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Background: There are limited data about the impact of narrowband ultraviolet B phototherapy on
patient-reported measures of health-related quality of life.

Objective: To evaluate the impact of adalimumab and phototherapy on health-related quality of life.

Methods: We examined patient-reported outcomes from a multicenter, randomized, placebo-controlled
trial (ClinicalTrials.gov no. NCT01553058). The Dermatology Life Quality Index and EQ-5D-3L were
evaluated every 4 weeks.

Results: We enrolled 97 patients: 30.9% were female, mean age was 43.5 years (standard deviation, 14.0),
and median Psoriasis Area and Severity Index score was 16.7 (interquartile range, 13.9-21.6). At week 12,
patients being treated with adalimumab (odds ratio [OR], 2.88; 95% confidence interval [CI], 1.02-8.17) and
phototherapy (OR, 8.83; 95% CI, 2.47-31.57) were more likely to achieve the minimal clinically important
difference in the Dermatology Life Quality Index compared with those receiving placebo. There were
higher odds of achieving the minimal clinically important difference for the EQ-5D-3L Index score when
comparing phototherapy versus placebo (OR, 9.78; 95% CI, 2.99-31.95) and phototherapy versus
adalimumab (OR, 4.07; 95% CI, 1.42-11.70).

Limitations: Small sample size, secondary analysis, generalizability.
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Conclusion: Phototherapy and adalimumab both improve skin-related quality of life and overall
health-related quality of life compared with placebo in patients with psoriasis; however, patients treated
with phototherapy achieved more improvement in overall health-related quality of life compared with
patients treated with adalimumab. (J Am Acad Dermatol 2019;81:923-30.)
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The treatment of psoriasis patient-reported  outcomes
has been revolutionized by CAPSULE SUMMARY (PROs),”” but the effects of

the development of biologic
antibodies that target cyto-
kines central to the patho-
physiology of  psoriasis.
Despite these advances,
narrowband ultraviolet B
(nbUVB) phototherapy,
which has been used since
the 1980s, remains a treat-
ment preferred by both der-
matologists and patients."”
Multiple placebo-controlled
studies involving thousands
of patients have shown that
novel biologics improve
both physician-reported and

Phototherapy and adalimumab both
improve skin-related and overall health-
related quality of life in patients with
psoriasis. Patients treated with
phototherapy achieved more
improvement in overall health-related
quality of life compared with patients
treated with adalimumab.

nbUVB phototherapy are

« There are limited multicenter, head-to- less well established in
head trials with phototherapy
monotherapy evaluating patient-
reported outcomes.

rigorous clinical trials.

A meta-analysis com-
bining data from 9 random-
ized controlled trials, with a
total of 293  patients,
concluded that the mean per-
centage of patients achieving
a 75% reduction in Psoriasis
Area and Severity Index
(PASD) score (PASI 75) with
nbUVB monotherapy was
62% (95% confidence interval
[CIl, 45-79).° However, the
trials included in this analysis
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Abbreviations used:

CI: confidence interval

DLQI: Dermatology Life Quality Index

EQ-VAS: EQ-5D-3L visual analog scale

HRQoL: health-related quality of life

MCID: minimal clinically important difference

nbUVB: narrowband ultraviolet B

OR: odds ratio

PASI 75 a 75% reduction in the Psoriasis Area and
Severity Index score

PRO: patient-reported outcome

were small (n = 10-55), each was performed at a single
center, and the data on PROs were limited.
Additionally, there are minimal data comparing pho-
totherapy, as monotherapy, to other active compar-
ators. There are also relatively limited data about the
impact of nbUVB on patient-reported measures of
health-related quality of life (HRQoL) in patients with
psoriasis and, to our knowledge, no controlled trials
comparing phototherapy alone versus modern bio-
logic treatments.” We recently published the results of
the Vascular Inflammation in Psoriasis trial, which
showed that the rate of achieving PASI 75 at week 12
was nearly identical for patients receiving adalimu-
mab and those receiving phototherapy.” Therefore,
the purpose of this study was to evaluate the impact of
adalimumab and phototherapy on commonly used
measures of HRQoL when compared with each other
and compared with placebo injections.

METHODS
Patients and study design

This was a multicenter, 3-arm, randomized,
placebo-controlled, 12-week trial designed to enroll
97 patients with a 1:1:1 allocation at baseline to
adalimumab injections, placebo injections, or
nbUVB  phototherapy  (ClincialTrials.gov — no.
NCT01553058), as previously described.” All partic-
ipants were 18 years or older, had an affected body
surface area of 10% or greater, had a PASI score of 12
or greater, and were not receiving any concurrent
prescription psoriasis treatment. Patients were also
excluded if they had a previous adverse event from
or lack of response to a tumor necrosis factor-a
antagonist and/or ultraviolet phototherapy that led
to discontinuation of either of those therapies.
Adalimumab therapy (or corresponding placebo
injections) was administered in a double-blind
manner as subcutaneous injections with an initial
80-mg dose at baseline followed by maintenance
doses of 40 mg every other week throughout the
study.

nbUVB phototherapy was administered 3 times
weekly. Blinding of phototherapy (i.e., such as the
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use of sham treatment) was not performed. Dosing
was based on an estimated minimal erythema dose
and Fitzpatrick skin type using a modified protocol
published by Zanolli and Feldman.” Participants
with skin types 1/2, 3/4, and 5/6 received 300, 500,
and 800 mJ/cm?, respectively, as initial doses. After
that, dosing was adjusted at each treatment visit,
allowing for increases as a percentage of minimal
erythema dose based on patient reaction to the
previous treatment. Patients presenting with 1)
transient erythema lasting for less than 24 hours after
treatment had a 20% dose increase; 2) persistent
erythema for 24 to 48 hours had the same dose held
until the erythema lasted for less than 24 hours; and
3) persistent erythema for longer than 48 hours
resulted in no treatment on that day and a return to
the last lower dose that did not cause persistent
erythema. The primary outcomes were aortic
vascular  inflammation = measured by 18-
fludeoxyglucose positron emission tomography/
computed tomography and blood-based cardiovas-
cular biomarkers. Sample size calculations were
based on the primary outcome. Details of the power
analyses, randomization, and blinding methods
were reported in a previous article.” Here, we report
secondary outcomes measuring HRQoL.

The institutional review board at the University of
Pennsylvania or the respective local institutional
review board, when indicated, approved the study,
and the study was conducted in accordance with the
principles of the Declaration of Helsinki, good
clinical practice, and the Belmont Report. All study
participants provided written informed consent. The
randomized, placebo-controlled trial was overseen
by an independent data-monitoring committee.

PROs

The Dermatology Life Quality Index (DLQD is a
dermatology-specific quality-of-life questionnaire
that has been used extensively in psoriasis clinical
trials.'"” The 10 DLQI questions are scored on a 4-
point scale (range, 0-3). The total DLQI score ranges
from 0 to 30. Higher score indicates more impaired
HRQOL."'

The EQ-5D-3Lis a widely used measure of generic
health status.'” The first part of the tool involves
rating the extent of having difficulties in 5 dimen-
sions: mobility, self-care, usual activities, pain, and
anxiety. Each dimension is ranked according to 3
levels as follows: having no problems, having some
or moderate problems, or being unable to do/having
extreme problems. These domains can be converted
to an EQ-5D Index utility score in which 0 corre-
sponds to death and 1 corresponds to perfect
health.">'* The second part of the EQ-5D-3L is a
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Characteristics Placebo (n = 31) Adalimumab (n = 33) Phototherapy (n = 33)
Age in years, mean (SD) 44.3 (14.5) 442 (14.0) 42 0 (14.0)
Male, n (%) 20 (60.5) 4 (72.7) 3 (69.7)
Body mass index in kg/m?, mean (SD) 32,0 (7.7) 30 9(7.4) 32 6 (8.7)
Alcohol, standardized units/week, mean (SD) 2.53 (3.54) 3. 30 (4.50) 2.59 (3.79)
Current smoker, n (%) 9 (29.03) 0 (30.30) 5 (15.15)
Psoriasis duration in years, mean (SD) 19.3 (13.6) 15 0 (14.7) 15.9 (13.6)
Psoriatic arthritis, n (%) 2 4 (12.1) 3(9.1)
History of biologic treatment, n (%) 11 10 (30.3) 8 (24.2)
History of phototherapy, n (%) 1 5(15.2) 13 (39.4)
Psoriasis assessment, baseline

% BSA, mean (SD) 25.7 (15.0) 23.4 (14.5) 23.0 (13.4)

PASI, median (IQR) 15 (13.3-20.6) 17.4 (15.4-22) 16.8 (14.5-21)

PGA, mean (SD) 3.2 (0.6) 3.4 (0.6) 3.3(0.7)
Health-related quality of life, baseline

DLQI, mean (SD) 12.13 (6.75) 13.67 (5.90) 12.79 (7.10)

EQ-5D-3L Index, mean (SD) 0.80 (0.13) 0.78 (0.14) 0.72 (0.21)

EQ VAS, mean (SD)

67.58 (23.78)

53.38 (31.07) 54.86 (34.55)

BSA, Body surface area; DLQI, Dermatology Life Quality Index; IQR, interquartile range; PASI, Psoriasis Area and Severity Index; PGA, physician

global assessment; SD, standard deviation; VAS, visual analogue scale.

visual analogue scale (EQ-VAS) on which the patient
marks his or her health status on a 10-cm vertical
scale that ranges from 0 to 100, with a higher score
corresponding to a better HRQoL.

Statistical analyses

All data were summarized by using descriptive
statistics and graphical techniques. The mean EQ-5D
VAS and mean DLQI responses were plotted longi-
tudinally over weeks 0, 4, 8, and 12. Multiple
imputation with bootstrapping was used to account
for missing data that was greater than 10% at week 4
on the EQ-5D VAS and DLQI. A change score for
each PRO was calculated as the difference between
the week 12 and baseline values. Between-group
comparisons were conducted using 1-way analysis
of variance, with Tukey correction used for multiple
comparisons. The continuous DLQI and EQ-5D-3L
overall and subcomponent scores were converted
into 2 different dichotomous variables to identify
individuals who reported that their skin disease had
no effect on their quality of life and to identify
individuals who achieved the previously established
minimal clinically important difference (MCID) for
the PRO." For the DLQI, a score of less than 2 at
12 weeks signified that symptoms had 7o effect on
quality of life. (A score of greater than 2 suggests any
effect.) Achievement of the MCID is defined as a 4-
point decrease in DLQI score at week 12.'° For the
EQ-5D-3L, scores less than or equal to 1 represented
no problem/effect on quality of life, and scores
greater than 1 suggested any problem."”

Achievement of the MCID was considered at a
0.05-point increase in score at week 12.'” Using
these dichotomized outcomes, logistic regression
was used to compare the odds of achieving 7o effect
on quality of life or the MCID for each treatment as
compared with placebo and with each other. Various
sensitivity analyses were conducted: imputing pa-
tients who dropped out as treatment failures,
excluding patients with a history of phototherapy,
history of biologic drug use, and those with psoriatic
arthritis (data not shown). We also performed a
multivariable logistic regression model to adjust for
comorbidities that effect HRQoL as a sensitivity
analysis to ensure that any potential unbalanced
covariates that can occur during randomization of
trials with smaller sample sizes did not affect the
results (data not shown). Stata, version 15.1
(StataCorp LLC, College Station, TX), was used for
analysis.

RESULTS

After screening 179 patients for eligibility, 97 were
randomized to the treatment groups. The baseline
characteristics were similar for the 3 treatment
groups (Table T and previously described).” Study
participants were a mean of 43.5 years old, were
69.1% male, and had a median PASI of 16.7. At
baseline, the mean DLQI scores were 12.13, 13.67,
and 12.79 in the placebo, adalimumab, and photo-
therapy groups, respectively. The mean EQ-5D
Index scores were 0.80, 0.78, and 0.72 in the
placebo, adalimumab, and phototherapy groups,
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Fig 1. Mean Dermatology Life Quality Index score over
time by treatment group.

respectively. The mean EQ-VAS scores were 67.58,
53.38, and 54.86 in the placebo, adalimumab, and
phototherapy groups, respectively.

After 12 weeks, patients in all 3 treatment groups
achieved statistically significant improvements in
skin-related HRQoL compared with baseline, as
measured by the DLQI (Fig 1 and Table ID.
However, the difference in the mean change score
was higher when comparing the change in the
adalimumab group versus the change in the placebo
group (—3.80; 95% CI, —7.64 to 0.04) and the change
in the phototherapy group versus the change in the
placebo group (—=4.80; 95% CI, —8.67 to —0.93)
(Table ID). There was no difference in the change
score when comparing the phototherapy group with
the adalimumab group (—1.0; 95% CI, —4.81 to 2.81).
When using dichotomous outcomes, patients were
more likely to report no effect versus any effect as
determined by the DLQI in the adalimumab and
phototherapy groups compared with the placebo
group and in the phototherapy group compared
with the adalimumab group. However, statistical
significance for no effect was observed only in the
comparison of phototherapy versus placebo (odds
ratio [OR], 7.41; 95% CI, 1.85-29.66). Participants in
both active treatment groups were more likely to
reach a clinically meaningful improvement in DLQI
than those in the placebo group (adalimumab vs
placebo: OR, 2.88; 95% CI, 1.02-8.17; phototherapy
vs placebo: OR, 8.83; 95% CI, 2.47-31.57). When
comparing phototherapy to adalimumab, patients
receiving phototherapy were more likely to achieve
the MICD, but this result was not statistically signif-
icant (OR, 3.07; 95% CI, 0.85-11.13) (Table III).

The phototherapy and adalimumab groups also
had improved generic HRQoL change scores at week
12 compared with baseline, as measured by the EQ-
5D Index and EQ-VAS (Fig 2). Both active treatment
groups performed better than the placebo group, as
determined by the EQ-5D Index and EQ-VAS change
scores. Only the change score in the phototherapy
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group versus the placebo group was statistically
significant (P = .004; adalimumab vs placebo,
P = .36) (Table 1D). There was no difference in the
mean change score between phototherapy vs adali-
mumab using the EQ-5D Index (0.80; 95% CI, —0.02
to 0.18) or EQ VAS (—1.66; 95% CI, —20.53 to 17.21).
In general, patients treated with both adalimumab
and phototherapy scored higher in the individual
EQ-5D-3L domains than those who received pla-
cebo, but only phototherapy compared with placebo
achieved statistical significance in the pain domain
(OR of having no problems vs any problems, 5.97;
95% CI, 1.95-18.33) (Table III). There were higher
odds of achieving the MCID for the EQ-5D Index
score when comparing phototherapy versus placebo
(OR, 9.78; 95% CI, 2.99-31.95) and phototherapy
versus adalimumab (OR, 4.07; 95% CI, 1.42-11.70).
Statistical significance of achieving the MCID for the
EQ-5D Index score was not observed in the adali-
mumab versus placebo groups (OR, 2.40; 95% CI,
0.76-7.55). The results were robust across a variety of
sensitivity analyses (data not shown), with the
exception that significance in the EQ-5D pain
domain was not seen in phototherapy versus pla-
cebo when patients with a history of phototherapy
were excluded.

DISCUSSION

Both adalimumab and phototherapy are well-
established treatments for psoriasis, and the results
from this randomized controlled trial confirm that
both adalimumab and phototherapy treatments are
also associated with a statistically significant
improvement in PROs, compared with placebo, after
12 weeks of treatment. Additionally, patients treated
with phototherapy for 12 weeks were more likely to
report that psoriasis had no effect on QoL than
patients in the placebo group, as measured by the
DLQI (OR, 7.41; 95% CI, 1.85-29.66). They were also
more likely to report no problem with pain, as
measured by the EQ-5D-3L (OR, 5.97; 95% CI, 1.95-
18.33). The results of this study are important in that
they allow for a direct comparison of the patient-
reported benefits of these first-line treatments in a
rigorous randomized controlled study.

Although extensive data are available on the
impact of adalimumab on DLQI and EQ-5D-3L scores,
similar data are limited for phototherapy.'”*' Our
study shows that phototherapy alone not only im-
proves skin-related quality of life (based on the DLQI)
in psoriasis patients but also improves general HRQoL
(based on the EQ-5D-3L). Of special interest, our
results show that patients treated with phototherapy
were more likely to report no problem with pain than
those treated with placebo (OR, 5.97; 95% CI,



J AM ACAD DERMATOL
OcToBER 2019
928 Noe et al

; 18.33). Patients treated with adalimumab also
— <C < (] 1.95- . . .th ain than
—® N g ¢ £ ere more likely to report no problem with p )
o =R E E = W : . r, this finding was
e |QSE v = g those treated with placebo; however, L 0.97
» — — S . . 0 . _
Eé gee s & 3 not statistically significant (OR, 2.90; 9?)/0 f(;verall
s o . i abou
$2lx SR 2 3 ¢ 8.66). The instruments ask questions out overa’
S 5 ¥ o9 e 9 T iff tiate between skin pain an
g3l T £ pain and do not differen . ]
SR ——~— T £ . PRI lain the improvement seen
<= o o v £ c = ioint pain which may expla
* |la® 9 2 Z 5 J ’ ith phototherapy. An exact mecha-
z T g @ & after treatment with photo crapy- call pain i
S °E>’ S 3 nism for how phototherapy mproves Ovet d'ps sug
2 ° 3 & . er, previous studie -
Q _ s % € not well understood; however, p 9 dorphins i
2 S _3 S OE ¢ gest that the skin generates opioi 3‘6}? pl' s
b s = 10 c = x N SETROn ich ameliorz
$le |78 Q S g z response to ultraviolet radiation, whic
22,122 ¢ 3 2 in signals.””
I [P - e g T 5 pain signals. _ ] ore
-§ 5% ) 2 o g 5 3 Patients treated with phototherapy were m .
8 . d ‘O .. . : : en
2| 2 ® g- 7 2 & 2 likely to achieve a clinically significant 1m11)r402V?11n70)
®| =2 (=] © %) K% . (y CI . _ .
gl e - O m . dex (OR 4.077 95% (I,
g - @ in the EQ-5D Inde , ) )
5|= 82, 2 5 g v ith patients treated with adalimumab.
S SN~ S 5 8 compared with p e more than
: L s % g Patients treated with phototherapy wer 1
; - twice as likely as patients treated with adalimumab to
o < c S W R £ . %
g P S & g5 hieve no impairment on the DLQI (OR, 2.47; 95
A I N d 70 pain on the EQ-5D-3L (OR,
¢ [So& ® 2 B2 CI, 0.85-7.19) and no p these findings
s 8882 g 3 ot 2.06; 95% CI, 0.75-5.67); however, Is sug
g c ) o S onifics 5 sults sug-
g @ 333 < : < o were not statistically significant. These re s
) Q © < < ’ oo .
24799 o s 5 ¢ qg; gest that phototherapy may outperform o PROS in
s "2 S5 g S g £ 3 P achieve similar results to adalimumab on " ~ter
a . .
o RS v S 5 %% ~ ith psoriasis. Previously, in a multicen
«© t
o)} rvlw o ®© S S 9 o g patients with p. d we showed that
g « 5 &£ : linical practice study, S
c ° 5 S tine clinical pr.
c o S &8 E rou o ith phototherapy
T c 2 9o o< atients with psoriasis treated with p
IS © = 2 95 patients o hat of
5 3882 3 3 3 I had an HRQoL based on the DLQ1 similar todt :
£ £F[V VS s 3 §. §. g patients treated with biologics, including adalimu
Fllasg ) 2 7 23 ) . 20
) g ® =R S s £,.¢c¢ mab and ustekinumab. o First. the rela
o g Slusd £ £ %€ Our study has certain limitations. First, | .
~ — — = - O Re] . N . . ~ esti-
& filomo 2 I 56w tively small sample size resulted in imprecise
22§82 8 5 22858 ively s of HRQoL. Similarly,
SR gl % 3 < S ; 2 mates of our measurements o 11 and
g - . 2E © ) rial, a
o g ! 5 FTES o~ HRQoL was a secondary outcome for our trial,
5| SE 2c3582% ifically designed to test the
o | © 2% Ego8%8 the study was not specifically tority of adali
n |~ s S 3 POLT gz . PR oninferiori a3
S1Zl 83 “T 558« 2§ hypothesis of superiority or n e
S|3 sVl g $ po8%%% mumab compared with phototherapy 1 was
S s s = - L S P as
3 \E g~ - g X X &3 g uég Eel f HROOL. Of SpCClal importance, the trial w
c | & Ef—: NS" - S~ E 25 g=2 o QoL. f the placebo-controlled
SARERIRERS <£ 2E%3¢ev designed such that after ,
ol IRt By 2z Eoco® . d to start or continue
gl %sgsm £2 §igzé £ g period, all patients crossed over to _ o
2] = )
ﬁ -3 IR g g v> % &% adalimumab for 52 weeks. As a result, pat1entshw
[ n ] : 2 -
S|é ! ¢5 28270 ?g may not have been ideal candidates for p O.tO1
092 9c e =E£5g . . Y nita
g HE £SES g3 herapy (e.g., those with extensive scalp or ge
<5 |8.c S Sooiiy deapy  have enrolled because they would
= [ 8 Y n — . S 2% v 8 . ma ave : . .
$13| |29 S| E83 2 $¢25 dlsedts e)11 bS; treated with an approved biologic,
= sl S8 £ 25929 eventually ! efit
S 'qga EES o . g 98 5EY ¢ and, thus, we may have underestimated the ben g
[} galmsSa| 508 % EEVY ’ ’ . ; h e better candi-
7] 8 - = — =< £ 00 o O E ra in patients who ar
z 3|8 88| 288523 =g £ of phototh.e ontmen ach. Additionally, there
@ flmen|538%¢E 4 PR dates for this treatment approach. e are
Y ) = = - . <
ﬁ I ZgexE '3 S83% was no sham treatment for phototherapy, SO
2 Bgc 521« g7 2 inable to ascertain the degree to which the improve-
rﬁ% 3 ¢ °E’ 3 2 g° § 22 ; nts observed are related to the efficacy of photo-
X% 59 o @ =3 un= me . een
.t 5 52823502 g d to the benefits of being s
, = © 3025 9mys > E therapy as oppose 8
_ he] @ o .
H g ETQ AL 3233 ¢ regularly by phototherapy staff. Finally, our study
= £52S 08882y 2o s sponse rates, as determined by PASI
= % 9o o SSRaFSESEE found lower respons ,
H = QO o w o * +



] AM ACAD DERMATOL
Vorume 81, NUMBER 4

Noe et al 929

Table III. The odds of reporting standard improvements in patient-reported outcomes, by treatment group

Adalimumab Phototherapy Phototherapy vs
Placebo, Adalimumab, Phototherapy, vs placebo, vs placebo, adalimumab,
Instrument n (%) n (%) n (%) OR (95% CI) OR (95% CI) OR (95% CD
No impairment in Quality of Life*
DLQI* 3 (10.0) 8 (25.0) 14 (45.16) 3.00 (0.71-12.62) 7.41 (1.85-29.66) 2.47 (0.85-7.19)
EQ-5D-3L"
Mobility dimension 25 (83.33) 26 (81.25) 26 (83.87) 0.87 (0.23-3.20) 1.04 (0.27-4.03) 1.20 (0.33-4.43)
Self-care dimension 27 (90.0) 31 (96.88) 29 (93.55) 3.44 (0.34-35.09) 1.61 (0.25-10.39) 0.47 (0.04-5.42)
Activity dimension 21 (70.0) 25 (78.12) 27 (87.10)  1.53 (0.49-4.81)  2.89 (0.78-10.71)  1.89 (0.49-7.24)
Pain dimension 7 (23.33) 15 (46.88) 20 (64.52) 2.90 (0.97-8.66) 5.97 (1.95-18.33) 2.06 (0.75-5.67)
Anxiety dimension 17 (56.67) 20 (62.50) 23 (74.19) 1.27 (0.46-3.52) 2.20 (0.75-6.48) 1.73 (0.59-5.06)
Achievement of the Minimal Clinically Important Difference
DLQI 13 (43.33) 22 (68.75) 27 (87.1) 2.88 (1.02-8.17) 8.83 (2.47-31.57) 3.07 (0.85-11.13)
EQ-5D index 6 (20.00) 12 (37.50) 22 (70.97) 2.40 (0.76-7.55) 9.78 (2.99-31.95) 4.07 (1.42-11.70)

Bold values are statistically significant.
DLQI, Dermatology Life Quality Index; OR, odds ratio.

*Univariable logistic regression comparing the odds of reporting no effect on quality of life (<2) versus any effect (=2) for the DLQI and no
problem (=1) vs any problem (>1) for each of the EQ-5D dimensions.
TUnivariable logistic regression comparing the odds of achieving MCID for the DLQI (4-point decrease in DLQI score at week 12) and EQ-5D

index (0.05-point increase in EQ-5D index value at week 1).

75
71.59

70

67.95 66.06 66.53
83 65.77
60
55
50
45 43.70

42.83
40

Week 0 Week 4 Week 8 Week 12
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Fig 2. Mean EQ-5D-3L visual analog scale scores over
time by treatment group.

75, than what is typically expected to adalimumab
(46.88%" vs >71%)>*" and nbUVB (46.67%" vs
629%").

In summary, the results of this multicenter, ran-
domized, placebo-controlled trial suggest that
nbUVB phototherapy treatment of psoriasis achieves
similar improvements in HRQoL to adalimumab,
with higher improvements in specific measures.
Surprisingly,  phototherapy also  significantly
improved symptoms of pain in patients with psori-
asis, a new finding for a treatment that has been used
for decades. Unfortunately, phototherapy is limited
by both its availability (90% of counties in the United
States have no physicians who offer phototherapy)
and its inconvenience, given the difficulties for
patients who do not live near a physician offering
phototherapy to travel to the office for regular

treatments.”’ Therefore, we are conducting a large-
scale pragmatic trial of home- vs office-based
narrowband phototherapy for the treatment of pso-
riasis (the LITE study, ClinicalTrials.gov no.
NCT03726489) to further advance our knowledge
of how to use this treatment in a safe, effective, and
patient-centered manner.
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