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Key lakeaways

In this real-world population of pts with
longstanding, active, and largely
treatment-refractory PsA:

GUS on-label persisters demonstrated
statistically significant improvements in
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Initiation and a 12M follow-up visit

12M with on-label, persistent

e This analysis included data from — To control for multiplicity, afixed-sequence statistical strategy was used to test primary and secondary

GUS initiators (October 12, 2017 e GUS On-Label Persisters outcomes in a predefined order, all at the same significance level (a = 0.05) GUS therapy
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To assess real-world effectiveness and persistence of on-label GUS at 12M in participants (pts) with — Proportions of pts achieving cDAPSA LDA/REM among pts with moderate or high disease activity at baseline

aCtlve PSA BSA=body surface area, cDAPSA=clinical Disease Activity index for Psoriatic Arthritis, Cl=confidence interval, csDMARD=conventional synthetic disease-modifying antirheumatic drug, FDA=Food and Drug Administration, GUS=guselkumab, LDA=Ilow disease activity, M=month, PsA=psoriatic arthritis, PsO=psoriasis, pts=participants, Q8W=every 8 weeks, REM=remission, SpA=spondyloarthritis, US=United States.
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