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On behalf of the more than 986,000 Californians living with psoriasis and psoriatic arthritis, the National Psoriasis
Foundation (NPF) appreciates the opportunity to submit written comments on Assembly Bill 2203, “Insulin Cost-Sharing
Cap.” Patients with chronic conditions, such as psoriatic disease, face increasingly high out of pocket costs to manage
their condition. This important legislation will address the rising cost-sharing burdens placed on patients living with
diabetes by capping the price of insulin.
Background on Psoriasis
The National Psoriasis Foundation exists to find a cure for psoriasis and psoriatic arthritis and to eliminate the
devastating effects of psoriatic disease by supporting research, advocacy and education. Psoriasis is an immunemediated disease that affects approximately 3 percent of the adult U.S. population.i Up to 30 percent of individuals with
psoriasis may also develop psoriatic arthritis, an inflammatory form of arthritis that can lead to irreversible joint damage if
left untreated.ii Beyond the physical pain and discomfort of these diseases, individuals living with psoriatic disease also
face higher incidence of comorbid health conditions including cardiovascular disease,iii diabetesiv, hypertensionv, and
strokevi. A higher prevalence of atherosclerosisvii, Crohn’s diseaseviii, cancerix, metabolic syndromex, obesityxi and liver
diseasexii are also found in people with psoriasis, as compared to the general population.
Due to the heterogeneous characteristics of this chronic immune-mediated disease, psoriatic disease requires
sophisticated medical care. Treatments that work for one person may not work for others, and many patients cycle
through numerous accepted treatment options.xiii Without the tools to control their symptoms, people with psoriatic
disease cycle through periods of intense pain; fatigue; unbearable itch; whole-body inflammation; flaking and bleeding
of large swaths of the skin; and joint degradation.
Increased rates of Diabetes found in Psoriatic Disease
Psoriatic disease has an excess risk of major medical morbidities, and even mortality. xiv It is well documented from
studies that patients with psoriatic disease carry an increased risk of developing comorbidities related to the metabolic
syndrome.xv One study showed metabolic syndrome was more frequently diagnosed in patients with psoriasis than
individuals without psoriasis. In addition, comorbidities related to metabolic syndrome including arterial hypertension,
hyperlipidemia, obesity, and diabetes mellitus were significantly more common among patients with psoriasis.xvi
People with psoriatic disease have an increased risk of type 2 diabetes, even if the patient does not have traditional
diabetes risk factors, such as obesity. Both psoriasis and diabetes are diseases caused by chronic inflammation. One
study that compared over 100,000 individuals with psoriasis to matched patients without psoriasis found that patients
with mild psoriasis had an 11% increased risk of diabetes and patients with severe psoriasis had a 46% higher risk of
diabetes. The study also looked at treatments used by those diagnosed with diabetes and found that the patients with
both psoriasis and diabetes were more likely to require pharmacological treatment of diabetes, compared to diabetics
without psoriasis. xvii

There is a significant risk factor for incidents of type 2 diabetes beyond age, sex, and BMI related to body surface area
(BSA) in psoriatic disease. Another study found that, after accounting for diabetes risk factors, diabetes increased by
20% with every 10% increase in psoriasis body surface area. The same study estimated that a patient with psoriasis
affecting 10% or more of their BSA has about a 60% higher risk per year of developing type 2 diabetes, which translates
into an extra 25,000 new cases of diabetes annually worldwide attributed to severe psoriasis. xviii
Burden of cost-sharing impacts treatment
Advancements in medicine have produced breakthrough treatments for psoriatic disease, including biologics, but these
treatments can be out of reach for many patients due to high out-of-pocket costs. A 2019 study of data collected from
NPF surveys found that about 1 in 5 patients with psoriatic disease who take a biologic medication report spending more
than $100 per month towards cost-sharing obligations. People with psoriasis have significantly higher healthcare
resource utilization and costs than the general population. When facing high out-of-pocket costs, patients do not use
their medications appropriately; skipping doses in order to save money or abandoning treatment altogether. According
to several studies, prescription abandonment rates increase significantly when cost-sharing exceeds $100. xix Nontreatment and under treatment of psoriatic disease remains a significant problem as health benefit plan’s cost sharing
leave many treatments unaffordable.
Because of these inherent risks associated with high cost-sharing, the NPF supports AB 2203, “Insulin Cost-Sharing
Cap.” Recognition of the comorbid disease burden associated with psoriatic disease is essential for comprehensive
medical care for patients with this chronic skin disorder. Addressing issues related to barriers to care and lowering the
cost burden associated with the disease is key in management of the disease.
It is critical that patients with psoriatic disease, diabetes, and other chronic conditions have the tools they need to
effectively manage their disease. AB 2203 would help reduce patient costs by capping the monthly amount a patient
would pay, thereby improving patient’s ability to manage their disease or comorbidities. We appreciate your attention
on this important matter. Should you have any questions regarding this issue please reach out to Brittany Duffy-Goche,
State Government Relations Manager with the National Psoriasis Foundation at bduffy-goche@psoriasis.org
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