

optimal dosimetry and settings 
for treatment. Further, they may 
instruct on the potential for non-
invasive imaging to guide laser 
treatment and pharmacologic 
adjuvant treatment to block specific 
molecular pathways responsible for 
these vascular anomalies.

Photocoagulation
Not every port wine birthmark 
responds optimally. Laser 
treatment settings are sometimes 
ineffective. Photocoagulation may 
be incomplete because the vessel is 
too dilated or too deep. Additionally, 
laser treatment does not alter the 
genetic mutations leading to most 
vascular anomalies.

“Incomplete photocoagulation 
is generally ineffective,” she said. 
“We know you need purpura for 
optimal results, but it doesn’t work 
in every patient.” 

Port wine stains are caused by 
mosaic mutations of specific genes 
that produce cell cycle activation, 
although the downstream 
expression pathways are still poorly 
understood. Because we think 
the most common mutation in 

port wine stains, GNAQR183, is 
harbored within the endothelial 
cell, effective laser treatment could 
theoretically remove the genetic 
change through vascular ablation. 
However, we undoubtedly leave 
some vessels that are too deep 
or too dilated, and some may 
regrow over time. Therefore, laser 
is an imperfect treatment and 
underscores why we need targeted 
medical therapies, which could be 
combined with light. 

“We know that many port wine 
birthmarks develop progression 
over time, including the 
development of stigmatizing soft 
tissue overgrowth and vascular 
blebs, which can bleed,” she said. 

“We need to leverage the 
knowledge regarding genomics, 
which might include novel imaging 
to optimize our laser parameters. If 
we can quantitate the vessel depth 
and diameter, we may be able to 
tweak our laser parameters. The 
goal is to look at the patient, be able 
to predict their mutation based on 
genotype-phenotype mutations, 
and prescribe a topical medication 
to help optimize clearance when 
combined with laser.”

New OCT technology
Optical coherence tomography 
(OCT) shows early promise in 
evaluating the vasculature in 
vascular birthmarks, she said. 
There are promising correlations 
between genotype and phenotype 
in vascular patterning using OCT, 
but additional studies are needed 
to demonstrate clinical utility. 

Navigate the 2022 Annual Meeting from your mobile device! aad.org/mobile
Session schedules | Exhibitor information | CME | session evaluations | and much more.

http://www.aad.org
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