
Objective

Linda Stein Gold,1 Benjamin Ehst,2 Leon Kircik,3 Paul Wallace,4 Jill Waibel,5 Christopher Russo,6 Cynthia DeKlotz,6 Shu Li,6 Fabio Nunes,6 Katelyn Rowland,6 April Armstrong7 
1Henry Ford Health System, West Bloomfield, MI, USA; 2Oregon Medical Research Center, Portland, OR, USA; 3Department of Dermatology, Icahn School of Medicine at Mount Sinai, New York, NY, USA; 4Wallace Skin & Body Institute and Wallace Skin Research Center, Los Angeles, CA, USA; 
5Miami Dermatology & Laser Research Institute, Miami, FL, USA; 6Johnson & Johnson, Spring House, PA, USA; 7UCLA Department of Dermatology, Los Angeles, CA, USA

Efficacy of Icotrokinra Through Week 24 in Patients With Moderate-to-Severe Plaque Psoriasis: 
Pooled Results From ICONIC-ADVANCE 1&2

We report pooled ICONIC-ADVANCE 1 & 2 efficacy and safety data with 
ICO vs PBO through W16 and vs Deucra through W24 aCo-primary endpoints were assessed vs PBO at W16 in both studies: IGA 0/1 (IGA score 0/1 with a ≥2-grade improvement from baseline) and PASI 90. bIGA score 0/1 with a ≥2-grade improvement from baseline. BSA=body surface area, IGA=Investigator’s Global Assessment, PASI=Psoriasis Area and Severity Index, PSSD=Psoriasis Symptoms and Signs Diary, QD=once daily, R=randomization. 

Current pooled ADVANCE 1 & 2 analysis evaluated efficacy endpoints through W24 based on: 
● Proportions of participants achieving IGA 0/1,b PASI 90, IGA 0, or PASI 100
● Mean percent improvements from baseline in PASI

● Patient-reported complete PsO symptom resolution (PSSD Total Symptoms score of 0)
● Clinically meaningful improvements in patient-reported itch (≥4-point improvement in PSSD Itch score)

Scan the QR code. 
The QR code is intended to provide 
scientific information for individual 
reference, and the information 
should not be altered or reproduced 
in any way.

Results

PRESENTED AT: 2026 Winter Clinical - Hawaii; January 16–21, 2026; Maui, HI, USA. REFERENCES: 1. Stein Gold L et al. Lancet 2025;406:1363–1374. ACKNOWLEDGMENTS: Medical writing support was provided by Erin Bekes, of Certara, under the direction of the authors in accordance with Good Publication Practice guidelines (Ann Intern Med. 2022;175:1298–1304). This presentation was sponsored by Johnson & Johnson. DISCLOSURES: LSG: Investigator, advisor and/or speaker for AbbVie, Amgen, Bristol Myers Squibb, Galderma, Johnson & Johnson, Lilly, Leo Pharma, Pfizer, Regeneron, Sanofi, and Takeda. BE: Consultant and/or clinical study investigator for AbbVie, Acelyrin, Aclaris, Allakos, Almirall, Alumis, Amgen, AnaptysBio, 
Apogee, Arcutis, Athenex, Boehringer Ingelheim, Bristol Myers Squibb, Celldex, Concert Pharma, Dermavant Sciences, Dermira Inc., Eli Lilly, Evelo Biosciences, Evommune, Incyte, Johnson & Johnson, Kymab, LEO Pharma, Navigator Medicines, Novartis, Ortho Dermatologics, Pfizer, Priovant, Regeneron, Sanofi Genzyme, Sun Pharma, Takeda, UCB Pharma and Ventyx; paid speaker for AbbVie, Dermavant, Incyte, LEO Pharma, Eli Lilly, Novartis, Ortho Dermatologics, Regeneron, and Sanofi Genzyme. LK: Speaker, consultant, advisory board member, and/or clinical study investigator for Abbot Laboratories, Allergan Inc., Almirall, Amgen Inc., Arcutis, Biogen-Idec, BMS, Boehringer-Ingelheim, Breckinridge Pharma, Celgene, Centocor Inc., Cellceutix, 
Cipher, Combinatrix, Connetics Corporation, Coria, Dermavant, Dermira, Dow Pharmaceutical Sciences Inc., Dr Reddy’s Lab, Eli Lilly, Galderma, Genentech Inc, GlaxoSmithKline PLC, Idera, Johnson & Johnson, Leo, Maruho,  Medicis Pharmaceutical Corp, Merck, Nimbus, Novartis AG, Pfizer, PharmaDerm, Promius, Serono (Merck Serono International SA), Stiefel Laboratories Inc, Sun Pharma, Taro, UCB, Valeant Pharmaceuticals Intl, Ventyx, and XenoPort. PW: Advisory board, speaker and investigator for Abbott Pharmaceuticals, Amgen Pharmaceuticals, Biogen, Inc. Pharmaceuticals, Celgene Pharmaceuticals, Genentech Pharmaceuticals, Johnson & Johnson, Merck Research Laboratories, Novartis Pharmaceuticals, and Pfizer; investigator for 
Bristol-Myers, Centocor Inc., and Sanofi-Aventis; speaker for GlaxoSmithKline and Key Pharmaceuticals. JW: Advisory board member, consultant, speaker and/or investigator and has received honoraria from Allergan, Amgen, Bellamia, BMS, Candela, Cytrellis, Eli Lilly, Galderma, Johnson & Johnson, Lumenis, Pfizer, Proctor and Gambel, ReGenX, Sanofi, SkinCeuticals, Shanghai Biopharma, and Solta. CR, CD, SL, FN, and KR: Employees of Johnson & Johnson; may own stock/stock options in Johnson & Johnson. AA: Research investigator, scientific advisor, or speaker to AbbVie, Amgen, Almirall, Arcutis, ASLAN, Beiersdorf, Boehringer Ingelheim, Bristol Myers Squibb, Dermavant, Dermira, Eli Lilly, EPI, Incyte, Johnson & Johnson, LEO Pharma, 
Novartis, Ortho, Pfizer, Regeneron, Sanofi, Sun, Takeda, and UCB.

Key Takeaways
ICO demonstrated high 
rates of skin clearance 
and PsO symptom 
relief relative to PBO 
(through W16) and 
Deucra (through W24) 
in the pooled population 
of ICONIC-ADVANCE 1 
& 2 participants  
with moderate-to-
severe plaque PsO

ICO was well tolerated, 
with an adverse event 
profile similar to PBO 
though W16

Background
Patients with moderate-to-severe plaque psoriasis (PsO) are often limited to 
injectable therapies to achieve high-level efficacy with a favorable safety profile

Icotrokinra (ICO) is the first and only targeted oral peptide that selectively 
binds the interleukin (IL)-23 receptor and precisely inhibits IL-23  
pathway signaling

ICONIC-ADVANCE 1 and ICONIC-ADVANCE 2 are randomized, double-blind, 
placebo (PBO)- and active-comparator-controlled Phase 3 studies of ICO in 
participants with moderate-to-severe plaque PsO1 

9 ICO showed superior clinical response rates vs PBO at Week (W)16
and vs deucravacitinib (Deucra) at W16 and W24 in both ICONIC- 
ADVANCE studies1

ICONIC-ADVANCE 1 & 2 – Study Design
Moderate-to-severe plaque PsO
Key inclusion criteria 
● ≥18 years
● Plaque PsO for ≥26 weeks
● BSA ≥10%; PASI ≥12; IGA ≥3
● Candidate for phototherapy or systemic

treatment for plaque PsO
● Candidate for Deucra per approved

product labeling

Baseline characteristics were generally similar among treatment groups in the pooled 
ICONIC-ADVANCE 1 & 2 population

Baseline Characteristics
PBO 

(N = 238)
ICO 

(N = 633)
Deucra 

(N = 634)
Total 

(N = 1505)

Demographics

Age, yrs 47.4 (13.2) 46.5 (13.5) 45.9 (13.5) 46.4 (13.5)

Male 67% 70% 67% 68%

White 77% 80% 77% 78%

BMI,a kg/m2 29.5 (7.4) 29.5 (6.3) 29.9 (7.1) 29.7 (6.8)

Disease Characteristics

PsO duration, yrs 19.0 (13.7) 17.5 (12.3) 16.8 (12.4) 17.4 (12.6)

% of BSA with PsO 25.6 (14.9) 26.2 (14.8) 25.9 (15.1) 26.0 (14.9)

IGA score

Moderate (3) 80% 79% 80% 80%

Severe (4) 20% 21% 20% 20%

PASI (0-72) 19.5 (6.9) 20.1 (7.0) 20.0 (7.3) 20.0 (7.1)

Prior PsO Treatments

Phototherapyb 35% 33% 32% 33%

Systemic therapyc 71% 73% 72% 72%

Biologic therapyd 29% 26% 25% 26%

Overall, >90% of participants completed study treatment through W24
Data shown are mean (SD), unless otherwise noted. aPBO N=238; ICO N=633; Deucra N=632; Total N=1503. bPUVA and UVB. cConventional nonbiologic systemics, novel nonbiologic systemics, 1,25-vitamin D3 and 
analogues, phototherapy, and biologics. dAdalimumab, alefacept, briakinumab, brodalumab, certolizumab pegol, efalizumab, etanercept, guselkumab, infliximab, ixekizumab, natalizumab, risankizumab, secukinumab, 
tildrakizumab, and ustekinumab. BMI=body mass index, PUVA=psoralen plus ultraviolet A, SD=standard deviation, UVB=ultraviolet B.

ICO demonstrated higher rates of IGA 0/1 and PASI 90 vs PBO at W16 and vs Deucra at 
W16 and W24
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ICO showed early separation from PBO and Deucra in IGA 0/1 by W4 and PASI 90 by W8
Nominal p values at W8 (PASI 90 only), W16 and W24 based on Cochran-Mantel-Haenszel chi-square test stratified by study. PBO → ICO includes PBO-randomized participants who crossed over to receive ICO 
after W16. Participants with the following intercurrent events were considered as nonresponders: discontinued study drug due to a lack of efficacy or AE of worsening PsO or initiated prohibited medication that 
could impact PsO. After accounting for these intercurrent events, nonresponder imputation was applied to participants with missing data. aIGA 0/1 with a ≥2-grade improvement from baseline. AE=adverse event, 
CI=confidence interval.

ICO demonstrated higher rates of complete skin clearance vs PBO at W16 and vs Deucra 
at W16 and W24
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44% of participants in the ICO group had complete skin clearance (IGA 0) and 37% 
achieved PASI 100 at W24

Nominal p values at W16 and W24 based on Cochran-Mantel-Haenszel chi-square test stratified by study. PBO → ICO includes PBO-randomized participants who crossed over to receive ICO after W16. Participants 
with the following intercurrent events were considered as nonresponders: discontinued study drug due to a lack of efficacy or AE of worsening PsO or initiated prohibited medication that could impact PsO. After 
accounting for these intercurrent events, nonresponder imputation was applied to participants with missing data. 

Mean percent improvements in PASI were higher with ICO vs PBO as early as W4 and 
continued to improve through W24
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88%

75%

27%

45%

15%

*
84% ● In ICO-treated participants, mean

percent improvements from baseline
in PASI were observed as early as
W4 (45%), with 88% improvement
observed at W24

● Significantly greater PASI improvement
was observed with ICO vs PBO at W16
based on LS mean percent changes
from baseline (84% vs 27%; nominal
p<0.001)

Nominal p value at W16 for LS mean treatment difference vs PBO based on MMRM with treatment group, visit, study, treatment group by visit interaction, baseline PASI total score, and baseline PASI total score 
by visit interaction as covariates. PBO → ICO includes PBO-randomized participants who crossed over to receive ICO after W16. Zero percent improvement was assigned after the following intercurrent events: 
discontinued study drug due to a lack of efficacy or AE of worsening PsO, or initiated prohibited medication that could impact PsO. After accounting for these intercurrent events, no imputation was applied to 
patients with missing data.  LS=least squares, MMRM=mixed models for repeated measures.

ICO demonstrated early and sustained PsO symptom resolution
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Improvements in itch were observed as early as W4 with ICO, with improvements in total 
symptoms by W8 

Nominal p values vs PBO at W4 (for PSSD Itch), W8, and W16 and vs Deucra at W16 (for PSSD Total Symptoms) based on Cochran-Mantel-Haenszel chi-square test stratified by study. PBO → ICO includes PBO-
randomized participants who crossed over to receive ICO after W16. Participants with the following intercurrent events were considered as nonresponders: discontinued study drug due to a lack of efficacy or AE of 
worsening PsO or initiated prohibited medication that could impact PsO. After accounting for these intercurrent events, nonresponder imputation was applied to participants with missing data. aAmong participants 
with baseline PSSD Total Symptoms score >0. bAmong participants with baseline PSSD Itch score ≥4. 

ICO AE profile was similar to PBO through W16

Pooled ADVANCE 1&21

PBO-Controlled 
(W0-16)

Active Comparator-
Controlled 

(W0-24)
Crossover 
(W16-24)

PBO 
(N=237)

ICO 
(N=632)

Deucra 
(N=634)

ICO 
(N=632)

Deucra 
(N=634)

PBO→ICO 
(N=215)

Mean (SD) weeks of follow-up 15.5 (2.7) 15.9 (1.9) 15.8 (2.2) 23.5 (3.3) 23.3 (3.9) 8.1 (0.6)

Any AE 136 (57%) 303 (48%) 360 (57%) 359 (57%) 411 (65%) 60 (28%)

AEs reported in ≥5% of participantsa

Headache 11 (5%) 26 (4%) 19 (3%) 28 (4%) 20 (3%) 3 (1%)

Nasopharyngitis 13 (5%) 37 (6%) 58 (9%) 56 (9%) 77 (12%) 8 (4%)

Upper respiratory tract infection 8 (3%) 23 (4%) 33 (5%) 32 (5%) 49 (8%) 7 (3%)

Serious AE 4 (2%) 14 (2%) 14 (2%) 18 (3%) 20 (3%) 3 (1%)

Serious infectionb 1 (<1%) 1 (<1%) 4 (1%) 3 (<1%) 4 (1%) 0

AE leading to discontinuation 12 (5%) 13 (2%) 14 (2%) 15 (2%) 17 (3%) 0

Gastrointestinal AEs 15 (6%) 45 (7%) 63 (10%) 55 (9%) 80 (13%) 5 (2%)

Malignancyc 1 (<1%) 3 (<1%) 1 (<1%) 3 (<1%) 2 (<1%) 0

Active tuberculosis 0 0 0 0 0 0

Overall AE rates through W24 were lower with ICO than Deucra
Values are n (%) unless otherwise noted. The safety analysis set included all randomized and treated participants. aIn any treatment group. bSerious infections included bacterial arthritis in the PBO group, infective 
exacerbation of chronic obstructive airways disease and pneumonia in the ICO group, and campylobacter colitis, lower respiratory tract infection, viral infection, and viral upper respiratory tract infection in the 
Deucra group. cIncluded invasive ductal breast carcinoma in the PBO group, pancreatic carcinoma and hepatic metastases, breast cancer, and keratoacanthoma in the ICO group, and buccal squamous cell 
carcinoma and malignant melanoma in situ in the Deucra group; all considered unrelated to study treatment by investigators.

Week

ICO 200 mg QD (N=311 / 322)

0 16a 156 1604 8 12 20 24

ICO 200 mg QDDeucra 6 mg QD (N=307 / 327)

Final Safety
Follow-up

ICONIC-
ADVANCE 1

(N=774)
2:1:2

R

ICONIC-
ADVANCE 2

(N=731)
4:1:4

PBO-Controlled
W0-W16

Active Comparator-Controlled
W0-W24 Open-Label

W24-W156

2

Current analysis (pooled ADVANCE 1&2)

ICO 200 mg QDPBO (N=156 / 82)
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