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MILITARY DERMATOLOGY

Psoriasis is a common dermatologic problem with 
a chronic and sometimes debilitating course. 
Psoriasis can impair a service member’s ability to 
perform job-related activities and should certainly 
be treated; however, use of immunosuppressive 
treatments can prevent deployment to strategic 
locations around the world for numerous rea-
sons, such as the need for laboratory monitoring, 
minimal access to climate-controlled storage, and 
potential increased risk of exposure to virulent 
pathogens while on these medications. Similar 
obstacles can exist for nonmilitary patients who 
are placed in austere conditions or participate 

in worldwide travel. Although treatment efficacy, 
cost, and side-effect profiles are always para-
mount considerations in deciding on treatment 
regimens with patients, herein we focus our dis-
cussion on a consideration that might be easily 
overlooked when treating patients in modern soci-
ety, that being the “logistics” of treatment.  
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Psoriasis is a common dermatologic problem 
with nearly 5% prevalence in the United 
States. There is a bimodal distribution with 

peak onset between 20 and 30 years of age and 
50 and 60 years, which means that this condi-
tion can arise before, during, or after military ser-
vice.1 Unfortunately, for many prospective recruits 
psoriasis is a medically disqualifying condition 
that can prevent entry into active duty unless a 
medical waiver is granted. For active-duty military, 
new-onset psoriasis and its treatment can impair 
affected service members’ ability to perform 
mission-critical work and can prevent them from 
deploying to remote or austere locations. In this 
way, psoriasis presents a unique challenge for 
active-duty service members.
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PRACTICE POINTS
•  Establishing goals of treatment with each patient is a critical step in treating the patient rather than 

the diagnosis.
•  A good social history can reveal job-related impact of disease and potential logistical roadblocks 

to treatment.
•  Efficacy must be weighed against the burden of logistical constraints for each patient; potential issues 

include difficulty complying with follow-up visits, access to laboratory monitoring, exposure to pathogens, 
and adequacy of medication transport and storage.

IN PARTNERSHIP WITH THE ASSOCIATION OF MILITARY DERMATOLOGISTS
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Many therapies are available that can effectively 
treat psoriasis, but these treatments often carry a 
side-effect profile that limits their use during travel 
or in austere settings. Herein, we discuss the unique 
challenges of treating psoriasis patients who are in 
the military at a time when global mobility is criti-
cal to mission success. Although in some ways these 
challenges truly are unique to the military popula-
tion, we strongly believe that similar but perhaps 
underappreciated challenges exist in the civilian 
sector. Close examination of these challenges may 
reveal that alternative treatment choices are some-
times indicated for reasons beyond just efficacy,  
side-effect profile, and cost. 

Treatment Considerations
The medical treatment of psoriasis has undergone 
substantial change in recent decades. Before the 
turn of the century, the mainstays of medical treat-
ment were steroids, methotrexate, and phototherapy. 
Today, a wide array of biologics and other systemic 
drugs are altering the impact of psoriasis in our 
society. With so many treatment options currently 

available, the question becomes, “Which one is 
best for my patient?” Immediate considerations  
are efficacy versus side effects as well as cost; how-
ever, in military dermatology, the ability to store, 
transport, and administer the treatment can be just 
as important.

Although these problems may at first seem unique 
to active-duty military members, they also affect a 
substantial segment of the civilian sector. Take for 
instance the government contractor who deploys 
in support of military contingency actions, or the 
foreign aid workers, international businessmen, and 
diplomats around the world. In fact, any person who 
travels extensively might have difficulty carrying and 
storing their medications (Table) or encounter bar-
riers that prevent routine access to care. Travel also 
may increase the risk of exposure to virulent patho-
gens such as Mycobacterium tuberculosis, which may 
further limit treatment options. This group of world 
travelers together comprises a minority of psoriasis 
patients who may be better treated with novel agents 
rather than with what might be considered the stan-
dard of care in a domestic setting. 

Storage Recommendations for Psoriasis Medications2-11

Medication
Recommended  
Storage Temperature Notes

Adalimumab 2°C–8°C (36°F–46°F) If needed, may be stored at room temperature up to a 
maximum of 25°C (77°F) for a period of up to 14 d with 
protection from light; should be discarded if not used 
within 14 d 

Etanercept 2°C–8°C (36°F–46°F) If needed, may be stored at 20°C–25°C (68°F–77°F)  
for up to 14 d

Ixekizumab 2°C–8°C (36°F–46°F)

Secukinumab 2°C–8°C (36°F–46°F)

Ustekinumab 2°C–8°C (36°F–46°F)

Acitretin Recommended temperature for storage not directly 
stated; “keep away from sunlight, high temperature, 
and humidity,” per package insert

Apremilast <30°C (<86°F)

Cyclosporine 20°C–25°C (68°F–77°F)

Methotrexate 20°C–25°C (68°F–77°F) Keep tablets away from light
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Options for Care
Methotrexate—In many ways, methotrexate is the 
gold standard of psoriasis treatment. It is a first-line 
medication for many patients because it is typically 
well tolerated, has well-established efficacy, is easy to 
administer, and is relatively inexpensive.12 Although 
it is easy to store, transport, and administer, it 
requires regular laboratory monitoring at 3-month 
intervals or more frequently with dosage changes. 
It also is contraindicated in women of childbear-
ing age who plan to become pregnant, which  
can be a considerable hindrance in the young  
active-duty population. 

Cyclosporine—Cyclosporine is another inexpen-
sive medication that can produce excellent results 
in the treatment of psoriasis.1,12 Although long-term 
use of cyclosporine in transplant patients has been 
well studied, its use for the treatment of dermato-
logic conditions is usually limited to 1 year. The 
need for monthly blood pressure checks and at least 
quarterly laboratory monitoring means it is not an 
optimal choice for a deployed service member.

Acitretin—Acitretin is another systemic medica-
tion with an established track record in psoriasis 
treatment. Although close follow-up and laboratory 
monitoring is required for both males and females, 
use of this medication can have a greater effect on 
women of childbearing age, as it is absolutely con-
traindicated in any female trying to conceive.13 In 
addition, acitretin is stored in fat cells, and traces of 
the drug can be found in the blood for up to 3 years. 
During this period, patients are advised to strictly 
avoid pregnancy and are even restricted from donat-
ing blood.13 Given these concerns, acitretin is not 
always a reasonable treatment option for the military 
service member. 

Biologics—Biologics are the newest agents in 
the treatment of psoriasis. They require less labora-
tory monitoring and can provide excellent results. 
Adalimumab is a reasonable first-line biologic treat-
ment for some patients. We find the laboratory mon-
itoring is minimally obtrusive, side effects usually are 
limited, and the efficacy is great enough that most 
patients elect to continue treatment. Unfortunately, 
adalimumab has some major drawbacks in our spe-
cific use scenario in that it requires nearly continu-
ous refrigeration and is never to exceed 25°C (77°F), 
it has a relatively close-interval dosing schedule, and 
it can cause immunosuppression. However, for short 
trips to nonaustere locations with an acceptable risk 
for pathogenic exposure, adalimumab may remain a 
viable option for many travelers, as it can be stored 
at room temperature for up to 14 days.2 Ustekinumab 
also is a reasonable choice for many travelers because 
dosing is every 12 weeks and it carries a lower risk of 

immunosuppression.2,3 Ustekinumab, however, has 
the major drawback of high cost.12 Newer IL-17A 
inhibitors such as secukinumab or ixekizumab also 
can offer excellent results, but long-term infection 
rates have not been reported. Overall, the infection 
rates are comparable to ustekinumab.14,15 After the 
loading phase, secukinumab is dosed monthly and 
logistically could still pose a problem due to the need 
for continued refrigeration.14 

Apremilast—Although it is not the best first-
line treatment for every patient, apremilast carries  
3 distinct advantages in treating the military patient 
population: (1) laboratory monitoring is required 
only once per year, (2) it is easy to store, and (3) it 
is easy to administer. However, the major downside 
is that apremilast is less effective than other systemic 
agents in the treatment of psoriasis.16 As with other 
systemic drugs, adjunctive topical treatment can 
provide additional therapeutic effects, and for many 
patients, this combined approach is sufficient to 
reach their therapeutic goals.

For these reasons, in the special case of deploy-
able, active-duty military members we often con-
sider starting treatment with apremilast versus 
other systemic agents. As with all systemic psoriasis 
treatments, we generally advise patients to return  
16 weeks after initiating treatment to assess efficacy 
and evaluate their deployment status. Although 
apremilast may take longer to reach full efficacy 
than many other systemic agents, one clinical trial 
suggested this time frame is sufficient to evaluate 
response to treatment.16 After this initial assessment, 
we revert to yearly monitoring, and the patient is 
usually cleared to deploy with minimal restrictions.

Final Considerations
The manifestation of psoriasis is different in every 
patient, and military service poses additional treat-
ment challenges. For all of our military patients, we 
recommend an initial period of close follow-up after 
starting any new systemic agent, which is necessary 
to ensure the treatment is effective and well tolerated 
and also that we are good stewards of our resources. 
Once efficacy is established and side effects remain 
tolerable, we generally endorse continued treatment 
without specific travel or work restrictions.

We are cognizant of the unique nature of military 
service, and all too often we find ourselves trying to 
practice good medicine in bad places. As military 
physicians, we serve a population that is eager to do 
their job and willing to make incredible sacrifices to 
do so. After considering the wide range of circum-
stances unique to the military, our responsibility as 
providers is to do our best to improve service mem-
bers’ quality of life as they carry out their missions. 
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