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BACKGROUND ~ RESULTS

@5 VISIBLE is an ongoing Phase 3b study evaluating the efficacy and safety of guselkumab [At haseline, 29.8% (61/205) of VISIBLE Cohort A and B participants had PsA ] [GUS treatment provided meaningful improvements across all PsAID-12 domains ] Figure 8. Participant Who Achieved 1GA 0/1 and PASI 90 at Week 16
(GUS) in participants with moderate-to-severe plaque psoriasis (PsO) across all skin tones

e Mean baseline data reflect moderate impact of PsA on health and extensive skin and scalp Figure 5. |mprovements in PsAID-12 COmponent Scores From Baseline to Week 16 Among
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