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Abst rac t
Introduction: Atopic dermatitis (AD) patients have an increased risk of herpes zoster (HZ). The relationship of du-
pilumab, tralokinumab, upadacitinib, and abrocitinib to HZ incidence in AD patients remains unclear. 
Aim: To evaluate and compare the incidence and risk of HZ among patients with moderate to severe atopic der-
matitis treated with advanced systemic therapies.
Material and methods: Systematic searches were conducted in Ovid Medline and Embase. The primary outcome 
was incidence of HZ in patients with moderate to severe AD receiving placebo or the aforementioned treatments. 
A frequentist random-effects NMA was conducted with odds ratio. 
Results: Our search identified 16 trials comprising 10,689 patients. Upadacitinib was associated with a dose-de-
pendent increase in the incidence of HZ compared to placebo (OR = 2.55 [1.09, 5.95] and (OR = 4.29 [1.89, 9.74], 
respectively) and compared to various dupilumab doses (OR = 4.48 [1.29, 15.57], 3.61 [1.28, 10.18] and 7.54 [2.21, 
25.68], 6.09 [2.24, 16.52], respectively). Upadacitinib 30 mg was associated with a higher incidence of HZ when 
compared to upadacitinib 15 mg (OR = 1.68 [1.19, 2.38]). Abrocitinib 200 mg was associated with a higher increase 
in HZ compared to placebo (OR = 3.34 [1.34, 8.31]). According to SUCRA ranks, both JAK-1 inhibitors had a higher 
cumulative incidence of HZ compared to dupilumab.
Conclusions: JAK-1 inhibitors are associated with a significantly higher incidence of HZ compared to dupilumab 
and placebo. Our results suggest that recombinant HZ vaccination should be highly considered for all adult patients 
prior to starting oral JAK-1 inhibitors.
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Introduction

Atopic dermatitis (AD) is a chronic inflammatory skin 
disease characterized by pruritus, xerosis, recurrent and/
or persistent erythematous papules and plaques among 
other clinical features [1]. AD is predominantly mediated by 
a type 2 immune response with increased production of pro-
inflammatory cytokines, particularly interleukin (IL) 4 (IL-4) 
and IL-13 [2]. These cytokines are mediated by the JAK-STAT 
signaling pathway with Janus kinase 1 being the key intra-
cellular protein that mediates cytokine receptor signaling 
for IL-4 and IL-13 [2].

Mild AD is generally treated with topical treatments 
[3, 4]. However, patients with moderate to severe AD of-

ten require systemic and/or advanced therapies includ-
ing biologic agents (dupilumab and tralokinumab) or 
selective Janus kinase-1 (JAK-1) inhibitors such as abroci-
tinib and upadacitinib [5].

JAK inhibitors are small molecules that target four 
intracellular proteins (JAK1, JAK2, JAK3, and tyrosine ki-
nase 2), thereby interfering with the JAK-STAT pathway in 
lymphocytes. The JAK-STAT pathway regulates the activa-
tion and differentiation of T and B lymphocytes and the 
monocyte/macrophage compartment. This is relevant for 
both innate and adaptive immune responses against dif-
ferent pathogens; in the context of herpes zoster (HZ), 
advanced AD therapies target pathways associated with 
the immunity. The inhibition of the JAK-STAT pathway has 
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been implicated in an increased risk of HZ, with this rela-
tionship being demonstrated in upadacitinib treatment 
of rheumatoid arthritis [6, 7]. Additionally, HZ has been 
associated with a statistically significant increase in IL-4, 
indicating that IL-4 may play a role in protecting against 
HZ [8]. As such, IL-4 inhibition may also be associated 
with an increased risk of HZ.

Aim

We performed a systematic review and network 
meta-analysis of randomized controlled trials (RCTs) 
to evaluate and compare the incidence and risk of HZ 
among patients with moderate to severe AD treated with 
advanced systemic therapies. 

Material and methods

This systematic review and meta-analysis were per-
formed according to the Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) guide-
lines (Figure 1) [9]. The protocol was registered in the 
PROSPERO international prospective register of system-
atic reviews (CRD42022355842).

Search strategy

Systematic searches were conducted in Ovid MED-
LINE and Embase from inception to December 10, 2022. 
The last search was performed on December 16, 2022. 
The full electronic search strategy used for each database 
is available in the supplement (Supplementary 1). 

Eligibility criteria

We included RCTs, open label clinical trials and pro-
spective cohort studies that included patients with AD 
who were given dupilumab, tralokinumab, abrocitinib, or 
upadacitinib. We did not include any time restrictions. 
Sensitive eligibility criteria were used for the title and ab-
stract screening. All studies that reported the incidence 
of HZ were selected for full text screening. A study was 
included in the meta-analysis if it reported 1) quantita-
tive data on the incidence of HZ in patients with AD and 
2) had both a placebo/control group and an intervention 
group that included at least one of the eligible advanced 
therapies (dupilumab, tralokinumab, abrocitinib, or upa-
dacitinib). 

Screening

Two reviewers (N.N. and D.M.) independently as-
sessed all titles and abstracts for relevance according 
to the sensitive eligibility criteria. When duplicates were 
identified, the most recent study was included. Full-text 
screening was performed by the same two reviewers 
(N.N. and D.M.) in accordance with established eligibility 

criteria. Disagreements during screening were resolved 
by a third reviewer (E.S.).

Data extraction

Two reviewers (N.N. and D.M.) independently ex-
tracted the relevant data from the eligible studies into 
a standardized Microsoft Excel file. Disagreements were 
resolved following discussion, and the final decision was 
reached via consensus with the third reviewer (E.S.). The 
extracted data included study design and characteristics 
(first author, date of publication), number, sex, age, inci-
dence rate of HZ in control and intervention groups and 
follow-up period (Supplementary 2).

Primary outcome

The primary outcome was the incidence of HZ in:  
1) control/placebo with AD or 2) patients with AD re-
ceiving at least one of the following agents: dupilumab, 
tralokinumab, abrocitinib, or upadacitinib. 

Risk of bias assessment

Risk of bias was assessed independently by two re-
viewers (D.M. and E.S.) using the Cochrane Risk of Bias 
2 Tool [10]. The following five domains were evaluated 
for having low, some concerns or high risk of bias: risk 
of bias arising from the randomization process, risk of 
bias due to deviations from the intended interventions, 
missing outcome data, risk of bias in measurement of 
the outcome, risk of bias in the selection of the reported 
result (Supplementary 3). 

Data synthesis

We conducted all analyses in Stata (StataCorp., Ver-
sion 17) [11]. For our primary outcome of interest, we ex-
pressed our effect estimates as odds ratios (ORs) with 
corresponding 95% confidence intervals (CIs), to assess 
which interventions were associated with a lower inci-
dence of herpes. Our reference comparator was the pla-
cebo intervention.

We conducted random-effects, frequentist NMAs, i.e., 
multivariate meta-analysis, for the outcome, incidence of 
HZ, assuming a common heterogeneity parameter [12, 
13] with the mvmeta command [14, 15] and network suite 
6 in Stata. We first used the global test of the “design-by-
treatment” model to check the coherence assumption in 
our entire network [16]. We then ran the node-splitting 
model to assess for incoherence between direct and in-
direct effect estimates [8, 9]. If incoherence was observed 
between direct and indirect effect estimates, we used the 
IF plot to assess loop-specific incoherence [17]. Ranking 
probabilities for the interventions in our two networks 
were estimated using the surface under the cumulative 
ranking curve (SUCRA) values, mean ranks and ranko-
grams [14, 17]. 
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For the purposes of this analysis, different dosages 
of certain advanced systemic therapies were classified 
as unique interventions to elucidate any possible dose-
dependent effects. Additionally, we combined arms for 
multi-arm trials which examined the same intervention, 
by combining the number of patients and sample sizes 
across the respective arms. Studies with 0 patients in 
both arms were automatically excluded from the analysis 
by the statistical software program. Lastly, the transitiv-
ity assumption was completed based on the quantity of 
trials included in the review. 

Figure 1. PRISMA flow diagram
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Figure 2. Network map for the risk of HZ by various inter-
ventions; both direct and indirect comparisons. The node 
size (circle size) reflects the number of patients allocated 
to the group, whereas the connection size (line thickness) 
is in proportion to each direct comparison
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Results

The literature search yielded 183 unique records. 
After screening titles and abstracts, 35 articles were re-
trieved for full-text evaluation; 16 studies satisfied the 
predetermined eligibility criteria and 14 were included in 
this meta-analysis as shown in the PRISMA flow diagram 
(Figure 1). After eligibility criteria were applied, our final 
search yielded no studies that included tralokinumab. 
A network map was created to show the associations 
and their strengths between all groups for the network 
meta-analysis (Figure 2).

Study characteristics

The studies included a combined total of 10,689 pa-
tients with a mean age of 35 years and 58.7% male. The 
mean follow-up period of the studies was 30.2 weeks. Ad-
ditional details and baseline characteristics are presented 
in Supplementary 2.

Quality assessment

Based on the Cochrane Risk of Bias Tool [10], the 
methodological quality of most of the studies was high 
with low risk of bias with some papers demonstrating 
some concerns regarding bias. A final judgment for each 
paper was then made for overall risk of bias. Discrepan-
cies were resolved via reviewing studies in consensus.  
Two RCT papers demonstrated a high risk of bias, with 
one paper only providing interim results for the clinical 
trial. Both prospective cohort studies included in this pa-
per were considered high risk of bias, but these papers 
were only included in the systematic review and not the 
network meta-analysis. Details of the quality assess-
ments can be found in Supplementary 3.

Incidence of herpes zoster

When compared to placebo, all treatment arms except 
dupilumab 300 mg every 4 weeks, and abrocitinib 100 mg 
once daily demonstrated a statistically significant associ-
ation with an increased risk of HZ, according to the forest 
plot (Figure 3). However, it should be noted that although 
dupilumab 300 mg weekly and dupilumab 300 mg  
every 2 weeks demonstrated a statistically significant as-
sociation, the ORs were close to the no-effect line (2.02 
[1.04, 3.92] and 1.77 [1.02, 3.05], respectively). 

JAK-1 inhibitors

Upadacitinib at 15 mg and 30 mg doses were asso-
ciated with an increased risk of HZ when compared to 
placebo, and when compared to dupilumab weekly and 
every 2 weeks (Table 1). Our results also showed a dose-
dependent effect with upadacitinib. While both the 15 mg  
and 30 mg doses were associated with a significant in-
crease in HZ compared to placebo; upadacitinib 30 mg 
resulted in a higher incidence of HZ compared to the  
15 mg dose (Table 1). 
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Treatment and dose  OR 95% CI 

Abrocitinib 10–30 mg daily vs. placebo   130.55 (0.00, 4142739.50) 

Abrocitinib 100 mg daily vs. placebo  4.46 (0.88, 22.57) 

Abrocitinib 200 mg daily vs. placebo   28.20 (1.34, 592.23) 

Dupilumab 300 mg q4w vs. placebo   2.04 (0.47, 8.90) 

Dupilumab 300 mg weekly vs. placebo   2.02 (1.04, 3.92) 

Dupilumab 300 mg q2w vs. placebo   1.77 (1.02, 3.05) 

Upadacitinib 15 mg daily vs. placebo   12.79 (1.47, 110.87) 

Upadacitinib 30 mg daily vs. placebo   73.14 (2.17, 2466.29) 

Figure 3. Forest plot showing risk of Herpes zoster for various interventions compared to placebo 
 CI – confidence interval, OR – odds ratio.
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Table 1. League table

Upadacitinib 
30 mg

Upadacitinib 
15 mg

Dupilumab 
300 mg q2w

Dupilumab 
300 mg weekly

Dupilumab 
300 mg q4w

Abrocitinib 
200 mg

Abrocitinib 
100 mg

Abrocitinib 
10 - 30mg

Placebo

Upadacitinib 
30 mg

0.59
(0.42, 0.84)

0.13
(0.04, 0.45)

0.16
(0.06, 0.45)

0.17
(0.02, 1.48)

0.78
(0.23, 2.61)

0.35
(0.09, 1.34)

1.13
(0.12, 11.04)

0.23
(0.10, 0.53)

1.68
(1.19, 2.38)

Upadacitinib 
15 mg

0.22
(0.06, 0.78)

0.28
(0.10, 0.78)

0.28
(0.03, 2.53)

1.31
(0.38, 4.49)

0.59
(0.15, 2.30)

1.91
(0.19, 18.80)

0.39
(0.17, 0.92)

7.54
(2.21, 25.68)

4.48
(1.29, 15.57)

Dupilumab 
300 mg q2w

1.24
(0.36, 4.23)

1.26
(0.14, 11.05)

5.87
(2.08, 16.51)

2.62
(0.76, 9.03)

8.56
(0.91, 80.61)

1.76
(0.67, 4.59)

6.09
(2.24, 16.52)

3.61
(1.28, 10.18)

0.81
(0.24, 2.75)

Dupilumab 
300 mg weekly

1.01
(0.12, 8.87)

4.74
(1.34, 16.79)

2.12
(0.52, 8.61)

6.91
(0.69, 69.66)

1.42
(0.56, 3.62)

6.01
(0.67, 53.48)

3.57
(0.40, 32.14)

0.80
(0.09, 7.01)

0.99
(0.11, 8.63)

Dupilumab 
300 mg q4w

4.67
(0.51, 42.85)

2.09
(0.21, 20.82)

6.82
(0.36, 129.48)

1.40
(0.18, 10.97)

1.29
(0.38, 4.32)

0.76
(0.22, 2.61)

0.17
(0.06, 0.48)

0.21
(0.06, 0.75)

0.21
(0.02, 1.96)

Abrocitinib 
200 mg

0.45
(0.19, 1.04)

1.46
(0.18, 11.81)

0.30
(0.12, 0.75)

2.87
(0.75, 11.07)

1.71
(0.43, 6.69)

0.38
(0.11, 1.31)

0.47
(0.12, 1.92)

0.48
(0.05, 4.76)

2.23
(0.96, 5.20)

Abrocitinib 
100 mg

3.26
(0.39, 27.12)

0.67
(0.23, 1.98)

0.88
(0.09, 8.57)

0.52
(0.05, 5.14)

0.12
(0.01, 1.10)

0.14
(0.01, 1.46)

0.15
(0.01, 2.79)

0.69
(0.08, 5.55)

0.31
(0.04, 2.55)

Abrocitinib 
10 - 30mg

0.21
(0.02, 1.72)

4.29
(1.89, 9.74)

2.55
(1.09, 5.95)

0.57
(0.22, 1.49)

0.71
(0.28, 1.80)

0.71
(0.09, 5.60)

3.34
(1.34, 8.31)

1.49
(0.50, 4.42)

4.87
(0.58, 40.90)

Placebo

League table showing the comparative risk of HZ included for different interventions in this network meta-analysis. Upadacitinib 15 mg and 30 mg caused a sig-
nificant increase in HZ when compared to various frequencies of dupilumab and placebo. Abrocitinib 200 mg caused a significant increase in HZ when compared 
to placebo. Bold text represents statistically significant comparisons, while non-bold boxes indicate non-statistically significant comparisons.

Abrocitinib 200 mg once daily also resulted in a sta-
tistically significant increase in HZ when compared to pla-
cebo (Figure 3, Table 1). Additionally, abrocitinib 100 mg 
and 200 mg illustrate a potential dose-dependent effect 
where abrocitinib 200 mg resulted in a higher incidence 
of HZ than abrocitinib 100 mg (Figure 3, Table 2). 

IL-4/13 inhibitors

Dupilumab administered weekly and every 2 weeks 
had a statistically significant increase in HZ incidence 
when compared to placebo. However, dupilumab every  
4 weeks crossed the no-effect line, losing statistical sig-
nificance for assessing HZ incidence (Figure 3).

Overall, there is a clear demarcation between IL-4/13 
inhibitor (dupilumab) and the JAK-1 inhibitors (abrocitinib 
and upadacitinib) that were evaluated by this study. 

Discussion

We report a network meta-analysis examining the 
risk of HZ in patients with AD being treated with either 
dupilumab, upadacitinib or abrocitinib including data 
from over 10,000 patients in 14 separate trials. The re-
sults demonstrate a statistically significant increase of 
HZ with JAK-1 inhibitors when compared to placebo or 
dupilumab administered weekly or every 2 weeks. 
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HZ is associated with acute and long-term symptoms 
including post-herpetic neuralgia and potentially rare life-
threatening complications such as encephalitis [18]. Due 
to the immunomodulatory effects of IL-4/13 inhibitors 
and JAK-1 inhibitors, the immune response against the 
varicella zoster virus may be impaired in patients receiv-
ing these treatments. Patients with AD are more prone to 
HZ and therefore, investigating the risk of developing HZ 
in AD patients treated with either IL-4/13 or JAK-1 inhibi-
tors will further elucidate the safety of these treatments 
in this population and may further inform clinical prac-
tice and decision making when considering treatment 
options for AD.

Overall, according to SUCRA rankings, upadacitinib 
30 mg once daily, abrocitinib 200 mg once daily, and upa-
dacitinib 15 mg once daily are the most, second most, 
and third most likely drugs to increase the risk of HZ in 
patients with AD (Table 2). These differences were statis-
tically significant compared to placebo. Contrarily, dupil-
umab is the least likely to cause HZ compared to all other 
treatments and placebo.

Upadacitinib was shown to have a dose-dependent 
effect in increasing incidence of HZ. Upadacitinib 30 mg 
is associated with a higher risk of HZ (mean SUCRA rank 
of 8) compared to upadacitinib 15 mg (mean SUCRA rank 
of 6.2) (Table 2). Upadacitinib has been shown to in-
crease the risk of HZ in inflammatory bowel disease and 
rheumatoid arthritis [7, 19]. Our review is the first NMA 
to demonstrate a statistically significant dose-dependent 
increase in HZ in patients with AD receiving upadacitinib. 

A dose-dependent increased incidence of HZ was also 
observed with abrocitinib. Abrocitinib 200 mg is associ-
ated with a higher risk of HZ (mean SUCRA rank of 7.2) 
compared to abrocitinib 100 mg (mean SUCRA rank of 4.7) 
(Table 2). Abrocitinib at very low doses of 10 mg or 30 mg 
daily (ABLOW) seemed to have results inconsistent with 
the rest of the data. However, since these dosages are not 

used clinically, the sample size for this group was incred-
ibly small, creating large confidence intervals and incon-
clusive results. These doses were prepared specifically for 
the early phase 2 trials as the typical abrocitinib doses in 
clinical practice are 100 mg or 200 mg once daily.

While dupilumab 300 mg weekly and dupilumab 
300 mg every two weeks demonstrated a statistically 
increased risk of HZ compared to placebo, the ORs were 
close to no-effect. Dupilumab every 4 weeks had no sta-
tistically significant difference in HZ when compared to 
placebo. Although it might be expected for the placebo to 
have the lowest rate of HZ, the SUCRA ranks showed the 
dupilumab intervention groups having higher probabili-
ties of curtailing the incidence of HZ when compared to 
placebo. A possible reason for these unanticipated results 
could be that targeted treatment with dupilumab amelio-
rates the epidermal barrier dysfunction in AD. 

Antiviral innate defenses are associated with type 1 
interferons (e.g. IFN-α and IFN-β) and type 2 interferons 
(e.g. IFN-γ) [20]. These interferons rely upon the JAK-1 sig-
naling; the adaptive response to viruses is predominantly 
related to Th1 cytokines (e.g. IFN-γ) whose intracellular 
pathway is mediated by JAK 1 and 2 [21]. Additionally, 
antiviral CD8+ T cells require activation of JAK pathways 
[22]. Therefore, JAK pathway inhibition could be associ-
ated with an increased susceptibility to viral infections, 
dissemination and reactivation.

Our research shows that JAK-1 inhibitors have a sta-
tistically significant increase in HZ in AD patients, and 
considering the complications associated with HZ, such 
as post-herpetic neuralgia, we believe that clinicians 
should consider this when deciding between prescribing 
IL-4/13 inhibitors and JAK-1 inhibitors. This is especially 
true for those at increased risk of HZ such as patients 
above 50 years of age. 

The recombinant HZ vaccine has been shown to be 
safe and effective in reducing the incidence and severity 
of HZ and post-herpetic neuralgia [23, 24]. Considering 
the significant increase of HZ incidence in those using 
JAK-1 inhibitors, our research confirms the ongoing clini-
cal consensus to use the recombinant zoster vaccine for 
AD patients undergoing treatment with JAK-1 inhibitors. 
This would also alleviate the burden on patient quality 
of life and optimizes the use of healthcare resources as 
the HZ vaccine is a relatively cheaper, low-risk and low-
patient burden intervention. 

This network meta-analysis has several limitations. 
Firstly, the small sample size of our study was restric-
tive as it prevented the assessment of the transitivity 
assumption and the examination of the substantial 
heterogeneity observed through sub-group analyses 
and meta-regression. This limitation, coupled with the 
incoherence observed in some loops highlights a limited 
power in our analysis at addressing the comparative ef-
fectiveness of included interventions. Another possible 
limitation is the inclusion of 2 trials that had a high risk 

Table 2. SUCRA table

Treatment SUCRA Pr (Best) Mean 
rank

Dupilumab q2w 87.2 37.9 2.0

Dupilumab weekly 80.3 20.7 2.6

Dupilumab q4w 73.8 35.7 3.1

Placebo 67.6 1.9 3.6

Abrocitinib 100 mg 53.1 2.1 4.7

Upadacitinib 15 mg 34.5 0.0 6.2

Abrocitinib 200 mg 22.2 0.0 7.2

Upadacitinib 30 mg 12.7 0.0 8.0

Surface Under the Cumulative Ranking Curve (SUCRA) ranks showing the 
probability of each treatment group causes the least incidence of HZ (highest 
to lowest). Abrocitinib 100 mg with SUCRA 53.1, versus abrocitinib 200 mg 
with SUCRA 22.2 implies a dose-dependent effect. Upadacitinib 15 mg with 
SUCRA 34.5 versus upadacitinib 30 mg with SUCRA 12.7 show a similar dose-
dependent effect.
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of bias; however, as these results are consistent with all 
the other studies, the quality of those two trials is un-
likely to influence the overall robustness of results. An-
other limitation of our NMA is the over-representation 
of dupilumab as there were more studies evaluating 
dupilumab than JAK-1 inhibitors. The earlier approval 
of dupilumab for AD treatment could contribute to the 
paucity of literature for JAK-1 inhibitors, ultimately re-
sulting in a more robust dataset for dupilumab. This 
over-representation could be mitigated by further re-
search of JAK-1 inhibitors and other biologics like IL-13 
inhibitors (e.g. tralokinumab or lebrikizumab) for treat-
ment of AD.

Conclusions

Usage of JAK-1 selective inhibitors such as abroci-
tinib and upadacitinib have a significantly increased risk 
of HZ when compared to dupilumab. A dose-dependent 
response was demonstrated with the JAK-1 inhibitors. Cli-
nicians should consider these findings when considering 
advanced therapies for patients with moderate to severe 
AD. Recombinant vaccines against HZ should be strongly 
considered prior to initiating JAK-1 inhibitors. 

Acknowledgments

Daud Manzar, Nikhil Nair and Emmanuel Suntres – 
equally contributing authors.

Funding sources: Division of Dermatology, McMaster 
University, Hamilton, Ontario, Canada.

Conflict of interest

Dr. Mohannad Abu-Hilal received honoraria, was 
a speaker and/or attended the advisory board for Gal-
derma, Pfizer, Medexus, Janssen, Leo, Sanofi, Lilly AbbVie, 
Janssen, Sun Pharma, L’Oreal and Novartis.

Daud Manzar, Nikhil Nair, and Emmanuel Suntres and 
Myanca Rodrigues declare no conflict of interest.

References

1. Spergel JM, Paller AS. Atopic dermatitis and the atopic 
march. J Allergy Clin Immunol 2003; 112 (6 Suppl): S118-27. 

2. Dubin C, Del Duca E, Guttman-Yassky E. The IL-4, IL-13 and 
IL-31 pathways in atopic dermatitis. Expert Rev Clin Immunol 
2021; 17: 835-52. 

3. Sher LG, Chang J, Patel IB, et al. Relieving the pruritus of 
atopic dermatitis: a meta-analysis. Acta Derm Venereol 
2012; 92: 455-61. 

4. He A, Feldman SR, Fleischer AB. An assessment of the use 
of antihistamines in the management of atopic dermatitis. 
J Am Acad Dermatol 2018; 79: 92-6. 

5. Puar N, Chovatiya R, Paller AS. New treatments in atopic 
dermatitis. Ann Allergy Asthma Immunol 2021; 126: 21-31. 

6. Sunzini F, McInnes I, Siebert S. JAK inhibitors and infections 
risk: focus on herpes zoster. Ther Adv Musculoskelet Dis 
2020; 12: 1759720X20936059. 

7. Winthrop KL, Nash P, Yamaoka K, et al. Incidence and risk 
factors for herpes zoster in patients with rheumatoid arthri-
tis receiving upadacitinib: a pooled analysis of six phase III 
clinical trials. Ann Rheum Dis 2022; 81: 206-13. 

8. Zajkowska A, Garkowski A, Świerzbińska R, et al. Evaluation 
of chosen cytokine levels among patients with herpes zoster 
as ability to provide immune response. PLoS One 2016; 11: 
e0150301. 

9. Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020 
statement: an updated guideline for reporting systematic 
reviews. BMJ 2021; 372: n71. 

10. Sterne JAC, Savović J, Page MJ, et al. RoB 2: a revised tool 
for assessing risk of bias in randomised trials. BMJ 2019; 
366: l4898. 

11. StataCorp. Stata Statistical Software. College Station, TX: 
StataCorp LLC; 2021. 

12. White IR, Barrett JK, Jackson D, Higgins JPT. Consistency and 
inconsistency in network meta-analysis: model estimation 
using multivariate meta-regression. Res Synth Methods 
2012; 3: 111-25. 

13. White IR. Network Meta-analysis. Stata J 2015; 15: 951-85. 
14. Chaimani A, Higgins JPT, Mavridis D, et al. Graphical tools for 

network meta-analysis in STATA. PLoS One 2013; 8: e76654. 
15. Chaimani A, Mavridis D, Salanti G. A hands-on practical tu-

torial on performing meta-analysis with Stata. BMJ Ment 
Health 2014; 17: 111-6. 

16. Higgins JPT, Jackson D, Barrett JK, et al. Consistency and in-
consistency in network meta-analysis: concepts and models 
for multi-arm studies. Res Synth Methods 2012; 3: 98-110. 

17. Chaimani A, Salanti G. Visualizing assumptions and results 
in network meta-analysis: the Network Graphs Package. 
Stata J 2015; 15: 905-50. 

18. Weinberg JM. Herpes zoster: epidemiology, natural history, 
and common complications. J Am Acad Dermatol 2007; 57 
(6 Suppl): S130-5. 

19. Din S, Selinger CP, Black CJ, Ford AC. Systematic review with 
network meta-analysis: risk of Herpes zoster with biologi-
cal therapies and small molecules in inflammatory bowel 
disease. Aliment Pharmacol Ther 2023; 57: 666-75. 

20. Lee AJ, Ashkar AA. The dual nature of type I and type II Inter-
ferons. Front Immunol 2018; 9: 2061. 

21. Morris R, Kershaw NJ, Babon JJ. The molecular details of cy-
tokine signaling via the JAK/STAT pathway. Protein Sci Publ 
Protein Soc 2018; 27: 1984-2009. 

22. Kaech SM, Cui W. Transcriptional control of effector and 
memory CD8+ T cell differentiation. Nat Rev Immunol 2012; 
12: 749-61. 

23. Morrison VA, Johnson GR, Schmader KE, et al. Long-term 
persistence of zoster vaccine efficacy. Clin Infect Dis 2015; 
60: 900-9. 

24. Ouzzani M, Hammady H, Fedorowicz Z, Elmagarmid A. Rayy-
an – a web and mobile app for systematic reviews. Syst Rev 
2016; 5: 210. 


