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Key Takeaways

FUZION is the first successful
international phase 3 study that
assessed a combined clinical and
MRI primary endpoint and the
first in more than two decades
that showed efficacy of an
advanced therapy in perianal
fistulizing Crohn’s disease

Guselkumab was efficacious
through Week 24 in a bio-naive
and bio-exposed population of
patients with perianal fistulizing
Crohn’s disease

e Guselkumab showed clinically
meaningful difference versus
placebo during induction

e Both guselkumab maintenance
doses showed statistically
significant and clinically
meaningful benefit compared

. . . . . . . . . . . . . . . . any way.
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Background Phase 3, Double-Blind, Treat-Through Study Endpoints through Week 24
=1 e Despite combined medical-surgical management, durable fistula 23 : :
i1k P . a-surg J - r Key Eligibility Criteria Primary Endpoint* Assessment initi
healing remains challenging o . . o . . Tvbe Outcome Definition
I v" Adults with at least 1 active draining v" Inadequate response or intolerance to oral e Combined fistula yp
e The last successful international, randomized, placebo-controlled bloce 120 3gnaing perianal fistula confirmed by corticosteroids, azathioprine, 6-mercaptopurine, remission at week
. . . . . . : . o 100% closure of all treated
trial of an advanced therapy dedicated to evaluating fistulizing IL-23 Receptor blinded central MRI review methotrexate or up to 2 advanced therapy classes 24 (clinically and external openings, without
Crohn’s disease was the ACCENT 2 trial of infliximab, which was v Active Crohn’s disease (CDAI score <350) (anti-TNF, vedolizumab, JAK inhibitors) radiologically Ciinical development of new
published in 2004 23R Gl and be reffractc.)ry to antibiotics assessed) Clinical as?el?sie{l fistula  TiStulas or abscesses and
. . o o (ie, ciprofloxacin, metronidazole) L without any drainage by the
e Perianal Fistulizing Crohn’s Disease (PFCD) affects ~1/4* of Dual-acting IL-23 Inhibitor o remission external openings, occurring
atients and presence at diagnosis may indicate a more severe Cusotums . , : Multiplicity-Controlled spontaneously or after gentle
p p g y Q binds CD64 and Screening Main Treatment Phase Extension Treatment Phase o * ) .
clinical course of CD? e e g e . Nomresponders |~ Sham dose escalation GUS 200 mg SC 4w 5 Secondary Endpoints finger compression
s]r/ Guselkumab: ® o Lo 0 DY A Lok ° C?Iinically a§3§539d Clinically SO e lee Frar e sl e
. L, Nomresponders | > High dose cscalation GUS 200 mg SC qéw : fistula remission at assessed fistula  in number of open or draining
e Fully human, dual-acting monoclonal antibody that selectively ot @y / § week 24 response perianal fistulas
o og o o o . o . . IL-23 Prgducing E
Inhlblts InterIeUkln (IL)_23 by targetlng |tS p19 SUbunIt and blnds A i ................................... [ Clinica"y aSSGSSGd Absence of Co"ections >2 cm Of
D64, a receptor on immune cells that produces IL-23° i : : : :
toC ’ CD64=cluster of differentiation 64, ; fistula response at ) X Absence of the perianal fistulas, confirmed
IL-23=interleukin-23, IL-23R=interleukin-23 i Radlologlcal

e Approved for adults with moderately-to-severely active

Crohn’s disease?

Objective
2

receptor.

In the FUZION study (NCT05347095), a Phase 3, randomized, placebo-controlled,
double-blind, international study, we evaluated the efficacy and safety of guselkumab in
adults with active perianal fistulizing Crohn’s disease
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Fistula-related surgery and the use of antibiotics were allowed, according to local practice, during screening

e Clinically assessed

CDAI=Crohn’s Disease Activity Index, GUS=guselkumab, IV=intravenous, JAK=Janus kinase, MRI=magnetic resonance imaging, PE=primary endpoint, g4w=every 4 weeks, q8w=every 8 weeks, R=randomization,
SC=subcutaneous, TNF=tumor necrosis factor, U=ustekinumab.

fistula response at
week 12

Combined fistula remission definition was previously used in Panés, J. Lancet. 2016: 388: 1281-90.

MRI=Magnetic Resonance Imaging, q4w=every 4 weeks, q8w=every 8 weeks.

collections >2 cm by a blinded central review of

*In the statistical testing procedure, guselkumab 200 mg g4w dose then
the 100 mg q8w dose were sequentially tested versus placebo for the
primary endpoint then for the multiplicity-controlled secondary endpoints.

Results

Demographics and Baseline Disease Characteristics

Combined

Discontinuation of Study Agent Before Week 24

Total

200 mg
SC q4w

Combined

Total

(N=228) (N=286) (N=115) (N=228) (N=286) e All participants who had clinically assessed fistula remission also had 100 )
) . . S 9 /
Age, mean (SD) (years) 362 (1267)  360(1302)  361(1282)  380(1293) 365 (12.84) gc()%n;pleted 24 weeks of treatment, 100 (88.5%) TEsEm  oNEnsm  SUEETE eI radiologically assessed absence of collections >2cm S
Male, n (%) 79 (69.9%) 85 (73.9%) 164 (71.9%) 41 (70.7%) 205 (71.7%) =
H H o, O, o, (o) (o) o, ©
Crohn’s disease duration (years) Discontinued study treatment, n (%) 13 (11.5%) 4 (3.5%) 17 (7.5%) 8 (13.8%) 25 (8.7%) 100 — % 40 4 357 p=0.003
Median 5.56 677 6.08 775 6.29 Reason for discontinuing study B
treatment, n (%) < A(95% CI): 16.6 (5.6, 27.6) S 39
IQ range (1.90; 15.64) (2.07;15.93) (1.94;15.75) (3.41;17.59) (2.07;15.93) ] ) = 80 - P = 0.013 -
Discontinued due to AE 9 (8.0%) 3 (2.6%) 12 (5.3%) 4 (6.9%) 16 (5.6%) o < S rS)
CDAI Score, N 113 108 221 56 277 £ s - S
A - Oth 4 (3.5% 2.6% 7 (31% 7 (24% % Cl): 18.0 (7. . o
Mean (SD) 1646 (9757) 1432 (84.60) 1490 (9143) 1476 (104.26) 1487 (93.97) Aj"erse event \(/)vt er f (Ei0e) 3 (2.6%) (31%) 0 (24%) g A(95% CI): 180 (70, 290) g
o . o . o verse event - Worsening o 0 o o o v n . ) o o
>220 25 (221%) 23 (21.3%) 48 (217%) 10 (17.9%) 58 (20.9%) Crohn's disease 5 (4.4%) 0 5 (2.2%) 4 (6.9%) 9 (3.1%) S < > 2 o
<220 88 (77.9%) 85 (787%) 173 (78.3%) 46 (82.1%) 219 (791%) Death 0 0 0 0 0 "g a
. . . . . 40 -
Participants with open or draining o o -,8 0 : : : :
fistula, n (%) Lack of efficacy 0 0 0 1(1.7%) 1(0.3%) ,g- 0 4 8 19 94
1fistula 73 (646%)  60(522%)  133(583%)  33(569%) 166 (58.0%) Lost to follow-up 1(0.9%) 0 (07 0 L(L27 I Week
>1 fistulas 40 (354%) 55 (47.8%) 95 (417%) 25 (431%) 120 (42.0%) Physician decision 1(0.9%) 0 1(04%) 0 1(0.3%) - Induction 200 mg IV g4w (N=228) 100 mg SC 8w (N=113) 48 200 mg SC g4w (N=115) - Placebo (N=58)
Previous biologic exposure, n (%) Protocol deviation 0 0 0 0 0 o M
Bio-naive 43(381%)  38(330%)  81(355%) 16 (276%)  97(33.9%) Pregnancy 0 0 0 0 0 Blacebo 100 mg SC 8w 200 mg SC q4w Clinically Assessed Fistula Response: 250% reduction from baseline in number of open or draining perianal fistulas
Bio-exposed 70 (61.9%) 77 (67.0%) 147 (645%) 42 (72.4%) 189 (66.1%) tsr‘;':‘fr:z;‘:f“sed further study 0 0 0 1(17%) 1(0.3%) (N=58) (N=113) (N=115)
Proctitis at baseline, n (%) 31(274%) 37 (32.2%) 68 (29.8%) 16 (27.6%) 84 (29.4%) Withdrawal of . 2(18%) 0 2 (09%) 0 2 (07% e Tamsttion: After amplying the IGE strateqy, missing dote were Inputed s ot hawia achieved o combined st rmisson ot Weak 24 The adfusted sk diference anel Gl were based
1 rawal of consen . 0 A o X o o o . . ° . 0, o . 1SSIN a GA m u G.IOI’I.' er q, n e stra e A m/ssm. ata were Im ute GS not nhaving acnieve ‘O CO-m /ne Sstula remission d ee - € aqjusted ris ljjerence an ! were base i
Seton present at baseline, n (%) 23 (204%) 271 (183%) 44 (193%) 10 (172%) 54 (189%) Cllnlca"y Assessed. Fistula Rem|§8|on. 100%’ closure of all t'reated eXte.rnaI openings, without development of new ﬁStUIa.S on Wq/q statistics using Magte/—l_—/oen_gze/ stratum weights stratified by baseline proctitis (yes, no) and baseline bio-naive status (yes, no). The p-values are based on the CMH test, stratified by baseline
Prohibited Crohn’s Disease related or abscesses and without any drainage by the external openings, occurring spontaneously or after gentle finger compression proctitis (yes, no) and baseline bio-naive status (yes, no).
>1 ﬁstula-related su rgery during o o o o o O O O O O Cl=confidence interval, CMH=Cochran-Mantel-Haenszel, ICE=intercurrent event, IV=intravenous, q4w=every 4 weeks, q8w=every 8 weeks, SC=subcutaneous.
screening, n (%) 31(274%) 30 (26.1%) 61(26.8%) 13 (22.4%) 74 (25.9%) surgery | N -
e Other 0 109% 1049 20@4%  3(10% e s e o oo s o o oo s o S s . Bt oS O ety Sk o
SN 0 4 (3.5%) 4 (1.8%) 2 (34%) 6 (21%) ) ) ) ) n0) and baselie bio-naive status (ves. o) Adverse Events through Week 24
asellne, I‘I(/o) AE=adverse event, qg4w=every 4 weeks, qBw=every 8 weeks, SC=subcutaneous. Cl=confidence interval, CMH=Cochran-Mantel-Haenszel, ICE=intercurrent event, g4w=every 4 weeks, q8w=every 8 weeks, SC=subcutaneous.
CDAI=Crohn’s disease activity index, IQ=interquartile, q4w=every 4 weeks, q8w=every 8 weeks, SC=subcutaneous, SD=standard deviation.
Combined Fistula Remission at Week 24 Clinically Assessed Fistula Response at Week 24 gg‘;m Combined Flaceho
(] [ J [ ] [ ] ’ [ ]
Prior and Concomitant Medications for Crohn’s Disease (N=115) (N=228) (N=58)
Prlmary EndeInt MU'tIpllCltY-COﬂtl’O"ed Secondary Endp0|nt Mean duration of follow-up (weeks) 240 240 240 23.8
200 mg Combined Placebo Total 100 - 100 - Mean exposure (humber of study agent 57 58 58 56
SC q4w administrations) ' ’ ’ '
(N=115) (N=228) (N=58) (N=286) S A(95% Cl): 16.6 (5.6, 27.6) S A(95% Cl): 21.8 (9.5, 34.2) Subjects with 21 adverse event 76 (67.3%) 80 (69.6%) 156 (68.4%) 48 (82.8%)
. c 80 — P =0.013 c 80 — P =0.003
L“?,j')eq“ate CEEANE OSBRI, g rxeen 77(670%) 147 (645%) 42 (724%) 189 (661%) g < > S < > Subjects with 21 serious adverse event 12 (10.6%) 7 (61%) 19 (8.3%) 8 (13.8%)
(] © ©
i 0 0 0 9 0 2 A(95% CI): 18.0 (7.0, 29.0) 2 A(95% CI): 19.0 (6.7, 31.2) . . )
Infliximab 52 (46.0%) 58 (560.4%) 110 (48.2%) 32 (565.2%) 142 (49.7%) % 60 — P =0.007 E 60 — P = 0.008 S;l?:::iil\:\:’tcir;?;ds\;eul:e:v::: leading to 8 (71%) 3 (2.6%) 11 (4.8%) 5 (8.6%)
Adalimumab 38 (33.6%) 42 (36.5%) 80 (35.1%) 23 (39.7%) 103 (36.0%) 4 < > s < > yag
Certolizumab 1(0.9%) 2 (1.7%) 3 (1.3%) 1(1.7%) 4 (14%) E "cc'a Subjects with 21 infection 45 (39.8%) 31(27.0%) 76 (33.3%) 27 (46.6%)
1 o, (o) O, o, O, 40 ] 40 N . . ° ° .
Vedolizumab 8 (71%) 6 (5.2%) 14 (61%) 3 (5.2%) 17 (5.9%) 'E 'E Subjects with 21 serious infection 8 (71%) 2 (17%) 10 (4.4%) 2 (34%)
Ustekinumab* 4 (3.5%) 3 (2.6%) 7 (31%) 5 (8.6%) 12 (4.2%) 8 g
Only 1 anti-TNF agent 43 (38.1%) 51(44.3%) 94 (41.2%) 27 (46.6%) 121 (42.3%) o 20 a 20 « The most frequently reported adverse events in the guselkumab dose groups were: nasopharyngitis (61% guselkumab 200
>1 anti-TNF agent 24 (21.2%) 25 (21.7%) 49 (21.5%) 14 (24.1%) 63 (22.0%) mg SC g4w; 10.6% guselkumab 100 mg SC q8w) and anal abscess (5.2% guselkumab 200 mg SC g4w; 11.5% guselkumab
13.8% 100 SC g8
Only one mechanism of action 62 (549%) 69 (600%  131(575%)  35(603%) 166 (58.0%) 0 _M o , mg SC a8w)
Concomitant medications for CD Placebo 100 mg SC q8w 200 mg SC q4w Placebo 100 mg SC q8w 200 mg SC q4w « No opportunistic infection, anaphylactic reactions or serum sickness reactions, MACE, clinically important hepatic
at baseline, n (%) (N=58) (N=113) (N=115) (N=58) (N=113) (N=115) disorders and VTE or deaths were reported
5-ASA 27 (23.9%) 27 (23.5%) 54 (23.7%) 19 (32.8%) 73 (25.5%) * 1malignancy a B-cell ymphoma was reported through Week 24 (not related to study drug as assessed by investigator)
Corticosteroids 10 (8.8%) 9 (7.8%) 19 (8.3%) 3 (5.2%) 22 (77%) Combined Fistula Remission: 100% closure of all treated external openings, without development of new fistulas or
o = o e ne abscesses and without any drainage by the external openings, occurring spontaneously or after gentle finger compression Clinically Assessed Fistula Response: 250% reduction from baseline in number of open or draining perianal fistulas * Based on the total number of guselkumab injections, the injection site reaction rate was 2.6%, and the majority of the
Immunosuppressants 34 (30.1%) 35 (30.4%) 69 (30.3%) 16 (27.6%) 85 (29.7%) AND absence of collections >2 cm of the perianal fistulas, confirmed by a blinded central review of the MRl results reactions were mild

(AZA, 6-MP, MTX)

Participants with prior exposure to IL-12/23 or IL-23 agents were ineligible for study entry. *Participants who were exposed to ustekinumab at its approved labeled dosage AND met the required washout
criterion (16 weeks) AND had not demonstrated inadequate response or intolerance to ustekinumab AND received one 1V induction dose of ~6 mg/kg and one SC maintenance dose of 90 mg.

ASA=aminosalicylates, AZA=azathioprine, CD=Crohn’s disease, MP=mercaptopurine, MTX=methotrexate, q4w=every 4 weeks, q8w=every 8 weeks, SC=subcutaneous, TNF=tumor necrosis factor.

Cl=confidence interval, CMH=Cochran-Mantel-Haenszel, ICE=intercurrent event, MRI=magnetic resonance imaging, q4w=every 4 weeks, g8w=every 8 weeks, SC=subcutaneous.

Missing Data Imputation: After applying the ICE strategy, missing data were imputed as not having achieved a combined fistula remission at week 24. The adjusted risk difference and Cl were based on Wald
statistics using Mantel-Haenszel stratum weights stratified by baseline proctitis (yes, no) and baseline bio-naive status (yes, no). The p-values are based on the CMH test, stratified by baseline proctitis (yes,
no) and baseline bio-naive status (yes, no).

Clinically Assessed Fistula Remission at Week 24

Multiplicity-Controlled Secondary Endpoint

Missing Data Imputation: After applying the ICE strategy, missing data were imputed as not having achieved a combined fistula remission at week 24. The adjusted risk difference and Cl were based on Wald
statistics using Mantel-Haenszel stratum weights stratified by baseline proctitis (yes, no) and baseline bio-naive status (yes, no). The p-values are based on the CMH test, stratified by baseline proctitis (yes,
no) and baseline bio-nadive status (yes, no).

Cl=confidence interval, CMH=Cochran-Mantel-Haenszel, ICE=intercurrent event, MRI=magnetic resonance imaging, g4w=every 4 weeks, q8w=every 8 weeks, SC=subcutaneous.

Clinically Assessed Fistula Response through Week 24

with placebo

The guselkumab benefit-risk
profile was favorable, with no
new safety signals identified

Guselkumab showed meaningful difference versus placebo during induction

Infections are based on MedDRA system organ class “Infections and Infestations” Subjects are counted only once for any given event under specific column, regardless of the number of times they actually
experienced the event. Adverse events are coded using MedDRA Version 28.0.

MACE=major adverse cardiovascular event, gdw=every 4 weeks, q8w=every 8 weeks, SC=subcutaneous, VTE=venous thrombo-embolic event.

PRESENTED BY: Heather Sullivan at the Gastroenterology & Hepatology Advanced Practice Providers (GHAPP) Ninth Annual Conference; October 1-3, 2026; Chula Vista, CA. REFERENCES: 1. Sands BE. N Eng/ J Med. 2004,;350:876—-85. 2. Lichtenstein GR. Am J Gastroenterol. 2025;120(6):1225-1264 3. Sachen KL. Front Immunol. 2025;16:15632852. ACKNOWLEDGEMENTS: Layout design and formatting for this presentation were provided by Samita Warang of SIRO Medical Writing Pvt. Ltd. India (funded by Johnson & Johnson) DISCLOSURES: Laurent Peyrin-Biroulet: Consulting fees from AbbVie, Abivax, Adacyte, Alfasigma, Alimentiv, Amgen, Apini, Banook, Bristol Myers Squibb, Celltrion, Enthera, Ferring, Fresenius Kabi, Galapagos, Genentech, Gilead, Iterative Health, Johnson & Johnson, Eli Lilly, LifeMine, Medac, Morphic, MSD, Nordic Pharma, Novartis,
Oncodesign Precision Medicine, ONO Pharma, OSE Immunotherapeutics, Par’ Immune, Pfizer, Prometheus, Roche, Roivant, Samsung, Sandoz, Sanofi, Sorriso, Spyre, Takeda, Teva, ThirtyfiveBio, Tillots, VectivBio, Vedanta, and Ventyx; lecture fees from AbbVie, Alfasigma, Amgen, Biogen, Celltrion, Ferring, Galapagos, Genentech, Gilead, Iterative Health, Johnson & Johnson, Eli Lilly, Medac, MSD, Nordic Pharma, Pfizer, Sandoz, Takeda, and Tillots. Vipul Jairath: Consulting fees from AbbVie, Alimentiv, Amgen, AnaptysBio, Asahi Kasei, Asieris, AstraZeneca, Attovia, Blackbird Labs, Bristol Myers Squibb, Boehringer Ingleheim, Biomebank, Caldera, Calluna, Catalytic Health, Celltrion, Ensho, Enthera, Exeliom, Ferring, Fresenius Kabi, Gilead, Granite Bio, GSK, Johnson & Johnson, Eli Lilly, Merck, Mountainfield, MRM Health, Nxera, Organon, OSE Immunotherapeutics,
Pendopharm, Pioneering Medicine, Pfizer, Prometheus, Roche/Genentech, Sanofi, SCOPE, Shattuck Labs, Sorriso, Spyre, Synedgen, Takeda, Teva, Tillotts, Union Therapeutics, Ventus, Ventyx, Vividion, Xencor, Zealand Pharma. Ailsa Hart: Lecturer and/or advisory board member for AbbVie, BMS, Celltrion, Falk, Galapagos, GSK, Johnson & Johnson, MSD, Pfizer, and Takeda. Geert R. D’Haens: Consultancy activities for AbbVie, Abivax, Agomab, Alimentiv, AnaptysBio, AstraZeneca, Biora, Bristol Meyers Squibb, Boehringer Ingelheim, Celltrion, Eli Lilly, Exeliom, Johnson & Johnson, Merck, Mirador, Pfizer, Polpharma, Procise Diagnostics, Prometheus Laboratories, Prometheus Biosciences, Progenity, Protagonist, Sanofi, Sorriso, Spyre, and Takeda; speakers bureaus for AbbVie, Bristol Myers Squibb, Eli Lilly, Pfizer, and Takeda; data monitoring board activities for
AbbVie, AstraZeneca, Galapagos, and Seres Health. Axel Dignass: Fees for participation in clinical trials, review activities such as data monitoring boards, statistical analysis, and endpoint committees from Abivax, AbbVie, Falk, Galapagos, Gilead, Johnson & Johnson, Pfizer, and Takeda; consultancy fees from AbbVie, Alfasigma, Amgen, Biogen, Boehringer Ingleheim, Hexal, Johnson & Johnson, Eli Lilly, MSD, Pfizer, Pharmacosmos, Roche, Sandoz, Stada, Takeda, and Vifor Pharma; payment from lectures including service on speakers bureaus from AbbVie, Alfasigma, Biogen, CED Service GmbH, Celltrion, Falk, Fresenius Kabi, Ferring, Galapagos, Gilead, Hexal, High6MD, Johnson & Johnson, Materia Prima, MedToday, MSD, Pfizer, Sandoz, Streamed-Up, Takeda, and Vifor Pharma; payment for manuscript preparation from AbbVie, Falk, J&J, Takeda, Thieme, and UniMed
Verlag. Silvio Danese: Consultancy fees from AbbVie, Alimentiv, Allergan, Amgen, AstraZeneca, Athos, Biogen, Boehringer Ingelheim, Celgene, Celltrion, Eli Lilly, Enthera, Ferring, Gilead, Hospira, Inotrem,Johnson & Johnson, MSD, Mundipharma, Mylan, Pfizer, Roche, Sandoz, Sublimity, Takeda, TiGenix, UCB and Vifor Pharma;reports lecture fees from AbbVie, Amgen, Ferring, Gilead, Johnson & Johnson, Mylan, Pfizer, and Takeda. Julian Panés: Consultancy fees/honorarium from AbbVie, Alimentiv, Boehringer Ingelheim, Ferring, Galapagos, Roche/ Genentech, GSK, Johnson & Johnson, Mirum, Nimbus, Pfizer, Progenity, Prometheus, Protagonist, Revolo, Sanofi, Sorriso, Spyre, Surrozen, Takeda, and Wasserman; served on data safety monitoring boards for Alimentiv, Mirum, Roche, Sorriso, Sanofi, and Surrozen. Susan J. Connor: Received research grants for
investigator-initiated projects or trials from AbbVie, Agency for Clinical Innovation, Amgen, BMS, Chiesi, Celltrion,Falk, Ferring, Johnson & Johnson, Medical Research Future Fund, Pfizer, South Western Sydney Local Health District, Sydney Partnership for Health, Research and Enterprise, Takeda and The Leona M and Harry B Helmsley Charitable Trust; consulting fees from AbbVie, Amgen, BMS, Celltrion, Eli Lilly, Ferring, GSK, Johnson & Johnson, Organon, Pfizer and Takeda; payment honoraria from Cornerstones Health,Falk, Ferring, Johnson & Johnson, Sandoz, Sydney IBD School and Takeda; conference attendance support fromFalk, Sandoz and Takeda; stock options in SONIC Healthcare. Walter Reinisch: Served as a speaker for AbbVie, Celltrion, Ferring, Johnson & Johnson, Galapagos, MSD, Roche, Pfizer, Sobi, and Takeda; consultant for AbbVie, Agomab,

Alfa Sigma, Amgen, AnaptysBio, AOP Orphan, Boehringer Ingelheim, Bristol Myers Squibb, Calyx, Celltrion, Eli Lilly, Galapagos, Gilead, Index Pharma, Johnson & Johnson, Medahead, Merck, Microbiotica, Pfizer, Teva, and Takeda; advisory board member for AbbVie, Amgen, Boehringer Ingelheim, Bristol Myers Squibb, Celltrion, Galapagos, Johnson & Johnson, Pfizer, and Teva;received research funding from AbbVie, Johnson & Johnson, Sandoz, Sanofi, and Takeda. David Schwartz: Consultancy for AbbVie, Genentech, Gilead, Johnson & Johnson, Pfizer, TiGenix, and UCB; grants from UCB. Tadakazu Hisamatsu: Reports grant support from AbbVie, Boston Scientific, EA Pharma Co.Ltd., JIMRO, Mitsubishi Tanabe Pharma Corporation, Mochida Pharmaceutical Co. Ltd., Nippon Kayaku Co. Ltd., Pfizer, Takeda, and Zeria Pharmaceutical Co. Ltd.; consulting fees from
Abivax, Bristol Myers Squibb, Chugai Pharmaceutical Co. Ltd., EA Pharma Co. Ltd., Eli Lilly, Gilead, and Johnson & Johnson; lecture fees from AbbVie, EA Pharma Co. Ltd., Kissei Pharmaceutical Co. Ltd., Mitsubishi Tanabe Pharma Corporation, Mochida Pharmaceutical Co. Ltd., and Takeda. Bram Verstockt: Research support from AbbVie, Biora, Celltrion, Landos, Pfizer, Sanofi, Sossei Heptares/Nxera and Takeda; speaker’s fees fromAbbVie, Agomab, Alfasigma, Biogen, Bristol Myers Squibb, Celltrion, Eli Lily, Falk, Ferring, Galapagos, Johnson and Johnson, Pfizer, Sandoz, Takeda, Tillots, Truvion and Viatris; consultancy fees fromAbbVie, Alfasigma, Alimentiv, AnaptysBio, Applied Strategic, AstraZeneca, Atheneum, BenevolentAl, Biora, Boxer Capital, Bristol Myers Squibb, Domain Therapeutics, Eli Lilly, Galapagos, Guidepont, Landos, Merck, Mirador, Mylan, Nxera,
Inotrem, Ipsos, Johnson and Johnson, Pfizer, Sandoz, Sanofi, Santa Ana Bio, Sapphire Therapeutics, Sosei Heptares, Takeda, Tillotsand Viatris; stock options Vagustim and Thethis Pharma. Antonino Spinelli: Consulting fees from Johnson & Johnson. Anton Stift: Received honoraria from Takeda for invited presentations and consulting fees from Johnson & Johnson. André D’Hoore: Consulting fees from Johnson & Johnson. Maciej Nazar, Jacqueline van Denderen, Talia Gramiccia, Takehiko Sakamoto, Stephen Xu, and Ivana Bravata: Employees of Johnson & Johnson and may own stock or stock options in Johnson & Johnson. Bruce Sands: Reports grants from Johnson & Johnson; personal fees from AbbVie, Abivax, Aclaris Therapeutics, Adiso Therapeutics, Agomab, Alfasigma, Alimentiv, Amgen, AnaptysBio, AstraZeneca, Attovia, Biolojic Design,
BiomeBank, Boehringer Ingelheim, Bristol Myers Squibb, Caldera, Cellarity, Celltrion, Cytoki Pharma, Disc Medicine, Eli Lilly, Ensho, Enthera, Enveda Biosciences, Equillium Bio, Evommune, Ferring, Fzata, Galapagos, Roche/Genentech, Genesis Therapeutics, Gilead, GSK, Ignite Biomedical, Imhotex, Immunitas Therapeutics, Immunyx Pharma, Johnson & Johnson, Kallyope, Kyowa Kirin Inc., LifeMine, Merck, Merck Sharp & Dohme, Metagen Therapeutics, Microba, Microbiotica, Mirador, Mitsubishi Tanabe Pharma Corporation, Mobius Care, MRM Health, Nexus Therapeutics, Nimbus, Novartis, Numab Therapeutics, Odyssey Therapeutics, ONO Pharma, OSE Immunotherapeutics, Palisade Bio, Pfizer, Pioneering Medicine, Protagonist, Q32 Bio, Quotient Therapeutics, Rasayana Therapeutics, Recludix Pharma, Reistone Biopharma, Sanofi, Slate Bio, Sorriso, Spyre, Synlogic
Operating Company, Takeda, Target RWE, Teva, Thetis Pharmaceuticals, Tr1X, TRex Bio, Union Therapeutics, VectivBio, Vedanta, Ventyx, Vividion, and Xencor; non-financial support from Bristol Myers Squibb, Johnson & Johnson, Eli Lilly, Merck, Pfizer, and Takeda; and stock/stock options from Ventyx. FUNDING: This study was supported by Johnson & Johnson. PREVIOUSLY PRESNTED AT: Digestive Disease Week (DDW); May 2-5, 2026; Chicago, IL.




