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Add company name ☐ ☐ ☐ ☐ 

Add or remove rows as required ☐ ☐ ☐ ☐ 
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The reimbursement conditions and their rationale are not clearly stated in the recommendation. The 
committee recommends against reimbursement but does not offer detailed conditions under which 
reimbursement might be reconsidered. There is a lack of clarity on the specific criteria or additional 
evidence needed to support a positive reimbursement decision in the future. The recommendation 
could benefit from a more detailed explanation of what specific data or outcomes would address the 
committee's concerns and potentially change their stance on reimbursement. 

 

a CADTH may contact this person if comments require clarification. 
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there continues to be clear, significant unmet needs and gaps in Canada for msAD creating burdens on patients, 

treating healthcare practitioners, and the healthcare system. 

 

Some major unmet needs include: 

1. Both patient and clinician groups have clearly stated there is a strong need for more approved treatment 

options. Currently, we only have one FDA approved biologic therapy in msAD, which is dupilumab.  

2. Clinician and patient group input also have clearly stated that there are a significant amount of patients that 

have failed or have had adverse events requiring discontinuation of biologic or JAK inhibitor therapy. 

Therefore, there are unmet needs for a new biologic therapy (see comments below on real-world 

experiences and review clinician input from original submission). 

3. AD is a heterogenous disease, and there is no ‘perfect’ target found at this time. Some patients may 

respond to some medications and not to others. Therefore, relying on reimbursement of one biologic is not 

enough, especially given the points in #1 and #2.  

4. No IL13 inhibitor has been approved by CADTH in the past, and none are publicly available. 

Tralokinumab received a final “do not reimburse’ recommendation. IL13 is thought to play a primary role 

in AD skin, and brings in a novel mechanism compared to tralokinumab in the sense that lebrikizumab 

does not prevent binding to the IL13R2 decoy receptor, which promotes endogenous regulation, and has 

higher affinity and lasting effect which demonstrates high durability of response and recapture in trials. 

Furthermore, other distinguishing features of lebrikizumab include the possibility of less conjunctivitis, 

low rates of injection site reactions, and less concern for recalcitrant facial, head and neck atopic dermatitis 

which often requires discontinuation. Of importance, those on lebrikizumab demonstrate lower rates of 

skin infections, likely related to its mechanism (Bernado et al., 2023) which holds promise to the current 

crisis of infected AD seen in Canadian Indigenous communities (Asiniwasis et al., 2021).  

5. Currently in practice, we have many patients who have failed or been intolerant to dupilumab and/or JAK1 

inhibitors for such reasons (efficacy/safety failures) as well as traditional systemic immunosuppressants at 

this stage. A “do not reimburse” recommendations means we continue to lack other options to treat these 

patients, contributing to ongoing burdens of AD as described in previous clinician input. 

6. If approved, lebrikizumab is the only biologic that would be used q4weeks in maintenance as demonstrated 

by clinical trial data with maintenance of response. This is a potential benefit with regards to time and cost 

savings.  

 

Saskatchewan is one of many underserviced regions across Canada, and highly ruralized where burdens of AD 

are reflected in real life practice. JAK1s from a practical, real-life standpoint are hard to compare to biologic 

therapy. JAK1 inhibitors carry a different method of action, mode of administration, and safety profile that is 

not necessarily comparable to biologic therapy. In particular, JAK1 inhibitors carry a potentially more 

significant adverse safety monitoring profile, requiring recurrent labwork, have short half lives, and require 

ongoing safety monitoring. This is not always feasible whereas labs, imaging facilities and access to TB testing 

is not easily available in Saskatchewan, most magnified in rural and remote areas, including Indigenous 

communities, which presents a potential safety risk. 

 

We also live in Saskatchewan, which has one of the highest per-capita rates of Indigenous peoples.  

Clinical experience and a building evidence base is demonstrating that atopic dermatitis is one of the most 

common conditions seen in Indigenous peoples across Canada, and is documented to be more severe in nature 

and secondarily infected (Asiniwasis, 2021; Asiniwasis 2022). Given that up to 60% of Canadian Indigenous 

peoples live rurally and remotely (OECD, 2021), and high rates of more severe AD and complications are 

faced, safer and easier options to implement and monitor are strongly needed. In particular, the safety profile of 

lebrikizumab and lack of bloodwork, imaging and TB test requirements ease burdens in remote and northern 

communities which relieves burdens off patients, practitioners and the healthcare system. Furthermore, we have 

many patients who have failed and/or tolerant to dupilumab or are not candidates for broader systemic 

immunosuppression. These rural and remote vulnerable populations require specific consideration in the 
















