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The future is now: the Global Atopic 
Dermatitis Atlas (GADA)

https://doi.org/10.1093/bjd/ljad286

These are exciting times for advancements in treating 
atopic dermatitis (AD), which is the most prevalent chronic 
skin condition, affecting approximately 225 million people 
worldwide, particularly children.1–3 Various topical and sys-
temic therapies have recently been approved. In addition to 
these therapies, fundamental research into the pathogene-
sis of AD is being conducted. However, these projects are 
often undertaken in Europe or North America, and we are 
only starting to understand the potential differences in the 
immune profiles underlying the different clinical phenotypes 
of people with pigmented skin.4 So, what is the current state 
of AD worldwide?

In 2020, the Global Burden of Disease project published 
data on the prevalence, incidence and disability-adjusted life 
years for AD.2,3 Contrary to common perception, AD is not 
limited to Western or industrialized countries. Regions such 
as Andean Latin America and sub-Saharan Africa have also 
demonstrated a high disease burden,2,3 and AD is becoming 
increasingly common in middle- and low-income countries 
owing to urbanization and lifestyle changes associated with 
higher socioeconomic status. In 2022, the World Health 
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Organization (WHO) acknowledged this with a strategy 
framework document on skin-related neglected tropical 
diseases, including noncommunicable skin diseases, such 
as AD.5

Therefore, the International League of Dermatological 
Societies (ILDS) initiated the Global Atopic Dermatitis Atlas 
(GADA) in collaboration with the International Society of 
Atopic Dermatitis (ISAD), the International Eczema Council 
(IEC), the European Taskforce for Atopic Dermatitis (ETFAD) 
and the International Alliance of Dermatology Patient 
Organizations (GlobalSkin).

To establish a baseline for GADA, a Global Report on 
Atopic Dermatitis was published in October 2022.1 It illus-
trates the high prevalence and immense impact of AD 
across the globe. The disease burden crosses geographic 
boundaries, affecting people in both developed and develop-
ing nations. Its impact extends beyond physical symptoms, 
including a range of psychosocial and economic burdens 
for patients and their families. Significant disparities in dis-
ease burden and care provision have been identified, giving 
witness to unmet needs and suboptimal patient outcomes. 
Treatment innovations have not solved the existing inequal-
ities, and paradoxically could have increased them owing 
to lack of access and affordability. It would be helpful for 
the WHO essential medicines list to be updated to include 
moderately potent topical corticosteroids, and preferably 
some novel systemic medications, in addition to metho-
trexate. Governments and other stakeholders should take 
a proactive role in addressing pressing issues of accessibil-
ity and affordability of current and future treatments. Public 
awareness should be increased to reduce stigma and dis-
crimination. To ensure such approaches are inclusive and 
patient-centred, patient organizations should be acknowl-
edged and involved.

To improve care and management of AD, it is recom-
mended that dermatological societies develop clinical prac-
tice guidelines in collaboration with patients.6 Such societies 

could also provide (online) training for physicians in low- and 
middle-income countries to facilitate diagnosis and treat-
ment, and implement innovative healthcare delivery strate-
gies, e.g. teledermatology, to address barriers such as lack 
of capacity and travel distances.

The lack of epidemiological data has also been highlighted 
in the report. Importantly, the Global Burden of Disease 
data is typically released with a delay of several years, and 
an up-to-date living platform providing the latest available 
evidence is therefore needed. In addition, there is consid-
erable diversity in the methodologies employed by epide-
miological studies, hampering direct comparisons between 
settings. Therefore, efforts should be made to harmonize 
epidemiological data collection to enable a more accurate 
understanding of the prevalence, severity and treatment 
needs of AD worldwide, in addition to the contributing envi-
ronmental risk factors. These data, combined with projects 
on the pathogenesis of AD, could be synergistic in offering 
improvements in care for people with AD.

The report reflects the state of AD worldwide in 2022, 
but where do we go from here? GADA will address the gaps 
in epidemiological data through: (i) a systematic evidence 
synthesis of current epidemiological data; (ii) an international 
consensus exercise to standardize and improve epidemio-
logical study designs; and (iii) the development of a digital 
ecosystem to conduct research for fieldwork in settings that 
lack data (Figure 1). Original fieldwork with the developed 
methodologies will follow suit.

There is a need to address these inequalities faced by 
patients with AD and to commence a joint research effort to 
benefit patients and their families worldwide. To quote the 
people with AD featured in our report: “If you care, make 
it so that people can get the care they need. Do something 
right now. You have the power to change our lives.” We ask 
you to join the future of research into the global burden of 
AD at www.atopicdermatitisatlas.org, where our findings 
will be published regularly.

Figure 1  The start and future of the Global Atopic Dermatitis Atlas.
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with PsO achieved  
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(vs 1.2% placebo [n=1/86], p<0.0001)*,**2
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of patients 
with PsO achieved 
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76.9% 
(N=52)† 

of biologic-naïve  
and TNFi-IR PsA patients 

achieved ACR 50 at  
Week 104/100, respectively‡1,4–6
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PASI 100 at Week 16
(vs 1.2% placebo [n=1/86], p<0.0001)*,**2
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50.6% 
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51.5% 
(n=222/431)

GB-BK-2500315 | July 2025

UCB Biopharma SRL, 2025. All rights reserved.

This promotional material has been created and funded by UCB Pharma Ltd and 
is intended for healthcare professionals in the UK.

BIMZELX is indicated for the treatment of: moderate to severe plaque PsO in adults 
who are candidates for systemic therapy; active PsA, alone or in combination 
with methotrexate, in adults who have had an inadequate response, or who have 
been intolerant, to one or more DMARDs; active nr-axSpA with objective signs of 
inflammation as indicated by elevated CRP and/or MRI, in adults who have responded 
inadequately, or are intolerant, to NSAIDs; active AS in adults who have responded 
inadequately or are intolerant to conventional therapy; and active moderate to severe 
HS (acne inversa) in adults with an inadequate response to conventional systemic HS 
therapy.4

Prescribing information for United Kingdom click here.  
Please refer to the SmPC for further information. 

These data are from different clinical trials and cannot be directly compared.

Co-primary endpoints PASI 90 and IGA 0/1 at Week 16 were met.**Secondary endpoints. †N= mNRI, missing data 
were imputed with mNRI (patients with missing data following treatment discontinuation due to lack of efficacy 
or a TRAE were counted as non-responders; multiple imputation methodology was used for other missing data). 
‡43.9% (n=189/431), and 43.4% (n=116/267) of biologic-naïve and TNFi-IR PsA patients achieved the primary 
endpoint of ACR 50 at Week 16 in BE OPTIMAL and BE COMPLETE, respectively (vs 10.0% [n=28/281] and 6.8% 
[n=9/133] placebo, p<0.0001); 54.5% (n=235/431) and 51.7% (n=138/267) maintained it at Week 52 (NRI).4–6 ​

ACR 50, ≥50% response in the American College of Rheumatology criteria; AS, ankylosing spondylitis; CRP, 
C-reactive protein; DMARD, disease-modifying antirheumatic drug; HS, hidradenitis suppurativa; IGA, Investigator’s 
Global Assessment; (m)NRI, (modified) non-responder imputation; MRI, magnetic resonance imaging; nr-
axSpA, non-radiographic axial spondyloarthritis; NSAID, non-steroidal anti-inflammatory drug; PASI 75/90/100, 
≥75/90/100% improvement from baseline in Psoriasis Area and Severity Index; PsA, psoriatic arthritis; PsD, psoriatic 
disease; PsO, psoriasis; TNFi-IR, tumour necrosis factor-α inhibitor – inadequate responder; TRAE, treatment-
related adverse event.

References: 1. Gordon KB, et al. Lancet. 2021;397(10273):475–486. 2. Blauvelt. 2025. AAD Presentation 62275. 3. 
Mease PJ, et al. Rheumatol Ther. 2024;11(5):1363–1382. 4. BIMZELX SmPC. 5. Ritchlin CT, et al. Ann Rheum Dis. 
2023;82(11):1404–1414. 6. Coates LC, et al. RMD Open. 2024;10(1):e003855. 7. Strober B, et al. AAD 2024;oral 
presentation.​This medicine is subject to additional monitoring. This will allow quick 

identification of new safety information. Adverse events should be reported. 
Reporting forms and information can be found at www.yellowcard.mhra.gov.uk for 

the UK. Adverse events should also be reported to UCB Pharma Ltd at  
UCBCares.UK@UCB.com or 0800 2793177 for UK.

NO COMPROMISE,  
JUST CLEARANCE

BIMZELX was well tolerated, the most frequently reported adverse reactions were: upper respiratory tract infections 
and oral candidiasis. Other common reported adverse reactions include tinea infections, ear infections, herpes simplex 
infections, oropharyngeal candidiasis, gastroenteritis, folliculitis, headache, rash, dermatitis, eczema, acne, injection site 

reactions, fatigue, and vulvovaginal mycotic infection (including vulvovaginal candidiasis).4

Bimzelx®     (bimekizumab) offers 
the opportunity for complete, fast,

and lasting skin clearance and 
proven PsA efficacy 1–7


