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ABSTRACT

Background: The recently published PROMUSE study performed by the GA 2 LEN UCARE (Urticaria 
Centers of Reference and Excellence) and ADCARE (Angioedema Centers of Reference and Excel-
lence) networks found that patient-reported outcome measures (PROMs) are underused in clinical 
practice for atopic dermatitis (AD) and chronic urticaria (CU). The reasons for this remain unknown.
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We studied why physicians have reservations about using PROMs, how PROM use is affected by the 
barriers they perceive, and what the physician demographics/characteristics associated with these 
barriers are.

Methods: This is an observational, cross-sectional study where the PROMUSE questionnaire was 
used and applied to physicians from 45 specialized centers worldwide. Of the 2534 physicians 
surveyed in the PROMUSE study, 474 who treated patients with AD and CU were included in the 
analysis.

Results: For the 474 physicians who treat AD and CU patients, the most common issues 
perceived as primary barriers to PROM use were “time constraints” (n = 455/474), “not mandated 
to complete” (n = 428/474), and “patients dislike PROMs” (n = 425/474). Higher rates of barrier 
perception were observed for males, younger physicians, and non-specialist physicians. The more 
barriers physicians perceive, the less frequently PROMs are used, with a strong and significant 
negative correlation between the number of barriers perceived and the frequency of PROM use. 
Two of the 15 perceived barriers significantly prevented using PROMs: the belief that PROMs 
constrain the doctor-patient relationship and the belief that patients dislike them.

Conclusions: The underutilization of PROMs in AD and CU is strongly driven by physicians’ 
perceptions that patients dislike them and that they constrain the doctor-patient relationship. This 
suggests physicians may have deeper insights into the practical shortcomings of current in-
struments. Therefore, rather than solely focusing on physician education, existing AD and CU 
PROMs urgently require re-evaluation and co-development with direct patient involvement (eg, 
Core Outcome Sets) to ensure they are genuinely patient-centered and clinically relevant.

Keywords: Atopic dermatitis, Barriers, Chronic urticaria, Dermatology, Patient-reported 
outcome measures

INTRODUCTION

Chronic urticaria (CU) and atopic dermatitis 
(AD) cause substantial quality-of-life impairment, 
accounting for 4 and 12 million disability-adjusted 
life years (DALY) in 2021, which is 0.14% and 0.4% 
of the global health burden, respectively. 1–3 

Though not fatal, the chronicity and prevalence 
of these disorders make them major contributors 
within dermatology, underscoring the profound 
impact of symptoms such as itch, sleep 
disturbance, and psychological distress. 1 Patient-
reported outcome measures (PROMs) capture 
these impacts but remain rarely used. PROMs for 
allergic diseases need to be utilized more. 4 Only 
14% of physicians use PROMs for AD or CU, and 
half do so only “rarely” or “sometimes,” with the 
main barriers being time constraints (80–83%), 
patient dislike (52–60%), and lack of system 
integration (58–60%).

Our study seeks to elucidate how physician-
related factors influence the implementation of 
PROMs in clinical practice by: 1) characterizing 
the physician profile, including individual attri-
butes (eg, age, sex) and professional character-
istics (eg, specialty, practice type, years of 
experience), associated to the perception of 
barriers; 2) assessing the extent to which these 
perceived barriers affect the frequency of PROM 
usage in CU and AD management; and 3) iden-
tifying whether certain barriers have a more sig-
nificant impact than others.

METHODS
Study design and settings

Information about the study design, partici-
pants, and the questionnaire has been described 
elsewhere. 4 In brief, this was a global cross-
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sectional survey distributed across 72 medical 
centers in 73 countries.

Study participants and network contributions

Participants were recruited from several estab-
lished global networks specializing in allergic and 
inflammatory diseases:

Specialized Centers: 45 centers were affiliated 
with the Urticaria Centers of Reference and 
Excellence (UCARE), Atopic Dermatitis Centers of 
Reference and Excellence (ADCARE), and 
Angioedema Centers of Reference and Excellence 
(ACARE) networks.

General and Regional Networks: 28 centers 
consisted of physicians affiliated with the Allergic 
Rhinitis and Its Impact on Asthma (ARIA) network 
and various Latin American centers.

Inclusion and exclusion criteria

To ensure the expertise of the respondents, 
inclusion was limited to physicians who actively 
treat AD and/or CU in their clinical practice. Spe-
cifically, for physicians recruited via the ARIA 
network, inclusion was restricted to allergists who 
confirmed they manage AD/CU during consulta-
tions. The survey was further disseminated 
through these centers to local and regional net-
works, encompassing dermatology and allergol-
ogy clinics to capture a broad range of clinical 
settings.

Statistical power and sample size

This study is an exploratory secondary analysis of 
the PROMUSE dataset. 4 The final sample size of 
N = 474 was determined by the number of 
physicians from the parent study who met the 
inclusion criteria for AD and CU. To ensure the 
stability of the multivariable regression models, 
sample adequacy was assessed using the Events 
Per Variable (EPV) criterion. Given the high 
prevalence of the primary barriers (event rates 
>85%, resulting in >400 “events”), the sample 
provided sufficient power to include our selected 
independent predictors while maintaining an EPV 
ratio significantly higher than the recommended 
10:1 or 15:1 threshold for stable parameter 
estimation.

Handling of data integrity and quality control

To ensure rigorous data integrity and prevent 
duplicate responses across the participating global 
networks (UCARE, ADCARE, ACARE, and ARIA), 
the survey was administered using the Ques-
tionPro platform (QuestionPro Inc., Seattle, WA, 
USA). The "Anti-Ballot Box Stuffing" (ABBS) security 
feature was enabled to restrict multiple sub-
missions from a single participant. This was imple-
mented primarily through browser-based cookie 
tracking, which identifies if a survey has already 
been completed on a specific device. Additionally, 
redundant responses were monitored via IP 
address filtering and a manual review of participant 
demographics (eg, name, institution, and email). 
This multi-layered approach was chosen to ensure 
that while duplicate entries were blocked, multiple 
unique experts operating within the same shared 
institutional network or hospital facility could still 
provide individual, valid responses.

Variables

The variables included in the present study 
were: 1) Frequency of use: Physicians were asked 
how often they use PROMs, with 5 answer options 
(never, rarely, sometimes, often, and always); 2) 
Barriers to using PROMs: For 15 barriers, physi-
cians were asked, “What are the main barriers to 
using PROMs?” Response options were Yes or No; 
and 3) Demographic data. It is important to note 
that the questionnaire utilized for this study was 
not formally validated prior to deployment. 
Furthermore, the survey design relied on a binary 
format and did not include free-text response 
options, which precluded the collection of quali-
tative or nuanced explanations from physicians 
regarding their perceptions or the specific short-
comings of existing PROMs.

Descriptive analysis

The perception of each barrier was analyzed 
using the chi-square test of independence for its 
association with physician characteristics (gender, 
age, practice type, specialty, and years of 
experience).

Logistic regression

The most frequent barriers to the use of PROMs 
perceived by physicians were used as dependent
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variables of logistic regression models to analyze 
the impact of sex, age, type of consultation, spe-
cialty type (specialist, family medicine doctor, 
dermatologist, pulmonologist, or other), and 
years of being a specialist. Specifically, binary lo-
gistic regression was used to assess the likelihood 
of using PROMs (use vs. no use) linked to the 
number of barriers perceived (from 0 to 15), sex 
(male or female), age (20–29, 30–39, 40–49, 50–59, 
60+ years), type of consultation (public, private, or 
both), specialty (specialist, family medicine, pedi-
atrics, allergist, dermatologist), and years of 
experience as a specialist (9 or less, 10–19, 20–29, 
30+ years).

Ordinal logistic regression

Ordinal logistic regression was used to assess 
the relationship between the frequency of using 
PROMs (never, rarely, sometimes, often, always) 
and perceived barriers and physician characteris-
tics, which are all categorical variables. This model 
provided odds ratios (ORs) indicating the likeli-
hood of being in a higher frequency category for 
using PROMs for each level of the categorical 
predictor compared to the reference level, hold-
ing all other variables constant. The proportional 
odds assumption was tested and confirmed to be 
satisfied, supporting the validity of the ordinal lo-
gistic regression analysis in this context.

Ethics review

This study adhered to the World Medical As-
sociation’s Helsinki Declaration on Ethical 
Conduct and was approved by the Guayaquil, 
Ecuador IRB’s “Comité de ética e Investigación in 
Seres Humanos (CEISH).” All participants in this 
study provided informed consent.

RESULTS

Similar to findings in our PROMUSE analysis, 
across 474 physicians who treat AD and CU pa-
tients, the perception of barriers was nearly uni-
versal. The 7 most prevalent issues were identified 
by 88.8%–95.9% of respondents. These included 
time constraints (n = 455/474; 95.9%), lack of 
mandate (n = 428/474; 90.2%), and patient-
related factors, such as the perception that pa-
tients dislike PROMs (n = 425/474; 89.6%). Other 
significant structural barriers included a lack of

clinical system integration (n = 425/474; 89.6%), 
unavailability in native languages or for specific 
age groups (n = 425/474; 89.6%), and the belief 
that disease is sufficiently understood without 
PROMs (n = 422/474; Supplemental Table 1). For 
more details of descriptive results for all barriers, 
see Supplemental Table 2.

Physicians less likely to perceive barriers: female, 
older, those working in public/private systems

In multivariable logistic regression, several 
physician characteristics were independently 
associated with the perception of barriers to 
PROM use in CU and AD. Female physicians were 
less likely than males to perceive “not mandated 
to complete” (OR = 0.63, p < 0.05) and “uncer-
tainty about reliability” (OR = 0.67, p < 0.1). 
Compared with the youngest group (20–29 years), 
older physicians reported markedly fewer bar-
riers, particularly for time constraints (OR = 0.08– 
0.39, all p < 0.05). Physicians working in both 
public and private systems were less likely to 
perceive “patients dislike PROMs” (OR = 0.52, 
p < 0.01) but more likely to report age-group 
limitations (OR = 1.73, p < 0.05) and unsuitabil-
ity for obtaining information (OR = 1.66, p < 0.05), 
see Supplemental Table 3.

Allergists and dermatologists reported fewer 
perceived barriers

Specialty differences were prominent. Allergists 
consistently reported fewer barriers, including 
time constraints, mandates, additional costs, con-
straints of the doctor–patient relationship, lack of 
confidence, and tool complexity (all ORs <0.65, 
p < 0.05). Dermatologists also perceived fewer 
barriers in several domains, whereas family phy-
sicians and pediatricians were more likely to 
report “sufficient understanding without PROMs” 
and age-related unavailability. Specialist status it-
self was associated with increased odds of 
reporting time constraints (OR = 3.24, p < 0.05) 
but fewer concerns about interpretation 
(OR = 0.43, p < 0.05).

The more barriers physicians perceive, the less 
often they use PROMs

The number of barriers to the use of PROMs 
perceived by physicians was correlated to the 
frequency of their use. Across all physicians, 64%
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reported that they do not use PROMs for AD or 
CU. For physicians who do not have any of the 15 
barriers, the rate of never using PROMs was 
36.4%, significantly lower compared to 62.8% of 
physicians who see all 15 barriers as such (Fig. 1). 
With each additional perceived barrier to using 
PROMs, the rate of physicians who do not use 
them increased by 2.8% (Table 1).

Ordinal logistic regression demonstrated a 
negative association between barrier count and 
frequency; each additional barrier was linked to a 
7.9% lower likelihood of moving to a higher fre-
quency category (eg, from “sometimes” to “often”) 
(OR = 0.921, p < 0.01), Fig. 1.

Two perceived barriers significantly impede the 
use of PROMs

Two specific barriers were identified as primary 
drivers of underuse (Table 2). The likelihood of 
“always” using PROMs was significantly lower 
among physicians who believed “PROMs 
constrain the doctor-patient relationship” 
(OR = 0.734, 26.6% lower likelihood, p < 0.05) or 
that “patients dislike PROMs” (OR = 0.769, 23.1% 
lower likelihood, p < 0.05). Compared to those 
who do not, physicians who feel uncomfortable 
using PROMs were 22.5% less likely to use them 
always (OR: 0.775), but this was not statistically 
significant.

DISCUSSION

The significance of patient-reported outcome 
measures (PROMs) in managing AD and CU is well 
recognized. 1,5–7 However, PROM use rates are 
low, as demonstrated in our previous study, 
which found that PROMs are underused in 
clinical practice. 4 Overall, we believe that 
physicians may need assistance in implementing 
greater use of PROMs. 4 The present study 
analyzed a diverse population of physicians who 
treat patients with AD and CU, which confirmed 
and complemented our prior findings. Our 
results indicate that most physicians who treat 
CU and AD see many barriers to implementing 
PROMs, which negatively impact the frequency 
of use in physicians who use them.

Across the 7 most common issues perceived as 
primary barriers to using PROMs in CU and AD (ie, 
time constraints, lack of mandate, patients dislik-
ing PROMs, lack of integration into clinical sys-
tems, not being available in native languages or 
specific age groups, and sufficient understanding 
of disease without PROMs), 88%–95% of physi-
cians see each as a problem. This was largely in-
dependent of physician demographics and other 
features, including work experience and settings. 
However, there was a trend toward higher rates of 
barrier perception in male vs. female physicians,

Fig. 1 The predicted probabilities of healthcare providers’ frequencies of using PROMs are based on the number of perceived 
barriers. PROMs = patient-reported outcome measures. The graph, derived from an ordinal logistic regression analysis, shows the 
predicted probabilities of healthcare providers’ frequencies of using PROMs based on the number of perceived barriers. As the number 
of obstacles increases from 0 to 15, the probability of providers reporting “Never” using PROMs rises significantly, while the probabilities 
for “Rarely,” “Sometimes,” “Often,” and “Always” decrease. This inverse relationship highlights that more perceived barriers lead to less 
frequent use of PROMs, indicating the importance of addressing these barriers to enhance PROM utilization among providers
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younger vs. older physicians, and non-specialist 
vs. specialist physicians, especially allergists. This 
distinction may be explained by the differing roles 
of PROMs across clinical settings. While PROMs 
are an established and often mandated compo-
nent of research, their perceived utility in clinical 
practice varies by discipline. In specialist services, 
requirements for auditing, benchmarking, and 
quality improvement often make PROM collection 
a necessity, which may account for the higher 
utilization rates observed among specialists in our 
study.

Physicians broadly view using PROMs for CU 
and AD as problematic for many reasons. Previous 
studies have demonstrated that physicians often 
view PROMs as a burden and see many problems 
with their use in clinical practice. 8,9 Barriers to 
implementation included the perception that 
PROMs are intrusive to clinical practice, lack of 
infrastructure, fear that results may be used for 
cost containment and service eligibility instead

of service quality improvement, difficulties with 
measures, ethical and confidentiality regulations, 
and web security and data management 
regulations.

In our study, family physicians and pediatricians 
were more likely to report "sufficient understand-
ing without PROMs.” This reflects a broader reli-
ance on clinical judgment over standardized tools, 
despite evidence of knowledge gaps in CU man-
agement. For instance, Cherrez et al 10 found that 
only 19% of physicians were familiar with CU 
guidelines, while Kolkhir et al 11 reported that 
even among those aware, 30% deviated from 
recommendations, and half of them relied on 
their own clinical experience. General 
practitioners themselves recognize deficiencies 
in their dermatology training across all career 
levels, which may further limit the adoption of 
guideline-based approaches. 12 Similar patterns 
are seen in AD: Zucolo de Bortoli et al 13 

reported differences in management approaches

VARIABLES Binary logistic regression 
use of PROMs

Ordinal logistic regression 
PROM frequency of use

OR (SE) OR (SE)

Total barriers (0–15) 0.972 a (0.0167) 0.921 c (0.0136)

Sex (ref = male) 
Female 1.330 b (0.175) 1.099 (0.121)

Age group (Ref = 20–29) 
30-39 0.954 (0.221) 1.082 (0.216)
40-49 0.958 (0.276) 1.241 (0.303)
50-59 0.979 (0.344) 0.918 (0.271)
60+ 1.172 (0.501) 0.868 (0.313)

Type of consultation (Ref = Public 
practice)
Private practice 1.148 (0.204) 0.879 (0.132)
Both public and private 1.170 (0.174) 1.000 (0.122)
Specialist 0.569 c (0.119) 1.049 (0.185)
Family medicine 0.761 (0.202) 0.694 a (0.138)
Pediatrics 1.099 (0.196) 0.745 b (0.112)
Allergist 3.914 c (0.639) 2.400 c (0.315)
Dermatologist 6.501 c (1.165) 2.087 c (0.300)

Years as a specialist (Ref = 9 or less) 
10-19 0.879 (0.167) 0.930 (0.148)
20-29 0.650 (0.180) 0.802 (0.184)
30+ 0.434 b (0.156) 1.113 (0.336)

Table 1. Factors influencing PROMs use and frequency of use based on the number of barriers. OR = odds ratio; PROM = patient-
reported outcome measure; Ref = reference; SE = standard error. a p < 0.1. b p < 0.05. c p < 0.01
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depending on whether guidelines were followed, 
with dermatologists and allergists more often 
aligned on the use of newer therapies and 
systemic immunomodulators, while pediatricians 
tended to use corticosteroids and request food 
allergy investigations, and general practitioners 
demonstrate less expertise in AD, as reflected by 
fewer per capita visits and less frequent use of 
complex regimens. 14 These discrepancies 
highlight how limited training and reliance on 
subjective understanding among family 
physicians and pediatricians can contribute to

variability in managing chronic diseases such as 
AD and CU. PROMs provide essential insights 
about disease burden that cannot be captured 
by clinical impression alone; thus, greater efforts 
are needed to encourage their routine use 
among family physicians and pediatricians to 
align care with guideline-based, patient-centered 
practice.

Individual barriers were linked to distinct pat-
terns of physician features, but these differences 
did not appear suitable to guide barrier-specific

VARIABLES
Ordinal logistic 
regression PROM 
frequency of use

PROM-relatad barrier OR (SE)
Constraint doctor-patient relationship 0.734 (0.109) a

Patients dislike PROMs 0.769 (0.0948) a
Feel uncomfortable 0.775 (0.102)
Sufficient understanding without PROMS 0.872 (0.0993)
Lack of confidence in interpreting 0.872 (0.117)
Perceived as an additional cost 0.853 (0.120)
Too complicated to fill in 0.861 (0.123)
Lack of integration into clinical systems 0.862 (0.101)
Not available for specific age groups 0.937 (0.118)
Time constraints 0.905 (0.123)
Uncertainty about reliability 0.999 (0.124)
Not available in the native language 1.019 (0.127)
Mandated to complete 1.210 (0.145)
Too complicated to evaluate/score 1.081 (0.161)
Not suitable for obtaining the information 1.138 (0.169)

Sex (Ref = Male) 
Female 1.092 (0.122)

Age group (Ref = 20–29) 
30-39 1.155 (0.235)
40-49 1.354 (0.336)
50-59 0.991 (0.296)
60+ 0.929 (0.340)

Type of consultation (Ref = public practice) 
Private practice 0.849 (0.128)
Both public and private 0.959 (0.120)
Specialist 0.982 (0.178)
Allergist 2.418 (0.322) b

Dermatologist 2.070 (0.302) b

Pediatrics 0.723 (0.111) a

Family medicine 0.690 (0.140)

Years as a specialist (Ref = 9 or less) 
10-19 0.923 (0.148)
20-29 0.806 (0.187)
30+ 1.129 (0.344)

Table 2. Ordinal logistic regression: the factors that affect the frequency of physicians’ PROM use. OR = odds ration; PROM = patient-
reported outcome measure; Ref = reference; SE = standard error. a p < 0.05. b p < 0.01
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education among distinct physician populations. 
Importantly, physician education on PROMs for 
CU and AD must address the issues that physi-
cians perceive as barriers and highlight the ben-
efits of using PROMs. For example, while 95% of 
physicians see time constraints as a problem when 
implementing PROMs, the integration of PROMs 
has the potential to save time and streamline 
consultations to have more time for communi-
cating with patients. Calkins et al 15 have shown 
that without PROMs, physicians underestimated 
or failed to recognize 66% of disabilities 
reported by their patients and overstated 
functional impairment in 21% in which patients 
reported no disability. However, similar studies 
in dermatology and immunology are needed.

Where PROMs are perceived as challenging to 
implement, they are less used. This was expected, 
since physicians who see problems changing their 
clinical practice (ie, starting to use PROMs or using 
them more often) are hesitant to do so. Our results 
indicate that each additional perceived barrier was 
associated with a 3% lower likelihood of being a 
PROM user; conversely, a lower burden of 
perceived barriers may correlate with higher 
adoption rates. Notably, our research revealed that 
36.4% of physicians who indicated no barriers yet 
reported never using PROMs. This indicates that the 
simple lack of perceived barriers is insufficient to 
guarantee clinical adoption. The “participation gap” 
may be attributed to unquantified structural factors 
not included in our 15-item list, such as insufficient 
institutional “nudges” or a lack of essential hardware 
(eg, tablets or integrated EHR modules) that a 
physician might not identify as a “barrier,” yet is 
crucial for workflow. Moreover, this may indicate 
“clinical inertia,” wherein clinicians adhere to con-
ventional evaluation practices due to a lack of 
perceived therapeutic benefits that surpass their 
established routines. This disparity underscores that 
eliminating obstacles is merely half the challenge; 
fostering a favorable “pro-use” environment is 
equally essential.

Similarly, more perceived barriers were linked 
to an 8% lower frequency of use among those 
who do utilize them. However, given the cross-
sectional nature of this study, we cannot infer 
directionality; it remains unclear whether the 
perception of barriers leads to lower use or if a

lack of experience with PROMs contributes to a 
higher perception of barriers.

Most importantly, we identified 2 significant 
drivers of the underuse of PROMs in CU and AD: 
the perception that PROMs constrain the doctor-
patient relationship and the belief that patients 
dislike them. It is crucial to ascertain whether 
these perceptions arise from insufficient physician 
education and familiarity with PROM imple-
mentation or the intrinsic limitations of the in-
struments themselves. Numerous studies have 
indicated that patients appreciate and like using 
PROMs and see them as an added value to their 
communication and relationship with their physi-
cians. For example, the routine collection of 
PROMs in oncology has positively influenced 
patient-provider communication, significantly 
improving patient satisfaction. Furthermore, Veli-
kova et al 16 demonstrated that patients view 
PROMs as helpful in enhancing healthcare by 
promoting communication and fostering 
interpersonal connections. Chen et al 17 

demonstrated that PROM use had a significant 
beneficial effect on identifying unrecognized 
issues, and this practice enabled a more 
accurate diagnosis of diseases or patient 
conditions that may not be apparent, particularly 
in mental health, such as depression. 18 In 
addition, Rubenstein et al 19 highlighted the 
importance of integrating PROMs into clinical 
systems, resulting in improved emotional well-
being scores, reduced reported social activity 
limitations among patients, and an increased rate 
of stress/anxiety diagnosis. In the other hand, 
taken together, these findings suggest that the 
perceived “patient dislike” reported by physicians 
may not reflect patients’ actual experiences. 
Instead, this perception may stem from limited 
exposure to structured PROM implementation 
strategies or from negative experiences with 
poorly integrated tools. At the same time, not all 
PROMs are inherently patient-centered. 20,21 

Patients may perceive existing instruments as 
burdensome, overly lengthy, or surveys that 
appear detached from the patient’s immediate 
clinical issues or that fail to capture outcomes 
that patients themselves consider most 
meaningful. 22 In this context, the answer may 
encompass not just improved medical education 
but also the creation of more efficient, pertinent,
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and patient-centered tools that align with genuine 
patient objectives.

In CU and AD, there is currently a lack of robust 
evidence examining whether patient dissatisfac-
tion with PROMs truly exists or whether it is pre-
dominantly a physician-derived perception. This 
represents an important gap in the literature and 
highlights the need for dedicated research in 
these populations.

The broader movement toward patient-
centered measurement has accelerated the 
global shift from generic PROMs to Core 
Outcome Sets (COS). The Core Outcome Mea-
sures in Effectiveness Trials (COMET) initiative 
defines a COS as a consensus-based, standard-
ized set of outcomes that should be measured 
and reported in all clinical trials within a specific 
health domain. 23,24 Patients, caregivers, 
researchers, and healthcare professionals 
collaboratively establish COS, unlike traditional 
instrument development processes, ensuring 
that selected outcomes reflect shared priorities. 25

In dermatology and allergy, the Cochrane Skin 
Group Core Outcome Set Initiative (CS–COUSIN) 
has advanced this paradigm by emphasizing that 
meaningful outcome measurement requires direct 
and sustained patient engagement. 26 The success 
of this approach is evident in recent allergy-
specific COS developments. For instance, the 
“COMFA” international Delphi consensus study for 
IgE-mediated food allergy involved over 800 par-
ticipants, more than half of whom were patients and 
carers. 27 Such initiatives underscore a critical 
transition: from clinician-driven metrics toward co-
produced, patient-informed frameworks that bet-
ter align research, clinical practice, and patient 
experience. Integrating such patient-driven sets into 
clinical practice for CU and AD could likely mitigate 
the “dislike” barrier identified in our results.

Finally, our finding that many physicians report 
discomfort in using PROMs further reinforces that 
underuse is likely multifactorial. Addressing these 
challenges necessitates not just improved tools 
but also systematic implementation techniques 
and teaching programs customized for clinical 
practice. These findings indicate that addressing 
the underutilization of PROMs in CU and AD may 
be supported by a dual approach: enhancing 
outcome measures for authentic patient relevance

and providing clinicians with the requisite tools 
and confidence for effective integration into 
standard care.

Our study has several strengths and limitations. 
As for the former, we surveyed a sizeable and 
diverse population of physicians and used a 
comprehensive questionnaire. However, several 
limitations must be acknowledged. Most impor-
tantly, our sampling strategy primarily targeted 
physicians from specialized centers and academic 
settings. This focus may limit the representativeness 
of our findings and their generalizability to broader 
clinical contexts, particularly primary care, or non-
academic community practices. Physicians in 
specialized or academic environments may employ 
PROMs more frequently due to institutional man-
dates, research requirements, or specialized infra-
structure that is not available in general practice. In 
addition, the questionnaire utilized a binary yes/no 
format to identify barriers. While this provided a 
clear quantitative overview, a limitation of this 
approach is the lack of free-text responses, which 
might have allowed physicians to provide more 
nuanced explanations regarding the perceived val-
idity of specific PROMs. Furthermore, our ques-
tionnaire was not validated; it did not include 
questions about PROM use according to disease 
severity or differentiation between PROMs for CSU 
and CIndU. Importantly, we should interpret these 
results cautiously because the cross-sectional nature 
of our study limits the ability to establish proper 
cause-and-effect relationships. Future studies 
should focus on the perception of PROMs by pa-
tients and whether apps that include PROMs, such 
as CRUSE, can help increase their use. 28

In conclusion, while practical educational ini-
tiatives remain necessary, our findings indicate 
that physician reluctance is significantly rooted in 
the perceived negative impact of PROMs on pa-
tient experience. This highlights a critical need to 
re-evaluate the PROMs themselves, as physicians 
may possess valid insights into the shortcomings 
of current instruments in AD and CU. Addressing 
the underuse of PROMs in clinical practice re-
quires a paradigm shift from forcing the adoption 
of potentially burdensome tools to actively 
involving patients in the co-creation and refine-
ment of Core Outcome Sets (COS). Only by 
developing genuinely patient-centered in-
struments can we overcome the fundamental
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barriers of patient dissatisfaction and ensure clin-
ical relevance.
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