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Abstract
Background  Psoriasis is associated with a significant comorbidity burden, especially cardiovascular and metabolic complications. Glucagon-
like peptide-1 receptor agonists (GLP-1RAs), such as semaglutide, used to treat obesity and diabetes, could potentially reduce comorbidities 
in patients with psoriasis.
Objectives  To investigate all-cause mortality, cardiovascular, inflammatory and psychiatric outcomes, and adverse events in patients with 
psoriasis treated with GLP-1RAs.
Methods  This retrospective population-based cohort study used real-world data from the US TriNetX database. Patients with psoriasis who 
were treated for diabetes or obesity with a GLP-1RA during the follow-up period of 2 years were compared with those treated with other 
systemic antidiabetic or antiobesity drugs. After 1 : 1 propensity score matching for relevant risk factors, 3048 participants were included in 
each cohort. Primary outcomes included the risk of cardiometabolic, psychiatric and autoimmune sequelae of psoriasis, as well as all-cause 
mortality and potential adverse drug events. The analysis was repeated using cohorts without psoriasis and the results were further validated 
through two sensitivity analyses involving (i) later follow-up periods or (ii) the exclusion of patients with pustular psoriasis.
Results  In the matched cohorts of 3048 patients with psoriasis treated with a GLP-1RA [60.4% women, mean (SD) age 56.94 (12.02) years] 
vs. other antidiabetic and antiobesity drugs [61.9% women, mean (SD) age 56.42 (14.16) years], GLP-1RA treatment was associated with 
significantly decreased all-cause mortality [hazard ratio (HR) 0.219, 95% confidence interval (CI) 0.123–0.391; P < 0.001] and reduced risk of 
major adverse cardiac events (HR 0.561, 95% CI 0.442–0.714; P < 0.001). Additionally, lower risks for alcohol (HR 0.346, 95% CI 0.174–0.685; 
P = 0.009) and substance abuse (HR 0.510, 95% CI 0.350–0.743; P = 0.002) were found. Typical adverse drug events were not more frequent 
in the GLP-1RA cohort. The risk reductions were more pronounced in the cohorts with psoriasis than in those with obesity or diabetes without 
psoriasis. The findings were consistent across all sensitivity analyses.
Conclusions  GLP-1RA treatment was safe and associated with reduced risks of cardiovascular and psychiatric comorbidities, as well as 
lower mortality in patients with psoriasis, with risk reductions markedly higher than in cohorts without psoriasis. Physicians should consider 
this drug class for patients with psoriasis and comorbid obesity or diabetes.
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Psoriasis is associated with higher risks of cardiometabolic 
diseases, including major adverse cardiovascular events 
(MACE) and metabolic syndrome.1–3 Chronic inflammation 
mediated by circulating T helper (Th)1 and Th17 cells in 
patients with psoriasis aggravates atherogenesis, increasing 
the incidence of myocardial infarction, stroke and cardiovas-
cular mortality.4 Psoriasis is also associated with inflamma-
tory comorbidities, such as inflammatory bowel syndrome 
and uveitis. Additionally, psychiatric comorbidity, such as 
depression and anxiety, are common, putatively driven not 
only by social stigmatization and low self-esteem due to the 
visible and chronic nature of the disease, but also by the neu-
ropsychiatric action of proinflammatory cytokines. Patients 
with psoriasis are also more prone to alcohol abuse.5

Glucagon-like peptide-1 (GLP-1) receptor agonists (GLP-
1RAs) mimicking the action of the hormone GLP-1 are 
used to treat type 2 diabetes and obesity. They have a 
pleiotropic action and mainly act by modulating the satiety 
centres of the hypothalamus, not only causing a reduction 
in food intake, but also affecting gastrointestinal organs, 
blood vessels, muscle and fat tissue. US Food and Drug 
Administration-approved GLP-1RAs include exenatide, dula-
glutide, liraglutide and semaglutide. Their dual benefit of 
improving glycaemic control and facilitating weight reduction 

addresses two major health concerns, making GLP-1RAs 
a much-noted treatment choice in contemporary medical 
practice. Recent real-world data have also shown reduced 
risks of certain psychiatric complications, such as suicidal 
ideations and drug abuse,6, 7 associated with GLP-1RA use.

In this study, we analysed real-world healthcare data to 
evaluate the association of GLP-1RAs with comorbidity risks 
in patients with psoriasis, focusing not only on cardiovascu-
lar and metabolic disorders, but also psychiatric outcomes 
and adverse events (AEs). The data will help clinical deci-
sion-making and could improve the holistic management of 
psoriasis.

Patients and methods

Study design and database

We conducted a global propensity-score matched real-
world retrospective cohort study similar to previous proto-
cols.8, 9 Electronic health records (EHRs) from patients with 
psoriasis with concomitant obesity or type 2 diabetes and 
antipsoriatic systemic medication were identified in the US 
Collaborative Network of the federated TriNetX platform 

What is already known about this topic?

•	 Patients with psoriasis have higher risks of cardiometabolic diseases, including obesity, heart attacks, stroke and death due to car-
diovascular events.

•	 Psychiatric conditions such as depression, and other autoimmune diseases are found more frequently in people with psoriasis.
•	 Glucagon-like peptide receptor-1 agonists (GLP-1RAs) are used to treat obesity and type 2 diabetes and reduce the risk of cardio-

metabolic comorbidities in individuals with obesity or diabetes mellitus.
•	 Lower risks of suicidal ideations and alcoholism have been found with GLP-1RA treatment.

What does this study add?

•	 We hypothesized that patients with psoriasis could benefit from GLP-1RA treatment due to their special comorbidity risk.
•	 Our US population-based study compared the risk of selected comorbidities in patients with psoriasis treated with GLP-1RA with 

those treated with other antidiabetic and antiobesity drugs.
•	 We found lower all-cause mortality, lower risk of major adverse cardiac events, particularly heart failure and stroke, and also a lower 

risk of alcohol abuse in people with psoriasis treated with GLP-1RAs.

Lay summary

Psoriasis is a common skin condition. It affects 2% to 3% of the world’s population. People with psoriasis can have a higher risk of heart 
diseases and mental health conditions like depression. A new class of drugs called ‘GLP-1RA’ is being used to treat people with obesity 
and type 2 diabetes. These drugs have been effective in reducing risks of heart disease and suicidal thoughts.

We are researchers from Germany, Israel and Spain. We used data from the USA to investigate whether patients with psoriasis could 
benefit from GLP-1RA treatment. We analysed electronic records collected by healthcare providers in the USA. Patients with psoriasis 
were selected. We then identified who was treated with GLP-1RA or with other drugs for diabetes and obesity. Next, we looked at how 
many of these patients developed heart, mental health and autoimmune conditions. Afterwards, we performed the same analysis with 
patients without psoriasis. We found that patients with psoriasis treated with GLP-1RA had a lower risk of dying. They also had lower 
risks of heart disease and alcohol or drug abuse. However, the risk was no different for unwanted drug effects or other autoimmune 
diseases. The risk reductions were higher than in people without psoriasis.

Our study findings suggest that people with psoriasis could benefit from GLP-1RA treatment for obesity or type 2 diabetes. This could 
help lead clinicians to provide more treatment choices for people with psoriasis.
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(henceforth referred to as ‘TriNetX’). The group was split 
into a cohort treated with GLP-1RAs and a control cohort 
treated with other drugs for type 2 diabetes or obesity. To 
assess the specific impact of GLP-1RA in patients with pso-
riasis on the studied outcomes, cohorts or persons with 
obesity or type 2 diabetes without psoriasis were analysed 
in parallel. Outcomes defined prior to data acquisition were 
analysed after propensity score matching (Figure 1).

Study population

Data were retrieved in October 2024 from TriNetX. The net-
work was chosen for its high number of patient records and 
comprised EHRs of > 110 000 000 patients in the USA at the 
time of analysis. EHRs recorded in the 20 years before the 
timepoint of data collection from patients aged > 18 years 
with psoriasis [International Classification of Diseases, 
Tenth Revision, Clinical Modification (ICD-10-CM) code: 
L40] and diabetes mellitus (ICD-10-CM code: E08–E13) 
or obesity (ICD-10-CM code: E65–E68) were retrieved 
(Table S1 lists the registration codes used; see Supporting 
Information). Only EHRs of patients noting systemic antip-
soriatic treatment were included in the study, to ensure 
validity of the diagnosis. Systemic treatment encompassed 
acitretin, adalimumab, apremilast, brodalumab, certolizumab 
pegol, ciclosporin, deucravacitinib, dimethyl fumarate, etan-
ercept, golimumab, guselkumab, infliximab, ixekizumab, 
methotrexate, risankizumab, secukinumab, tildrakizumab 
and ustekinumab. Patients who had undergone bariatric 
surgery were excluded. The group was split into a cohort 
treated with GLP-1RAs for ≥ 24 months [including all GLP-
1RAs listed in ATC (Anatomical Therapeutic Chemical) chap-
ter A10BJ] at any time after starting antipsoriatic medication, 
and a control cohort. Patients in the latter group were not 
treated with GLP-1RAs; instead, they had been treated for 
the same duration with any of the other approved systemic 
antidiabetic or obesity drugs, including α-glucosidase inhibi-
tors, gliflozins, gliptins, glitazones, metformin, sulfonylureas, 
orlistat, the combination of bupropion with naltrexone, and 
the combination of phentermine with topiramate. The index 
event was defined by the first exposure to either GLP-1RA 
or alternative antidiabetic or antiobesity drugs. Additional 
cohorts with the exclusion of any codes for psoriasis 
were identified accordingly. The study design is shown in 
Figure  1. Baseline cohort characteristics are presented in 
Table 1.

Covariates

Propensity score matching (PSM) was performed to control 
for relevant confounding variables. PSM was previously con-
sidered advantageous over conventional multivariate Cox 
analysis.10 We selected clinically relevant factors including 
demographic and socioeconomic information, cardiovascular 
risk factors, psychiatric diseases and other major diseases. 
We also matched for insulin use. Matching was performed 1 
: 1 by the nearest neighbour greedy matching algorithm with 
a calliper distance of 0.1 SDs after establishing a propen-
sity score for each EHR by logistic regression. Covariates 
included in the regression matrix, as well as baseline charac-
teristics before and after matching, are presented in Table 1; 
definition codes for covariates are summarized in Table S1.

Statistical analysis

Psoriasis sequelae were analysed up to 2 years after the 
index event; the first month after treatment initiation was 
excluded. EHRs with an outcome prior to the index event 
were excluded from each analysis. Relative risks and risk 
differences were calculated. Patients were censored 
after the last available record. Survival analyses were per-
formed by the Kaplan–Meier method and Aalen–Johansen 
plots. The proportionality assumption was tested based 
on Schoenfeld residuals. Kaplan–Meier curves were com-
pared by log-rank tests. Hazard ratios (HRs) and confi-
dence intervals (CIs) were expressed by univariate Cox 
regressions. To adjust for multiple testing, the Holm–Šidák 
correction was used. The significance level α was set  
at 0.05.

Results

Study population characteristics

We identified 3636 patients with psoriasis treated with 
GLP-1RAs and 8410 patients with psoriasis who received 
other antidiabetic or antiobesity drugs. Before matching, the 
mean (SD) age of those in the GLP-1RA group was 56.44 
(12.17) years and in the control group it was 58.98 (13.54) 
years (P < 0.001). The majority of individuals in both groups 
were women [GLP-1RA group, n = 2261/3597 (62.9%); 
control group, n = 4438/8055 (55.1%); P < 0.001]. Most 
people in both groups were non-Hispanic/Latino [GLP-1RA 
group, n = 2770/3597 (77.0%); control group, n = 6039/8055 

Figure 1  Flowchart of the study inclusion process. See Table S1 for 
definitions of registration codes. GLP-1RA, glucagon-like peptide-1 
receptor agonists; ICD-10, International Classification of Diseases, 
Tenth Revision.
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(75.0%); P = 0.02] and White [GLP-1RA group, n = 2764/3597 
(76.8%); control group, n = 5886/8055 (73.1%); P < 0.001]. 
After 1 : 1 propensity score matching, demographic and 
socioeconomic factors, as well as the prevalence of type 2 
diabetes, obesity and other major diseases, were balanced. 
Per group, 3048 EHRs were included (Table 1). Cohorts 
without psoriasis were matched accordingly and, here, 41 
038 patients were included per group. The mean (SD) fol-
low-up was 646.10 (185.85) days for the cohort with psori-
asis and GLP-1RA treatment, and 649.62 (185.94) for those 
who received other treatments.

Drug safety of GLP-1RA in patients with psoriasis

Regarding possible adverse drug events related to GLP-1RA 
treatment in patients with psoriasis, no signals for increased 
risks of hypoglycaemia, nausea and vomiting, and constipa-
tion were noted in comparing patients with psoriasis (Figure 
2). However, slightly higher risks were found for the cohorts 
without psoriasis, in line with the described AE profile of 
GLP-1RA.

Decreased risks of cardiovascular and psychiatric 
sequelae in patients with psoriasis treated with 
glucagon-like peptide-1 receptor agonists

We next analysed the impact of GLP-1RA treatment on 
mortality and cardiovascular risks in patients with psoria-
sis. All-cause mortality was significantly lower in patients 
with psoriasis treated with GLP-1RA (HR 0.219, 95% CI 
0.123–0.391; P < 0.001). Additionally, the risk of MACE ana-
lysed in a composite endpoint of heart failure, cardiogenic 
shock, stroke and acute myocardial infarction was lower 
in the GLP-1RA group (HR 0.561, 95% CI 0.442–0.714; 
P < 0.001). Specifically, the risk of heart failure (HR 0.534, 
95% CI 0.408–0.700; P < 0.001) and stroke (HR 0.352, 95% 
CI 0.228–0.542; P < 0.0001) were significantly reduced. 
Similar risk reductions for mortality, MACE and heart failure 
were also found in the cohorts without psoriasis. However, 
the risk reduction associated with GLP-1RA use was more 
pronounced for the cohorts with psoriasis. On the contrary, 
metabolic syndrome-associated diseases showed no differ-
ence in patients with psoriasis treated with GLP-1RA, or 

Figure 2  Cohorts of patients with psoriasis treated with glucagon-like peptide-1 receptor agonists (GLP-1RAs) or with other antidiabetic or obesity 
drugs, and similar cohorts without psoriasis, were analysed from 1 month to 2 years after starting treatment. We compared the occurrence of 
specific adverse effects of GLP-1R activation, as well as all-cause mortality, cardiovascular, metabolic, autoimmune and psychiatric complications of 
psoriasis, and psoriasis arthritis (PsA). GLP-1RAs in patients with psoriasis were not associated with a higher risk of known adverse drug effects or 
inflammatory psoriasis sequelae. On the contrary, patients with psoriasis treated with GLP-1RA showed significantly lower all-cause mortality and 
cardiovascular risks, as well as decreased risks of alcohol and substance abuse. The risk reductions were stronger in the cohorts with psoriasis than 
in those without. Bars show hazard ratios (HRs) with confidence intervals. P -values of log-rank tests adjusted for multiple testing are shown. MACE, 
major adverse cardiac events; MASLD, metabolic dysfunction-associated steatotic liver disease; OSAS, obstructive sleep apnoea syndrome; T2D, 
type 2 diabetes mellitus. *P < 0.05, **P < 0.01, ***P < 0.001, ****P < 0.0001.
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even slightly higher risks in patients without psoriasis treated 
with GLP-1RAs, such as metabolic dysfunction-associated 
steatotic liver disease (MASLD), obstructive sleep apnoea 
syndrome (OSAS).

Lower risks were also marked for psychiatric endpoints, 
including alcohol abuse (HR 0.346, 95% CI 0.174–0.685; 
P = 0.009) and other substance abuse (HR 0.510, 95% CI 
0.350–0.743; P = 0.002). Although the risk of suicidal ide-
ation was also slightly lower, it was not statistically signifi-
cant. Results were similar in the cohorts without psoriasis.

Autoimmune sequelae of psoriasis, including a composite 
endpoint of Crohn disease and ulcerative colitis, as well as 
uveitis, did not show different frequencies after GLP-1RA 
treatment. There were also no differences in incident pso-
riasis arthritis.

We conducted two sensitivity analyses: (i) to focus on 
late outcomes and to better exclude pre-existing chronic 
conditions, the analysis was repeated with a follow-up from 
6 months to 2 years after the index event, yielding similar 
results to the primary analysis (Figure S1; see Supporting 
Information); (ii) excluding patients with pustular psoriasis 
from the analysis also confirmed the robustness of our find-
ings in the cohorts with psoriasis (Figure S2; see Supporting 
Information). Aalen–Johansen analysis, including all out-
comes with significant results in the primary survival anal-
ysis, showed no significant differences between raw event 
proportions and cumulative incidences, confirming that 
censoring or competing risks had minimal influence on the 
results (data not shown).

Discussion

Psoriasis is not only associated with well-established cardi-
ovascular risk factors, such as smoking, hypertension and 
hyperlipidaemia, but also acts as an independent risk factor 
for myocardial infarction, stroke and MACE.3 Elevated levels 
of circulating tumour necrosis factor-α and interleukin (IL)-17, 
along with increased local concentrations of IL-23, have been 
identified as key contributors to atherosclerosis. Imaging 
studies showed higher levels of vascular inflammation in 
patients with psoriasis.11 Additionally, metabolic syndrome, 
which shares pathomechanistic links with psoriasis through 
activation of the IL-17/IL-23 axes in patients with obesity,12 
further exacerbates cardiovascular risks. Adipokines, such 
as leptin, which is elevated in the serum of patients with 
psoriasis,13 can also promote vascular inflammation.14 Thus, 
metabolic syndrome may synergistically increase cardio-
vascular risks in patients with psoriasis, and shared genetic 
predisposition factors have been identified. GLP-1RAs are 
known to reduce cardiovascular risks in patients with obe-
sity or type 2 diabetes.15, 16 Our study confirms that GLP-1RA 
treatment can not only mitigate the increased cardiovascular 
risk in patients with psoriasis, as reflected by reductions 
in cardiovascular disease incidence and all-cause mortality, 
but importantly, the extent of the risk reductions was larger 
than for cohorts without psoriasis treated with GLP-1RA. 
On the contrary, the risks for metabolic syndrome-associ-
ated conditions such as MASLD and OSAS were unaffected 
in patients with psoriasis in our study, despite prospective 
studies showing improvements of MASLD and OSAS.17, 18 
This could indicate miscoding or might be due to later onset 

or delayed registration in the database, or an initially higher 
severity of obesity or type 2 diabetes that led to the decision 
to treat with a GLP-1RA.

Psychiatric comorbidity in patients with psoriasis can be 
severe, with one meta-analysis showing a pooled odds ratio 
for suicidal ideation of 2.05.19 A brain–skin axis has been 
postulated to reflect the interplay of common mediators 
of skin and systemic inflammation, psychological factors 
and psychiatric comorbidity in patients with psoriasis.20 In 
patients treated with GLP-1RA for diabetes mellitus or obe-
sity, decreased risks of suicidal ideations and drug addiction 
have been observed.6, 21, 22 However, some pharmacovigi-
lance reports suspected increased suicidal or self-injurious 
behaviours associated with GLP-1RA treatment, although 
larger studies did not confirm these associations.23, 24 The 
mechanisms of the psychomodulatory action of GLP-1RA 
are not fully understood, but GLP-1 receptors are found in 
various brain tissues. The brain’s dopamine reward system 
and the sympathoexcitatory system are notably affected by 
GLP-1.25, 26 Our analysis indicated that patients with psoria-
sis experienced lower risks of alcohol and substance abuse 
when treated with GLP-1RA, in line with the results obtained 
for groups without psoriasis.

Regarding the direct effects of GLP-1RA on prevalent 
psoriasis, previous smaller prospective studies have shown 
significant improvements in psoriasis severity in patients 
treated with GLP-1RAs, as measured by the Psoriasis Area 
and Severity Index. Some studies have found significant 
reductions in body mass index, but other major comorbid-
ities could not be evaluated in these studies due to small 
cohort sizes of a maximum of 32 patients.27–31 Our study 
did not consider psoriasis severity as disease scores are 
not included in the database analysed. Positive effects of 
GLP-1RA on inflammation have also been demonstrated for 
rheumatoid arthritis and degenerative joint diseases.32, 33 
Considering psoriatic arthritis, no effects of GLP-1RA have 
been reported so far. In patients with psoriasis treated with 
GLP-1RAs, lower numbers and inhibited functions of invari-
ant natural killer T cells,34 γδ T cells and monocytes, as well 
as lower levels of IL-17, were found,35 indicating that GLP-1 
could suppress inflammation at the level of lymphocyte 
activation and trafficking in psoriasis. Immunomodulatory 
functions of GLP-1 were shown for several immune cells via 
activation of signal transducer and activator of transcription 
3 (STAT3) and suppression of nuclear factor κB (NF-κB).36 
In cell culture, GLP-1RA could also inhibit NF-κB signalling 
directly in keratinocytes, which led to the lower secretion 
of inflammatory cytokines upon stimulation.37 However, the 
role of GLP-1 in the pathophysiology of autoimmunity has 
not yet been fully elucidated.

The study is limited by its retrospective design. 
Associations of GLP-1RA treatment with lower comor-
bidity risks found here cannot be used to infer causality. 
Measured and unmeasured confounders might have dis-
torted the results, despite extensive cohort matching. In 
particular, treatment adherence could not be fully con-
trolled in the dataset. To partially address the potential bias 
imposed by unmeasured confounders, sensitivity analyses 
were performed. The observed consistency of the results 
affirm their validity but cannot completely negate bias by 
unmeasured confounding factors. Statistical significance 
levels were adapted for multiplicity; however, competing 
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risks, especially when analysing multiple cardiovascular 
and psychiatric outcomes, cannot be fully controlled as the 
underlying data can only be accessed in aggregated form. 
Miscoding or noncoding of diagnoses, events and medica-
tions is expected in real-world data; however, the primary 
inclusion criterion of prevalent psoriasis is solidified by only 
including participants with psoriasis-specific systemic treat-
ments. Psychosocial, as well as geographical, factors might 
influence the level of engagement with healthcare provid-
ers; thus, some parts of the population might be under-
represented in the data.

In summary, this real-world cohort study showed lower 
mortality and lower risks of cardiovascular and psychiatric 
comorbidity in patients treated with GLP-1RAs compared 
with other antidiabetic or obesity drugs. Risk reductions were 
stronger than in patients without psoriasis. Mechanisms 
and causal factors have to be tested in prospective studies; 
however, the data could aid clinical decision-making in the 
treatment of patients with psoriasis and comorbid obesity 
or type 2 diabetes.
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endpoint of ACR 50 at Week 16 in BE OPTIMAL and BE COMPLETE, respectively (vs 10.0% [n=28/281] and 6.8% 
[n=9/133] placebo, p<0.0001); 54.5% (n=235/431) and 51.7% (n=138/267) maintained it at Week 52 (NRI).4–6 ​

ACR 50, ≥50% response in the American College of Rheumatology criteria; AS, ankylosing spondylitis; CRP, 
C-reactive protein; DMARD, disease-modifying antirheumatic drug; HS, hidradenitis suppurativa; IGA, Investigator’s 
Global Assessment; (m)NRI, (modified) non-responder imputation; MRI, magnetic resonance imaging; nr-
axSpA, non-radiographic axial spondyloarthritis; NSAID, non-steroidal anti-inflammatory drug; PASI 75/90/100, 
≥75/90/100% improvement from baseline in Psoriasis Area and Severity Index; PsA, psoriatic arthritis; PsD, psoriatic 
disease; PsO, psoriasis; TNFi-IR, tumour necrosis factor-α inhibitor – inadequate responder; TRAE, treatment-
related adverse event.

References: 1. Gordon KB, et al. Lancet. 2021;397(10273):475–486. 2. Blauvelt. 2025. AAD Presentation 62275. 3. 
Mease PJ, et al. Rheumatol Ther. 2024;11(5):1363–1382. 4. BIMZELX SmPC. 5. Ritchlin CT, et al. Ann Rheum Dis. 
2023;82(11):1404–1414. 6. Coates LC, et al. RMD Open. 2024;10(1):e003855. 7. Strober B, et al. AAD 2024;oral 
presentation.​This medicine is subject to additional monitoring. This will allow quick 

identification of new safety information. Adverse events should be reported. 
Reporting forms and information can be found at www.yellowcard.mhra.gov.uk for 

the UK. Adverse events should also be reported to UCB Pharma Ltd at  
UCBCares.UK@UCB.com or 0800 2793177 for UK.

NO COMPROMISE,  
JUST CLEARANCE

BIMZELX was well tolerated, the most frequently reported adverse reactions were: upper respiratory tract infections 
and oral candidiasis. Other common reported adverse reactions include tinea infections, ear infections, herpes simplex 
infections, oropharyngeal candidiasis, gastroenteritis, folliculitis, headache, rash, dermatitis, eczema, acne, injection site 

reactions, fatigue, and vulvovaginal mycotic infection (including vulvovaginal candidiasis).4

Bimzelx®     (bimekizumab) offers 
the opportunity for complete, fast,

and lasting skin clearance and 
proven PsA efficacy 1–7
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