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DUOBRII Lotion demonstrated extended 
remission 4 weeks post treatment1

The only potent-to-superpotent steroid 
that has no time limits on dosing; use 
only until control is achieved.1,5-9

DUOBRII Lotion was studied in two 8-week clinical trials and 
a 1-year safety study. Discontinue treatment if atrophy, striae, 
telangiectasias, or folliculitis occurs.1,10

Week 12

telangiectasias, or folliculitis occurs.1,10

2 phase 3 trials

Patients who achieved treatment success* with QD dosing 
(8 week primary endpoint)1,4

DUOBRII Lotion is the only steroid/retinoid topical therapy. The AAD confirms that the combination of a steroid and a 
retinoid, such as halobetasol and tazarotene, may delay the relapse of plaque psoriasis and extend treatment duration.1-3

Help your patients save at DUOBRII.com

®/TM are trademarks of Ortho Dermatologics’ affiliated entities. © 2021 Ortho Dermatologics’ affiliated entities. DUO.0056.USA.21

Indication
DUOBRII® (halobetasol propionate and tazarotene) Lotion, 
0.01%/0.045%, is indicated for the topical treatment of plaque 
psoriasis in adults.

Important Safety Information
Contraindication 
DUOBRII Lotion is contraindicated in pregnancy. 

Warnings and Precautions
• Women of child-bearing potential should be warned of the 

potential risk of fetal harm from DUOBRII and use adequate 
birth-control. A negative result for pregnancy should be obtained 
within 2 weeks prior to treatment. If the patient becomes 
pregnant during treatment, discontinue DUOBRII Lotion and 
advise patient of the potential hazard to the fetus.

• DUOBRII Lotion has been shown to suppress the hypothalamic-
pituitary-adrenal (HPA) axis during or after treatment and may 
require that patients be evaluated periodically during treatment. 

• Predisposing factors for HPA axis suppression include: use of 
more potent corticosteroids, use on large areas, use under 
occlusive dressings, use on altered skin barrier, concomitant use 
of other steroids, liver failure and young age.

• Systemic effects of topical corticosteroids may also include 
Cushing’s syndrome, hyperglycemia, and glucosuria.

•Local adverse reactions may include atrophy, striae, 
telangiectasias, folliculitis and contact dermatitis. If these 

effects occur, discontinue until the integrity of the skin has 
been restored. Do not resume treatment if contact dermatitis is 
identified. DUOBRII Lotion should not be used on eczematous 
skin, as it may cause severe irritation. 

• Avoid exposure to sunlight, sunlamps and weather extremes. 
Patients with sunburn should be advised not to use 
DUOBRII Lotion until fully recovered. DUOBRII Lotion should 
be administered with caution if the patient is also taking drugs 
known to be photosensitizers because of the increased potential 
for photosensitivity.

• Topical corticosteroids may increase the risk of cataracts and 
glaucoma; advise patients to report any visual symptoms and 
refer to an ophthalmologist if needed.

Adverse Events 
• The most common adverse events in clinical trials were contact 

dermatitis (7%), application site pain (3%), folliculitis (2%), skin 
atrophy (2%), and excoriation (2%). 

To report SUSPECTED ADVERSE REACTIONS, contact 
Ortho Dermatologics at 1-800-321-4576 or FDA at 1-800-FDA-1088 
or visit www.fda.gov/medwatch.

Please see Brief Summary of full Prescribing Information 
on the following page.

AAD = American Academy of Dermatology 
QD = once daily

*Treatment success was defined as at least a 2-grade improvement from baseline 
in Investigator’s Global Assessment (IGA) score, and a score of “clear” or “almost 
clear” (primary endpoint at week 8).1

Study design: DUOBRII Lotion was assessed in 2 prospective, multicenter, 
randomized, double-blind, phase 3 clinical trials in 418 adult patients with 
psoriasis. Patients were treated with DUOBRII Lotion or vehicle, applied once 
daily and evaluated at 2, 4, 6, 8 weeks (primary endpoint), and post treatment 
at 12 weeks.1

References: 1. DUOBRII Lotion [prescribing information]. Bridgewater, NJ: Bausch 
Health US, LLC. 2. Food and Drug Administration. Orange Book: Approved Drug 
Products with Therapeutic Equivalence Evaluations. https://www.accessdata.fda.
gov/scripts/cder/ob/index.cfm. Accessed April 12, 2021. 3. Menter A, Korman NJ, 
Elmets CA, et al. Guidelines of care for the management of psoriasis and psoriatic 
arthritis. Section 3. Guidelines of care for the management and treatment of 
psoriasis with topical therapies. J Am Acad Dermatol. 2009;60(4):643-659. 
4. Gold LS, Lebwohl MG, Sugarman JL, et al. Safety and efficacy of a fixed 
combination of halobetasol and tazarotene in the treatment of moderate-to-
severe plaque psoriasis: results of two phase 3 randomized controlled trials. 
J Am Acad Dermatol. 2018;79(2):287-293. 5. Clobetasol propionate cream 
[prescribing information]. Lincolnton, NC: Cosette Pharmaceuticals, Inc. 
6. Diprolene lotion [prescribing information]. Whitehouse Station, NJ: Merck 
Sharp & Dohme Corp. 7. Enstilar foam [prescribing information]. Madison, NJ: LEO 
Pharma Inc. 8. Halobetasol propionate cream [prescribing information]. South 
Plainfield, NJ: G&W Laboratories, Inc. 9. Mometasone furoate cream [prescribing 
information]. South Plainfield, NJ: G&W Laboratories, Inc. 10. Data on file. 

workingtogether
For adults with plaque psoriasis

DUOBRII Lotion (trial 1 n=135) Vehicle (trial 1 n=68)

DUOBRII Lotion (trial 2 n=141) Vehicle (trial 2 n=74)
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BRIEF SUMMARY OF PRESCRIBING INFORMATION
This Brief Summary does not include all the information needed to prescribe 
DUOBRII safely and effectively.  See full Prescribing Information for DUOBRII.

DUOBRII® (halobetasol propionate and tazarotene) Lotion, 
0.01%/0.045% for topical use
INDICATIONS AND USAGE  
DUOBRII (halobetasol propionate and tazarotene) Lotion, 0.01%/0.045% is indicated for 
the topical treatment of plaque psoriasis in adults.
CONTRAINDICATIONS
Pregnancy 
DUOBRII Lotion is contraindicated in pregnancy [see Warnings and Precautions and Use 
in Specific Populations].
WARNINGS AND PRECAUTIONS
Embryofetal Risk
Based on data from animal reproduction studies, retinoid pharmacology, and the 
potential for systemic absorption, DUOBRII Lotion may cause fetal harm when 
administered to a pregnant female and is contraindicated during pregnancy. Tazarotene 
is teratogenic, and it is not known what level of exposure is required for teratogenicity 
in humans [see Contraindications and Clinical Pharmacology in full Prescribing 
Information]. Tazarotene elicits teratogenic and developmental effects associated with 
retinoids after topical or systemic administration in rats and rabbits [see Use in 
Specific Populations]. 
Advise pregnant females of the potential risk to a fetus. Obtain a pregnancy test within 
2 weeks prior to DUOBRII Lotion therapy. Initiate DUOBRII Lotion therapy during a 
menstrual period. Advise females of reproductive potential to use effective 
contraception during treatment with DUOBRII Lotion therapy [see Use in 
Specific Populations]. 
Hypothalamic-Pituitary-Adrenal (HPA) Axis Suppression and Other Unwanted 
Systemic Glucocorticoid Effects
DUOBRII Lotion contains halobetasol propionate, a corticosteroid, and has been shown 
to suppress the hypothalamic-pituitary-adrenal (HPA) axis. 
Systemic effects of topical corticosteroids may include reversible HPA axis suppression 
with the potential for glucocorticosteroid insufficiency. This may occur during treatment 
or upon withdrawal of treatment of the topical corticosteroid. 
The potential for hypothalamic-pituitary-adrenal (HPA) axis suppression with DUOBRII 
Lotion was evaluated in a study of 20 adult subjects with moderate to severe plaque 
psoriasis involving ≥20% of their body surface area. The subjects were treated once 
daily for 8 weeks and assessed for HPA axis suppression at Weeks 4 and 8. HPA axis 
suppression occurred in 3 out of 20 (15%) subjects at Week 4 and none (0%) of these 20 
subjects had HPA axis suppression at Week 8 [see Clinical Pharmacology in full 
Prescribing Information]. 
Because of the potential for systemic absorption, use of topical corticosteroids, including 
DUOBRII Lotion, may require that patients be evaluated periodically for evidence of HPA 
axis suppression. Factors that predispose a patient using a topical corticosteroid to HPA 
axis suppression include the use of more potent corticosteroids, use over large surface 
areas, occlusive use, use on an altered skin barrier, concomitant use of multiple 
corticosteroid-containing products, liver failure, and young age. An adrenocorticotropic 
hormone (ACTH) stimulation test may be helpful in evaluating patients for HPA 
axis suppression. 
If HPA axis suppression is documented, attempt to gradually withdraw the drug or 
reduce the frequency of application. Manifestations of adrenal insufficiency may require 
supplemental systemic corticosteroids. Recovery of HPA axis function is generally 
prompt and complete upon discontinuation of topical corticosteroids. 
Systemic effects of topical corticosteroids may also include Cushing’s syndrome, 
hyperglycemia, and glucosuria. Use of more than one corticosteroid-containing product 
at the same time may increase the total systemic exposure to topical corticosteroids. 
Pediatric patients may be more susceptible than adults to systemic toxicity from the use 
of topical corticosteroids because of their larger surface-to-body mass ratio [see Use in 
Specific Populations]. 
Local Adverse Reactions
Local adverse reactions may include atrophy, striae, telangiectasias, folliculitis and 
contact dermatitis. Some local adverse reactions may be irreversible. If these adverse 
reactions occur, discontinue the medication at least until the integrity of the skin is 
restored; do not resume treatment if allergic contact dermatitis is identified. 
Avoid use of DUOBRII Lotion on eczematous skin, as it may cause severe irritation. 
Photosensitivity and Risk for Sunburn
Because of heightened burning susceptibility, exposure to sunlight (including sunlamps) 
should be avoided unless deemed medically necessary, and in such cases, exposure 
should be minimized during the use of DUOBRII Lotion. Patients must be instructed to 
use sunscreens and protective clothing when using DUOBRII Lotion. Patients with 
sunburn should be advised not to use DUOBRII Lotion until fully recovered. Patients who 
may have considerable sun exposure due to their occupation and those patients with 
inherent sensitivity to sunlight should exercise particular caution when using 
DUOBRII Lotion. 
DUOBRII Lotion should be administered with caution if the patient is also taking drugs 
known to be photosensitizers (e.g., thiazides, tetracyclines, fluoroquinolones, 
phenothiazines, sulfonamides) because of the increased possibility of augmented 
photosensitivity. 
Ophthalmic Adverse Reactions 
Use of topical corticosteroids may increase the risk of posterior subcapsular cataracts 
and glaucoma. Cataracts and glaucoma have been reported postmarketing with the use 
of topical corticosteroid products. Advise patients to report any visual symptoms and 
consider referral to an ophthalmologist for evaluation. 
Concomitant Skin Infections 
Use an appropriate antimicrobial agent if a skin infection is present or develops. If a 
favorable response does not occur promptly, discontinue use of DUOBRII Lotion until the 
infection has been adequately treated.

ADVERSE REACTIONS
Clinical Trials Experience
Because clinical trials are conducted under widely varying conditions, adverse reaction 
rates observed in the clinical trials of a drug cannot be directly compared to rates in the 
clinical trials of another drug and may not reflect the rates observed in clinical practice. 
In randomized, double-blind, multicenter, vehicle-controlled clinical trials, 410 adults 
with plaque psoriasis were treated with DUOBRII Lotion or vehicle lotion and had 
post-baseline safety data. Subjects applied DUOBRII Lotion or vehicle lotion once daily 
for up to eight weeks. The adverse reactions occurring in ≥1% of the subjects treated 
with DUOBRII through Week 8 were contact dermatitis (7%), application site pain (3%), 
folliculitis (2%), skin atrophy (2%), excoriation (2%), rash (1%), skin abrasion (1%), and 
skin exfoliation (1%).  
USE IN SPECIFIC POPULATIONS
Pregnancy
Risk Summary
Based on data from animal reproduction studies, retinoid pharmacology, and the 
potential for systemic absorption, DUOBRII Lotion may cause fetal harm when 
administered to a pregnant female and is contraindicated during pregnancy. Safety in 
pregnant females has not been established. The potential risk to the fetus outweighs 
the potential benefit to the mother from DUOBRII Lotion during pregnancy; therefore, 
DUOBRII Lotion should be discontinued as soon as pregnancy is recognized [see 
Contraindications, Warnings and Precautions, and Clinical Pharmacology in full 
Prescribing Information].
Observational studies suggest an increased risk of low birthweight in infants with the 
maternal use of potent or very potent topical corticosteroids (see Data).
In animal reproduction studies with pregnant rats, reduced fetal body weights and 
reduced skeletal ossification were observed after topical administration of a tazarotene 
gel formulation during the period of organogenesis at a dose 11 times the maximum 
recommended human dose (MRHD) (based on AUC comparison). In animal reproduction 
studies with pregnant rabbits, single incidences of known retinoid malformations, 
including spina bifida, hydrocephaly, and heart anomalies were observed after topical 
administration of a tazarotene gel formulation at 116 times the MRHD (based on AUC 
comparison) (see Data).
In animal reproduction studies with pregnant rats and rabbits, malformations, fetal 
toxicity, developmental delays, and/or behavioral delays were observed after oral 
administration of tazarotene during the period of organogenesis at doses 9 and 228 
times, respectively, the MRHD (based on AUC comparison). In pregnant rats, decreased 
litter size, decreased numbers of live fetuses, decreased fetal body weights, and 
increased malformations were observed after oral administration of tazarotene prior to 
mating through early gestation at doses 9 times the MRHD (based on AUC 
comparison) (see Data).
In animal reproduction studies, increased malformations, including cleft palate and 
omphalocele, were observed after oral administration of halobetasol propionate during 
the period of organogenesis to pregnant rats and rabbits (see Data). The available data 
do not support relevant comparisons of systemic halobetasol propionate exposures 
achieved in the animal studies to exposures observed in humans after topical use of 
DUOBRII Lotion.
The background risk of major birth defects and miscarriage for the indicated population 
is unknown. All pregnancies have a background risk of birth defect, loss, or other 
adverse outcomes. The background risk in the U.S. general population of major birth 
defects is 2 to 4%, and of miscarriage is 15 to 20%, of clinically recognized pregnancies.
Data
Human Data
Available observational studies in pregnant women did not identify a drug-associated 
risk of major birth defects, preterm delivery, or fetal mortality with the use of topical 
corticosteroids of any potency. However, when the dispensed amount of potent or very 
potent topical corticosteroids exceeded 300 g during the entire pregnancy, maternal use 
was associated with an increased risk of low birth weight in infants.
Animal Data
Halobetasol propionate has been shown to cause malformations in rats and rabbits 
when given orally during organogenesis at doses of 0.04 to 0.1 mg/kg/day in rats and 
0.01 mg/kg/day in rabbits. Halobetasol propionate was embryotoxic in rabbits but not in 
rats. Cleft palate was observed in both rats and rabbits. Omphalocele was seen in rats 
but not in rabbits.
In an embryofetal development study in rats, a tazarotene gel formulation, 0.5% (0.25 
mg/kg/day tazarotene) was topically administered to pregnant rats during gestation 
days 6 through 17. Reduced fetal body weights and reduced skeletal ossification 
occurred at this dose (11 times the MRHD based on AUC comparison). In an embryofetal 
development study in rabbits, a tazarotene gel formulation, 0.5%, 0.25 mg/kg/day 
tazarotene) was topically administered to pregnant rabbits during gestation days 6 
through 18. Single incidences of known retinoid malformations, including spina bifida, 
hydrocephaly, and heart anomalies were noted at this dose (116 times the MRHD based 
on AUC comparison).
When tazarotene was given orally to animals, developmental delays were seen in rats; 
malformations and post-implantation loss were observed in rats and rabbits at doses 
producing 9 and 228 times, respectively, the MRHD (based on AUC comparisons).
In female rats orally administered 2 mg/kg/day of tazarotene from 15 days before 
mating through gestation day 7, classic developmental effects of retinoids including 
decreased number of implantation sites, decreased litter size, decreased numbers of 
live fetuses, and decreased fetal body weights were observed at this dose (16 times the 
MRHD based on AUC comparison). A low incidence of retinoid-related malformations 
was observed at that dose.
In a pre- and postnatal development toxicity study, topical administration of a 
tazarotene gel formulation (0.125 mg/kg/day) to pregnant female rats from gestation 
day 16 through lactation day 20 reduced pup survival but did not affect the reproductive 
capacity of the offspring. Based on data from another study, the systemic drug 
exposure in the rat at this dose would be equivalent to 5 times the MRHD (based on 
AUC comparison).
Lactation
Risk Summary
There are no data on the presence of tazarotene, halobetasol propionate or its 
metabolites in human milk, the effects on the breastfed infant, or the effects on milk 
production after treatment with DUOBRII Lotion.
After single topical doses of a 14C-tazarotene gel formulation to the skin of lactating rats, 
radioactivity was detected in rat milk.

It is not known whether topical administration of corticosteroids could result in 
sufficient systemic absorption to produce detectable quantities in human milk.
The developmental and health benefits of breastfeeding should be considered along 
with the mother’s clinical need for DUOBRII Lotion and any potential adverse effects on 
the breastfed child from DUOBRII Lotion.
Clinical Considerations
Advise breastfeeding women not to apply DUOBRII Lotion directly to the nipple and 
areola to avoid direct infant exposure.
Females and Males of Reproductive Potential
Pregnancy Testing
DUOBRII Lotion is contraindicated in women who are pregnant. Females of reproductive 
potential should be warned of the potential risk and use adequate birth-control 
measures during treatment with DUOBRII Lotion. The possibility that a female of 
reproductive potential is pregnant at the time of institution of therapy should be 
considered. A negative result for pregnancy should be obtained within 2 weeks prior to 
DUOBRII Lotion therapy, which should begin during menstruation.
Contraception
Based on animal studies, DUOBRII Lotion may cause fetal harm when administered to a 
pregnant female [see Use in Specific Populations]. Advise females of reproductive 
potential to use effective contraception during treatment with DUOBRII Lotion. 
Pediatric Use
Safety and effectiveness of DUOBRII Lotion in pediatric patients under the age of 18 
years have not been evaluated.
Because of higher skin surface area to body mass ratios, pediatric patients are at a 
greater risk than adults of HPA axis suppression and Cushing’s syndrome when they are 
treated with topical corticosteroids. They are therefore also at greater risk of adrenal 
insufficiency during or after withdrawal of treatment. Adverse reactions including striae 
have been reported with use of topical corticosteroids in infants and children [see 
Warnings and Precautions].
HPA axis suppression, Cushing’s syndrome, linear growth retardation, delayed weight 
gain, and intracranial hypertension have been reported in children receiving topical 
corticosteroids. Manifestations of adrenal suppression in children include low plasma 
cortisol levels and an absence of response to ACTH stimulation. Manifestations of 
intracranial hypertension include bulging fontanelles, headaches, and bilateral 
papilledema [see Warnings and Precautions].
Geriatric Use
Of the 270 subjects exposed to DUOBRII Lotion in clinical trials, 39 subjects were 65 years 
or older. Clinical trials of DUOBRII Lotion did not include sufficient numbers of subjects 
age 65 years and older to determine whether they respond differently from 
younger subjects. 
NONCLINICAL TOXICOLOGY
Carcinogenesis, Mutagenesis, Impairment of Fertility
Long-term animal studies have not been performed to evaluate the carcinogenic 
potential of halobetasol propionate.
A long-term study of tazarotene following oral administration of 0.025, 0.050, and 0.125 
mg/kg/day to rats showed no indications of increased carcinogenic risks. Based on 
pharmacokinetic data from a shorter term study in rats, the highest dose of 
0.125 mg/kg/day was anticipated to give systemic exposure in the rat equivalent to 1.4 
times the MRHD (based on AUC comparison).
A long-term study with topical application of up to 0.1% of tazarotene in a gel 
formulation in mice terminated at 88 weeks showed that dose levels of 0.05, 0.125, 0.25, 
and 1 mg/kg/day (reduced to 0.5 mg/kg/day for males after 41 weeks due to severe 
dermal irritation) revealed no apparent carcinogenic effects when compared to vehicle 
control animals. Tazarotenic acid systemic exposure at the highest dose was 35 times 
the MRHD (based on AUC comparison).
Halobetasol propionate was not genotoxic in the Ames assay, in the sister chromatid 
exchange test in Chinese hamster somatic cells, in chromosome aberration studies of 
germinal and somatic cells of rodents, and in a mammalian spot test. Positive 
mutagenicity effects were observed in a mouse lymphoma gene mutation assay in 
vitro and in a Chinese hamster micronucleus test.
Tazarotene was non-mutagenic in the Ames assay and did not produce structural 
chromosomal aberrations in human lymphocytes. Tazarotene was non-mutagenic in 
the CHO/HGPRT mammalian cell forward gene mutation assay and was non-clastogenic 
in an in vivo mouse micronucleus test.
Studies in rats following oral administration of halobetasol propionate at dose levels up 
to 0.05 mg/kg/day, approximately 0.53 times the MRHD based on BSA comparisons, 
indicated no impairment of fertility or general reproductive performance.
No impairment of fertility occurred in rats when male animals were treated for 70 days 
prior to mating and female animals were treated for 14 days prior to mating and 
continuing through gestation and lactation with topical doses of a tazarotene gel 
formulation up to 0.125 mg/kg/day. Based on data from another study, the systemic 
drug exposure in the rat at the highest dose was 5 times the MRHD (based on 
AUC comparison).
No impairment of mating performance or fertility was observed in male rats treated for 
70 days prior to mating with oral doses of up to 1 mg/kg/day tazarotene, which 
produced a systemic exposure 17 times the MRHD (based on AUC comparison).
No impairment of mating performance or fertility was observed in female rats treated 
for 15 days prior to mating and continuing through gestation day 7 with oral doses of 
tazarotene up to 2 mg/kg/day. However, there was a significant decrease in the number 
of estrous stages and an increase in developmental effects at that dose, which produced 
a systemic exposure 30 times the MRHD (based on AUC comparison).
Distributed by:
Bausch Health US, LLC 
Bridgewater, NJ 08807 USA
Manufactured by:
Bausch Health Companies Inc.  
Laval, Quebec H7L 4A8, Canada 
U.S. Patent Numbers: 6,517,847; 8,809,307; 10,251,895 and 10,478,502
DUOBRII is a trademark of Bausch Health Companies Inc. or its affiliates.
© 2021 Bausch Health Companies Inc. or its affiliates. DUO.0049.USA.21      
Based on 9645602 Revised: 01/2020 Issued: 03/2021
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Looking for an educational medical podcast that covers everything you need to 
know in and outside of the practice? What about a quick-hitting podcast that de-
livers your dermatology-related news in 20 minutes or less? Look no further! From 
the latest updates in dermatology to exclusive interviews with 
leading industry experts and a glimpse at what goes on behind 
the scenes, the staff at Dermatology Times® brings you a podcast 
that will explore the impact of new data and support you in imple-
menting innovative technologies that advance 
your patient care and practice. Cutaneous CONNECTION Listen Now!

Join us under the dermatoscope for the Cutaneous Connection.

PSORIASIS USED TO BE a disease with limited, poor treatment options. 
Therapies of old included covering the body with staining anthralin, coat-
ing the skin in coal tar, exposing the skin to cancer-producing UV radia-
tion combined with photosensitizers, and/or ingesting hepatotoxic oral 
medications.  

Psoriasis is now a disease with many superb treatment options, 
including new, enhanced topical formulations and biologics. Established 
topical agents, such as calcipotriene/betamethasone dipropionate and 
halobetasol propionate/tazarotene combinations, are being reformulated 
with more cosmetically elegant vehicles to optimize delivery while leaving 
a pleasant skin feel. New topical anti-infl ammatory agents, such as topical 
rofl umilast (ARQ-151 Arcutis; Biotherapeutics), are under investigation to 
o� er noncorticosteroid treatment options.  

Advances also have occurred in the oral psoriasis arena with the 
submission of excellent phase 3 studies for deucravacitinib (Bristol My-
ers Squibb) to the FDA for approval. Finally, the wide range of biologics 
with fewer adverse e� ects and longer duration of action provide control 
for even the most extensive disease. Biologics have been able to address 
some of the more challenging psoriasis variants, such as nail psoriasis, 
pustular psoriasis, inverse psoriasis, and palmar/plantar psoriasis.

It is now up to the dermatologist to learn how to use these many new 
tools e� ectively to optimize patient treatment. Expanding beyond the 
world of oral, injectable, intralesional, and topical corticosteroids will be 
exciting and entail many learning curves for both physicians and patients. 
This is one of the many wonderful aspects of dermatology, where innova-
tion is frequent and rapid. All dermatologists now can embrace the e�  ca-
cious future of psoriasis treatment.

Zoe Diana Draelos, MD

Letter From the 
Chief Medical Editor
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7  Pandemic Lessons Alter 
Pediatric Care Plans

COVID-19’s lingering impact brings new 
considerations in treatment regimens for 
pediatric patients with psoriasis. 

  Patients Share Experience With 
Dietary Changes, Supplement Use  

Holistic options for disease management show 
improvement in mild psoriasis.

  Find the Difference: 
Drug-Related Psoriasis
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Pandemic Lessons 
Alter Pediatric Care

New study data, along with guide-
line updates from organizations such 
as the National Psoriasis Founda-
tion and regulatory guidance from 
relevant government agencies, are 
helping to build a new framework for 
developing more effective treatment 
plans for pediatric patients with psori-
asis within the context of COVID-19.1,2

The first step for most practic-
es is reestablishing regular consul-
tations with pediatric patients and 
their families.

Gaps in care negatively affected 
US children and teens with psoria-
sis during the pandemic, according to 
Lawrence Eichenfield, MD, vice chair 
of the Department of Dermatology, 
professor of dermatology and pedi-
atrics at the University of San Diego 
School of Medicine, and chief of pedi-
atric and adolescent dermatology at 
Rady Children’s Hospital-San Diego. 
Eichenfield said he and colleagues 
saw patients with significant disease 

and delayed diagnoses because fam-
ilies were hesitant to visit the medical 
center during lockdown.  

“Many patients missed visits, even 
virtual visits, as the pandemic start-
ed,” Eichenfield told Dermatolo-
gy Times®. “We reached out to some 
patients on biologics or responded to 
queries…about whether they should 
continue on with their medications 
and how they might communicate 
with us about infections or concerns 
about infections. Reflecting sever-
al position statements from relevant 
organizations, our policy called for 
continuation of systemic therapies 
with pediatric psoriasis, along with 
reasonable, and fairly aggressive, con-
sideration about exposure situations 
and masking.”

COVID-19–related stresses affect-
ed some pediatric patients with psori-
asis not only physically, but also men-
tally, according to Eichenfield. He and 
his colleagues saw the pandemic’s toll 

on physical conditions such as skin 
flaring, but they also noted its impact 
on many patients’ mood, anxiety, and, 
in some cases, depression. Indepen-
dent of psoriasis, all patients in his 
practice get screening for depression. 
Adolescent patients had markedly 
increased mental health issues during 
the pandemic, he added. 

“The good news is none of our 
patients had complicated COVID-19 
infection, and none interrupted sys-
temic therapy,” Eichenfield said. 

One of the great pandemic-relat-
ed advances in France was the tech-
nical and regulatory deployment of 
telemedicine within days of the start 
of the lockdown. “This allowed us 
to move forward quickly, to answer 
questions for many children and 
adults,” said Emmanuel Mahé, MD, 
head of dermatology at Argenteuil 
Hospital Center in Paris. “The chil-
dren love it. They are in their family 
[environment] and are very relaxed.”

Mahé is coordinator of the Chil-
dren With Psoriasis and COVID-19 
(Chi-PsoCov) registry with the French 
Society of Dermatology, which aims to 
identify risks associated with COVID-
19 in children with psoriasis. Regis-
tries for US dermatologists include the 
American Academy of Dermatology 
COVID-19 Registry  and the Wake For-
est School of Medicine Surveillance 
Epidemiology of Coronavirus Under 
Research Exclusion-Psoriasis registry. 

Telemedicine is not the only solu-

Children and adolescents aged 12 to 15 years are 
now eligible to receive COVID-19 vaccinations, and 

additional trials are under way to evaluate vaccines’ 
efficacy and safety for those under 12. However, 
coronavirus is not in the rearview mirror for the pediatric 
population. Dermatologists and investigators are just 
beginning to assess the pandemic’s full physical and 
psychological burden on pediatric patients with psoriasis.

by Lisette Hilton | Staff Correspondent
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tion, but it has 
been indispens-
able during the 
pandemic, Mahé 
added. “There is 
currently work 

being done to 
standardize the 

follow-up of these children, not only 
in the event of another confinement, 
but in general. For example, parents 
often have to take half a day off work 
to bring their children to hospital,” he 
pointed out. 

Teledermatology remains useful 
for follow-ups and as a screening tool 
for new visits, according to Eichen-
field. “We prefer in-person visits for 
new evaluations for possible psori-
asis, given there has often been mis-
diagnosis or delays in diagnosis,” he 
said. “And there is much counseling 
about how we manage the disease, 
screen for comorbidities, and select 
our therapies together.”

Widespread adoption of telemedi-
cine and understanding how to incor-
porate it in evaluating children who 
have moderate to severe inflamma-
tory skin disease has taken a leap for-
ward in the United States. It will likely 
remain an option, according to Elaine 
Siegfried, MD, a professor of pediat-
rics and dermatology at Saint Louis 
University Doisy College of Health 
Sciences and director of pediatric der-
matology at Cardinal Glennon Chil-
dren’s Hospital in St Louis, Missouri. 
“I think there are challenges to doing 
telemedicine, especially for kids who 
have total body inflammatory skin 
diseases like psoriasis or eczema, but 
I am learning to appreciate what can 
and can’t be assessed by video and 
patient-submitted [images],” she said.

Dermatologists have learned a 
lot about how COVID-19 and lock-
down measures affect children with 

skin diseases, including psoriasis and 
eczema, according to Siegfried. She 
strongly believes that taking a biolog-
ic is not a contraindication for getting 
the vaccine. However, she is not as 
confident about which systemic treat-
ments are safest at this time because 
some may be more immunosuppres-
sant than others. Siegfried is also con-
cerned that the number of children 
participating in clinical psoriasis and 
eczema trials is always less than that 
in the corresponding adult trials and 
that the pediatric trials generally start 

later, so long-term 
safety information 
is comparatively 
delayed. 

Pediatric-spe-
cific data are lim-
ited regarding the 
impact of recently 

approved biologics for pediatric psori-
asis, such as secukinumab (Cosentyx; 
Novartis) and ixekizumab (Taltz; Eli 
Lilly and Company), on vaccine safe-
ty and efficacy as well as on immune 
maturation. Experience with the 
IL-12/IL-23 inhibitor ustekinum-
ab (Stelara; Janssen Biotech) is a little 
greater because it has been approved 
for other indications at much high-
er doses than those used for psoria-
sis. “I’m not wary about the IL-4 and 
IL-13 inhibitor dupilumab [Dupixent; 
Regeneron Pharmaceuticals/Sano-
fi-Aventis], because blocking T helper 
type 2 (Th2)-driven immune respons-
es upregulates Th1 responses, sup-
porting better antibody production,” 
Siegfried said. 

Joel M. Gelfand, MD, MSCE, coau-
thor of a recent article on National 
Psoriasis Foundation (NPF) COVID-
19 Task Force guidance on manag-
ing psoriatic disease during the pan-
demic,1 said the task force updates its 
guidance as new data emerge.2 “We’ve 

Elaine Siegfried, MD

Emmanuel Mahé, MD

French Results 
Echo Expert Findings
According to a study in Annals of Dermatology and Ven-
erology,3 June 2020, pediatric patients with psoriasis in 
France frequently missed dermatologic consultations. 
Half the children who were receiving treatment for psori-
asis stopped it, and almost 1 in 4 could not adhere to the 
very measures meant to keep them safe: mask wearing 
and hand sanitizing. More than 27% of study participants 
canceled in-office dermatologic consultations, over 9% 
reported that their concerns about going to a doctor kept 
them from an office visit, and nearly 23% said it was diffi-
cult to adhere to hygiene measures because of the need 
to use irritating hand sanitizers and handwashing rou-
tines, as well as mask wearing. 

Health care access was also affected during the lock-
down. More than 41% of pediatric patients in the study 
had a dermatologic consultation for psoriasis during 
lockdown, with about 71% reporting their visits were by 
teleconsultation. Nearly 40% of those patients said the 
consultation was because of worsening psoriasis, and 
about 21% said it was for pandemic-related issues.

Additionally, accessing hospitals was difficult during 
the lockdown in France, according to Emmanuel Mahé, 
MD, head of dermatology at Argenteuil Hospital Center in 
Paris. “In our department all consultation activity, except 
teleconsultation, was stopped for 2½ months,” he said.

Although the study was small, it provided a snap-
shot of how children who have what can be serious skin 
diseases suffer during a lockdown. “These ‘invisible’ 
results…illustrate the difficulties of these children and 
must be integrated into our care,” Mahé said.

Mahé and colleagues found that nearly 72% of the 
children surveyed had psoriasis lesions during the lock-
down. More than 45% were receiving systemic treat-
ments and nearly 19% stopped those treatments, mainly 
for reasons they linked to the pandemic.

COVID-19–related considerations were not the only 
reason for the decrease in consultation. At the time, 
doctors and patients had conflicting concerns about 
the potentially harmful effects of immunosuppressive 
drugs used to treat chronic diseases such as psoriasis. 
One concern had to do with a potentially heightened risk 
of severe COVID-19 that was associated with the use of 
immunosuppressive drugs. Another was the warning 
that discontinuing systemic treatment or failing to start it 
could worsen chronic skin disease. 
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issued 31 Delphi-approved recom-
mendations. The most recent  focus 
on COVID-19 vaccines,” said Gelfand, 
vice chair of clinical research and 
medical director, Dermatology Clini-
cal Studies Unit; director at the Psoria-
sis and Phototherapy Treatment Cen-
ter; and a professor of dermatology, 
epidemiology in biostatistics, and epi-
demiology at the University of Penn-
sylvania Perelman School of Medi-
cine in Philadelphia.2 

NPF guidelines now recommend 
that patients, including children, 
should take the first COVID-19 vac-
cine currently approved under the 
FDA’s emergency use authorization 
for which they are eligible. This aligns 
with similar guidance from the Cen-
ters for Disease Control and Preven-
tion4 and the American Academy of 
Pediatrics.5 “We generally recom-
mend patients stay on systemic thera-
pies when receiving a COVID-19 vac-
cine,” Gelfand added. 

However, out 
of what Gelfand 
described as an 
abundance of 
caution and until 
more data emerge, 
the NPF task force 
recommends that 
patients with pso-

riatic disease who are taking abata-
cept, cyclosporine, leflunomide, glu-
cocorticoids (eg, prednisone), metho-
trexate, or tofacitinib continue to take 
masking and social distancing pre-
cautions, even if they have been vac-
cinated against COVID-19, when they 
are in contact with people who have 
not been vaccinated or whose vac-
cination status is not verifiable. “It is 
critically important that dermatolo-
gists be aware that the task force rec-
ommends the use of antibody ‘cock-
tails’ for patients who develop COVID-

19 and are at high risk for progressing 
to severe COVID-19 and/or hospital-
ization,” he said. 

He also pointed out 2 main dif-
ferences in approaching treatment 
for children vs adults with psoriasis. 
“First, due to their young age, they 
are generally at low risk for a severe 
course of COVID-19 illness,” he said. 
“However, children with psoria-
sis may have comorbidities such as 
obesity that increase their risk. Sec-
ond, social distancing may be more 
challenging for children than for 
adults. The task force recommends 
that children with psoriasis mask 
and distance when at school. If the 
school environment is unable to 
ensure these prevention measures 
or families believe their child may 
not be able to adhere to these practic-
es, we encourage discussion with the 
patient, caregivers, and [their] clini-
cian to collectively develop a learn-
ing plan [that is] in the best interest 
and safety of the child.”

The most important message is 
that children with psoriasis should 
continue their systemic therapies 
during the pandemic, he continued. 
“While some uncertainty remains, it 
is clear that stopping systemic treat-
ment has led to psoriasis flares in 
many cases, which can only worsen 
the emotional burden of coping with 
the disruptions caused by the pan-
demic,” Gelfand said.

Pandemic challenges continue, 
despite the rollout of major programs 
related to COVID-19 and particular-
ly on the vaccine front, according to 
Gelfand. “While the risk of hospital-
ization or death from COVID-19 in 
children is very low, the risk of long-
term effects of having COVID-19 in 
childhood is only starting to emerge, 
as [is] the development of new vari-
ants which pose new threats, partic-
ularly to those who are not vaccinat-
ed,” he said. 

For references and disclosures, visit 
dermatologytimes.com

Joel M. Gelfand, 
MD, MSCE

PeDRA Lists Systemics With Higher COVID-19 Risk
According to a recent Pediatric Dermatology Research Alliance (PeDRA) statement, some systemic medica-
tions may have increased risk for patients during the COVID-19 era. The immunosuppressant medications list-
ed below may carry a higher risk of infection than those considered more immunomodulating (eg, low-dose 
methotrexate, apremilast [Otezla; Amgen]. The risk of infection also varies among the biologic agents. 

Immunosuppressant medications:
Small molecules

·  Corticosteroids (eg, 
prednisone, prednisolone, 

  methylprednisolone)
·  Cyclosporine
·  Mycophenolate mofetil
·  Tacrolimus
·  Azathioprine

Biologics 
·  Anti-CD20 (pan–B cell) rituximab [Rituxan; Genetech]
·  Tumor necrosis factor inhibitors (eg, etanercept [Enbrel; 
Amgen], adalimumab, infliximab [Avsola; Amgen] 

·  IL-17 inhibitors (eg, secukinumab [Cosentyx; Novartis], ixeki-
zumab [Taltz; Eli Lilly and Company]

·  IL-12/IL-23 inhibitor ustekinumab [Stelara; Janssen 
Pharmaceuticals]

It may be safer to continue rather than discontinue these or other medicines for children with moderate 
to severe skin disease, according to PeDRA. Providers should weigh whether the risk of a worsening skin condi-
tion when off the medicine is greater than the risk of COVID-19 infection and severe health consequences 
of an infection. 

Source: PeDRA. General information for patients and caregivers about COVID-19. Updated May 11, 2020. Accessed June 24, 2021. Gen-
eral Information for Patients and Caregivers about COVID-19 (pedraresearch.org). 
Reviewed June 30, 2021, for Dermatology Times® by Elaine Siegfried, MD, professor of pediatrics and dermatology at Saint Louis Univer-
sity Doisy College of Health Sciences and director of pediatric dermatology at Cardinal Glennon Children’s Hospital in St Louis, Missouri.
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Supplements, Diet 
Shape Severity Rate

“We often field questions about diet 
and supplements in our clinic, not 
just related to psoriasis but [also] 
related to a lot of dermatologic enti-
ties,” said senior study author Jenni-
fer G. Powers, MD, a clinical associ-
ate professor of dermatology at the 
University of Iowa Hospitals and 
Clinics in Iowa City.

Understanding  patients’ dietary 
habits is particularly important 
when treating patients with psoria-
sis because they are known to have 
a higher body mass index (BMI) and 
are more likely to have metabolic syn-
drome than the general population.2

“We thought it would be particu-
larly interesting to understand what 
[patients with] psoriasis are doing to 
work on their psoriasis from a nutri-
tional standpoint, and what they feel 
has actually helped,” Powers said. 

Powers and her colleagues from 
Saint Louis University School of Med-
icine reported on patients’ respons-
es to a 30-question survey assessing 
the popularity of specific dietary reg-
imens and common supplements.
The investigators found that of the 

270 patients responding, approxi-
mately 30% had tried to lose weight. 
Additionally, more than one-third 
attempting to lose weight said it had a 
positive impact on psoriasis severity. 

Powers said this finding corre-
sponds to what she sees anecdotally in 
the clinic. Patients with psoriasis who 
lose weight or make certain dietary 
adjustments sometimes see chang-
es in their skin. But without a study to 
confirm that weight loss is the cause 
of skin improvement, it is hard to draw 
any conclusions. Among those who 
endorsed weight loss interventions, 
50% said their psoriasis improved 
with a ketogenic diet, 46% reported 
benefiting from the Mediterranean 
diet, 40% from a vegetarian diet, and 
36% from a gluten-free diet.

Thirty-two percent of respondents 
tried supplementing with oral vita-
min D, making it the most tried sup-
plement in the study. More than a 
quarter of patients with psoriasis had 
tried oral fish oil, followed by 21% who 
had tried probiotics. Among patients 
who used probiotics, 29% report-
ed that it had helped their psoria-

sis. Nearly 28% of those taking vita-
min D said it helped, and nearly 26% 
of patients taking fish oil gave it a 
thumbs-up. The investigators found 
that patients with psoriasis who were 
55 years and younger were more 
likely to try diets and supplements 
than older patients. The survey also 
revealed that patients with 2 or more 
psoriasis subtypes, including plaque, 
guttate, flexural, scalp, and nail, tried 
more diets or supplements.

Although 5.9% of patients (16) had 
tried 5 or more diets or supplements, 
approximately 42% of those sur-
veyed had not tried any diets or sup-
plements. A supplement or a dietary 
intervention rarely offers the effi-
cacy of a drug such as adalimumab 
(Humira; AbbVie), Powers said. How-
ever, patients tend to find the adverse 
effect profile of a diet or supplement 
more favorable in comparison. As 
the majority of patients studied had 
tried at least 1 diet or supplement—
and many had tried several—derma-
tologists should consider a patient’s 
willingness to use these types of                
treatment options.

“Now dermatologists know which 
supplements and dietary interven-
tions might be on patients’ radar,” Pow-
ers said, “But we need more data about 
whether or not these dietary interven-
tions and supplements could be used 
in the future as part of treatment.” 

For references and disclosures, visit  
dermatologytimes.com

In results from a survey of 270 patients with psoriasis, 
more than half had tried 1 to 4 dietary interventions 

or supplements to treat symptoms, according to 
data presented at the 2021 Society for Investigative 
Dermatology (SID) Virtual Annual Meeting in May.1 

by Lisette Hilton | Staff Correspondent
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Find the Difference:
Drug-Related Psoriasis

Therefore, learning which medica-
tions may induce or flare psoriasis can 
be important for accurate diagnosis 
and treatment, Stratman said in a pre-
sentation at the American Academy of 
Dermatology Virtual Meeting Experi-
ence 2021.1

Because no clear, specific pheno-
type distinguishes drug-induced pso-
riasis, Stratman pointed to the need to 
understand the 3 main types of reac-
tions as a first step in determining 
whether medications provoked psori-
asis induction or flare.

HOW TO ASSESS REACTIONS
The first type of reaction occurs in a 
person with no history of disease who 
takes medicine and then experienes 
onset of typical psoriasis. “If you are 
lucky enough to identify the drug and 
take the drug away, only sometimes 
will the psoriasis either substantial-
ly improve or disappear complete-
ly,” Stratman said. “In many cases, the 
psoriasis will persist.”

A second kind of reaction happens 

in a person with a history of psoriasis 
who, because of the drug, has a flare 
of existing disease, such as worsening 
plaque or a more severe erythroder-
mic or pustular variant.

The third type of reaction occurs in 
a person with no history of psoriasis 
who takes a medicine, which results 
in a psoriasislike reaction with-
out necessarily having all the classic 
characteristics of psoriasis. “Often, 
when the drug is stopped, the reac-
tion resolves in the weeks to months 
ahead,” Stratman said. “The reaction 
is not truly psoriasis but rather psoria-
siform in nature.”

MEDICATIONS MOST 
LIKELY TO AFFECT PSORIASIS
The association between drugs and 
psoriasis onset and/or exacerba-
tion is difficult to attribute and study, 
according to Stratman. One reason is 
the frequently long, variable lag time 
with psoriasis induction or psoriasis 
flaring. “Usually flaring happens a lit-
tle quicker than induction of new pso-

riasis from drug reactions,” he said. 
The lack of a specific phenotype for 
drug-related presentations further 
complicates the difficulties of estab-
lishing definite links. 

In his experience, β-blockers are a 
key concern. “Perhaps we see more of 
this because of all the metabolic syn-
drome–related events we see with 
[patients with] psoriasis,” he said. 
“These patients are more likely to be 
prescribed β-blocker therapy.”

Sometimes 
a break from 
such treatment 
is a good starting 
point. “β-Blockers 
not only create 
new psoriasis but 
may flare existing 

psoriasis as well,” Stratman said. “In 
fact, β-blockers are probably the [most 
common] drug to trigger a new onset 
of psoriasis. Most of the other drugs 
cause flares of existing psoriasis.” (See 
Figure.1)

A large US prospective cohort 
study published in JAMA Derma-
tology in 2014 concluded that long-
term regular β-blocker use for at least                  
6 years was linked to a 39% increased 
risk for psoriasis.2 On the other hand, 
lithium predominantly exacerbates 
existing psoriasis, which can take up 
to 1 year to induce flaring, he said.

Concerning antimalarials, 
hydroxychloroquine induces psoria-
sis more often than chloroquine, like-

Drug-induced psoriasis from medications, including 
antimalarials and β-blockers, can be challenging 

to verify, according to Erik Stratman, MD, a medical 
dermatologist and chairman of dermatology at Marshfield 
Clinic Health System and former associate dean for the 
University of Wisconsin School of Medicine and Public 
Health—Marshfield Campus, both in Wisconsin. 

by Robert Kronemyer | Sta�  Correspondent

Erik Stratman, MD
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ly because the former is prescribed 
much more often and is more often 
associated with plaque flaring than 
new disease induction, Stratman 
added. Average time to flare is 4 to        
12 weeks.

For erythrodermic and pustular 
flares with prednisone therapy, “in 
our textbooks, we are taught to avoid 
systemic steroids in [patients with 
psoriasis] because systemic steroids 
equal risk of psoriasis flaring,” Strat-
man said. “But this is counter to my 
clinical experience and research of 
others. Systemic corticosteroids are 
the No. 1 systemic agent prescribed 
for psoriasis therapy, eclipsing every 
biologic, methotrexate, and every sys-
temic therapy.” 

A recently published retrospec-
tive study in JAMA Dermatology con-
ducted at rural Marshfield Clinic 
Health System found that the over-
all flare rate was only 1.42% among 
adult patients with a solid diagno-
sis of psoriasis who received 1 or more                 
prescription courses of a systemic  
corticosteroid for any reason. A severe 
psoriasis flare occurred in only 0.07% 
of cases.3

The study population consisted 
of nearly 2000 patients approximate-
ly 50 years old (55% female) at the time 

of their first psoriasis diagnosis, fol-
lowed by their first steroid prescrip-
tion roughly 10 years later. Stratman 
added that 97% of steroid prescribing 
was done “outside of the field of der-
matology” and that the most common 
steroid prescribed was prednisone.

Patients were seen at the facility at 
least once during therapy or within       
3 months of stopping the medication 
(most commonly, oral prednisone) 
between October 2012 and July 2018. 

Slightly more than 50% of patients 
had 1 steroid course, and 80% of 
the entire cohort had a total steroid 
course of less than 60 days. The medi-
an steroid dose was 40 mg. A flare was 
defined by 1 of the following: a docu-
mented increase in body surface area; 
a higher Psoriasis Area and Severity 
Index score; the presence of pustular 
or erythrodermic skin; patient-sub-
jective reporting of a worsening flare; 
a physical exam describing a wors-
ening flare compared to a previous 
exam; or a provider assessment and 
plan that mentioned flare, rebound, 
or “objectively worse than before.”

“There was no difference in steroid 
dose between flaring patients and 
nonflaring patients,” Stratman noted.

The investigators identified a 
total of 16 flares among 516 manu-

ally abstracted patients. “However, 
15 of the 16 patients had only wors-
ening plaque-stage psoriasis,” Strat-
man said. 

Of the 16 flares, 37% indicated 
flares that commenced prior to cor-
ticosteroids, and 18.8% were guttate 
flares with laboratory evidence of 
Streptococcus pyogenes (strep throat) 
infection. The sole erythrodermic 
patient was given systemic cortico-
steroids because of steadily worsen-
ing body redness. “I believe the flar-
ing was already in motion rather than 
[being] caused by the steroid,” Strat-
man said.

“Our results suggest a very low 
rate of psoriasis flares [< 1.5%],” Strat-
man added. “We challenge the teach-
ing/dogma that steroids induced [the] 
severe psoriasis flares in the gener-
al psoriasis population. Strict avoid-
ance of systemic corticosteroids 
in [patients with psoriasis] may be 
unnecessary.”

However, Stratman listed some 
possible limitations of the study, 
including:

·  its retrospective nature,
·  its use of only one large Midwest 
health care system,
·  no control population of patients 
with psoriasis with no corticoste-
roid therapy,
·  no previous use of criteria defin-
ing psoriasis flare,
·  patient adherence to corticoste-
roid prescription, and
·  patients may have received care 
outside of the system.

Despite the limitations, Strat-
man recommended that dermatolo-
gists consider the possibility of drug-
induced psoriasis. “Do not overlook 
the medication list in [patients with] 
psoriasis,” he said. 

For references and disclosures, visit  
dermatologytimes.com

Data provided by Erik Stratman, MD.

FIGURE

Drugs Associated With Psoriasis Flares1

Strongest supporting 
evidence–based association 
with psoriasis flares

β-BLOCKERS 
• Lithium
• Antimalarials
• TNF antagonists

Mixed supporting evidence–
based association with 
psoriasis flares

INTERFERONS/IMIQUIMOD
• ACE inhibitors
• Terbinafine

Multiple case report–based, 
small study–based association 
with psoriasis flares

NSAIDS
• Anti–PD-1 immune checkpoint inhibitors 
• Benzodiazepines
• Bupropion
• Tetracycline antibiotics
• Rituximab

ACE, angiotensin-
converting enzyme; 
NSAID, nonsteroidal  
anti-inflammatory drug; 
TNF, tumor necrosis factor.
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Psoriasis-Related 
Metabolic Syndrome

Torres said the most common form 
of psoriasis vulgaris is plaque psori-
asis, typically characterized by the 
presentation of erythematous-raised 
plaques and thick, silvery scales 
on the skin. Other forms of the dis-
ease include pustular, palmoplan-
tar, nail, guttate, inverse, and eryth-
rodermic psoriasis. One in 3 patients 
with psoriasis may also develop pso-
riatic arthritis (PsA) and present with 
signs of swelling, stiffness, and pain 
in the joints and areas surrounding 
the joints.

Beyond the characteristic cutane-
ous signs and symptoms of the dis-
ease as well as joint manifestations in 
the case of PsA, patients with psoriasis 
also may experience ocular inflam-
mation (conjunctivitis, blepharitis, 
uveitis), inflammatory bowel disease 
(ie, Crohn’s disease,  ulcerative coli-
tis), renal disease, chronic obstructive 

pulmonary disease, and obstructive 
sleep apnea. 

Cardiometabolic diseases now 
have a place on the list of possible 
comorbidities. This includes cardio-
vascular disease, obesity, hyperten-
sion, diabetes, hyperlipidemia, and 
nonalcoholic hepatic steatosis. One 
or more of these manifestations and 
symptoms can often lead to anxiety, 
reactive depression, and suicide ide-
ation in patients, underscoring the 
need for clinicians to monitor and 
screen this patient population for any 
of these comorbidities. 

“Fortunately, our collective knowl-
edge of psoriasis and the system-
ic impact that the disease can have 
on other tissues and organ systems 
has grown over the [past few] years, 
with particular focus on cardiomet-
abolic comorbidities,” Torres said. 
“[Patients with psoriasis] have an 

increased morbidity and mortality as 
well as a decreased quality of life due 
to the multimorbid nature of the dis-
ease. As such, it has become para-
mount that clinicians screen, moni-
tor, and aggressively treat the associ-
ated comorbidities of the disease, par-
ticularly obesity.”

The physiological explanation for 
the association between psoriasis 
and cardiometabolic and cardiovas-
cular disease is slowly becoming bet-
ter understood. According to Torres, 
significant systemic inflammation 
is associated with psoriasis, and this 
inflammation appears to be at least 
one of the root causes of the disease. 

“The common denominator 
appears to be systemic inflammation, 
and there are many similar aspects in 
terms of the atherosclerotic inflam-
mation, linking psoriasis and cardio-
vascular disease through systemic 
inflammation, which perpetuates the 
cycle of disease,” Torres said. 

One of the key comorbidities of 
psoriasis is obesity, which influenc-
es psoriasis and cardiovascular dis-
ease. The increased prevalence of car-
diovascular comorbidities, especial-
ly obesity, is particularly important 
in psoriasis because of the system-
ic inflammation produced. Obesity is 
associated with a constant low-grade 
chronic inflammatory state, Torres 
said, and patients with a body mass 
index higher than 30 have demon-
strated a 2-fold risk of developing the 

A growing body of research adds to evidence that 
psoriasis’ comorbidities are much further-reaching 

than previously thought. As a result, clinicians need to 
address this expanding list of possible comorbidities 
in their approach to patient care, said Tiago Torres, 
MD, PhD, professor of dermatology at the Instituto de 
Ciências Biomédicas Abel Salazar at the University of 
Porto in Portugal, who recently spoke at the European 
Academy of Dermatology and Venereology Spring 
Symposium 2021.1

by Ilya Petrou, MD | Staff Correspondent
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disease. According to Torres, the cur-
rent evidence indicates that weight 
loss is associated with improvement 
in psoriasis and PsA severity—like-
ly due to decrease in inflammatory 
load—improvement in patients’ met-
abolic profile, and improvement of the 
response to psoriatic treatments with 
fewer adverse events.

Torres noted a high prevalence 
of underdiagnosed and undertreat-
ment of cardiovascular diseases in 
patients with psoriasis. In a recent 
nationwide study evaluating the 
awareness and management of car-
diovascular risk of psoriasis among 
Portuguese dermatologists, Torres 
found that 40% of physicians did not 
contribute to cardiovascular risk–
factor management, 12% had no 
knowledge of the association, 15% 
passed cardiovascular risk–factor 
management to general practitio-
ners, and 45% actively screened and 
monitored patients, although main-
ly for moderate to severe disease.2

“I believe that it is very impor-
tant to not only increase the aware-
ness of this subject to clinicians and to 
actively screen and monitor [patients 
with] psoriasis for these comorbidi-
ties, but also to advise patients to lead 
a healthy lifestyle, including losing 
excess weight, stopping smoking, and 
[conducting] regular physical activi-
ty,” Torres said. 

Interestingly, the group of meta-
bolic abnormalities that define meta-
bolic syndrome also appear to occur 
more frequently in patients with PsA 
vs patients with psoriasis or rheuma-
toid arthritis (RA). In a recent study, 
Loganathan et al performed a sys-
tematic review and meta-analysis to 
determine the prevalence of metabol-
ic syndrome among patients with PsA, 
psoriasis, and RA. The investigators 
searched Medline, PubMed, Embase, 

Google Scholar, ProQuest, Ebsco 
Cinahl, Scopus, ScienceDirect, Web of 
Science, and Cochrane Library for all 
relevant studies published between 
January 1990 and August 2019 and 
included 24, 89, and 53 studies for PsA, 
psoriasis, and RA, respectively, in the 
final analysis.3 

They found that patients with 
PsA had a significantly higher prev-
alence of metabolic syndrome com-
pared with patients who had pso-
riasis or RA. Data showed that the 
pooled prevalence of metabolic syn-
drome in PsA populations was 0.46 
± 0.06 vs 0.34 ± 0.03 and 0.31 ± 0.04 in 
the psoriasis and RA patient popu-

lations, respectively. Also, patients 
with PsA were 1.62 ± 0.036 and 1.66 ± 
0.038 times more likely to have meta-
bolic syndrome compared with pso-
riasis and RA populations.3 

The percentages of patients with 
PsA and metabolic syndrome in 
the European, Asian, North Amer-
ican, and Middle Eastern groups 
were 47.2%, 45.78%, 34.88%, and 
48.4 %, respectively. In PsA popula-
tions, data showed that patients from 
countries with a lower gross nation-
al income (GNI) tended to have a 
higher prevalence of metabolic syn-
drome, and the prevalence of PsA 
was also higher when matched to 
RA and psoriasis populations from 

matched GNI groups.3 According 
to the study authors, rheumatolo-
gists often do not assess for metabol-
ic syndrome as part of routine evalu-
ations in patients with inflammato-
ry arthritis.

“Metabolic syndrome is underap-
preciated in psoriatic disease, espe-
cially in psoriatic arthritis. More 
research needs to be done in deter-
mining whether effective manage-
ment of metabolic syndrome can lead 
to improved disease control and car-
diovascular outcomes,” wrote the 
study authors.

After addressing the cutane-
ous manifestations of psoriasis in 
his patients to improve the skin dis-
ease, Torres focuses on decreas-
ing the systemic inflammation in 
patients, which is crucial to lessen-
ing the impact of cardiovascular 
disease. In addition, screening and 
treating cardiovascular and cardio-
metabolic symptoms such as obesi-
ty are paramount.

“If we treat the obesity or over-
weight patients, we are decreasing 
the risk of the other comorbidities, 
which will have a positive impact on 
the global health of the patient,” Tor-
res said.

A multidisciplinary approach is 
also crucial in the patients with pso-
riasis who more than likely will have 
1 or more comorbidities associated 
with the skin disease. 

“In more complex cases, it would 
behoove dermatologists to consult 
with rheumatologists, internists, 
cardiologists, and endocrinologists 
as well as general practitioners for a 
more complete care of the [patient 
with] psoriasis and [the] associat-
ed cardiometabolic diseases,” Tor-
res said. 

For references and disclosures, visit  
dermatologytimes.com

34.88%
Proportion of North American 

patients with PsA and  
metabolic syndrome
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