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Dear Editor, Individuals with psoriasis have an increased risk of depression, anxiety, and severe 15 

mental illness.1,2 National guidelines recommend assessing for mental health alongside 16 

psoriasis disease severity and disease impact (NICE). Systematic screening for depression and 17 

anxiety symptoms in tertiary centres has identified a significant burden of disease3 and has led 18 

to increased use of mental health care and improvement in psoriasis and quality of life.1,4  19 

 20 

This cross‐sectional study examined the use of screening for mental illness in a large centre 21 

serving London and Southeast England. Individuals with a confirmed psoriasis diagnosis 22 

attending Guy’s and St Thomas’ NHS Foundation Trust and King’s College Hospital, London 23 

(January 2017 to January 2020) were invited to answer a series of questions about their health 24 

at every outpatient visit. A touchscreen tablet-based programme, Integrating Mental and 25 

Physical Healthcare: Research Training and Services (IMPARTS) was used to collect 26 

patient‐completed screening questionnaires including the Patient Health Questionnaire (PHQ-27 

9)5, Generalized Anxiety Disorder scale (GAD-7)6 and Dermatology Life Quality Index (DLQI)7. 28 

IMPARTS is a multifaceted platform of clinical and research services that integrates mental 29 
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healthcare into routine care3 Completed questionnaire data automatically populates the 1 

patient’s electronic health record with advice on mental health referral if questionnaire scores 2 

suggest a possible mental health condition. We performed statistical analyses using Stata. We 3 

assessed cross-sectional correlations between screening questionnaires using Spearman’s 4 

correlation coefficient. We used linear regression, adjusting for age, sex and year of visit and 5 

clustering for repeat questionnaires by individual patients to examine the relationship between 6 

DLQI and mental health.  7 

 8 

Engagement in screening for mental illness rose gradually over time with substantial month-to-9 

month variation (Figure panel A). In total 285 individuals provided data. Of these, 217 provided 10 

data at more than one visit (median number of visits 3, interquartile range [IQR] 2-4) over a 11 

median time of 1.5 years (IQR 0.9-2). Median age was 42 years (IQR 31-53), with a slight male 12 

predominance (n=147, 52%). On the first recorded visit, a third of the cohort screened positive 13 

for psoriatic arthritis (Psoriasis Epidemiology Screening Tool).  14 

 15 

At first visit, 84% (n=238) of the cohort reported that their psoriasis had affected their quality of 16 

life (DLQI score >2). Quality of life impairment was reported as very large (DLQI score 11-20) by 17 

32% (n=90) or extremely large (DLQI score 21-30) by 17% (n=47). The depression screen, 18 

defined by a positive answer to either of the first PHQ9 questions, was present in 35% (n=100). 19 

The anxiety screen, defined by a GAD7 score >5 was positive in 29% (n=82). Severe depressive 20 

symptoms (PHQ-9 >=20) were reported by 22% (n=60) and severe anxiety symptoms (GAD-7 21 

>=15) were reported by 23% (n=64).  22 

 23 

When examining across all visits, quality of life impairment was frequently reported (78% of 24 

visits had a DLQI score >2). Median DLQI score was 8 (IQR 2-16). Depression screen was positive 25 

on 30% of visits and anxiety on 25% of visits. Median PHQ-9 score was 1 (0-5) and GAD-7 was 2 26 

(0-10). Severe depression and anxiety symptoms were more frequently reported by women 27 

than men [PHQ-9: women 24%, men 15%, GAD-7: 25% versus 14%], as was severe quality of life 28 

impairment [47% versus 33%].  29 
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 1 

Across all visits, the DLQI score moderately correlated with the PHQ-9 score (Rho 0.52) (Figure 2 

panel B) and weakly correlated with the GAD-7 scores (Rho 0.41) (Figure panel C). In linear 3 

regression, depression and anxiety were associated with DLQI scores (PHQ-9: β=0.48, 95% CI: 4 

0.38 to 0.56, p<0.001, GAD7: β= 0.29, 95% CI: 0.21 to 0.36, p<0.001). For each one unit increase 5 

in PHQ9, DLQI score increased by half a point (R-squared 0.27), and for each one unit increase 6 

in GAD7, DLQI increased one third of a point (R-squared 0.18). 7 

 8 

Our study has demonstrated increasing engagement in the screening of psychological wellbeing 9 

over time, and the burden of depression and anxiety in people with psoriasis. We 10 

demonstrated a strong relationship between mental health and quality of life. Our findings 11 

emphasise the importance of holistic care and managing individual’s mental health alongside 12 

their psoriasis to improve overall quality of life.   13 

 14 
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Figure legend 1 

Figure 1 (a) Monthly IMPARTS engagement in absolute number of visits between 2017 and 2 

2020; (b) Scatter plot of DLQI and PHQ9 score with regression prediction line; (c) Scatter plot of 3 

DLQI and GAD7 scores with regression prediction line. 4 

 5 

 6 
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Figure 1 2 
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THIS ADVERT CONTAINS PROMOTIONAL CONTENT FROM 
UCB AND IS INTENDED FOR HCPS IN THE UK

Challenge expectations in psoriasis1,2

Discover more

This site contains promotional information on UCB products.

To hear about future UCB projects, 
educational events and to receive 
the latest information from UCB, 
please scan the QR code set your 
digital preferences.

Use this QR code to 
access Bimzelx.co.uk

• In phase III studies BIMZELX demonstrated superiority vs ustekinumab (BE VIVID; p<0.0001), placebo (BE READY; p<0.0001) and 
adalimumab (BE SURE; p< 0.001) in achieving the co-primary endpoints PASI 90 and IGA 0/1 at week 16 with 85% (273/321), 90.8% 
(317/349) and 86.2% (275/319) of patients achieving PASI 90 at Week 16. At Week 4, 76.9% (247/321), 75.9% (265/349) and 76.5%
(244/319) of patients achieved the secondary endpoint of PASI 75.1

• In the BE BRIGHT open label extension study, 62.7% (620/989) of patients achieved PASI 100 at Week 16 (non-responder imputation 
[NRI]). Of these patients, 84.4% (147/174) of patients randomised to 8 week dosing maintained PASI 100 at Week 148.2 

PRESCRIBING INFORMATION
(Please consult the Summary of Product Characteristics 
(SmPC) before prescribing)
 BIMZELX®  (Bimekizumab)
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weight ≥ 120 kg who did not achieve complete skin clearance at 
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improve treatment response. Consider discontinuing if no 
improvement by 16 weeks of treatment. Renal or hepatic 
impairment: No dose adjustment needed. Elderly: No dose 
adjustment needed. Administer by subcutaneous injection to 
thigh, abdomen or upper arm. Rotate injection sites and do not 
inject into psoriatic plaques or skin that is tender, bruised, 
erythematous or indurated. Do not shake pre-filled syringe or 
pre-filled pen. Patients may be trained to self-inject. 
Contraindications: Hypersensitivity to bimekizumab or any 
excipient; Clinically important active infections (e.g. active 
tuberculosis). Warnings and Precautions: Record name and 
batch number of administered product. Infection: Bimekizumab 
may increase the risk of infections e.g. upper respiratory tract 
infections, oral candidiasis. Caution when considering use in 
patients with a chronic infection or a history of recurrent 
infection. Must not be initiated if any clinically important active 
infection until infection resolves or is adequately treated. 
Advise patients to seek medical advice if signs or symptoms 
suggestive of an infection occur. If a clinically important 
infection develops or is not responding to standard therapy, 

carefully monitor and do not administer bimekizumab until 
infection resolves. TB: Evaluate for TB infection prior to 
initiating bimekizumab – do not give if active TB. While on 
bimekizumab, monitor for signs and symptoms of active TB. 
Consider anti-TB therapy prior to bimekizumab initiation if past 
history of latent or active TB in whom adequate treatment 
course cannot be confirmed. Inflammatory bowel disease: 
Bimekizumab is not recommended in patients with 
inflammatory bowel disease. Cases of new or exacerbations of 
inflammatory bowel disease have been reported. If 
inflammatory bowel disease signs/symptoms develop or 
patient experiences exacerbation of pre-existing inflammatory 
bowel disease, discontinue bimekizumab and initiate medical
management. Hypersensitivity: Serious hypersensitivity 
reactions including anaphylactic reactions have been observed 
with IL-17 inhibitors. If a serious hypersensitivity reaction 
occurs, discontinue immediately and treat. Vaccinations: 
Complete all age appropriate immunisations prior to 
bimekizumab initiation. Do not give live vaccines to 
bimekizumab patients. Patients may receive inactivated or non-
live vaccinations. Interactions: A clinically relevant effect on 
CYP450 substrates with a narrow therapeutic index in which the 
dose is individually adjusted e.g. warfarin, cannot be excluded. 
Therapeutic monitoring should be considered. Fertility, 
pregnancy and lactation: Women of child-bearing potential 
should use an effective method of contraception during 
treatment and for at least 17 weeks after treatment. Avoid use 
of bimekizumab during pregnancy and breastfeeding. 
Discontinue breastfeeding or discontinue bimekizumab during 
breastfeeding. It is unknown whether bimekizumab is excreted 
in human milk, hence a risk to the newborn/infant cannot be
excluded. No data available on human fertility. Driving and use 
of machines: No or negligible influence on ability to drive and 
use machines. Adverse Effects: Refer to SmPC for full 
information. Very Common (≥ 1/10): upper respiratory tract 

infection; Common (≥ 1/100 to < 1/10): oral candidiasis, tinea 
infections, ear infections, herpes simplex infections, 
oropharyngeal candidiasis, gastroenteritis, folliculitis; 
headache, dermatitis and eczema, acne, injection site reactions, 
fatigue; Uncommon (≥ 1/1,000 to < 1/100): mucosal and 
cutaneous candidiasis (including oesophageal candidiasis), 
conjunctivitis, neutropenia, inflammatory bowel disease. 
Storage precautions: Store in a refrigerator (2ºC – 8ºC), do not 
freeze. Keep in outer carton to protect from light. Bimzelx can 
be kept at up to 25ºC for a single period of maximum 25 days 
with protection from light. Product should be discarded after 
this period or by the expiry date, whichever occurs first. 
Legal Category: POM  
Marketing Authorisation Numbers:  
Northern Ireland: EU/1/21/1575/002 (2 x 1 Pre-filled Syringes), 
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00039/0802 (Pre-filled Syringe), PLGB 00039/0803 (Pre-filled 
Pen). UK NHS Costs: £2,443 per pack of 2 pre-filled syringes or 
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Marketing Authorisation Holder: UCB Pharma S.A., Allée de la 
Recherche 60, B-1070 Brussels, Belgium (Northern Ireland). 
UCB Pharma Ltd, 208 Bath Road, Slough, Berkshire, SL1 3WE, 
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Further information is available from: UCB Pharma Ltd, 208 
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Tel: +44 (0)1753 777100  Email: ucbcares.uk@ucb.com
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Bimzelx is a registered trademark.

BIMZELX is indicated for the treatment of moderate to severe plaque psoriasis in adults who are candidates for systemic therapy.1

Prescribing Information and Adverse Event can be found below.

Note: The most frequently reported adverse reactions with BIMZELX are: upper respiratory tract infections (14.5%) and oral candidiasis (7.3%).1 Other common adverse events include: Tinea infection, 
ear infection, Herpes simplex infections, oropharyngeal candidiasis, gastroenteritis, folliculitis, headache, dermatitis and eczema, acne, injection site reaction and fatigue.
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 UK: Adverse events should be reported.  
Reporting forms and information can be found  

at www.mhra.gov.uk/yellowcard.  
Adverse events should also be reported  

to UCB Pharma Ltd.


