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Background: Ulcerative colitis (UC) is often accompanied by depressive symptoms, yet the association between disease activity and
depression remains insufficiently characterized.

Objective: To evaluate the correlations between SCCALI scores, Mayo endoscopic severity scores, and QIDS-SR16 depression scores
in patients with UC.

Methods: This cross-sectional study included 106 hospitalized UC patients from January 2023 to December 2024. Disease activity
was assessed using the Simple Clinical Colitis Activity Index (SCCAI), and endoscopic severity was assessed with the Mayo score in
a subsample (n = 54). Depressive symptoms were evaluated using QIDS-SR16. Multivariable linear regression and restricted cubic
spline models were applied to examine linear and nonlinear associations.

Results: A 1-point increase in SCCAI score was associated with a 0.41-point increase in QIDS-SR16 score (B = 0.41, 95% CI:
0.19-0.63, P < 0.001). A 1-point increase in the Mayo score corresponded to a 1.07-point increase in QIDS-SR16 (B = 1.07, 95% CI:
0.24-1.90, P = 0.015). Restricted cubic spline analysis revealed a nonlinear association between SCCAI and QIDS-SR16, with greater
sensitivity of depressive symptoms at lower SCCAI levels.

Conclusion: In this cross-sectional real-world study, both clinical disease activity (SCCAI) and endoscopic severity (Mayo score)
were independently and positively correlated with depressive symptom burden in UC patients. These findings support incorporating
routine depression screening into UC clinical management to facilitate timely detection and intervention.
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Introduction

Research Background

Inflammatory bowel disease (IBD), encompassing Crohn’s disease (CD) and ulcerative colitis (UC), is characterized by
chronic intestinal inflammation. Over recent decades, its incidence has risen substantially worldwide, particularly in
industrializing regions. In China, the age-standardized incidence increased from approximately 1.2—1.7 per 100,000 in
1990 to 2.7-3.4 per 100,000 in 2019, with an average annual growth rate of around 2.5%, similar to East Asia (2.54%)."
IBD affects not only gastrointestinal physiology but also imposes a considerable mental health burden.’ Systematic
reviews and cohort studies report that 21%-25% of IBD patients experience depressive symptoms, with some European
cohorts reporting up to 28%.*” Female sex, active disease, and older age are major risk factors.® Depression and anxiety
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significantly reduce quality of life (eg, lower SIBDQ/IBDQ scores), and are associated with increased work impairment
and social dysfunction.>’” Furthermore, depression may exacerbate intestinal inflammation through the gut—brain axis—
via neuroimmune, endocrine, and autonomic mechanisms—leading to a higher risk of relapse.® Meta-analytic evidence
has shown strong bidirectional interactions between psychological disorders and IBD activity, including the gut-brain
effect in IBD populations.” Depression is linked to higher hospitalization, relapse risk, and increased healthcare
utilization.'®'" Although CD patients may exhibit slightly higher psychological comorbidity compared with UC, rates
are elevated in both groups relative to the general population.'? However, recognition and treatment of depression and
anxiety remain inadequate, particularly among socially disadvantaged groups.'> Growing evidence also suggests that
treating depression and anxiety can improve IBD inflammatory activity, strengthening the biological plausibility of gut—
brain interactions.'* In addition, recent mechanistic reviews highlight neuroimmune pathways (eg, cytokine signaling,
microglial activation) that contribute to maintenance of gut-brain dysregulation in IBD.'> Given these findings, clarifying
the interplay between disease activity and depressive symptoms in UC, particularly within Chinese cohorts—which
remain underrepresented in existing literature—is clinically important.

Current Status of Research

The Simple Clinical Colitis Activity Index (SCCAI) is widely used to evaluate UC activity, while the Quick Inventory of
Depressive Symptomatology Self-Rated 16-item (QIDS-SR16) is an established unidimensional tool for assessing
depressive symptoms.'®!” Recent multicenter and prospective cohort studies have demonstrated moderate to strong
correlations between patient-reported disease activity (eg, SCCAI or P-SCCAI) and depressive symptoms measured by
PHQ-9 or other standardized scales.'®?' However, several research gaps remain within Chinese UC populations. First,
although SCCALI includes items related to general well-being and emotional state, potential conceptual overlap with
depression scales has not been sufficiently addressed. Meta-analytic evidence suggests that symptom overlap may
influence correlation strength, underscoring the need for sensitivity analyses. Second, the clinical utility of QIDS-
SR16 has not been extensively evaluated in Chinese UC cohorts, despite its potential advantages over PHQ-9 or
HADS, including stronger psychometric unidimensionality and better discrimination of depressive severity.
Furthermore, biological and behavioral pathways link psychological status to disease course. Stress-induced dysregula-
tion of the hypothalamic—pituitary—adrenal axis, neuroimmune activation, and reduced medication adherence may all
exacerbate UC activity.*> Social and economic factors also influence disease outcomes by shaping psychological well-
being.”® As acknowledged by the 2020 international consensus, routine mental health screening—via instruments such as
PHQ-9 or QIDS-SR16—should be incorporated into UC management.>* Therefore, this study aims to (1) examine the
relationship between SCCAI and QIDS-SR16 scores in a Chinese UC cohort, (2) evaluate whether endoscopic severity
(Mayo score) influences depressive symptom burden, and (3) perform sensitivity analyses to account for potential
overlap between SCCAI well-being items and depressive symptom measures.

Materials and Methods

Study Design

This study employed a cross-sectional design and included 106 patients diagnosed with UC who visited either the
outpatient department or were hospitalized in the inpatient gastroenterology unit of our hospital between January 2023
and December 2024. To enhance reproducibility, we clarified that patients were recruited consecutively based on the
availability of same-day clinical assessment and endoscopy. Data were collected through standardized questionnaires and
electronic medical records, covering patients’ demographic information (gender, age, BMI), clinical characteristics,
disease duration, treatment status, laboratory markers (CRP, ESR, etc)., endoscopic Mayo score (0-3), Simple Clinical
Colitis Activity Index (SCCAI, 0-12), and the QIDS-SR16 self-rated depression scale. To ensure temporal alignment of
assessments, SCCALI, laboratory tests, and QIDS-SR16 were administered within the same clinical visit, and for patients
who underwent endoscopy, Mayo scoring was performed within £7 days of questionnaire completion. Linear regression
models were used to adjust for potential confounders, and restricted cubic spline (RCS) regression with four knots placed
at the 5th, 35th, 65th, and 95th percentiles was performed to explore nonlinear associations. All analyses explicitly tested
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linearity assumptions, homoscedasticity, and normality of residuals. Missing data were removed using complete-case
analysis, as missingness was <5%. This study adhered to the Declaration of Helsinki and was approved by the Ethics
Committee of Beijing Friendship Hospital (Approval No.: 2022-P2-428-02). All patients provided written informed
consent. Retrospective clinical data were processed under strict anonymization. This study was performed in accordance
with the Declaration of Helsinki (as revised in 2013).

Study Population
Inclusion Criteria

(1) Age 18-70 years; (2) Confirmed UC diagnosis per the 2018 Beijing Consensus; (3) Ability and willingness to
complete questionnaires and provide clinical information; (4) Stable disease control for comorbid diabetes, hepatitis B,
HIV, or immune-related conditions; (5) No abdominal organ malignancy in the past 3 years.

Exclusion Criteria

(1) Age <18 or >70; (2) Unclear UC diagnosis; (3) Use of immunosuppressive drugs within the past year; (4) History of
abdominal organ malignancy within 3 years; (5) Severe hepatic, renal, or hematologic dysfunction; (6) Poorly controlled
chronic diseases or acute psychiatric instability affecting questionnaire validity.

Data Collection
Demographic and Clinical Information
Demographics (gender, age, height, weight) were extracted from electronic medical records.

Clinical Data

Included UC subtype, disease duration, medication exposure (5-ASA, corticosteroids, immunomodulators, biologics),
previous psychiatric history, and socioeconomic indicators when available. Laboratory tests included CRP, ESR, CBC,
ALT, AST, ALP, GGT, and albumin. Blood tests were performed on the same day as the questionnaires whenever
possible, and always within 72 hours.

Endoscopic Assessment

Endoscopic activity was assessed using the Mayo score (0-3). For patients who had recent colonoscopy, only procedures
performed within £7 days of QIDS-SR16 administration were included. Mayo was treated as both: an ordinal variable
(0-3) a categorical variable for subgroup analysis depending on analysis requirements.

Assessment of Depressive Symptoms
Depressive symptoms were evaluated using the QIDS-SR16 scale, containing 16 items scored 0—3 each. Total scores
ranged 027, with higher scores indicating more severe depression.

Questionnaires were self-administered in a quiet environment and independently checked by trained research staff.
Patients with incomplete questionnaires were excluded from analysis (complete-case approach).

Statistical Analysis

All analyses were conducted using R 4.2.2 (packages: rms, stats, psych) and SPSS 25.0. Continuous variables with
normal distribution were expressed as mean + SD and compared using #-tests; non-normal variables were expressed as
median (IQR) and compared using Mann—Whitney U-tests. Categorical variables were analyzed using »*-tests. Pearson
correlation coefficients were used to examine linear associations, with r values explicitly reported. Multivariable linear
regression models were used to assess the associations of SCCAI and Mayo scores with QIDS-SR16, adjusting for the
following covariates: gender, age, permanent residence, smoking status, alcohol consumption, and BMI. Restricted cubic
splines (RCS) with four knots were applied to test potential nonlinear relationships. Model diagnostics included: Residual
normality tests; Homoscedasticity checks; Variance inflation factors; Adjusted R? values. No multiple testing correction
was applied due to the exploratory nature of the secondary analyses, which is acknowledged in the Discussion. A P-value
<0.05 was considered statistically significant.
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Quality Control
Research personnel were fixed throughout the study and underwent unified training on questionnaire administration and
clinical data extraction. All investigators followed a standardized operating protocol to ensure consistency in timing,
administration, and verification of questionnaires. Patient information was anonymized, and no identifiable data were
disclosed (Tables 1-4).

Results

The results of this study are presented in two parts. The first part included 106 UC patients, comprising 59 males and 47
females, with a mean age of 43.4 years (range 18-76 years). All patients completed collection of basic information,
SCCALI scores, and QIDS-SR16 depression scores. The second part, based on the first dataset, excluded patients without
endoscopic results. Analysis was performed on the remaining 54 UC patients with Mayo endoscopic scores, including 29
males (53.7%) and 25 females (46.3%), with a mean age of 43.8 years (range 18—76 years). All patients completed
collection of basic information, QIDS-SR16 depression scores, SCCAI scores, and Mayo scores.

Demographic and Clinical Characteristics of 106 UC Patients

As shown in Figure 1, the 106 UC patients were divided into two groups based on SCCALI scores: low (0—6) and high (7-12).
Multiple indicators were compared between the two groups. To provide clarity and transparency, all analyses explicitly
accounted for potential confounders, including gender, age, residence, smoking, alcohol consumption, and BMI, as pre-
specified in the Methods section. Basic characteristics: Gender, residence, smoking, and BMI showed no significant differences
between groups (p = 0.056, 0.613, 0.423, 0.312). Age: The 7-12 group had a significantly higher mean age than the 0—6 group

Table | Demographic Data of 106 UC Patients

Variable Total (n=106) | 0 < SCCAI<6 (n=67) | 6 <SCCAI< 12 (n=39) | p-value
Gender n (%) 0.056
Male 59 (55.7) 42 (62.7) 17 (43.6)

Female 47 (44.3) 25 (37.3) 22 (56.4)

Age, years Mean + SD 434 £ 148 41.0 = I5.1 47.6 £ 13.2 0.024
Permanent residence n (%) 0.613
Urban 92 (86.8) 59 (88.1) 33 (84.6)

Rural 14 (13.2) 8 (11.9) 6 (15.4)

Smoking status n (%) 0.423
Never 78 (73.6) 50 (74.6) 28 (71.8)

Current 6 (5.7) 5(7.5) I (2.6)

Former 22 (20.8) 12 (17.9) 10 (25.6)

Drinking status n (%) 0.011
Never 70 (66.0) 47 (70.1) 23 (59)

Current 7 (6.6) 7 (10.4) 0 (0)

Former 29 (27.4) 13 (19.4) 16 (41)

BMI, Mean + SD 23.6 £ 6.3 24.1 £55 228+74 0.312
QIDS-SR16 score, Mean = SD | 7.0 + 3.9 6.2 +40 83+32 0.005

Notes: The grouping variable is the SCCAI score of UC patients. Patients are divided into two groups using the median value of 6 points to
facilitate comparison between lower and higher disease activity levels. For continuous variable analysis, SCCAI can also be used as a continuous
measure in regression models or correlation analyses.

Table 2 Multivariate Regression Analysis of SCCAI Scores and QIDS-SR16 Depression Scores in UC Patients

Variable n Crude Coefficient (95% CI) | Crude p-value | Adjusted Coefficient (95% CI) | Adjusted p-value

SCCAI score | 106 | 0.36 (0.16-0.56) 0.001 0.41 (0.19-0.63) <0.001

Notes: The adjustment variables are gender, age, permanent residence, smoking status, drinking status, and BMI.
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Table 3 Demographic Data of 54 UC Patients

Variable Total (n=54) | 0 (n=18) I(n=7) 2(n=10) 3(n=19) p-value
Gender n (%) 0.24
Male 29 (53.7) 10 (55.6) 5(71.4) 7 (70) 7 (36.8)

Female 25 (46.3) 8 (44.4) 2 (28.6) 3 (30) 12 (63.2)

Age, years Mean + SD 439 £ 149 46.7 £ 155 | 43.1 £ 187 | 356+ 142 | 458 127 0.262
Permanent residence n (%) 0.928
Urban 48 (88.9) 16 (88.9) 7 (100) 9 (90) 16 (84.2)

Rural 6 (11.1) 2 (11.1) 0 (0) 1 (10) 3 (15.8)

Smoking status n (%) 0.725
Never 38 (70.4) 13 (72.2) 4 (57.1) 8 (80) 13 (68.4)

Current 2 (3.7) 1 (5.6) 1 (14.3) 0 (0) 0 (0)

Former 14 (25.9) 4 (22.2) 2 (28.6) 2 (20) 6 (31.6)

Drinking status n (%) 0.142
Never 34 (63.0) 9 (50) 7 (100) 6 (60) 12 (63.2)

Current 3 (5.6) 3(16.7) 0 (0) 0 (0) 0 (0)

Former 17 31.5) 6 (33.3) 0 (0) 4 (40) 7 (36.8)

BMI, Mean + SD 23.0 538 24.6 + 3.7 21.6 £43 225+ 6.6 222+73 0.537
SCCAI score, Median (IQR) 4.5 (1.0-7.0) 1.0 (0.0-3.0) | 1.0 (1.0-2.0) | 5.0 (4.2-7.0) | 8.0 (6.5-10.0) | <0.001
QIDS-SR16 score, Mean = SD | 6.7 + 3.9 53+39 47 % 1.6 7.1 £42 86+ 3.7 0.026

Notes: The grouping variable is the endoscopic Mayo score of UC patients, divided into Group 0, Group |, Group 2, and Group 3.

Table 4 Multivariate Regression Analysis of Endoscopic Mayo Score and QIDS-SR16 Depression Scores in UC Patients

Variable n | Crude Coefficient (95% ClI) | Crude p-value | Adjusted Coefficient (95% Cl) | Adjusted p-value

Endoscopic Mayo score | 54 | 1.17 (0.41-1.94) 0.004 1.07 (0.24-1.9) 0.015

Notes: The adjustment variables are gender, age, permanent residence, smoking status, drinking status, and BMI.

(47.6+13.2 vs 41.0 £ 15.1 years, p = 0.024). Alcohol consumption: Significant differences were observed between groups (p =
0.011), with a higher proportion of non-drinkers in the low SCCAI group. QIDS-SR16 depression score: The 7-12 group had
a significantly higher mean QIDS-SR16 score than the 0—6 group (8.3 = 3.2 vs 6.2 = 4.0, p = 0.005). QIDS-SR16 scores range
from 027 as per scale instructions, and figure annotations clarify this range. In summary, age, alcohol consumption, and QIDS-
SR16 scores differed significantly across SCCAI groups, while gender, residence, smoking status, and BMI did not. These
findings provide foundational data for further analyses.

Relationship Between SCCAI Scores and QIDS-SR16 Depression Scores in 106 UC

Patients

Linear regression analysis revealed a significant correlation between SCCAI and QIDS-SR16 scores. The unadjusted
correlation coefficient was 0.36 (95% CI: 0.16-0.56, p = 0.001). After adjusting for potential confounders (gender, age,
residence, smoking, alcohol consumption, BMI), the adjusted correlation coefficient was 0.41 (95% CI: 0.19-0.63, p <
0.001). Each 1-point increase in SCCAI corresponds to a 0.41-point increase in QIDS-SR16 (B = 0.41, 95% CI:
0.19-0.63, P < 0.001). Additionally, restricted cubic spline (RCS) regression with four knots (5th, 35th, 65th, 95th
percentiles) confirmed a significant nonlinear relationship (nonlinear P = 0.005), suggesting that increases in SCCAI have
a greater impact on depressive symptoms at lower SCCALI levels, with the effect stabilizing at higher scores. Sensitivity
analysis excluding the SCCAI happiness item showed consistent results, indicating robustness against item overlap.

Demographic and Clinical Characteristics of 54 UC Patients with Mayo Scores
As shown in Figure 1, 54 UC patients were grouped by Mayo scores (0, 1, 2, 3). QIDS-SR16 scores: Significant
differences were observed among Mayo groups (p = 0.026), with QIDS-SR16 scores tending to increase with higher
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overall P-value: <0.001
Nonlinear P-value: 0.005

QIDS-SR16 depression score

) SCCAI F’score

Figure | Restricted cubic spline analysis of QIDS-SR16 and SCCAI scores.

Notes: The solid line represents the adjusted association between SCCAI and QIDS-SR 6 scores. Shaded area indicates 95% confidence intervals. RCS model includes four
knots located at the 5th, 35th, 65th, and 95th percentiles of SCCAI scores. Model adjusted for potential confounders: gender, age, permanent residence, smoking status,
alcohol consumption, and BMI. Nonlinear P value = 0.005, indicating a significant nonlinear association. Sensitivity analyses excluding the SCCAI happiness item produced
similar results, confirming robustness against potential item overlap.

Mayo scores. SCCAI scores: Differences among Mayo groups were highly significant (p < 0.001), with higher Mayo
scores corresponding to higher SCCALI scores, confirming the internal consistency of clinical and endoscopic severity.
Other factors: Age, gender, residence, smoking, alcohol consumption, and BMI showed no significant differences across
Mayo groups (p = 0.24, 0.238, 0.931, 0.739, 0.138, 0.537).

Relationship Between Mayo Scores and QIDS-SR16 Depression Scores in 54 UC
Patients

Linear regression analysis revealed a significant correlation between endoscopic Mayo scores and QIDS-SR16 scores. The
unadjusted correlation coefficient was 1.17 (95% CI: 0.41-1.94, p = 0.004). After adjusting for potential confounders (gender,
age, residence, smoking, alcohol consumption, BMI), the adjusted coefficient was 1.07 (95% CI: 0.24-1.9, p = 0.015). Each
1-point increase in Mayo score corresponds to a 1.07-point increase in QIDS-SR16, indicating that higher endoscopic severity is
associated with more pronounced depressive symptoms. Given the small sample in some Mayo subgroups (eg, n=7 for Mayo 1),
results should be interpreted cautiously, and sensitivity analyses using ordinal versus categorical modeling confirmed overall

trends without overfitting.

Fitted Curve of SCCAI and QIDS-SR16 Depression Scores
Figure 1 shows the RCS-fitted relationship between SCCAI and QIDS-SR16 scores. Overall, QIDS-SR16 scores
increased with SCCAI scores and then plateaued. Specifically, when SCCAI scores were 0-6, QIDS-SR16 scores
increased markedly, peaking around an SCCALI score of 6; beyond 6, QIDS-SR16 scores fluctuated slightly but remained
relatively stable Adjusted covariates included gender, age, residence, smoking, alcohol, and BMI. Confidence intervals
are shown in Figure 1.

These findings indicate a significant nonlinear association between clinical disease activity and depressive symptoms
in UC patients, with a more pronounced effect at lower SCCAI levels, providing evidence to guide mental health

assessment in clinical practice.
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Discussion

This study found that SCCALI scores and Mayo endoscopic severity scores in patients with UC were positively correlated
with QIDS-SR16 depression scores, suggesting that higher disease activity is associated with more pronounced
depressive symptoms.”> Both SCCAI and Mayo scores are commonly used tools for assessing UC activity and can
effectively reflect patients’ clinical and endoscopic inflammatory status.”® Previous studies have shown that Mayo
endoscopic scores are significantly associated with quality of life and psychological well-being, particularly during
periods of active disease.?’

The QIDS-SRI16 is a reliable and sensitive tool for assessing depression, providing a comprehensive measure of
symptom severity. Compared with traditional scales such as HADS and BDI, the use of QIDS-SR16 in chronic disease
populations is increasing, capturing multidimensional aspects of depressive symptoms in greater detail.?! In this study,
the QIDS-SR16 provided a standardized method to quantify depressive symptoms in UC patients, allowing for
comparison across different levels of disease activity.

The biological basis of this correlation may involve the “bidirectional gut-brain axis” mechanism. On one hand,
intestinal inflammation can promote proinflammatory cytokines such as IL-6 and TNF-a to cross the blood—brain barrier,
inhibit hippocampal neurogenesis, and induce depressive-like behaviors.”® On the other hand, depression can activate the
hypothalamic—pituitary—adrenal (HPA) axis, elevate cortisol levels, and promote Thl7 cell differentiation in colonic
mucosa, exacerbating inflammation.?® Furthermore, recent multi-omics and microbiome studies indicate that gut micro-
biota and their metabolites play a crucial role in regulating the gut-brain axis, influencing both inflammatory responses
and neurotransmitter metabolism.**

Previous literature has reported a close relationship between UC disease activity and psychological health.*
However, this study further quantified the association using the QIDS-SR16 scale, representing an innovative approach.
Studies combining SCCAI and Mayo scores with psychological assessment remain limited. By analyzing the relationship
of QIDS-SR16 with both scoring systems, this study reinforces the clinical relevance of depressive symptoms in relation
to disease activity. The Mayo score, focusing on endoscopic mucosal inflammation and assessed by professional
endoscopists, offers high objectivity, whereas some studies rely more on subjective symptom scores, which may
introduce bias.**

Our study also suggests a potential nonlinear threshold effect between SCCAI scores and depression risk: for SCCAI
< 6, depression risk increases linearly with score; for SCCAI > 6, the risk plateaus, which may relate to patient adaptation
in severe disease.’' This finding highlights that the relationship between disease activity and depressive symptoms is not
strictly proportional, underscoring the need for careful clinical evaluation. Future studies with larger samples and
longitudinal follow-up are needed to validate these findings and explore the role of gut-brain axis-related biomarkers
in UC patients with depression.*

This study contributes to a deeper understanding of the mental health status of UC patients and emphasizes the
importance of routine depression screening in clinical practice. Depression is highly prevalent among patients with
chronic diseases, and international guidelines recommend regular screening in high-risk populations for early identifica-
tion and intervention.”” In practice, a two-step screening process using standardized tools such as the PHQ-9 has been
shown to provide good sensitivity and specificity, improving depression detection rates.** Routine psychological
management should be integrated into UC disease activity assessment to achieve holistic patient care and reduce the
negative impact of depression on disease progression and quality of life.*

By identifying high-risk patients, clinicians can implement targeted psychological interventions, including counsel-
ing, pharmacotherapy, or multidisciplinary management, thereby improving overall prognosis and quality of life in UC
patients.*® Studies show that timely psychological intervention can alleviate depressive symptoms and reduce hospita-
lization and mortality rates in chronic disease populations.>’*® Importantly, integrating mental health assessment within
UC management pathways provides opportunities for early referral and coordinated care, enhancing patient outcomes
and adherence to treatment plans.

This study is relatively representative, including patients with varying disease courses and activity levels, and
employed multivariable analysis to control for potential confounders, enhancing the reliability of the results. However,
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some limitations remain. First, patients were mainly recruited from tertiary care centers, which may introduce selection
bias and limit applicability to mild cases.** Second, the sample size was relatively small, which may affect external
validity. Third, as a cross-sectional study, while significant correlations were observed, causal relationships between
disease activity and depressive symptoms cannot be determined, and dynamic changes over time are difficult to capture.
While widely recognized, scales such as PHQ-9 may require further validation across different cultural and socio-
economic contexts.*® Finally, this study focused only on UC patients, excluding other types of IBD. Future research
should expand sample sizes, adopt longitudinal designs, and examine differences across populations (eg, ethnicity,
socioeconomic status) to obtain more generalizable and causal conclusions, providing more precise guidance for
individualized UC management.

Conclusion
This study demonstrates a significant positive association between disease activity, as measured by SCCAI and Mayo
endoscopic scores, and depressive symptoms assessed by QIDS-SR16 in patients with ulcerative colitis. Higher disease
activity is correlated with more pronounced depressive symptoms, with a potential nonlinear threshold effect observed
for SCCAI scores. These findings highlight the importance of incorporating routine depression screening into UC
management to facilitate timely detection and intervention, and emphasize the need for holistic patient care that addresses
both physical and psychological aspects of the disease.

Given the cross-sectional design, causal relationships cannot be established. Future longitudinal studies with larger,
more diverse populations are warranted to validate these findings, explore underlying mechanisms, and evaluate the
impact of disease-modifying treatments and psychological interventions on depression risk in UC patients.
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