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In Case You Missed It
Cardiovascular Risk Up With 
Metabolic Syndrome in Psoriasis
Metabolic syndrome (MetSyn) is prevalent 
among patients with psoriasis and is associated 
with increased cardiovascular risk, according to 
a study published in the Journal of the Ameri-
can Academy of Dermatology. Researchers exam-
ined the impact of MetSyn and its components 
on early coronary artery disease assessed as non- 
calcified coronary burden (NCB) in psoriasis. 
Data were included for 260 patients with psori-
asis and coronary computed tomography angi-
ography results. Thirty-one percent of the par-
ticipants had MetSyn. The researchers found 
that the burden of cardiometabolic disease, sys-
temic inflammation, NCB, and high-risk plaque 
was higher in the MetSyn group. MetSyn and 
its individual components of elevated waist cir-
cumference, triglycerides, blood pressure, and 
fasting glucose were associated with NCB after 
adjustment for Framingham risk score, lipid- 
lowering therapy, and biologic use. Blood pres-
sure and waist circumference remained signifi-
cantly associated with NCB after adjustment for 
all other MetSyn factors. “Metabolic syndrome, 
so common among our psoriasis patients, drives 
up coronary artery disease in this population 
by increasing the plaque buildup that clogs the 
heart's arteries,” a coauthor said in a statement. 
“Our study shows that, of the MetSyn compo-
nents, hypertension and obesity contribute the 
most to coronary plaque buildup, and hence  
can be good targets for intervention.”

Patients With Psoriasis  
Shoulder Psychological Burden
Patients with psoriasis have a considerable psy-
chological burden, according to a study pub-
lished in The Journal of Dermatology. Investiga- 
tors examined psychiatric comorbidity and pos- 
sible correlations between psychological factors,  
disease severity, and dermatology-related quality  
of life in psoriatic patients from a university  
hospital dermatology department. Patients were  
asked to complete a questionnaire, which in- 
cluded information on demographics, pre- 
existing mental disorders, and data on substance  
abuse, and explored mental and physical health. 
A total of 228 consecutive patients participated 
in the study between August 2016 and February  
2019. The researchers found that about one- 
half of the participants had evidence of mental 
health problems, mostly depression and anxiety  
and alcohol dependence. A statistically signifi-
cantly reduced Dermatology Life Quality Index 
and significantly impaired psychological and 
physical quality of life were seen for patients  
with a Psoriasis Area and Severity Index score of 
3 or higher.  
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D
ata indicate that pso-
riasis is one of the  
most common immune- 

mediated disorders, affecting 
approximately 0.5% to 11.4% 
of adults worldwide and sig-
nificantly impacting patients’ 
quality of life. Other research 
suggests that colorectal can-
cer (CRC) is one of the lead-
ing causes of cancer-related 
mortality and the fourth most 
commonly diagnosed cancer  
in both men and women 

worldwide (900,000 deaths and 1.8 million 
new cases annually, according to the WHO). 
With psoriasis and CRC both related to  
immune-mediated chronic inflammation and  
interleukin-17 shown to be involved in the patho-
genesis of psoriasis and initiation of CRC, it has 
been hypothesized that patients with psoriasis 
are at increased risk for comorbid CRC. Howev-
er, the relationship between the two conditions  
remains unclear.

A Systematic Review 
& Meta-analysis
To appraise the evidence on the relationship  
between psoriasis and CRC, Ching-Chi Chi,  
MD, MMS, DPhil, FAAD, and colleagues con-
ducted a systematic review and meta-analysis of  
observational studies that examined this associa- 
tion, publishing their results in the Journal of the 
American Academy of Dermatology. “We searched 
MEDLINE and Embase on March 24, 2020 
for relevant studies,” explains Dr. Chi. Included  
studies provided data on the risk for CRC and 
had a case group of patients with psoriasis and a  
control group of patients without psoriasis. Nine 
cohort studies with more than 10.5 million subjects 
were included. 

“The Newcastle-Ottawa scale was used to evaluate 
the risk of bias of included studies, and we con-
ducted random-effects model meta-analysis and 

subgroup analysis based on gender,” notes Dr. 
Chi. When relevant data were available, the study 
team conducted meta-analysis on the risk for colon  
cancer and rectal cancer, as CRC is composed of 
both. Meta-analyses were only conducted when 
there were at least three included studies for a  
given outcome, with the researchers applying the 
random-effects model due to the expectation of 
clinical heterogeneity across the included studies.

Significantly Increased 
Colorectal Cancer Risk
Eight studies that provided data for the meta- 
analysis demonstrated an increased risk for CRC 
in patients with psoriasis (Table). “We found a 
significantly increased risk for CRC in patients 
with psoriasis upon meta-analysis, with patients 
with psoriasis having a 16% greater risk for  
CRC than the general population,” says Dr. Chi. 
“Subgroup analysis for rectal and colon cancer 
provided similar results.” Five studies providing 
data on risk for colon cancer found significant-
ly increased risks among patients with psoriasis 
when compared with controls (HR, 1.14; 95% 
CI, 1.05-1.24). Three studies reporting data on 
rectal cancer risk found an increased, but not 
significantly increased, risk among patients with  
psoriasis when compared with controls (HR, 1.18; 
95% CI, 0.99-1.41). No statistical heterogeneity 
was seen across the eight, five, or three studies in 
each of these meta-analyses.

“Subgroup analysis based on gender found sig-
nificantly increased risk for CRC in female  
patients with psoriasis across five included studies 
(HR, 1.41; 95% CI, 1.16-1.72) but not in male 
patients with psoriasis across five included studies 
(HR, 1.18; 95% CI, 0.92-1.50),” notes Dr. Chi.  

Looking Ahead
While the cohort studies in the meta-analysis and 
other reviews indicate that patients with psori-
asis have an increased risk for colorectal cancer, 
“the pathogenesis between psoriasis and CRC re-
mains ambiguous,” says Dr. Chi. “More studies 

are warranted to confirm if psoriasis and CRC 
share genetic susceptibility, molecular defect, and 
microbiota imbalance.” In the meantime—with 
patients with early-stage colorectal cancer ini-
tially exhibiting no symptoms, the possible fatal 
risk of late-stage colorectal cancer, and evidence 
that early CRC diagnosis improves survival—he  
suggests that gastroenterology consultation and 
detailed colonoscopy examination are indicated  
for patients with psoriasis who present with  
bowel symptoms.  

Table  Hazard Ratios  
Across Included Studies

Source: Adapted from: Fu Y, et al. J Am Acad Dermatol. 
2020, Sept 28. [ePub ahead of print].

Study or Subgroup Hazard Ratio IV, 
Random, 95% CI

Colorectal Cancer
Boffetta 2001 1.21 [0.97, 1.50]
Brauchli 2009 1.35 [0.97, 1.90]
Chen 2011 1.70 [1.01, 2.86]
Chiesa Fuxench 2016 1.08 [0.98, 1.20]
Frentz 1999 1.13 [0.84, 1.53]
Hemminki 2012 1.20 [1.03, 1.40]
Li 2016 1.11 [0.71, 1.73]
Prizment 2011 1.56 [1.04, 2.35]
Subtotal (95% CI) 1.16 [1.08, 1.24]

Heterogeneity: I2 = 0%
Colon Cancer
Boffetta 2001 1.16 [0.87, 1.53]
Chiesa Fuxench 2016 1.08 [0.98, 1.20]
Frentz 1999 1.26 [1.00, 1.60]
Hemminki 2012 1.19 [0.98, 1.44]
Prizment 2011 1.56 [1.04, 2.35]
Subtotal (95% CI) 1.14 [1.05, 1.24]

Heterogeneity: I2 = 3%
Rectal Cancer
Boffetta 2001 1.29 [0.92, 1.79]
Frentz 1999 0.92 [0.60, 1.40]
Hemminki 2012 1.23 [0.96, 1.56]
Subtotal (95% CI) 1.18 [0.99, 1.41]

Heterogeneity: I2 = 0%
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Dealing With  
Non-Compliant Patients:
Using Facts in Your Defense
The following is a continuation of the MedLaw column 
in the January issue.

If, despite your best efforts, your patient suffers 
a poor outcome and you are being sued for mal-
practice, you would ideally like to stop the pro-
cess before it reaches the courtroom. To that end, 
your attorney would file a Motion for Summary 
Judgment, asking the judge to dismiss the case as 
a matter of law because the plaintiff cannot meet 
their burden of proof. The plaintiff would be  
required to “lay bare their proof” that it was  
actually your conduct that was the proximate 
cause of the harm. 

The judge may decide the Motion on papers 
alone or may hold a hearing at which the attor-
neys can offer argument but there will not be any 
witnesses called. Your “witness” will, therefore, 
be the medical record. Courts generally loathe 
to deny a plaintiff their day in court, and so the 
record must be very clear as to the patient’s re-
sistance to your efforts to work with them and 
your informing them of the serious consequenc-
es of their non-compliance and of the likelihood 
that it would cause the very harm that they then 
suffered.

If this Motion fails and the matter proceeds to 
trial, you still have strong defenses to raise based 
on the patient’s non-compliance:

�  Contributory negligence is an archaic defense
that is still retained in few jurisdictions. It holds
that a plaintiff who has any fault at all in their
injuries may not recover damages for those
injuries. If you are in one of those jurisdictions,
your ability to demonstrate that patient non- 
compliance contributed at all to the claimed
harm will bar any recovery against you.

�  Comparative negligence does exactly what its
name implies: it compares the level of fault for
each side. In some jurisdictions, no amount of
plaintiff fault bars recovery, and in others, there
is a cut-off beyond which the plaintiff is barred.
If a case goes through, any recovery will be off-
set by the proportion of the plaintiff’s fault. In
any comparative negligence jurisdiction, patient
non-compliance will be a critical issue, because
even if the case is not barred and the patient
wins, damages will be reduced.

The plaintiff’s duty of mitigation applies to the 
conduct of the patient after a harm has been recog-
nized. Plaintiffs must show that they did what they 
reasonably could to minimize the effect that the  
negligence for which they are suing had on them. 
Even if you do have actionable liability for an  
error of your own, a patient non-compliant with 
well-advised recommendations for correction 
comes into evidence and acts as a damages offset.

When dealing with a persistently non-compliant 
patient, think ahead to how you would counter 
a malpractice claim when you create the record. 
A clear contemporaneous record of the patient’s 
ongoing non-compliant conduct despite your  
efforts to have them act in a medically responsible 
way is the key to a solid defense.

This article was written by Dr. Medlaw, a physician and 
medical malpractice attorney. 

A Physician’s Guide to 
Surviving COVID Winter
By Rada Jones, MD

H  ow can you survive this winter holding on to 
your temper, family, and job? Look out for 
#1. That’s you. To care for others, you must 

care for yourself first. That’s not selfish. That’s 
smart. To protect those who need you, you must 
stay healthy and sane. How? These are my tips.

1 l Set rules for others and for yourself l Your 
sleep should be sacred. So should whatever time 
off you can schedule.

2 l Enlist help l So many grateful folks want to 
help healthcare workers. Your neighbors may be 
glad to walk your dog, run some errands, or grab 
a gallon of milk.

3 l Prioritize yourself l Pay someone to plow, buy 
groceries online, hire a housekeeper to save time 
for the things that really matter.

4 l Schedule time for yourself to exercise, medi-
tate, pray, journal—whatever helps fill your well.

5 l Shut off the TV l Whether you’re Democrat or  
Republican, you won’t enjoy the news. Watch the 
Nature Channel, Hallmark, or the Food Channel. 
Watching food is fun, and it won’t make you fat.

6 l Go outdoors l There’s magic in nature and sun-
light, whatever’s left of it. Hike, snowshoe, and 
allow your lungs to breathe real air instead of the 
reconditioned germs they allow you in the hospital.

7 l Say no l That’s a survival technique. Say no  
to parties, hugging strangers, doing things you 
shouldn’t, and protecting others’ feelings. Let 
them take care of their feelings. You take care of 
yourself.

8 l Cut yourself some slack l You aren’t perfect.  
Nobody is. You’ll make mistakes, gain a few 
pounds, step on some toes, maybe even lose it at 
times. So what? Just do the best you can.

9 l Read a book l Remember those things made of 
paper? You turn a page and land in a new world? 

10 l Be careful with alcohol and substance use 
lThey may feel good at the moment, but you’ll be
worse off in the long run.

11 l Watch old movies that make you laugh.

12 l Take a break from social media l Picking 
fights with random strangers won’t help your 
mental health. Cut off those who hurt you.

13 l Get a cat l They have nine lives; that’s  
why they are masters of survival. They ignore  
all unpleasantness, and they’ll show you how.  
And they’re the best nap helpers.

14 l Communicate l Ask coworkers how they han- 
dle the stress. They may teach you something, and  
if they don’t, sharing the burden will help you both.

15 l Seek help before you lose it l Check out the 
CDC’s resources on stress and coping.

16 l Pat yourself on the back l You’re a darn hero! 
In recycled PPE, instead of shining armor, you 
saved fair maidens of all genders, ages, and per-
suasions. With a vaccine in sight, there’s a light at 
the end of the tunnel.

Wishing you all health, joy, and happiness. See 
you all on the other side.
Rada Jones is an emergency physician and can be reached at 
her self-titled site, RadaJonesMD, and on Twitter @jonesrada. 
She is the author of Overdose.
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IMPORTANT SAFETY INFORMATION 

CONTRAINDICATIONS
ILUMYA™ is contraindicated in patients with a previous serious hypersensitivity reaction to 
tildrakizumab or to any of the excipients.

WARNINGS AND PRECAUTIONS
Hypersensitivity
Cases of angioedema and urticaria occurred in ILUMYA™-treated subjects in clinical 
trials. If a serious allergic reaction occurs, discontinue ILUMYA™ immediately and initiate 
appropriate therapy. 

reSURFACE 1 (N=463) and reSURFACE 2 (N=463) were Phase 3, double-blind, placebo-controlled trials of 
ILUMYA™ given at Weeks 0, 4, and every 12 weeks thereafter. Patients with moderate-to-severe plaque psoriasis 
who were candidates for phototherapy or systemic therapy were randomized to ILUMYA™ 100 mg or placebo.1,2

ILUMYA is a trademark of Sun Pharma Global FZE.  © 2020 SUN Dermatology, a division of Sun Pharmaceutical Industries, Inc. All rights reserved. PM-US-ILY-1074 07/2020

INDICATION
ILUMYA™ (tildrakizumab-asmn) is indicated for the treatment of adults with moderate-to-
severe plaque psoriasis who are candidates for systemic therapy or phototherapy.

Co-primary endpoints:
PGA 0/1 with at least a 2-point improvement, and PASI 75, both at Week 122

   After 2 doses, by Week 12, 58% (reSURFACE 1) and 55% (reSURFACE 2) achieved PGA 0/1
–  vs placebo: 7% and 4% (reSURFACE 1 and reSURFACE 2, respectively)

  After 2 doses, by Week 12, 64% (reSURFACE 1) and 61% (reSURFACE 2) achieved PASI 75
–  vs placebo: 6% and 6% (reSURFACE 1 and reSURFACE 2, respectively)

References: 1. Data on File. Sun Pharmaceutical Industries, Inc. 2. ILUMYA™ [package insert]. Princeton, NJ: Sun Pharmaceutical Industries, Inc. 3. Thaçi D, Iversen L, Pau-Charles I, et al. Long-term e¥  cacy and safety of tildrakizumab in patients 
with moderate-to-severe psoriasis who were responders at week 28: pooled analysis through 3 years (148 weeks) from reSURFACE 1 and reSURFACE 2 phase 3 trials. Paper presented at: 27th Congress of the European Academy of Dermatology 
and Venereology (EADV); September 12-16, 2018; Paris, France. 
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Infections
ILUMYA™ may increase the risk of infection. Treatment with ILUMYA™ should not be 
initiated in patients with a clinically important active infection until the infection resolves 
or is adequately treated.

Consider the risks and benefi ts of treatment prior to prescribing ILUMYA™ in patients 
with a chronic infection or a history of recurrent infection. Instruct patients receiving 
ILUMYA™ to seek medical help if signs or symptoms of clinically important chronic or 
acute infection occur. If a patient develops a clinically important or serious infection, or 
is not responding to standard therapy, closely monitor and consider discontinuation of 
ILUMYA™ until the infection resolves. 

Pretreatment Evaluation for Tuberculosis
Evaluate patients for tuberculosis (TB) infection prior to initiating treatment with 
ILUMYA™. Do not administer ILUMYA™ to patients with active TB infection. Initiate 
treatment of latent TB prior to administering ILUMYA™. Consider anti-TB therapy prior to 
initiation of ILUMYA™ in patients with a past history of latent or active TB in whom an 
adequate course of treatment cannot be confi rmed. Patients receiving ILUMYA™ should 
be monitored closely for signs and symptoms of active TB during and after treatment.

Immunizations
Prior to initiating therapy with ILUMYA™, consider completion of all age-
appropriate immunizations according to current immunization guidelines. 
Patients treated with ILUMYA™ should not receive live vaccines. 

Adverse Reactions
The most common (≥1%) adverse reactions associated with ILUMYA™ treatment 
that were more frequent than in the placebo group are upper respiratory 
infections, injection-site reactions, and diarrhea.

Please see Full Prescribing Information in pocket.

* From a pooled analysis of reSURFACE 1 and 2. Conducted with non-responder imputation.
† From a post hoc pooled-analysis extension study of reSURFACE 1 and 2. 
‡  Extended MACE includes non-fatal myocardial infarction, non-fatal stroke, unstable angina, coronary revascularization, 

resuscitated cardiac arrest, and CV deaths that are confi rmed as “cardiovascular” or “sudden.”
§ Five subjects in the ILUMYA™ 100 mg group experienced non-treatment-related fatal AEs.

  MACE=major adverse cardiovascular events; PASI=Psoriasis Area and Severity Index; PGA=Physician Global Assessment.

DEMONSTRATED SAFETY OVER 3 YEARS3†

ADVERSE EVENTS/100 PATIENT-YEARS

MEDIAN IMPROVEMENT IN reSURFACE 1 AND 2

Low absolute PASI score = Low residual disease ILUMYA™ was well-tolerated with a low rate of adverse events of interest compared with placebo3
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PASI 1.5
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PASI 1.8PASI 17.9

%90
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BASELINE

96%

HAVE CONFIDENCE IN LONG-TERM RESULTS
Median PASI Score Rapidly Reduced and Sustained Through Year 31*

  At Week 28, responders were re-randomized to 100 mg, 200 mg, or treatment withdrawal, and non-responders (14.4%) 
were discontinued from therapy. Data represents recommended 100 mg group.1,2


