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Dear Eprtor, COVID-19 vaccines protect against severe COVID-
19 outcomes; however, many individuals remain unvacci-
nated.'” Vaccine hesitancy (delayed acceptance or refusal of
vaccination despite service availability) threatens public health.
In the UK general population, vaccine hesitancy is higher in
women, younger people and ethnic minority glroups.3'4 Indi-
viduals with psoriasis, particularly those taking systemic
immunosuppressants, are prioritized for COVID-19 vaccina-
tion.” However, information on vaccine hesitancy and its con-
tributing factors in patients with psoriasis is scarce.®

We used data from the global patient-reported PsoProtectMe
survey’ to explore the impact of organizational and individual
factors on COVID-19 vaccine hesitancy. Data from 802 indi-
viduals with psoriasis from 89 countries were available (ex-
tracted 9 August 2021). Overall, 322 (40-1%) reported
disrupted access to psoriasis care. These individuals were
younger [median age 44 years, interquartile range (IQR) 33—
56 vs. 54 years, IQR 42—64] and more likely to be of non-
white ethnicity (13-8% vs. 10-2%) than those reporting no
disruption. They had a shorter duration of psoriasis (median
23 years, IQR 10-36 vs. 31 years, IQR 17—44) and more sev-
ere psoriasis (6-1% vs. 2:8%). The proportion of participants
taking systemic immunosuppressants was similar between
those with and without disrupted access to care, but a smaller
proportion with disrupted care were taking targeted immuno-
suppressants than those without disruption (72 of 131, 55-0%
vs. 140 of 194, 72-2%).

In total, 611 (80-9%) of 755 participants had received at
least one vaccine dose; 99 (16-2%) reported worsened psoria-
sis following vaccination, with 63 describing changes within
2 weeks. Sixty-three (8:3%) were vaccine hesitant. These indi-
viduals were younger (median age 36, IQR 30-50 vs. 52, IQR
39-63), and more likely to be of nonwhite ethnicity (20% vs.
7-2%), live outside the UK (14% vs. 5-1%), have a numeri-
cally lower body mass index (median 24-5 kg m™ >, IQR
21-7-28-3 vs. 26-5 kg m 2, 23-2-30-9) and have a shorter
disease duration (median 19 years, IQR 9-32 vs. 28 years,
IQR 14—42) than those who were not hesitant (Figure la—c).
They were less likely to be taking systemic immunosuppres-
sants (26% vs. 45-3%). The most common reasons for
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hesitancy were concerns regarding side-effects, the vaccine
being new and psoriasis worsening postvaccination.

In an unadjusted logistic regression model, strongly agree-
ing that psoriasis care was disrupted, was associated with vac-
cine hesitancy [compared with strongly disagreeing; odds
ratio (OR) 2:97, 95% confidence interval (CI) 1-23-7-13,
P = 0-015]. The direction of association remained after adjust-
ing for age, sex and ethnicity, although this was not statisti-
cally significant (adjusted OR 1:90, 95% CI 0-72-5-05)
(Figure 1d). In the imputed multivariate model (fitted due to
missing demographic data), the association was stronger but
not significant (adjusted OR 2:32, 95% CI 0-94-5-71). In
total, 56 of 320 (17-5%) individuals taking standard, targeted
or combination immunosuppressants were nonadherent. Non-
adherence and vaccine hesitancy were not significantly associ-
ated (adjusted OR 2:96, 95% CI 0-77—11-3).

We observed an association between disrupted access to
psoriasis care and COVID-19 vaccine hesitancy, partly medi-
ated by confounding demographic variables. Individuals feel-
ing disenfranchized by healthcare services were more likely to
be vaccine hesitant. In keeping with this finding, higher vac-
cine hesitancy in the general population is observed in those
with negative experiences of healthcare and negative percep-
tions of doctors.* Higher care expectations, sometimes seen in
individuals with worse disease,® may also be contributory.
Patients taking targeted immunosuppressants were less likely
to report disrupted access to care, possibly due to more fre-
quent monitoring in secondary care, which may have been
prioritized during the pandemic.

A minority (8%) of our sample reported vaccine hesitancy.
This finding supports current limited data on vaccine hesitancy
among patients with psoriasis.6 In contrast to a prior report in
psoriasis,’ but in keeping with general population trends,*
hesitancy was more prominent among younger people. Our
study was conducted after the COVID-19 vaccine rollout com-
menced, addressing a limitation of studies characterizing
intention rather than actual behaviour.® In keeping with other
studies, our findings also indicate greater hesitancy in individ-
uals of nonwhite ethnicity; however, there were no differ-
ences by sex.*

We are unable to directly compare our global psoriasis data-
set to the general population or groups with other diseases
due to a lack of control samples. Participants were mostly
from the UK, female and of white ethnicity, limiting general-
izability. Proportionally more patients reported receiving tar-
geted  vs.  standard

immunosuppression, indicating

ascertainment bias. Directions of associations cannot be
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Figure 1

COVID-19 vaccine hesitancy in individuals with psoriasis: (a) overall count, (b) by age and ethnicity (age < 31 years n = 93, 31—

50 years n = 219, 51-70 years n = 261, > 70 years n = 58; white ethnicity n = 559, nonwhite ethnicity n = 70) and (c) by systemic

immunosuppressant therapy (no therapy n = 406, standard therapy n = 110, targeted therapy n = 207). (d) Association between disrupted access

to psoriasis care and COVID-19 vaccine hesitancy.

definitively ascertained due to the cross-sectional study design.
Impacts on care and/or vaccine uptake may have been under-
estimated as individuals participating in health surveys may be
more engaged with healthcare and vaccination services.
PsoProtectMe was updated 1 year following its launch to
include COVID-19 vaccine hesitancy and questions regarding
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access to care, hence the current sample may not be represen-
tative of the original larger sample.”

Taken together, these data indicate that only a minority of
individuals with psoriasis have vaccine hesitancy hence our
findings are promising for current and future COVID-19 vac-
cine uptake. Identifying individuals who are disenfranchized
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by healthcare services and addressing their concerns regarding
COVID-19 vaccination will help mitigate risks from the ongo-
ing pandemic.
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