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Summary

BKZ: bimekizumab; CfB: change from baseline; IGA: Investigator’s Global Assessment; MI: multiple imputation; mNAPSI: modified Nail Psoriasis Severity Index; N
obs

: observed N; OC: observed case; OLE: open-label extension; PsA: psoriatic arthritis; Q4W: every 4 weeks; Q8W: every 8 weeks.
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Objective
To evaluate long-term percentage change from baseline 
(CfB) in scalp, nail and palmoplantar manifestations of 
psoriasis in patients with moderate to severe plaque 
psoriasis treated with bimekizumab (BKZ).

Conclusions
Bimekizumab demonstrated fast onset of response and 
durable efficacy in high-impact areas such as the scalp, 
nail and palmoplantar regions. These improvements were 
sustained through Year 4, regardless of dosing regimen, 
highlighting bimekizumab’s potential to improve patients’ 
quality of life.

Introduction
•	 Psoriasis affecting the scalp, nails, palms and soles 

(referred to as ‘high-impact areas’) is challenging to treat, 
and can have a large impact on patients’ quality of life.1

•	 Scalp and nail involvement, along with severe skin symptoms, 
have been associated with an increased risk of progression to 
psoriatic arthritis (PsA).2

•	 High levels of complete clearance in these high-impact areas 
have been reported over 4 years of BKZ treatment.3

Methods
•	 Data were pooled from the 52-week BE VIVID and 56-week 

BE SURE and BE READY phase 3 feeder studies, and their 
open-label extension (OLE), BE BRIGHT.4–7 

•	 Included patients received BKZ 320 mg every 4 weeks (Q4W) 
to Week 16, then Q4W or every 8 weeks (Q8W) into the OLE 
(BKZ Total). 

	– The subgroup of patients who received BKZ Q4W to 
Week 16 then Q8W thereafter (BKZ Q4W/Q8W), the 
approved dosing regimen for most patients with psoriasis, 
was also analysed.8

•	 Mean percentage CfB in scalp Investigator’s Global 
Assessment (IGA; range: 0–4), modified Nail Psoriasis 
Severity Index (mNAPSI; range: 0–13 per nail, 0–130 in total) 
and palmoplantar IGA (range: 0–4) are reported through 
Year 4 (OLE Week 144) for patients with baseline scalp IGA ≥3, 
mNAPSI >10 and palmoplantar IGA ≥3, respectively.

•	 Multiple imputation (MI) was used for missing data; 
observed case (OC) data are also presented.

Results
•	 In total, 771 patients received BKZ from baseline into 

the OLE; 571 (74.1%), 270 (35.0%) and 151 (19.6%) had 
baseline scalp IGA ≥3, mNAPSI >10 and palmoplantar 
IGA ≥3, respectively.

•	 Of all patients, 197 received BKZ Q4W/Q8W; 152 (77.2%), 
67 (34.0%) and 36 (18.3%) had baseline scalp IGA ≥3, 
mNAPSI >10 and palmoplantar IGA ≥3, respectively.

•	 Baseline characteristics for included patients have 
been reported previously and were similar between 
analysed subgroups.3 

•	 In the BKZ Total group at Week 4, mean percentage CfB in 
scalp IGA (−77.4%) and palmoplantar IGA (−73.9%) was high, 
demonstrating fast onset of response with BKZ in these 
high-impact areas.

•	 By Week 16, percentage CfB in scalp IGA increased further to 
−92.7%, which was maintained to Year 4 (−91.3%; Figure 1). 

•	 Mean percentage CfB in mNAPSI was −63.7% at Week 16, 
which increased further through to Year 1 (−89.2%), and was 
maintained to Year 4 (−84.2%; Figure 2). 

•	 At Week 16, mean percentage CfB in palmoplantar IGA 
was −92.3%, which increased to Year 1 (−94.6%), and was 
maintained to Year 4 (−96.4%; Figure 3).

•	 	Mean percentage CfB in scalp IGA, mNAPSI and 
palmoplantar IGA was similar in the patient subgroup who 
received BKZ Q4W/Q8W (Figures 1–3).

Figure 1 Mean percentage CfB in scalp IGA over 4 years in patients with baseline scalp IGA ≥3 (MI, OC)
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Figure 2 Mean percentage CfB in nail mNAPSI over 4 years in patients with baseline mNAPSI >10 (MI, OC)
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[a] Week 48/52 data were from Week 48 of BE SURE and BE READY, and Week 52 of BE VIVID, due to differences in assessment schedules; [b] N
obs

 represents the number of patients with observed data at a given timepoint.

Figure 3 Mean percentage CfB in palmoplantar IGA over 4 years in patients with baseline palmoplantar 
IGA ≥3 (MI, OC)
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These results demonstrate that bimekizumab can provide high percentage reductions in scalp, nail and palmoplantar manifestations 
of psoriasis, which a�ect daily functioning and quality of life.
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BKZ Total BKZ Q4W/Q8W


