
At 6 weeks from initiation of treatment, the patient
had more severe disease and development of psoriatic nail
disease (Fig. 1a). He was commenced on calcipotriol oint-
ment (Dovonex�; LEO Laboratories) and acitretin, which
brought about marked improvement in his skin. He com-
pleted 3 months of acitretin with good results, at which
point the drug was discontinued. Accelerated elimination
of teriflunomide was not required due to the good
response to treatment.

In postmarketing surveillance of teriflunomide, which
was licensed in the European Union in 2013, there was
evidence for a potential causal role of teriflunomide in
new onset and worsening of psoriasis in patients. The
prodrug of teriflunomide, leflunomide, is also known to be
associated with the development of psoriasis.4 Compared
with the other published case reports of teriflunomide-
induced pustular psoriasis, our patient developed pustular
psoriasis within days rather than weeks, but otherwise
the cases were similar, in that they all occurred in
patients in their fifties without any personal or family his-
tory of psoriasis.

This case contributes a further example of this uncom-
mon AE of teriflunomide. As it can take 2 years for this
drug to be fully eliminated from the body, it is important

to be aware of psoriasis in this patient population and
recognize the availability of accelerated elimination sched-
ules to limit patient exposure to the drug if their disease
is proving difficult to treat.

Acknowledgement

We thank the patient for providing written informed con-
sent to publication of their case details and images.

Catriona Couper1 and Freida Shaffrali1

1Department of Dermatology, University Hospital Monklands,

Airdrie, Lanarkshire, UK

E-mail: catriona.couper@lanarkshire.scot.nhs.uk

Conflict of interest: the authors declare that they have no conflicts of

interest.

Accepted for publication 10 January 2022

References

1 Negrotto L, Correale J. Palmar pustular psoriasis

associated with teriflunomide treatment. Mult Scler Relat

Disord 2019; 27: 400–2.
2 Agirgol S, Kurtuncu M, Gurbuzel M et al. Psoriasiform

eruption caused by teriflunomide in a patient with

multiple sclerosis. Clin Toxicol (Phila) 2019; 57: 1125–7.
3 Genzyme S. Aubagio 14 mg film-coated tablets. Summary

of product characteristics (SmPC). Available at: https://

www.medicines.org.uk/emc/product/5244/smpc#gref

(accessed 25 November 2021).

4 Health Products Regulatory Authority. Aubagio

(teriflunomide) – risk of new onset psoriasis and

worsening of pre-existing psoriasis. Available at: https://

www.hpra.ie/docs/default-source/default-document-

library/aubagio-(teriflunomide)-risk-of-new-onset-of-

psoriasis-and-worsening-of-pre-existing-psoriasis.pdf?

sfvrsn=0 (accessed 25 November 2021).

5 Dereure O, Camu W. Teriflunomide-induced psoriasiform

changes of fingernails: a new example of paradoxical side

effect? Int J Dermatol 2017; 56: 1479–81.

Evaluating the safety and efficacy of COVID-19
vaccination in patients with hidradenitis
suppurativa

doi: 10.1111/ced.15090

Dear Editor,

The three popular COVID-19 vaccines authorized under
the US Food and Drug Administration emergency use
are BNT162b2 (Pfizer/BioNTech), mRNA-1273 (Mod-
erna) and Ad26.COV.2.S (Johnson & Johnson). Clinical
trials showed support for the safety and efficacy of
COVID-19 vaccines among healthy participants; however,
immunocompromised patients and those with specific
underlying conditions were excluded,1–3 therefore, studies

(a)

(b)

Figure 1 (a) Pustular psoriasis on the hand; (b) nail involve-

ment.
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among these groups are needed. Hidradenitis suppurativa
(HS) is a chronic inflammatory skin disorder that causes
abscesses in intertriginous areas and is known to have
significant inflammatory burden that leads to systemic
manifestations.4 HS is of interest as both the disease pro-
cess and common drug therapies may cause immune sys-
tem dysregulation. The aim of this study was to
investigate the safety and efficacy of COVID-19 vaccines
among patients with HS.

A retrospective cohort study using a multicentre
research network (TriNetX, Cambridge, MA, USA), was
used to identify adult patients with HS receiving at least
one injection of the COVID-19 vaccine before 15 August
2021. This cohort was then compared with a control vac-
cinated cohort without HS. To balance baseline cofounding
demographics and comorbidities, 1 : 1 propensity score
matching was used. Risk for immediate anaphylaxis along
with adverse events of special interest (AESI) and all-cause
hospitalization at 30, 60 and 90 days was assessed using
risk ratios with 95% CI to measure safety. Risk for COVID-
19 breakthrough infection at 30, 60 and 90 days was
examined using hazard ratios that was estimated using the
proportional hazard model to measure efficacy. A subgroup
analysis was conducted on patients with HS with a 1-year
history of systemic antibiotics or tumour necrosis factor
(TNF) inhibitors. Further information regarding the
methodology is detailed elsewhere.5

In total, 1 279 188 vaccinated patients were identified,
of whom 3418 had prior HS. Compared with the control
cohort, the HS cohort was younger and had higher

numbers of black patients, female patients and patients
with coexisting comorbidities (Table 1). The percentage of
patients with HS receiving any dose of the BNT162b2,
mRNA-1273 and Ad26.COV.2.S vaccines was 83%,
14.5% and 2.5%, respectively. After matching, the risk for
any outcome between HS and non-HS vaccinated patients
was not significantly different (Table 2). Similarly, there
was no significant difference in any assessed outcome
among matched patients with HS with or without a 1-year
history of systemic antibiotics or TNF inhibitors.

This is the first large-scale study to investigate the
safety and efficacy of COVID-19 vaccines among patients
with HS, and the results show that patients with HS are
not at any higher risk for any vaccine-related adverse
outcomes. Furthermore, patients with HS on systemic
medications within 1 year of being vaccinated have simi-
lar outcomes to those not receiving medications, demon-
strating that anti-inflammatory/immunosuppressive
therapy should not be viewed as a contraindication to
vaccination. Although the prevalence of adverse events is
rare, it can be concluded that COVID-19 vaccines are
most likely safe and effective among patients with HS,
even among those on systemic medications. As HS
comorbidities are shown to be associated with worse
COVID-19 outcomes,5 avoiding vaccination may pose
greater risks in patients with HS and comorbidities.

The limitations of this study are intrinsic to databases
based on electronic medical records. The impact of HS
severity or vaccine-induced nonspecific symptoms could
not be examined and possible errors in coding entry may

Table 1 Baseline characteristics before and after propensity score matching.a

Characteristic

Before propensity matching After propensity matching

HS (n = 3418) No HS (n = 1 275 770) SMD HS (n = 3416)b No HS (n = 3416) SMD

Age, years; mean � SD 46.01 � 16.39 52.15 � 20.19 0.33 46.01 � 16.39 46.47 � 16.8 0.08

BMI (> 30), n (%) 1151 (33.7) 159 666 (12.5) 0.52 1149 (33.7) 1198 (35) 0.03

Female sex, n (%) 2657 (77.74) 711 801 (55.79) 0.48 2655 (77.72) 2674 (78.28) 0.01

Race, n (%)

Black/African American 1520 (44.47) 180 730 (14.17) 0.71 1518 (44.44) 1530 (44.79) < 0.01

White 1516 (44.35) 843 321 (66.1) 0.45 1516 (44.38) 1514 (44.32) 0.001

Comorbidities, n (%)

Essential (primary) HTN 1761 (51.52) 313 590 (24.58) 0.58 1759 (51.49) 1773 (51.9) < 0.01

Neoplasms 1642 (48.04) 245 778 (19.27) 0.64 1640 (48.01) 1662 (48.65) 0.01

CLRD 1260 (36.86) 138 386 (10.85) 0.64 1258 (36.83) 1253 (36.68) < 0.01

Diabetes mellitus 1041 (30.46) 127 733 (10.01) 0.53 1039 (30.42) 1025 (30.01) < 0.01

Ischaemic heart disease 476 (13.93) 95 212 (7.46) 0.21 475 (13.91) 453 (13.26) 0.02

Chronic kidney disease 333 (9.74) 55 900 (4.38) 0.21 333 (9.75) 331 (9.69) < 0.01

Heart failure 288 (8.43) 41 398 (3.25) 0.22 287 (8.4) 267 (7.82) 0.02

Nicotine dependence 948 (27.74) 61 667 (4.83) 0.65 946 (27.69) 937 (27.43) < 0.01

Alcohol dependence 76 (2.22) 10 513 (0.82) 0.11 76 (2.23) 55 (1.61) 0.05

BMI, body mass index; CLRD, chronic lower respiratory disease; HS, hidradenitis suppurativa; HTN, hypertension. aThe assessed base-

line characteristics among patients with HS and controls are shown in this table; each cohort underwent 1 : 1 propensity score match-

ing analysis to balance each cohort by demographics (age, sex and race) and comorbidities (diabetes mellitus, essential HTN, CLRD,

chronic kidney disease, nicotine dependence, alcohol dependence, heart failure, ischaemic heart disease, BMI and neoplasms. bThe algo-

rithm used for propensity score matching excluded two patients from the HS group, as these two patients were difficult to match given

their unique combination of demographics and comorbidities.
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have existed. Further studies examining the influence of
HS severity on outcomes and longer follow-up times are
warranted.
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Additional Supporting Information may be found in the
online version of this article:

Data S1 Additional information.

Comment on ’Effects of the COVID-19 pandemic on
head lice and scabies infestation dynamics: a
population-based study in France’

doi: 10.1111/ced.15135

Linked article: Launay T et al. Clin Exp Dermatol

2021; doi:10.1111/ced.15054.

Dear Editor,

We read with interest the article by Launay et al. pub-
lished recently in Clinical and Experimental Dermatology.1
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