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Our findings support that GUS
was superior to ADA, IXE, SEC,
Q and UST in achieving clear or
almost clear skin and no impact
of psoriasis on quality of life at
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Data shown before balancing, presented as mean (SD) unless otherwise noted. Skin pain and itch assessments were collected on a visual analog scale, range 0-100, where O=no pain/itch and 100=worst pain/itch . . .
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ulcer disease, diabetes mellitus, lymphoma, solid tumor cancer (excluding non-melanoma), and liver disease. ADA=adalimumab, BMI=body mass index, BSA=body surface area, DLQI=-Dermatology Life Quality Index, Error bars represent 95% Cls. ADA=adalimumab, Cl=confidence interval, DLQI=Dermatology Life Quality Index, GUS=guselkumab, IGA=Investigator’s Global Assessment, IXE=ixekizumab, SEC=secukinumab, . . .
GUS=guselkumab, IGA=Investigator’s Global Assessment, IXE=ixekizumab, PASI=Psoriasis Area and Severity Index, PsO=psoriasis, SD=standard deviation, SEC=secukinumab, UST=ustekizumab. UST=ustekizumab. nOt I‘eﬂeCted IN base“ne d ISease SCores
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