Consistency of Skin Clearance With the Targeted Oral Peptide Icotrokinra:
Results From a Large Pooled Cohort of Phase 3 Study Participants With
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ICO consistently demonstrated higher IGA O/1response rates versus PBO at W16 across subgroups defined by sex, age, weight, body mass index, baseline disease severity, and ICO consistently demonstrated greater mean percent PASI improvements versus PBO
prior biologic/systemic treatment at W16 regardless of weight and body mass index
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Among participants in the pooled FAS, 1552 were evaluable for efficacy (ICO, N=1087; PBO, N=465). o Among participants in the pooled FAS, 1552 were evaluable for efficacy (ICO, N=1087; PBO, N=465). N=1087; PBO, N=465). FAS=full analysis set, ICO=icotrokinra, LS=least square, MMRM=mixed-effect model for repeated measures, PASI=Psoriasis Area and Severity Index, PBO=placebo, W=week.
Cl=confidence interval, FAS=full analysis set, ICO=icotrokinra, IGA=investigator’s global assessment, PBO=placebo, SD=standard deviation, W=week. Cl=confidence interval, FAS=full analysis set, ICO=icotrokinra, PBO=placebo, SD=standard deviation.
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Pooled FAS N=1089 N=466 67.6% 9.2% 58.0 (53.8, 61.7) o Pooled FAS N=1089 N=466 67.6% 9.2% 58.0 (53.8, 61.7) o Pooled safety through W16, n (°/o) (N=1088) (N=465)
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« Mean PsO BSA: 26% Favors PBO Favors ICO « 32% had previous phototherapy (PUVA or UVB) Favors PBO Favors ICO Serious infections 2 (<1%) 1(<1%)
Gastrointestinal AEs 71 (7%) 27 (6%)
95% ClI for difference in proportion is based on the Miettinen-Nurminen method using Mantel-Haenszel weights adjusted by study. 95% ClI for difference in proportion is based on the Miettinen-Nurminen method using Mantel-Haenszel weights adjusted by study. Biologics: adalimumab, alefacept, briakinumab, brodalumab, certolizumab . o o
Among participants in the pooled FAS, 1552 were evaluable for efficacy (ICO, N=1087; PBO, N=465). pegol, efalizumab, etanercept, guselkumab, infliximab, ixekizumab, natalizumab, risankizumab, secukinumab, tildrakizumab, and ustekinumab. Systemics: conventional nonbiologic systemics, novel nonbiologic Malignancy 3 (<1 /3) 1 (<1 /’)
BSA=body surface area, Cl=confidence interval, FAS=full analysis set, ICO=icotrokinra, IGA=investigator's global assessment, PASI=Psoriasis Area and Severity Index, PBO=placebo, PsO=psoriasis, systemics, 1,25-vitamin D3 and analogs, phototherapy, and biologics. Among participants in the pooled FAS, 1552 were evaluable for efficacy (ICO, N=1087; PBO, N=465).
SD=standard deviation, W=week. Cl=confidence interval, FAS=full analysis set, ICO=icotrokinra, IGA=investigator’s global assessment, PBO=placebo, PsO=psoriasis, PUVA=psoralen plus ultraviolet A, UVB=ultraviolet B, W=week. “Safety analysis set included all randomized and treated participants. AE=adverse effects, ICO=icotrokinra, PBO=placebo, W=week.
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