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Opioid prescribing in adults with
and without psoriasis
To the Editor:Opioids are generally not indicated for
chronic pain from musculoskeletal and skin
diseases1; however, there is emerging literature
that patients with chronic rheumatologic and
dermatologic diseases are receiving opioids at a
higher rate than the general population.2-4 The
objective of this study was to examine the 1-year
incidence of opioid prescriptions in opioid-naive
adults with and without psoriasis.

We used data from the Optum electronic health
records database (January 1, 2007, through June 30,
2017). Patients were classified as having psoriasis if
they had 2 diagnosis codes for psoriasis on 2 separate
days or 1 diagnosis for psoriasis plus a prescription
for a systemic psoriasis therapy/phototherapy on a
separate day. Patients were categorized as having
moderate-severe psoriasis if they had a prescription
for a systemic therapy or a claim code for
phototherapy during the study period. All other
patients were categorized as having mild disease.
Control patients were thosewithout a diagnosis code
for psoriasis or psoriatic arthritis during the study
period and at least 2 encounters on separate days. To
select an opioid-naive population, study time began
1 year after the second qualifying event and was
continued for 12 months. Patients with an opioid
prescription during the 12-month baseline period
were excluded. Only patients with the full 24 months
of eligibility were included. The University of
Pennsylvania institutional review board approved
this study as exempt.

The outcome of interest was a prescription for an
oral or transdermal opioid (excluding cough suppres-
sants) from an ambulatory encounter. Measured
covariates included sex; age; ethnicity; race; and a
history of alcohol abuse, cancer, depression, and
psoriatic arthritis. Descriptive statistics were used to
examine age, sex, comorbidity distribution, and the
number of opioid prescriptions during the study
period. Logistic regression was used to examine the
odds of receiving an opioid prescription in adults with
psoriasis compared to those without psoriasis.

There were 99,830 individuals with psoriasis and
261,418 adults without psoriasis (Table I). Psoriasis
patients were older and had higher rates of all
comorbidities of interest. The demographics for
patients with mild psoriasis were similar to those
with moderate-severe psoriasis. During the 12-month
study period, 1.9% of patients with psoriasis and 0.5%
of control patients received an incident prescription
for an opioid (chi-square test, P\.001). More patients
with moderate-severe psoriasis received a prescrip-
tion than those with mild disease (2.3% vs 1.7%,
P\.001). In the adjusted analysis, patients with mild
psoriasis and moderate-severe psoriasis had 2.64
(95% confidence interval, 2.43-2.87) and 3.78 (95%
confidence interval, 3.35-4.26) odds of receiving an
incident opioid prescription compared to adults
without psoriasis, respectively (Table II).

In summary, using electronic health records from
the United States, we determined that adults with
psoriasis were more likely to receive an incident
opioid prescription than those without psoriasis.
Limitations to this analysis include the analysis of
prescribed, not filled, opioids. Additionally, we did not
have information about the indication, dose, or
dispensed quantity. More research is needed to
characterize opioid use among patients with psoriasis
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Table I. Baseline characteristics of the study population

Characteristics

Control individuals

n = 261,418

All psoriasis

n = 99,830

Mild psoriasis

n = 80,057

Moderate-severe psoriasis

n = 19,773

Female, n (%) 138,136 (53.0) 51,243 (51.4) 40,878 (51.2) 10,365 (52.5)
Age, y, mean (SD) 38.9 (23.9) 50.0 (18.3) 50.3 (18.7) 48.8 (16.4)
Race, n (%)
White 149,916 (57.3) 77,739 (77.9) 62,356 (77.9) 15,383 (77.8)
African American 24,222 (9.3) 3693 (3.7) 3022 (3.8) 671 (3.4)
Asian 6259 (2.4) 2408 (2.4) 1900 (2.4) 508 (2.6)
Other/unknown 81,021 (31.0) 15,990 (16.0) 12,779 (16.0) 3211 (16.2)

Ethnicity, n (%)
Hispanic 18,138 (6.9) 4847 (4.9) 3977 (5.0) 870 (4.4)
Not Hispanic 150,345 (57.5) 78,522 (78.7) 62,837 (78.5) 15,685 (79.3)
Unknown 92,935 (35.6) 16,461 (16.5) 13,243 (16.5) 3218 (16.3)

Medical comorbidities, n (%)
Alcohol abuse 3093 (1.2) 4667 (4.7) 4110 (5.1) 557 (2.8)
Cancer 4663 (1.8) 7261 (7.3) 6103 (7.6) 1158 (5.9)
Depression 7784 (3.0) 17,993 (18.0) 15,236 (19.0) 2757 (13.9)
Psoriatic arthritis N/A 8726 (8.7) 3523 (4.4) 5203 (26.3)

Received $1 opioid prescription, n (%) 1249 (0.5) 1845 (1.9) 1388 (1.7) 457 (2.3)

N/A, Not applicable; SD, standard deviation.

Table II. Factors associated with receipt of an
opioid prescription among patients with psoriasis
compared to those without psoriasis

Factor OR (95% CI)

Female sex 1.10 (1.02-1.18)
Age, per 1-year increase 1.01 (1.01-1.01)
Race
White Reference
African American 1.18 (1.03-1.35)
Asian 0.52 (0.38-0.71)
Other 0.39 (0.35-0.44)

Psoriasis severity
Mild 2.64 (2.43-2.87)
Moderate-severe 3.78 (2.36-4.26)

Medical comorbidities
Alcohol abuse 1.15 (0.96-1.38)
Cancer 1.12 (0.97-1.29)
Depression 1.67 (1.52-1.84)
Psoriatic arthritis 0.99 (0.84-1.16)

CI, Confidence interval; OR, odds ratio.
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and understand why patients with psoriasis are
receiving prescriptions for opioids.
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The adverse effect profile of
acitretin in a pediatric dermatology
population—Longitudinal cohort
study and recommendations for
monitoring
To the Editor: The clinical benefit of acitretin has
been amply shown in the treatment of disorders
of keratinization in childhood, particularly in
psoriasis and ichthyosis. The adverse effects (AEs)
of acitretin are well studied in adults, and
ª 2020 by the American Academy of Dermatology, Inc. Published by

Elsevier Inc. This is an open access article under the CC BY license

(http://creativecommons.org/licenses/by/4.0/).
monitoring guidelines were issued by the British
Association of Dermatologists.1 However, AEs in
childhood are less well studied, particularly in
non-psoriasis cohorts.

A retrospective case note review was undertaken
of all 174 patients prescribed acitretin between 1993
and 2015. Patient variables collected were
diagnosis; demographics; age at starting acitretin;
length of time monitored while receiving acitretin
(as measured by age at stopping treatment or age of
transfer to adult services if still receiving the
medication); starting, maximal, and final doses;
and AEs. Children were usually seen by a
dermatologist on a three-monthly basis and none
were lost to follow-up in the study period. Clinical
AEs were defined as any reported clinical symptom
that had arisen since starting and could be
attributed to acitretin. Laboratory AEs were defined
as hepatic transaminase levels twice the upper limit
of the normal range for age, and/or alkaline
phosphatase levels at least 1.2-fold the upper limit
of normal range for age, and/or triglyceride levels
greater than 2.3 mmol/L. Primary outcome measures
(clinical and laboratory AEs) were modeled with
respect to 5 patient variables (sex, diagnosis, age at
starting, dose/kg at starting, and length of time
receiving acitretin) by multiple logistic regression
(SPSS, version 22; SPSS Inc, Chicago, IL). A
Bonferroni correction for multiple testing was
applied, reducing the level of significance to
P \ .005. Response to treatment was not a primary
outcome but has been recorded here for
comparability with other studies.

Cohort data are shown in Table I. There were no
fatal or irreversible AEs documented due to acitretin.
Clinical AEs were reported in 24%, leading to
permanent cessation of treatment in 10% of the total
cohort, although this overlapped with lack of
adequate response to the medication—in other
words, the balance of beneficial and adverse clinical
AEs was important and not easily measurable.
Laboratory AEs occurred in 22%, leading to perma-
nent cessation in 4% of the total cohort. Importantly,
laboratory AEs were very rare after 2 years of
uneventful treatment (Supplemental Figure 1; avail-
able via Mendeley at https://data.mendeley.com/
datasets/x7cp29vtgk/draft?a¼11828aec-97a2-46f7-
8dd2-49a213c6ddc0). Reduced bone density was
seen in 3 patients with ichthyosis, a known risk factor
for vitamin D deficiency, but was not routinely
screened for. There were no significant associations
between clinical or laboratory AEs and the 5 patient
variables. Half of those children who had acitretin
stopped for any AE subsequently had the drug
restarted.
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