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Key lakeaways

G-EPOSS demonstrated that patients with longer (>5 y)
vs shorter (<5 y) disease duration have a greater disease
burden at baseline, including higher mean PASI and DLQ)I
scores, and generally more psoriasis-related comorbidities

Substantial improvements in both skin and QoL outcomes
were observed across all disease duration subgroups over
76 weeks of guselkumab treatment

Of note, patients with shorter (<5 y) disease duration had
better outcomes regarding more stringent treatment goals,
including PASI=0 and aPGA 0/1, as well as impact on QoL,
compared with patients with longer (>5 y) disease duration
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Introduction Methods
Small sample size (n=16) for the <2 y subgroup is a limitation

o) e Psoriasis is a chronic systemic inflammatory disease associated with e G-EPOSS is a prospective, non-interventional, multicenter German study that
iﬂ\ multiple comorbidities, including cardiovascular disease, diabetes, and evaluated guselkumab effectiveness and impact on QoL and sexual impairment in of these analyses
psoriatic arthritis, which affect patients’ quality of life (QoL)' patients with moderate-to-severe psoriasis.” A total of 304 patients were enrolled

across 44 sites’

These data demonstrate that guselkumab treatment is
effective for patients with moderate-to-severe psoriasis
in routine clinical practice, regardless of disease duration.

e There is arelationship between duration of psoriasis and both
response to treatment” and development of comorbidities® e Patients (with Psoriasis Area Severity Index [PASI] score >3) received guselkumab

100 mg at WO, W4, and every 8 weeks thereafter until study end at W76 according
to routine clinical practice

N7 ° Early treatment leads to better clinical outcomes, as shown in the
Phase lllb GUIDE trial*
[

Guselkumab is a p19 subunit-targeted interleukin (IL)-23 inhibitor o as observed analyses) by disease duration (=2 years [vl, =275, Complementing data from the GUIDE clinical trial, real-world
with proven efficacy in patients with moderate-to-severe plaque ' .
psori‘a’si85,6 ynp PIad _ Proportions of patients achieving PASI <3 and PASI=0 data from G-EPOSS show that treatment early in the course

of psoriasis may result in higher clinical response rates for
the most stringent treatment goals, and better QoL
patient-reported outcomes

— Anogenital Physician’s Global Assessment (aPGA), grading the patient’s
anogenital psoriasis as clear (0), almost clear (1), mild (2), moderate (3),

O bj eCtiVG or severe (4)

e To examine skin and QoL outcomes following guselkumab - Dermatology Life Quality Index (DLQI), comprising 10 questions that evaluate the
@ treatment in the real-world G-EPOSS study based on disease iImpact of skin disease on the patient’s life during the previous week, providing a

duration using data from the final analysis at Week (W) 76 total score from O (no effect on QolL) to 30 (extremely large effect on Qol)

Results

Patients with longer (>5 y) vs shorter (<5 y) disease duration had higher Patients with shorter (<5 y) vs longer (>5 y) disease duration showed higher While most patients achieved aPGA 0/1by W76, shorter disease duration
burden of disease at baseline response rates at W76, particularly for PASI=0 (<5 y) favored earlier achievement of clear or almost clear anogenital skin
e A total of 295 patients received =1 dose of guselkumab and had a post-baseline PASI e Improvements in disease severity were observed across all disease duration subgroups over e Among patients with anogenital psoriasis (aPGA =1) at baseline, mean aPGA scores were
measurement. Disease duration data were available for 294 of these patients (Table 1) ~1.5 y of guselkumab treatment comparable across disease duration subgroups (3.0/3.1/2.6/2.7) and improved to a similar
e At baseline, patients with longer (=5-10 y/>10 y) vs shorter (=2 y/>2-5 y) disease duration had: — Mean PASI score improved across all disease duration subgroups (=2 y/>2-5 y/=5-10 y/>10 y) degree by W76 (0.3/0.1/0.3/0.3) of guselkumab treatment, respectively (Figure 3a)

— Higher mean PASI score (15.5/15.8 vs 13.9/13.9; Figure 1a) from baseline (13.9/13.9/15.5/15.8) to W76 (0.9/0.6/1.4/1.3; data not shown) o ZSSQA (6)(/11!;/va1303(1)c85v0efdpe;rlei§£8in pfr’]cigpst:a\;v;tg S,-Zi-rgﬁ; (;Iifsigse adtu\r/?/tzign;;P(SiA 241\/\\/722 .
: . The proportions of patients achieving PASI =3 or PASI=0 increased from baseline to W76 eV y 0 | with @ dratl y SOV
- Higher mean DLQI score (10.9/11.7 vs 9.9/10.2; Figure 1b) ° Prop D J >5-10 y at W76, and 96.6% of patients with a disease duration of >10 y at W76 (Figure 3b)

across all disease duration subgroups (Figure 2)
— A greater likelihood of prior biologic use (14.67%/35.3% vs 0.0%/11.6%; Figure 1c)

| . . . e At W76, patients with shorter (<2 y/>2-5 y; Figure 2a and Figure 2b) vs longer Figure 3. (a) Mean aPGA score and (b) aPGA response over time, by disease duration
e Ingeneral, higher proportions of patients with longer (=510 y/>10 y) vs shorter (<2 y/>2-5y) (>5-10 y/>10 y; Figure 2c and Figure 2d) disease duration showed significantly higher —e— <2y —e—>2-5y —e— >5-10y —e— >0y
disease duration self-reported having psoriasis-related comorbidities® at baseline (Table 2) probability of achieving PASI=0, the most stringent endpoint representing completely clear o a. Mean aPGA score
— Overall, the proportions of patients with these psoriasis-related comorbidities remained skin (<5 y: 69.2% [n=27/39] vs >5 y: 42.4% [n=/8/184]; P=0.0026 [nominal P value; Fisher's 4 — gch)
stable during guselkumab treatment for all disease duration subgroups exact test]) 2.7
()
. . o . Figure 2. Proportion of patients with PAS| =3 or PASI=0 over time, by disease duration S
Table 1. Demographics and baseline characteristics, by disease duration <
Q)
—o— < —@— PASI= o
Disease duration (N=294) Y o0 % 0.3
D hic/characteristi 0 0.3
emograpnic/characteristic <2 v ~5-10 v . . s 0.3
=18 N=48 a. Disease duration =2 y 0.1
s‘
100 — 90.0 -
Mean age, years (SD) 40.5 (11.2) 41.4 (17.6) 83.3 84.6 81.8 P WO W12 W20 W28 W52 W76
30 — —@- o— n= 10 7 6 7 7 3
Male/Female, n (%) 9 (56.3)/7 (43.8) 28 (58.3)/20 (41.7) n= 20 17 14 14 15 1
! ' ' - ' n= 3 26 21 22 16 17
S i%o n= 104 92 80 82 68 59
Mean BMI, kg/m? (SD)" 27.2 (3.9) 28.3 (6.6) «
Mean age at first diagnosis E b. aPGA O/1
J (SD) 39.5 (11.3) 33.8 (17.5) y 100 — e ,16(8) )
, - 100.0 1000
Mean duration of psoriasis, y (SD) 1.0 (0.5) 7.7 (1.5) 80 — 100.0 100.0
— 941 96.6
X 93.8
Mean aPGA (SD)° 3.0 (0.7) 2.6 (0.8) ~ 60—
C
2
Number of prior biologics, n (%) QC W2 W20 w28 Wo2 W6 5 40—
h= 16 15 12 13 11 10 o
0 16 (100.0) 41 (85.4) 20 —
. . 0 —
1 0 (0.0) 4 (8.3) b. Disease duration >2-3y WO W12 W20 w28 W52 W76
94.9 97.2 = 20 7 12 4 5 -
22 0(0.0) 3(6.3) 100 — ' ~0— Sﬁj - 3 26 21 22 16 17
83.8 n= 104 92 80 82 68 59
°Psoriasis-related comorbidities present in =10% of any subgroup are included; "Data available for n=14 (<2 years), n=41 (>2-5 years), n=48 (>56-10 years), and n=182 (>10 years) patients; °In patients with 72-4 aPGA=anogenital Physician’s Global Assessment, W=week, y=years.
aPGA =1 at baseline; data available for n=10 (<2 years), n=20 (>2-5 years), n=31 (>6-10 years), and n=104 (>10 years). aPGA=anogenital Physician's Global Assessment, BMI=body mass index, SD=standard 1
deviation, y=year. —
X
2 QoL improved across all disease duration subgroups during guselkumab
Figure 1. Baseline (a) mean PASI, (b) mean DLQI, and (c) prior biologic use, by disease duration ke
g ( ) ( ) Q ( ) P g y E treatment
B <2y B 25y B >5-10y Bl >0y
e From baseline to W76, substantial immprovement in QoL was observed in all disease duration
a. Mean PASI b. Mean DLQI c. Prior biologic therapy (=1) subgroups
o : : : : ..
o . AN WO Wio W20 Wo8 W5D W6 e 100% of patients with shorter disease duration (<5 y). reported a.small or no gffect of psoriasis
35 3 = 43 40 37 39 36 29 on QoL at WTG; rates were slightly lower for those with longer disease duration
= 15.8 17 (DLQI 0-5:100.0%/100.0%/92.3%/91.6%; Figure 4a)
154139 13.9 09 10.2 10.9 30 - o ration ~5 10 e Among patients with longer disease duration (>5y), 7.7% reported a moderate effect
10 4 _ ¢. Lisease duration =o=ILy (DLQI 6-10) of psoriasis on QoL at W76, compared with 0% of patients with shorter disease
% < S 100 — : B
< : 2 @ . 850 oo duration (<5 y; Figure 4a)
10 - c m —@— . . . . .
S S IS e 30 — 75.0 76.7 P e Mean DLQI score improved in all disease duration subgroups (=2 y/>2-5 y/=5-10 y/>10 y) from
= = 5 _ a 11.6 N baseline (9.9/10.2/10.9/11.7) to W76 (1.0/1.0/1.8/1.6) with guselkumab treatment (Figure 4b)
X
07 10 - 2 425 Figure 4. (a) DLQI severity banding and (b) mean DLQI score over time, by disease duration
= :
.4: *
0.0 = <2y | >2-5y | >5-10 y | >10y
| .
0 - 0.- 0 - a. 100 1 e : — | : o7
| | o | 300 | 25.0 m | DLQI score, effect on QoL
DLQI=-Dermatology Life Quality Index, PASI=Psoriasis Area and Severity Index, y=years. 80 — | | | - 0/1. no effect
— 43.8 )
% 60 — : : : B 2-5, small effect
Table 2. Psoriasis-related comorbidities at baseline, by disease duration WO W12 W20 W28 W52 W76 g, 10 125 302 | | 6-10, moderate effect
. . n= 48 48 40 43 40 40 S el | W o | B 11-20, very large effect
Deorinei Disease duration (N=294) 204 [ I | | ~
soriasis-related | | | B 21-30, extremely large effect
comorbidity,*” n (%) <2y >5-10 y 0 — | | | :
n=16 n=43 d. Disease duration>10 y WO W76 | w76 | WO w76 | wWo W76
100 — n= 16 10 | 43 28 | 48 39 | 187 143
Alcohol abuse 2 (12.5) 3 (6.3) 88.2
81.5 84.6 —)
~ - b 12 —
Depression 1(6.3) 7 (14.6)
10 -
Diabetes mellitus 1(6.3) 2(4.2) g o> 8 — _
£ 42.4 - 2.1 1.8 DS
. 0 37.6 ° = 6 11.7 1.9 16 —— >2-5y
Hypertension 2 (12.5) 10 (20.8) E ~ © 10.9 1'2 g —e— >5-10 y
= o2 0.6 }8 - >10
Nicotine abuse 2 (12.5) 7 (14.6) 54 9.9 ; ' /
. O —
Obesity 1(6:9) > (10.4) WO W12 W20 W28 W52 W76
n= 16 15 11 12 11 10
Psoriatic arthritis 3 (18.8) 6 (12.5) WO W12 W20 W28 W52 W76 n= 43 40 37 39 36 28
T f:f’s %

°Psoriasis-related comorbidities present in =210% of any subgroup are included; "The 2015 German National Conference on Healthcare in Psoriasis identified 12 conditions as associated with psoriasis: alcohol
abuse, diabetes mellitus, depression, dyslipidemia, chronic inflammatory bowel disease, hypertension, malignant lymphoma, metabolic syndrome, nicotine abuse, non-alcoholic steatohepatitis, obesity, and

psoriatic arthritis. y=years. PASI=Psoriasis Area and Severity Index, W=week, y=years.

DLQI=Dermatology Life Quality Index, QoL=quality of life, W=week, y=years.

PRESENTED AT: 6" Inflammatory Skin Disease Summit (ISDS) 2025; New York, NY, USA; November 12-15, 2025. REFERENCES: 1. Radtke MA et al. J Dtsch Dermatol Ges 2015;13:674-90. 2. Schikel K et al. J Eur Acad Dermatol Venereol 2023;37:2016-27. 3. Egeberg A et al. J Am Acad Dermatol 2017;77:650-6. 4. Schakel K et al. J Eur Acad Dermatol Venereol 2023;37:2016-27. 5. Blauvelt A et al. J Am Acad Dermatol 2017;76:405-17. 6. Reich K et al. J Am Acad Dermatol 2017;716:418-31. 7. Gerdes S et al. J Eur Acad
Dermatol Venereol 2024,;doi:10.1111/jdv.19927. ACKNOWLEDGMENTS: Medical writing support, funded by Johnson & Johnson (Germany), was provided by Alex Lincoln, PhD, at AMICULUM Business Services Limited. Layout design and formatting for this encore presentation was provided by Ganesh Karpe of SIRO Medical Writing Pvt Ltd, India (funded by Johnson & Johnson). This study was sponsored by Johnson & Johnson. DISCLOSURES: Authors were an advisor for, received speakers’ honoraria and/or grants from,

and/or participated in clinical trials by: SG: AbbVie, Acelyrin Inc., Adimune, Inc., Affibody AB, Akari Therapeutics Plc, Aimirall-Hermal, Amgen, Apogee Therapeutics, Argenx BV, Aristea Therapeutics, AstraZeneca, Boehringer Ingelheim, Bristol Myers Squibb, Celgene, Dermira, Eli Lilly, Galderma, Hexal AG, Incyte Inc., Janssen-Cilag, Johnson & Johnson, Klinge Pharma, Kymab, LEO Pharma, Medac, MoonlLake Immunotherapeutics AG, MSD, Neubourg Skin Care GmbH, Novartis, Pfizer, Pierre Fabre, Principia Biopharma,
Regeneron Pharmaceutical, Sandoz Biopharmaceuticals, Sanofi-Aventis, and UCB Pharma; HK: AbbVie, Almirall, Bristol Myers Squibb, Eli Lilly, Janssen-Cilag, Novartis, Pfizer, and UCB; UN: AbbVie, Almirall, Amgen, Janssen/Johnson & Johnson, LEO Pharma, Novartis Pfizer and UCB Pharma; JU: AbbVie, Almirall Hermal, Bristol Myers Squibb, Janssen-Cilag, LEO Pharma, Novartis, Nutricia, Pfizer, Pierre Fabre, Regeneron Pharmaceutical, Sanofi-Aventis, and UCB Pharma; SQ: AbbVie, Almirall, Johnson & Johnson, Pfizer, and
Sanofi; JM, SJ, NT, and JB are employees of Johnson & Johnson and may own stocks in Johnson & Johnson; US: AbbVie, Almirall, Amgen, Bailleul, Eli Lilly, Hexal, Janssen/Johnson & Johnson, Leo, Medical project design GmbH, Merz, Novartis, Sanofi, and UCB. PREVIOUSLY PRESENTED AT: American Academy of Dermatology (AAD) 2025; Orlando, FL, USA; March 711, 2025.






