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Abstract
Backgrourud. Assessment methods for atopic dermatitis (AD) are not stan-

dardized, and therapeutic studies are difficult to interpret.
Aims. To obtain a consensus on assessment methods in AD and to use a sta-

tistical method to develop a composite severity index.
Methods. Consensus definitions were given for items used in the scoring sys-

tem (extent, intensity, subjective) and illustrated for intensity items. Slides were
reviewed to address within- and between-observer variability by a group of 10
trained clinicians, and data were statistically evaluated with a two-way analysis
of variance. Two variants of an assessment system were compared in 88 patients
at 5 different institutions. Data were analyzed using principal-component
analysis.

Results. For 5 intensity items studied (erythema, edema/papulation, oozing/
crusts, excoriations, l ichenification), within- and between-observer variabil ity
was good overall, except for edema/papulation which was difficult to assess with
slides. In the series of 88 patients, principal-component analysis allowed to
extract two unrelated components: the first one accounting for 33% of total
variance was interpreted as a'severity'component; the second one, accounting
for 18% of variance, was interpreted as a 'profile' component distinguishing
patients with mostly erythema and subjective symptoms and those with mostly
lichenification and dryness and lower subjective symptoms. Of the two evalua-
tion systems used, the one using the rule of nine to assess extent was found more
workable than the one using a distribution x intensity product. A scoring index
(SCORAD) combining extent, severity and subjective symptoms was mathe-
matically derived from the first system and showed a normal distribution of the
population studied.

Conclusion. The final choice for the evaluation system was mostly macle
based on simplicity and easy routine use in outpatient clinics. Based on mathe-
matical appreciation of weights of the items used in the assessment of AD,
extent and subjective symptoms account for around20% each of the total score,
intensity items representing60%. The so-designed composite index SCORAD
needs to be further tested in clinical trials.
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Introduct ion

Most physicians involved in the care of patients with

atopic dermatitis (AD) rely on the diagnostic criteria of

Hanifin and Rajka [1]. However,, assessment methods are

far from being standardized, and therapeutic studies are

often difficult to interpret. Efforts have been done recently

to classify patients in groups of severity [2-4] and to estab-

lish simplc and reliable assessment methods [5-11]. Var-

iants of the scoring system proposed in psoriasis (PASI

scorc [12]) have been published I13,141. More accurate

measurement methods have been applied to itching [15].
Howcr,cr, a consensus on how to assess this complex

chronic disease has not yet been reached [16].
Members of the European Task Force on Atopic Der-

matitis met for the first time in Bordeaux on September 20,

1990. The following grading atlas and recommendations

are derived from five working sessions held in 199VI992.

The first aim of the Task Force was to provide a tool to

record data precisely and consistently for routine evalua-

tions and clinical studies at various institutions. The second

aim was to clevelop a composite scoring index for AD. This

article reports thc design of the SCORAD index derived

from clata obtained usinq the consensus definitions and

methocls.

Methods

Illtr.struticttt.s

Photographs of  c lcmentary AD lesions were takcn to i l lustrate the

scor ing s\stenl .  To standardize resul ts,  the fo l lowing condi t ions were

uscd:  cnlargcmcnt rat io 1:2 using a72x 108 mm gray cardboard back-

grouncì  to avoid c lominant colors,  Kodachrom e 64 A f i lm processed in

thc sanrc laboratory (Nantes Univcrs i ty  Hospi ta l ) .

I )uÍ t t  At tu l t 'z .ed

A sct  of '  l0  p icturcs of  the at las was cvaluated by l0- t ra ined inve st i -

sators.  
- l -hesr:  

s l ides were f i rs t  col lect ively c lassi f ied as representat ive

o1'orrc intcnsi tv i tem (e.g.  erythcma 2) by the panel .  In a second ses-

s ion thc s l ic lcs wcrc rccvaluated independent ly by each panel is t  for  4

out  of  -5 i tcms (erythema, cdema/papulat ion,  oozingy'crusts,  l icheni f i -

cat ion.  crcor i : r t ion,  dryncss being excluded).  The i tem classi f ied

col lcct i rc lv  was scorcd as previously by def in i t ion.
- f rvo 

t r  pcs of  assessment sheets ( reference evaluat ion systems

IRE.SI I  lnc l  ] .  c lc ta i led in table 1)  werc compared in 5 centers b1'9

tra incd i r r rcst ig i t tors.  Br icf ly ,  RES 1 used thc ru le of  n ine to grade

cx tcn t  b r i scc lon  f r t t n t -back  d raw ings  on  a0 -100sca le ,  a  l i s t  o f  6  i n ten -

sitv itenrs graded 0-3 (0-18 scale) and 3 subjective items (pruritus.

s l ccJ r  l oss . ' ovc ra l l  sk in  cond i t i on ' ) ,  each  measured  on  a  0  10  ana log

scalc ( ( ) -30 tota l  scale) .  RES 2l |7 l  used the same measurement for

s r rb j cc t i r c  i t ems  a r t c l  a  d i s t r i bu t ion  X  in tens i t y  p roduc t  ( (Y72  sca le ) .

A  to t i ì l  o f  S8  pa t i cn ts  (61% ma les )  aged  1  mon th  to  60  r ' ca rs  (mean

7 r 'cars)  \ \ l ìs  stu( l icc l  for  thc fo l lowing l6 var iablcs:  extent  in perccr t t

Tabf e 1. Reference evaluation systems I and 2

A .  RES ]

Extent (G-100): rule of nine applied to a front-back drawing of the
patient's inflammatory lesions; dry skin not taken into account
Intensity (0-18): 6 items (erythema, edema/papulation, oozing/crust,
excoriationr lichenification, dryness) each evaluated at its average
intensity on a G-3 scale; dryness evaluated on noninflammatory skin

Subjective symptoms (G-30): analog scale (0-10) evaluation of the fol-

lowing: pruritus, sleep loss, overall skin condition, for the last 3 days/

nights; overall skin condition was supposed to be a global quality of
life index and corresponded to the question: 'How much does skin

condition interfere with evervdav life?'

B. RES 2

l tem

Erythema
Edema/papulation
Oozing/crusts
Excoriations
Lichenification
Dryness

The right (total) column is the product of symmetrical affected

areas x intensity. The maximum grand tofal is 72.
t Symmetrical areas are arbitrarily defined as follows: 0:no

affected site; 1 : 1 affected site; 2:2 affected sites;3: 3 affected sites:

4: more than 4 affected sites.
' Dryness is evaluated on noninflammatory skin and is assigned a

maximum distr ibution coeff icient (4).

graded 0-100; 6 intensity items each graded 0-3; 3 subjective symp-

toms (pruritus. sleep loss, overall skin condition) each scored 0-10; 6

intensity x distr ibution products of RES 2 (Vlz each).

Statistical Methods
For scoring intensity i tems of 10 at las sl ides by 10 trained investiga-

tors, a two-way analysis of variance for each item with random effect

for picture and observer was used to estimate within- and between-

clinician variations in assessment. Within-observer variability was

defined as the residual variation remaining after substraction of sys-

temic differences among pictures and among observers.
In an assessment of AD patients using two scoring sheets in 5 cen-

ters (9 investigators), the 16 parameters were analyzed using principal-

component analysis U8-20] after rescaling each parameter in a 0-1

range (division by its maximum possible value). This analysis derives

linear combinations of the parameters maximizing variance between
patients. The 1st principal component is a new parameter, more or less

correlated to the original parameters, with maximum variance among

paticnts. The 2nd principal component is uncorrelated to the 1st and is

the second combination with maximum variance. Regression analysis

on the ist principalcomponent was used to estimate appropriate coef-

Intensity
(0-3)

Distributiont
(H)

Total

4t
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Fig. 1-15. Atlas with reference photographs to i l lustratc thc scoring system (grades 1-3).
F ig .  1 -3 .  E ry thema  (E )  o r  r edness ;  1 :E , ,  2 : f : , . 3 :E : .
F ig .4 -6 .  Edema /papu la t i on  (P ) ;  a :P , ,  , 5 :P , .  6 :P3 .

Dermatology, vol.  186
S.  KargerAG,  Basel

Pla tc  I



Fig.  7-9.  Ooz ing/crusts  (O) ;  7 :Ot ,  8 :Or ,  9 :Or .

Dermatology, vol.  186
S.  KarserAG.  Basel
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Fig.  1O-12.  Excor ia t ions (Ex) l  10:  Exr .  I  I  :  Er :
F ig .  13 -15 .  L i chen i f i ca t i on  (L ) l  13 :  L , .  l J :  L . .

Dermatology, vol.  186
S.  KarserAG.  Basel

P l a t c  l l l



ficients for different combinations of extent, intensity, subjective
symptoms or distribution x intensity. The resulting coefficients are
those which maximize the correlation of the index with the Lst princi-
pal component, which itself maximizes severity differences among
patients. Pearson correlation coefficients were used in pairwise corre-
lat ion analyses.

Results: Consensus Recommendations for
Grading AD and Atlas

There are many limitations to a universal method for grading
patients due to variation of disease with age and particular clinical
presentations. The following situations have not been illustrated and
are mostly beyond the scope of this work designed for clinical studies
with patients fulfilling usual diagnostic criteria: prurigo lesions; num-
mular lesions; associated ichthyosis vulgaris; keratosis pilaris: superin-
fection.

Definition and Grading of Intensity ltems (Objective Signs)
Six items have been selected: (1) erythema, (2) edema/papulation,

(3) oozing/crusts, (4) excoriations, (5) lichenification, (6) dryness.
Each item should be graded 0-3 (0: absent; 1 : mild; 2: moder-

ate;3:severe) according to reference photographs (see 'Atlas',  i .e.
fig.1-15). Half-point scoring is not recommended. The area chosen
for grading must be representative (average intenstiy) for each item in
a given patient as determined by the investigator, thus excluding one
'target' area or the worst affected site. The same site may however be.
chosen for 2 or more items. For example, one site may serve for eval-
uation of both excoriations and erythema. On the other hand, dryness
must be appreciated on areas not involved by acute lesions or lichenifi-
cations.

Erythema or Redness (fig.1-3). There is no problem to define this
item on light-colored skin. If grading is impossible, just mention it in
the evaluation sheet (f ig.16) under remarks.

Edemalpapulation (fig. +ó). Edema/papulation stands for palpa-
ble infiltration of the skin that may occur both in acute erythematous,
excoriated lesions as weil as in chronic lesions during flares. This item
is difficult to define with clinical photographs. Thus palpation of the
lesion should be taken into account in assessing this item. Induration,
previously used in a rvorkshop AD evaluation [10] has been discarded
because its meaning was found equivocal.

OozinglCrusts (fig.7-9). This item applies to exudative lesions
resulting from epidermal edema and vesiculation. The quantitative
aspect of exudation may also be appreciated at the clinical
examination and during an interview with the parents, and if serum
albumin levels are low to normal or low without any other etiology.

Excoriation^s (fig.10-12). This item is per se an objective marker
for pruritus, more visible in nonlichenified lesions. The number and
intensity of scratching marks for each grade are illustrated in the atlas.

Lichenification (fig.13_15). This item is synonymous with epider-
mal thickening in chronic lesions. Grossly accentuated skin furrows
separate shiny rhomboid areas, and the color is grayish or brownish.
Prurigo lesions and common large fold involvement undergo lichenifi-
cation. This is generally noted in patients over 2 years of age.

Dryness. Whenever possible, this item should be appreciated at
best at a distance from inflammatory lesions and without prior applica-
t ion of emoll ients/moisturizers. Scales from healing inf lammatory
lesions should not be taken into account. Palpation is also important

to assess the roughness of the skin. It is important to note if there is
ichthyosis vulgaris in association (under femarks in the evaluation
sheet, fig.16). The presence of fissures is usually associated with
severe dryness on the extremities.

Grading Extent
The rule of nine is detailed in the front-back drawing on the eval-

uation sheet (fig. 16) with a variant (head and lower limbs) for patients
under 2 years of age. Lesions taken into account must include only
inflammatory lesions and not dryness. In practice it is recommended
to draw directly the extent of individual lesions on the printed figure of
;he evaluation sheet. Note that one patient's palm represents l"/" of
his body surface.

Subjective ltems
These include pruritus and sleep loss. Make sure that the patient

(generally over 7 years) or hiVher parents is/are capable of answering
properly. Ask him/her to indicate on the 1O-cm scale of the assessment
form the point corresponding to the average value for the last 3 dayV
nights.

Statistical Evaluations
Set of 10 Slides of the Atlas Evaluated by l0 Trained Investigators.

Table 2 summarizes the data, and table 3 summarizes the analysis of
variance.

The within-observer variation was the same for all signs evaluated.
It indicated that 2 slides with the same severity for I particular item
had a minimutn of 70o/" probability to be graded identically when
scored by the same clinician.

Between-observer variability was noted mostly for edema/papula-
tion, an item difficult to evaluate on slides. However, overall agree-
ment was good in this pilot test, since the poorest agreement was
obtained for the item edema/papulation (fig. a) which was graded L by
7/10 clinicians, corresponding to a 54o/o probability to be graded iden-
tically by 2 clinicians randomly chosen.

Study of the Multicenter Assessment of 88 Patients. A summary of
data is found in table 4, and figure 17 shows histograms for extent,
intensity, subjective symptoms and distribution x intensitl' values.
Extent has a nonnormal distribution, skewed to the right (smaller than
20o/" f.or a majority of patients). Distribution x intensity follorvs the
same pattern. Distribution of subjective symptoms suggests nvo popu-
lations for subjective symptoms. Intensity can be qualified as having
the more normaldistribution. Correlation analyses (not shorvn) show
that all parameters are positively correlated to each other: these
results were expected (e.g. highest correlation r:0.93 for subjective
symptoms and pruritus). To maximize differences among patients the
principal-component analysis was applied to the 16 parameters de-
fined in the Methods section. A Lst component was extracted that
represents 33% of the total variance among patients. The 2nd compo-
nent, uncorrelated to the 1st, represents 18% of the variance. The
weights assigned to each parameter for each component can be found
in table 5. The 1st component represents the linear combination of the
parameters which has the largest variance among the 88 obsen'ations.
It is clearly a severity component, since all weights are positive and
close in value, indicating that all parameters participate in severity of
disease. The 2nd component, independently of the overall severity,
separates patients with severe dryness and lichenification from
patients with severe subjective symptoms and moderate enthema or
edema. I t  is a 'prof i le '  component. In other rvords, i t  can be antic-
ipated that in a group of patients with a similar global severitr ' .  the lar-

25
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Table 2. Mean score (0-3) assigned to
each si ide bv 10 cl inicians Slide

Erythema Mean
SD

Edema Mean

SD
Oozing Mean

SD
Lichenification Mean

SD
Excoriation Mean

SD
Total Mean

SD

2.00 1.40
0.00 0.s2
1.00  1 .10
0.47 0.32
0.20 0.40
0.42 0.52
0.40 0.50
0.52 0.53
0.30 0.80
0.48 0.42
3.90 4.20
1.10  1 .03

1.70 1.70
0.48 0.48
z.f f i  i .10
0.00 0.57
1.00 1.00
0.47 0.00
0.60 0.60
0.52 0.52
1.50 0.90
0.53 0.32
6.80 s.30
t . t 4  1 . 2 5

2.90 0.60 .1.00 1.10
0.32 0.52 0.00 0.32
2.60 0.50 0.50 0.70
0.52 0.53 0.53 0.48
3.00 0.60 0.10 0.50
0.00 0.52 0.32 0.53
0.20 1.50 i.00 2.ff i
0.42 0.53 0.00 0.00
r.20 1.00 0.20 1.00
0.42 0.00 0.42 0.00
9.90 4.20 2.80 5.30
0.88 0.92 0.79 0.82

r.40 0.00
0.52 0.00
0.70 0.10
0.48 0.32
0.60 0.00
0.52 0.00
3.00 0.10
0.00 0.32
r.40 0.00
0.s2 0.00
7. t0  0 .20
0.57 0.42

SD is the standard deviation between clinicians; total is the sum of the 5 items.

Table 3. Analysis of variance, data from table 2

10

Ervthema Edema Oozing Lichenification Excoriation Total score

Mean
Within-observer SD
Between-observer SD

7 . 4
0.37
0.38

1 . 0
0.38
0.f5**

0 .7
0.37
0.40**

1 . 0
0.38
0.40*

0 .8
0.38
0.38

5 . 0
0.84
0.92**

The within-observer SD is precisely the standard deviation fortheclinician x picture interaction. It can be regarded as the standard deviation
which would be obtained if an observer evaluated several pictures, independently of each other, representing the same sevenry.

The between-observer SD is the standard deviation that is obtained when several observers evaluate the same oicturc indeDendentlv.
*p<0.05, **p<0.01: significant systematic differences among observers.

gest difference between them as concerns clinical presentation is that a
subset has high subjective symptoms associated with erythema/edema
but no dryness or lichenification, while another subset has mostly dry-
ness and lichenification and low subjective symptoms. For example,
the 2 patients who are the most extreme on the second component
have a profile shown in table 6. There was no relationship of age and
sex with the 2nd component. A slight relationship was noted between
age and the 1st  component  ( r :0 .28;  p<0.01) .

Defining a Severity Index
Two indices were used during the study, as previously defined:

RES 1 (a combination of extent, intensity and subjective symptoms)
and RES 2 (a combination of subjective symptoms and the intensity x
distribution product). To define appropriate weights for extenr, inten-
sity, subjective symptoms or the intensity x distribution product in a
severity index, multiple regression was used to determine coefficients
in a linear relationship of the 1st component with these parameters.

The best regression of the 1st component with 2 parameters was
obtained with subjective symptoms and the intensity x distribution
product (R2:0.926), subjective symptoms accounting for approxi-
mately 20"/" and the intensity x distribution product for 80%. The
regression versus the 3 parameters extent, intensity and subjective
symptoms yielded R':0.937, which was thus sl ightly better. In this
case, extent, intensity and subjective symptoms account for 20,63 and
l7o/o, respectively. Considering these results the following proposals
can be made to define more precisely indexes derived from RES 1 and
2 with approximations to obtain simpler coefficients:

RES 1 (0-103):extent/5 (V20;19.4%) + 3.5x intensity (9-63;
6I.2%) + subjective symptoms (0-20; 19.4%),

RES 2 (0-92):subjective symptoms (G-20; 21.7%) * distribution
x intensity (v72; 78.3%).

In each case, it was proposed to include only 2 items to define sub-
jective symptoms in order to obtain a total of 20, namely sleep loss and
pruritus, overall skin condition as a marker of quality of life being
unmanageable for most investigators. When these coeff icients are
applied to the patients included in the study populat ions (88 patients),
the distr ibution is as indicated in f igure 18. 50% of patients have a
score situated beti i 'een 28 and 54 for RES 1 and between 17 and 41 forFig. 16. Evaluation sheet.
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Table 4. Multicenter study of two assessment systems (n:88
patients)

Table 5. Principal-component analysis, multicenter analysis of
88 patients

Parameter Mean Items analyzed Lst component 2nd component

Extent
Erythema
Edema/papulation
Oozing/crusts
Excoriations
Lichenification
Dryness
Subtotal intensity
Erythema x D
Edema x D
Oozing x D
Excoriations x D
Lichenification x D
Dryness x D
Subtotal intensity x D
Pruritus
Overal l  skin condit ion
Sleep loss
Subtotal subjective symptoms

0.29
0.57
0.45
0.42
0.47
0.29
0.31
0.42
0.37
0.31
0.24
0.27
0.19
0.31
0.28
0.55
0.52
0.35
0.47

0.29
0.22
0.28
0.30
0.27
0.31
0.33
0. r7
0.24
0.27
0.23
0.22
0.27
0.33
0.18
0.28
0.28
0.32
0.26

33
0.29
0 . 1 4
0.23
0.26
0.29
0 . 1 3
0 . 1 8
0.34
0.31
0 . 1 8
0.22
0.31
0.31
0.24
0.24
0.23

18
0. l - f
0.0{
0 .20
0 . 1 3
0.20
0.05
0.07

4.27
-{).15
-o.10
0.00

_O.Jó
-O.Jó
0.33
0.37
0.30

Percent total variance
Extent
Erythema
Erythema x D
Edema/papulation
Edema/papulation x D
Oozing/crusts
Oozing/crusts x D
Lichenification
Lichenification x D
Excoriations
Excoriations x D
Dryness
Dryness x D
Pruritus
Sleep loss
Overall skin condition

D: Distribution as used in RES 2. Each parameter has been re-
scaled to lie witnin 0-1. Mean+SD for each parameter.

Weights are assigned to each parameter and define a linear combi-
nation of them representing a component. The 1st component is the
combination with the largest variance among patients. D:Distribu-
t ion.

RES 2. RES 1 and RES 2 are highly correlated (r:0.91), and both are
equally correlated to the 1st principal component (r:0.96). However,
RES 2 has a more skewed distribution than RES 1. Considering the
personal experience of the participants of the study, RES 1 was found
more workable and should be considered the best cumulative index
candidate for future studies. It is proposed to name RES 1 for easier
memorization SCORAD for'scoring atopic dermatitis' (a suggestion
of A. Oranje, Rotterdam).

Discussion

Clinical Assessment of AD Patients
A group of clinicians originating from 9 E,uropean coun-

tries has proposed a consensus for grading AD patients.
The intensity items included were chosen because of their
incidence, clinical importance and potential for variation.

The proposed evaluation sheet (fig.16) takes about 10
min to fill in for the trained individual. Visual analog scales
are difficult to use in children under 7 years, and it should
be remembered that parental global judgement on health
status is prone to systematic error. The evaluation sheet
indicates the type and amount of steroids used, as well as
the number of flares in the previous month, but these data
are not included in the final score.

Table 6. Individual
(2nd component)

scores in the 2 most extreme patients

Individual items Lst patient 2nd patient

Erythema
Edema/papulation
Oozing/crusts
Lichenification
Dryness
Pruritus
Sleep loss
Overal l  skin condit ion

Those that have participated in the session s'ith exer-
cises on clinical slides have acknowledged the value of
training and discussion about definitions. Thus this system,
even though designed to be the simplest possible. necessi-
tates an initial period of training, and a set of coded slides
would be probably useful to tune up one individual's eval-
uation to that of a reference group. Further studies are
planned to address interindividual and intraindividual
variations in scoring, as well as therapeutic trials of systemic

1
I
I

J

J

2
6
1
I

a
J

1
0
0
9
5

10
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Dermatit is/SCORAD
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and topical treatments in AD, which are needed for a
validation.

A Composite Index for AD: SCORAD
Trying to develop a universal scoring system might be

misleading, since different studies may have to use differ-
ent evaluation criteria depending on their goals. However,
there is also an immediate advantage to combine assess-
ment data in one figure to follow patients. Two methods
are generally proposed l2Il to combine individual items
into an index: (1) experts may provide a global appreci-
ation on various combinations of individual measures, and
the weight given to each item in the global assessment is
determined statistically in a second step; (2) an a priori
arbitrary weight is given to each item by experts. We have
chosen the first method, and it is interesting to note that the
extent value derived from statistical calculations (20% ) is
even below the 30% value given by the a priori method [9,
101.

It should be remembered that different schemes of
index formation can produce different assessments of the
severity of a single case so that variants of SCORAD may
help in specific goals. Our statistical study has shown that
besides a severity component, a profile component was evi-
denced explaining that patients with an identical composite
index may differ greatly in the measures of individual
items. Defining this profile may further help to include
more homogenous populations in future trials and avoid
that drugs affecting separate manifestations of the disease
may have an apparently similar impact on the composite
index.

As concerns the SCORAD index, its validity remains to
be established. but some of the following criteria recom-
mended to develop a composite index [21] have been met:
(1) comprehensiveness and (2) credibil i ty including feasi-

bility, sensitivity and usefulness as judged by various lnves-
tigators. Other features not yet tested include (1) accuracy,
or reflection of the true clinical state of the patient, (2) sen-
sitivity, allowing to detect the smallest possible clinical
modification and (3) biological relevance: Does the SCO-
RAD index agree with expected results based on current
knowledge of the disease? There is preliminary evidence to
support the present classification when functional aspects
are evaluated. However, intervals between severity grades
within a given item are not equal quantitatively and in
terms of skin function changes [22].

Assessment of Quality of Life in AD
It seems difficult to propose an assessment system in a

chronic disabling disease like AD which interacts with
every aspect of social life without reference to a measure-
ment of quality of life. We have proposed to include one
question addressing overall skin condition as a global qual-
ity of life index in the multicenter study comparing RES 1
and2. The patients had to answer the question how much
skin condition interfered with everyday life on a 10-cm
analog scale. It was found that this type of global evalua-
tion, even though highly correlated to pruritus (r:0.773)
and sleep loss (r:0.613) was difficult to handle in a routine
oútpatient clinic evaluation. A special study using a com-
prehensive list of items to the impact of AD on everyday
life is needed, as already studied in other chronic diseases

[23-25), but we think that such items can be omitted in con-
ventional assessment forms for druq trials.
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