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Expert Committee recommendation

The Expert Committee acknowledged the substantial public health burden of atopic dermatitis, its particularly high prevalence in
children, and its effects on skin integrity and quality of life. The Committee also noted the challenges faced in many resource-
constrained settings to provide affordable access to therapeutic moisturizing agents for the treatment of atopic dermatitis and
prevention of symptom worsening and disease flares. The Committee recognized that regular use of therapeutic moisturizers helps
maintain skin barrier function, reduces dryness and irritation, and can prevent exacerbations of atopic dermatitis, thereby
improving overall disease control. The Committee noted the availability of many different moisturizing products, variably regulated
as therapeutics or cosmetics, and recognized the need to prioritize the most effective, best tolerated and affordable therapeutic
options. The Committee considered that the rationale used by the applicants to prioritize the proposed glycerol- and urea-based
moisturizers was sufficiently robust and evidence-based. The Committee considered evidence from multiple systematic reviews
that support the efficacy and safety of topical moisturizers, generally, in the treatment of atopic dermatitis. In consideration of
glycerol- and urea-based moisturizers, some evidence suggests that these were associated with improvements in disease severity
and prevention of flare-ups. However, the Committee noted that the quality of evidence varied and that the magnitude of clinical
benefit was modest in some analyses. The safety profile of glycerol- and urea-based moisturizers was considered favourable.
Adverse effects were generally mild and transient. Urea-containing moisturizers were associated with a slightly higher frequency
of local reactions compared with glycerol-containing moisturizers, but both were safe for long-term use. The Committee noted that
while cost-effectiveness data were not provided, the estimated annual treatment costs were considered a reasonable indicator of
feasibility of implementation in national programmes and sufficient to support the decision making. However, affordability remains
a challenge in many resource-constrained settings, particularly where moisturizers are imported and taxed as cosmetics. The
Committee emphasized the importance of local production and regulatory classification as medicinal products to improve access
and affordability. The Committee noted and appreciated the contributions submitted during the public consultation process for the
application, indicating support for the proposal to include glycerol- and urea-based moisturizers on the Model Lists. The Expert
Committee therefore recommended the inclusion of glycerol- and urea-based moisturizing creams on the EML and EMLc for the

treatment of atopic dermatitis based on evidence of benefit, acceptable safety and public health need. Recommended formulations
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are creams containing 15% to 20% glycerol and creams containing 5% urea and with regulatory approval as emollients. The
Committee emphasized the importance of ensuring access to affordable, quality-assured therapeutic moisturizers as part of
comprehensive management of atopic dermatitis, particularly in resource-constrained settings. Any future applications for
inclusion of new therapeutic moisturizers should consider glycerol- and urea-based formulations as the standard comparator, given

their established efficacy, safety, and affordability profile.

Background

Urea (10% cream and ointment) was added to the EML in 1995 and to the EMLc in 2007 as a keratolytic agent (1,2). A5%
strength was added in 2011 (3). Glycerol-based topical moisturizers have not previously been considered for inclusion on the

Model Lists as topical moisturizers.

Public health relevance

According to the Global Burden of Disease Study, 171 million individuals were affected with atopic dermatitis in 2019, with age-
standardized prevalence and incidence rates that were relatively stable from 1990 to 2019. Prevalence rates show some regional
trends, with the highest prevalence reported in the Asian Pacific and Central Asian regions, and the lowest prevalence reportedin
the Africanregion (4). Individuals with atopic dermatitis have a reduced quality of life (5-8), where the stigma associated with its
visibility and itch affects sufferers (9, 10). Sleeplessness may lead to poor work functioning and decreased skills (11), school
absenteeism and lower learning outcomes in children (12). Untreated atopic dermatitis can be associated with secondary skin and
systemic infections (13). Furthermore, eczema is a time-consuming and costly disease to treat (6), similar to the costs of other

chronic diseases (14).

Benefits

The application identified seven systematic reviews published between 2015 and 2023 that evaluated the effectiveness and
safety of topical moisturizers (15-21). Findings from a 2017 Cochrane systematic review of 77 randomized controlled trials (6603
participants) that evaluated the effects of moisturizers for the treatment of eczema are summarized below (17). The other
systematic reviews identified in the application were either published before the Cochrane review or did not report outcomes
specifically for glycerol- and urea-based moisturizers. All reviews provided evidence of the beneficial effects of moisturizers
generally in the treatment of atopic dermatitis. For the comparison of moisturizers versus no moisturizer, there was low-certainty
evidence that moisturizer use was effective in reducing disease severity compared with no moisturizers as assessed using Scoring
Atopic Dermatitis (SCORAD) scores (mean difference (MD) -2.42, 95% confidence interval (Cl) -4.55 to -0.28; three randomized
controlled trials, 276 participants). However, the minimal important difference in SCORAD score (8.7) was not met. For the
comparison of all moisturizers versus vehicle, placebo or no moisturizer, there was high-certainty evidence that moisturizers were
associated with reduced investigator-assessed disease severity from baseline (standardized MD (SMD) -1.04,95% Cl -1.57 to
-0.51; 12 randomized controlled trials, 1281 participants), and moderate-certainty evidence of a reduced risk of eczema flare-ups
(risk ratio (RR) 0.33,95% CI 0.17 to 0.62; six randomized controlled trials, 607 participants). There was low-certainty evidence
that moisturizers were associated with lower participant-assessed disease severity (RR 2.46,95% Cl 1.16 to 5.23; five randomized
controlled trials, 572 participants), and that moisturizer use was associated with patient-assessed benefit in terms of reduced itch
(SMD -1.10,95% Cl -1.83 to -0.38; seven randomized controlled trials, 749 participants). There was low-certainty evidence of no
significant differences between treatment groups for patient satisfaction (RR 1.35,95% Cl 0.77 to 2.26; three randomized
controlled trials, 296 participants). For the comparison of urea-containing moisturizer versus vehicle, placebo or no moisturizer,
there was moderate-certainty evidence of improvement in disease severity as assessed by investigators favouring urea-containing
moisturizers (RR 1.40,95% Cl 1.14 to 1.71; one randomized controlled trial, 129 participants). There was low-certainty evidence of
improvement in disease severity as assessed by participants favouring urea-containing moisturizers (RR 1.28,95% Cl 1.06 to 1.53;
one randomized controlled trial, 129 participants). There was also low-certainty evidence that fewer participants using urea-
containing moisturizers experienced a disease flare-up (RR 0.47,95% CI 0.24 t0 0.92; one randomized controlled trial, 44
participants). For the comparison of glycerol-containing moisturizer versus vehicle or placebo, there was high-certainty evidence of
improvement in disease severity as assessed by investigators using SCORAD favouring glycerol-containing moisturizer (MD -2.2,
95% Cl -3.4 to -0.96; one randomized controlled trial, 249 participants), however, the minimal important difference was not met.

There was moderate-certainty evidence of improvement in disease severity as assessed by participants favouring glycerol-



containing moisturizers (RR 1.22,95% Cl 1.01 to 1.48; one randomized controlled trial, 134 participants). For the comparison of
topical active treatment (corticosteroids or calcineurin inhibitors) plus moisturizer versus moisturizer alone, there was moderate-
certainty evidence of improvement in disease severity as assessed by investigators using SCORAD favouring combination
treatment (MD -0.87,95% Cl -1.17 to -0.57; three randomized controlled trials, 192 participants) and low-certainty evidence of
fewer flare-up (RR 0.43, 95%Cl 0.20 to 0.93; one randomized controlled trial, 105 participants).

Harms

Inthe 2017 Cochrane systematic review, for the comparison of all moisturizers versus vehicle, placebo or no moisturizer, there was
moderate-certainty evidence of no significant difference between treatment groups in the number of participants experiencing
adverse events (RR 1.03,95% CI 0.82 to 1.30; 10 randomized controlled trials, 1275 participants). For the comparison of urea-
containing moisturizers versus vehicle, placebo or no moisturizer, there was moderate-certainty evidence of anincreased risk of
adverse events in participants using urea-containing moisturizer (RR 1.65,95% Cl 1.16 to 2.34; one randomized controlled trial,
129 participants). For the comparison of glycerol-containing moisturizers versus vehicle or placebo, there was moderate-certainty
evidence of no significant difference between treatment groups in the number of participants experiencing adverse events (RR
0.90,95% Cl1 0.68 to 1.19; two randomized controlled trials, 385 participants) (17). Moisturizers are generally safe with a
favourable safety profile. The most common adverse effects are mild and transient skin reactions, such as stinging, itching and
redness. These reactions are more likely to occur in patients with impaired skin barrier function, such as those with atopic
dermatitis. Urea-containing creams may cause more frequent adverse events compared with other moisturizers, but these are

typically mild and temporary.

Cost / cost effectiveness

No cost-effectiveness evidence was presented in the application. The application estimated formulation, packaging and production
costs for the proposed moisturizers of around 25-50 euros (€) per year for adults and €18-36 per year for children, assuming use
of about 70-140 g/week in adults and of 50-100 g/week in children. The application reported that in many resource-limited
settings, moisturizing creams are available as imported, over-the-counter cosmetic products and are subject to high taxation,

making them unaffordable for many patients.

WHO guidelines

WHO guidelines for the treatment of atopic dermatitis are not currently available. Various regional treatment recommendations
and national and international guidelines include recommendations for the use of moisturizers as first-line treatment for atopic

dermatitis in adults and children (8,21-23).

Availability

The application reports that the proposed moisturizers are authorized as medicinal products in several European countries, and
pharmacopeial standards for glycerol and urea are available. Topical urea formulations are already included on national essential
medicines lists of more than 30 countries. One commercial brand of glycerol 15% cream was reported in the application to be

available in 32 countries.

1. The use of essential drugs. Report of the WHO Expert Committee, 1995 (including the revised Model list of essential drugs). Gene
va: World Health Organization; 1997 (WHO Technical Report Series, No. 867; https://apps.who.int/iris/handle/10665/41938).

2. The selection and use of essential medicines. Report of the WHO Expert Committee, October 2007 (including the Model List of Es
sential Medicines for Children). Geneva: World Health Organization; 2007 (WHO Technical Report Series, No. 950; https://apps.wh
o.int/iris/handle/10665/43887).

3. The selection and use of essential medicines. Report of the WHO Expert Committee, 2011 (including the 17th WHO Model List of
Essential Medicines and the 3rd WHO Model List of Essential Medicines for Children). Geneva: World Health Organization; 2012 (
WHO Technical Report Series, No. 965; https://apps.who.int/iris/handle/10665/44771).

4. Shin YH, Hwang J, Kwon R, Lee SW, Kim MS, Shin JI et al. Global, regional, and national burden of allergic disorders and their risk fa
ctors in 204 countries and territories, from 1990 to 2019: a systematic analysis for the Global Burden of Disease Study 2019. Allerg
y.2023;78(8):2232-54 (https://doi.org/10.1111/all.15807).

5. Kiebert G, Sorensen SV, Revicki D, Fagan SC, Doyle JJ, Cohen J et al. Atopic dermatitis is associated with a decrement in health-rel
ated quality of life. Int J Dermatol. 2002;41(3):151-8 (https://doi.org/10.1046/j.1365-4362.2002.01436.x).

6.5u JC, Kemp AS, Varigos GA, Nolan TM. Atopic eczema: its impact on the family and financial cost. Arch Dis Child. 1997;76(2):159-
62 (https://doi.org/10.1136/adc.76.2.159).

7.Beattie PE, Lewis-Jones MS. A comparative study of impairment of quality of life in children with skin disease and children with oth
er chronic childhood diseases. Br J Dermatol. 2006;155(1):145-51 (https://doi.org/10.1111/j.1365-2133.2006.07185 ).

8. Al-Afif KAM, Buraik MA, Buddenkotte J, Mounir M, Gerber R, Ahmed HM et al. Understanding the burden of atopic dermatitis in Af



rica and the Middle East. Dermatol Ther (Heidelb). 2019;9(2):223-41 (https://doi.org/10.1007/s13555-019-0285-2).

9. Anderson RT, Rajagopalan R. Effects of allergic dermatosis on health-related quality of life. Curr Allergy Asthma Rep. 2001;1(4):3
09-15 (https://doi.org/10.1007/s11882-001-0041-3).

10. Bender BG, Leung SB, Leung DY. Actigraphy assessment of sleep disturbance in patients with atopic dermatitis: an objective life
quality measure. J Allergy Clin Immunol. 2003;111(3):598-602 (https://doi.org/10.1067/mai.2003.174).

11.Reid P, Lewis-Jones MS. Sleep difficulties and their management in preschoolers with atopic eczema. Clin Exp Dermatol. 1995;20
(1):38-41 (https://doi.org/10.1111/j.1365-2230.1995.tb01280.x).

12. Drucker AM, Wang AR, Li WQ, Sevetson E, Block JK, Qureshi AA. The burden of atopic dermatitis: summary of a report for the Na
tional Eczema Association. J Invest Dermatol. 2017;137(1):26-30 (https://doi.org/10.1016/}.jid.2016.07.012).

13.Faye O, Flohr C, Kabashima K, Ma L, Paller AS, Rapelanoro FR et al. Atopic dermatitis: a global health perspective. J Eur Acad Der
matol Venereol. 2024;38(5):801-11 (https://doi.org/10.1111/jdv.19723).

14. Fivenson D, Arnold RJ, Kaniecki DJ, Cohen JL, Frech F, Finlay AY. The effect of atopic dermatitis on total burden of illness and qual
ity of life on adults and childrenin a large managed care organization. J Manag Care Pharm. 2002;8(5):333-42 (https://doi.org/10.1
8553/jmcp.2002.8.5.333).

15. Lindh JD, Bradley M. Clinical effectiveness of moisturizers in atopic dermatitis and related disorders: a systematic review. Am J
Clin Dermatol. 2015;16(5):341-59 (https://doi.org/10.1007/s40257-015-0146-4).

16. Nankervis H, Thomas KS, Delamere FM, Barbarot S, Rogers NK, Williams HC. Scoping systematic review of treatments for eczem
a. Prog Grants Appl Res. 2016;4(7). (https://doi.org/10.3310/pgfar04070).

17.van Zuuren EJ, Fedorowicz Z, Christensen R, Lavrijsen A, Arents BWM. Emollients and moisturisers for eczema. Cochrane Databa
se Syst Rev.2017;2:CD012119 (https://doi.org/10.1002/14651858.CD012119.pub?2).

18. Fishbein AB, Mueller K, Lor J, Smith P, Paller AS, Kaat A. systematic review and meta-analysis comparing topical corticosteroids
w)ith vehicle/moisturizer in childhood atopic dermatitis. J Pediatr Nurs. 2019;47:36-43 (https://doi.org/10.1016/j.pedn.2019.03.01
8).
19. Tasker F,Brown A, Grindlay DJC, Rogers NK, Harman KE. What’s new in atopic eczema? An analysis of systematic reviews publis
hedin 2018. Part 1: prevention and topical therapies. Clin Exp Dermatol. 2020;45(8):974-9 (https://doi.org/10.1111/ced.14303).
20. Nugroho WT, Sawitri S, Astindari A, Utomo B, Listiawan MY, Ervianti E et al. The efficacy of moisturisers containing ceramide co
mpared with other moisturisers in the management of atopic dermatitis: a systematic literature review and meta-analysis. Indian J D
ermatol. 2023;68(1):53-8 (https://doi.org/10.4103/ijd.ijd_991_22).

21.Sidbury R, Alikhan A, Bercovitch L, Cohen DE, Darr JM, Drucker AM et al. Guidelines of care for the management of atopic dermat
itis in adults with topical therapies. J Am Acad Dermatol. 2023;89(1):e1-e20 (https://doi.org/10.1016/j.jaad.2022.12.029).
22.Wollenberg A, Kinberger M, Arents B, Aszodi N, Avila Valle G, Barbarot S et al. European guideline (EuroGuiDerm) on atopic ecze
ma - part |l: non-systemic treatments and treatment recommendations for special AE patient populations. J Eur Acad Dermatol Ven
ereol. 2022;36(11):1904-26 (https://doi.org/https://doi.org/10.1111/jdv.18429).

23. Atopic eczema in under 12s: diagnosis and management. Clinical guideline CG57 [internet]. London: National Institute for Health
and Care Excellence; 2023 (https://www.nice.org.uk/guidance/cg57).

R



