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ue to decreased availability and intense interest in
various novel treatment options for psoriasis, pho-
totherapy use is on the decline in the United States,
while outside this country, such as in Europe,
many still consider phototherapy to be central to
treatment because of its well-known efficacy and
safety. In presenting practical points regarding

available ultraviolet (UV) light therapies, I hope to illustrate
why phototherapy is more than just a viable option for the
treatment of psoriasis, but also a good option.

Ranging from financial issues to matters of convenience, a
number of reasons account for the decline of phototherapy.
Yet there are numerous compelling reasons why phototherapy
should actually be on the increase. There are new photother-
apeutic approaches that improve the convenience and safety
of treatment.

Practical Pitfalls of Phototherapy
Without doubt, the use of light-based therapies for psoriasis
is down overall. The 2002 Medicare data show that in a 10-
year span, billings for phototherapy for Medicare patients
were down overall. The data show that use of PUVA therapy
has declined, while Goeckerman treatment is hardly ever
used. Since the availability of the first narrow-band UVB
(NB-UVB) units in 1998, there has been a slight increase
overall in billings for UVB phototherapy, but the rates are still
down since the start of the 10-year period under review.

The primary reason phototherapy is on the decline is the
cost of the treatment and the dismal reimbursement.
Reimbursement for phototherapy in the United States has
diminished. Despite a very strong effort on the part of the
NPF to help raise Medicare reimbursement for photothera-
py—which was truly a savior—the reimbursement still often
fails to cover the cost of treatment, forcing dermatologists to
subsidize the therapy. Based on the fact that dermatologists in
an office or private-practice setting simply can’t afford to con-
sistently receive just 70 percent of the cost of treatment, many
dismiss phototherapy. To a large extent, phototherapy has

become the province of larger medical centers and universities
that can subsidize treatment.

Another reason for the decline of phototherapy is its over-
all inconvenience for the patient. Many of my patients travel
90 or even 100 miles to come to my office, which they
shouldn’t have to do to receive phototherapy; it’s impractical.
I’ll discuss the importance of weighing the benefits of treat-
ment against the inconvenience and offer strategies to mini-
mize it later.

In terms of psoralen-plus-ultraviolet A (PUVA), there’s
built-in inconvenience. Not only is nausea a component of
PUVA’s immediate side effects, but the protective goggles are
nuisance to wear, and the frequency of visits required for
induction of phototherapy is time-consuming in itself. A
patient who works or has significant personal responsibilities
(childcare, eldercare, etc.) would lose a substantial amount of
time even if they did not have to travel far for treatment. 

Realistic Risks of Photochemotherapy
UVA. Of course the notion of cancer risk has influenced the
use of phototherapy in psoriasis management. Most signifi-
cantly, dermatologists are concerned about the possible
increased risk of melanoma associated with use of PUVA. In
my mind, when considering the risks associated with PUVA,
I emphasize the word “excessive.” Routine use of PUVA has
not been shown to increase the risk of melanoma. In the long-
term PUVA studies, Stern1 found the risk of melanoma asso-
ciated with PUVA correlated with cumulative dose and dura-
tion of PUVA therapy (over 10-15 years). While there was an
increased risk of melanoma associated with long-term or
high-dose (200 or more PUVA treatments) exposure in skin
types I and II, there was no statistical increase in melanoma
risk in skin types III and above. We know that UVA is car-
cinogenic. We know that psoralen is a photosensitizer. And
we would anticipate that high-dose or long-term exposure
would carry increased cancer risks. But we do not need to
expose patients to excessive doses or excessive durations of ther-
apy. We can achieve clearance—clinically significant and
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meaningful to patients—without conferring excessive risk.
I strongly emphasize that this treatment is and should be

used for severe cases of psoriasis. As doctors we spend each day
weighing the benefits versus the risks of various treatments in
various patient populations. PUVA is a very effective therapy
that can provide significant clearance for patients with severe
or recalcitrant disease, especially when short courses can pro-
vide benefit while minimizing long-term risks.

About 80 percent of patients who receive PUVA demon-
strate clearing, and the therapy is so effective that clearing
commonly occurs with about 25 treatments. It takes years for
an individual patient to get 200 PUVA treatments. When I
mention “clearing,” note that this does not refer to Psoriasis
Area and Severity Index (PASI) scores; PASI was not part of
the grading of phototherapy in
the 1970’s and 1980’s.

Knowing the efficacy of PUVA
and the risks, as clinicians we
must consider what other thera-
pies might have close to that effi-
cacy and the same level of safety.
Methotrexate approaches the effi-
cacy of PUVA and is considered
an acceptable treatment. Yet it has
significant known risks, requiring
that dermatologists use it with
great care and patient monitoring.
However, I would speculate that
more deaths can be linked to
methotrexate than ever will be
linked to PUVA.

Cyclosporine is nearly equiva-
lent to PUVA in terms of efficacy.
Since we’ve obtained and exam-
ined the safety data, we’ve modi-
fied our use of it to diminish the
risks and monitor for renal toxici-
ty and the significant percentage
of fibrosis in the kidney.

Then there are the biologics.
In most cases, I feel limited use of
a drug whose safety data is known (such as cyclosporine or
methotrexate) may be better than using any of the biologics,
none of which has had its indication for psoriasis or psoriatic
arthritis for more than five years. Despite a continuing period
of clinical trials, very few biologic drugs available offer suffi-
cient five-year safety data.

UVB. Other forms of light therapy include a retinoid plus
UV, which is an extremely effective therapy, however it has been
on the decline. One treatment that has been on the ascension is

narrow-band UVB. UVB is effective, efficient, and underused
in the United States primarily because of the expense to prac-
tices to replace an old UVA box that in many cases still works.
A new UVB box would cost about $18-20 thousand minimum.
There have been better attempts at retro fitting.

NB-UVB is quite effective. The pivotal trials in North
America that compared NB-UVB to PUVA included half
body comparisons, which are a good way to demonstrate effi-
cacy. Results show that efficacy rates for the two interventions
were very similar. The most significant difference between the
two was in the duration of remission. Clearance following
PUVA phototherapy lasts much longer than NB-UVB, which
requires frequent maintenance treatments. Whereas once-a-
month maintenance sessions may be sufficient to maintain

clearance with PUVA, it’s impossi-
ble to do so with NB-UVB.
Patients treated with NB-UVB
will require a minimum of two
treatments per month (once every
two weeks), which practically
speaking is fairly often. 

Narrow-band is clearly superi-
or to broadband and is so success-
ful because it affects T-cells. We
continue to better understand the
photobiology involved with UV
light and in time there will be
more devices that affect inflam-
mation. The target may not neces-
sarily be T-cells, as there is emerg-
ing information about apoptosis
of inflammatory cells in the skin
related to different wavelengths of
light. In fact, with proper delivery,
invisible light can also produce
oxygen radicals that eventuate
into apoptosis themselves.
Evidence shows that PUVA also
destroys T-cells and antigen pre-
senting cells in the epidermis and
superficial dermis.

Alternatives. Some of the alternative phototherapy treat-
ments that we know of and have heard much about in the past
include 308nm lasers that use monochromatic light. These are
probably closer to 308, 310, 312, which are the wavelengths
that best affect the T-cells and immune competent cells in the
epidermis and endodermis. 

There are also a number of UV-spectrum hand-held
devices that are very convenient to use in localized areas.
There is a different principal, however. Instead of using sub-
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erythemagenic doses, the MED must be measured first before
giving three, four, or five times the MED. The principal for
localized delivery is different, because in order to destroy the
cells, you must use supra-erythemagenic doses. The clearing
achieved when using these devices lasts longer than for nar-
row-band because it requires more time to repopulate the skin
with the cells.

Practical Tips
Despite the fact that UVA, specifically PUVA, phototherapy is
very effective and can be used quite safely, I sense that its use
will either level off or continue to decline. Nonetheless, I urge
dermatologists to reconsider this intervention for patients
with severe psoriasis. As long as patients are appropriately
informed and committed to treatment (see sidebar), it can
yield excellent results. 

NB-UVB. The use of NB-UVB will hopefully increase, as
this is also effective and considered to pose fewer risks. To ini-
tiate NB-UVB, obtain a minimal erythema dose (MED) for
every patient. This is necessary to ensure accuracy, because
there is a variation between the dosing of people within the
same skin type. It is not difficult or time consuming, as takes
no more than 15 minutes to administer. The patient really
feels like you know what you are doing and that you want to
help and, additionally, it gives a patient a measurable dose
response. 

NB-UVB need not be administered five times a week.
Whether it is given five or three times a week does not make
a significant difference in terms of efficacy. Patients may
require a few more treatments overall, but the lower frequen-
cy of visits each week is much more convenient for patients. I
start treatments at 50 percent MED, although some people
choose to start at 70 percent, which is acceptable as well. The
goal is always to be as careful as possible to avoid injury.

Retinoids plus UV. One underused treatment in North
America today is retinoids plus UV. The greatest benefit of
this intervention is that it can be used with any UV modality.
Retinoids thin the skin, modify differentiation, and lower
MED, which increases the efficacy of UV treatment. If you
use retinoids with UV, first educate the patient on the use of
retinoids. It is best to start administration two weeks prior to
the first light treatment to ensure that the retinoid begins to
confer effects prior to UV. After an MED, you may then pro-
ceed with treatment as usual. Should you decide to add the
retinoid during the treatment series, be sure to reduce the dose
of light therefore reducing the risk of burning.

Hopefully in the next two years we will see much more
prospective clinical trial data on combining UV light with the
biologics. There is one study—though very flawed in my
opinion—concerning alefacept in UV. This is nonetheless
promising, but much work needs to be done if it is to be con-
sidered. There is no indication to my knowledge that mixing
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We as dermatologists know that it’s possible to administer PUVA while minimizing the risks. Medicolegally we must
be sure patients clearly understand the risks. It is important that patients are aware of the benefits and possible
side-effects of PUVA therapy, and that they are given time to consent—and sign a consent form. Always be sure
to inform patients:

• There is a possible increased risk of skin cancers including melanoma with long-term use. 
Be sure to carefully and accurately explain what the studies do and do not show.

• That they must switch therapy after 200 doses (Based on the evidence of risk from the studies). 
Keep in mind that patients may move away or drop out of treatment for periods of time, so they 
must also be responsible participants in tracking their overall UVA exposure.

• Treatment will require regular office visits and careful long-term follow-up, including regular 
cancer screenings.

PUVA: Tips to Protect Your Patients…and Your Practice 

         



UV with the drugs would inhibit the agents themselves or dena-
ture the drugs in the skin. At this point, there is no reason to
think this could happen. There may be a question of too much
immune suppression, but we will soon know.

Home UVB. Another underused treatment is home UVB,
which until recently I have always been conservative and some-
what skeptical about. Twenty years ago, the devices were not very
reliable or efficient. Today they are flat panel units that are dose
oriented and plug into normal household circuitry with six-foot
lamps and built-in timers. In short, they are much more
improved and quite adequate. Even 10 years ago, I was not in
favor of home UVB because there was still inadequate control
over duration of exposure. People would come into my office
and talk me into getting a tanning box because they think it is
like a tanning bed, and I would never see them again. Today
that’s impossible because the best home devices have a limited
number of treatments programmed in. Once those are done,
patients have to call for another set. Digital codes are used for
long-term use. 

The ideal candidate for home panel NB-UVB quite simply is
someone who is responsible. I never prescribe home therapy for
a first time treatment or in a new patient. I strongly recommend
that you learn as much about your patients as possible before giv-
ing them home panels. Response rate to NB-UVB therapy is
best for thin plaque psoriasis, therefore a patient whose psoriasis
tends to clear up in the summer is going to be responsive to
UVB, as well as someone with a treatment history (who has
achieved clearance through a few series of inductions). These are
the patients that clear-up, then return at a regular interval for
another round of treatments. Those are the types of patients I
would consider first for home therapy.

Note that, despite the fact that I administer a lot of light ther-
apy, I am a proponent of legislation against tanning beds. Simply
put, this is because phototherapy is a dose of medicine. Tanning
salons are non-therapeutic. 

The Best Medicine
UVA and UVB light, as used in the treatment of psoriasis and
other dermatologic diseases, truly is a medicine. Dermatologists
and their patients must consider it as such. Though there are
numerous treatment options available for severe or widespread
psoriasis, dermatologists must weigh the potential risks and ben-
efits of all therapies for the individual patient. Now that there are
safer and more effective ways to treat psoriasis with photothera-
py, I believe we owe it to our patients to reconsider this treatment
option. Especially with the dawn of NB-UVB, light therapy has
become one of the safest and effective treatment options for pso-
riasis, and it can be provided with convenience to the patient. 
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