IBD patiéntenavond nove
JAK: a tablet a day keeps coli

Michiel Schils



We komen van slechtere tijden
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Evolutie behandelingsprincipes — doelstellingen
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> Vroeger: opvang van symptomen = “klinische remissie’

#> Voortschrijdend inzicht:
e “biochemische remissie”
* “endoscopische remissie” = mucosale heling

» Target-strategie: “treat to target”

» Belang:
* labo-analyses : inflammatoire parameters, bloedbeeld, ijzerstatus
* Fecal Calprotectine

Trough levels

Endoscopische controles +/- MR-enterografie

Multidisciplinaire stafvergaderingen



Treat to Target
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Active
IBD
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Decrease in
calprotectin to Endoscopic
Symptomatic acceptable range,  healing, normalized
Symptomatic remission and normal growth in QoL and absence of e
response normalization of CRP children disability - Consider, but not
formal targets:
Therapy ‘ Crohn’s disease:
according *  Transmural
il healing
Ulcerative colitis:
.+ Histological
@ healing
A\ J \ J A J

Short ~term targets ﬂ Intermediate targets ﬁ Long —-term targets






Niet allemaal rooskleurig

UC: Systematic review of long-term outcomes in
17 longitudinal, population-based global cohorts#?

At 10-year follow-up:

70-80% cumulative risk
of relapse

39-66% cumulative risk
of hospitalisation

10-15% cumulative risk
of colectomy

&=
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Despite treatment advances, the UC journey can be
challenging and complex®1®

SUB-OPTIMAL ACHIEVEMENT OF REMISSION*

33°/o 45°/o

of patients with moderate to severe of UC patients relapse within
UC achieve clinical remission 2 years while on maintenance
with current treatment.? therapy.*

CORTICOSTEROID DEPENDENCE AND INTOLERANCE:s

43°/o w/o

of patients with moderate to severe of UC patients experience
UC with previous 12-month €5 CS-related adverse events.®
exposure have CS dependence

or receive (5 in excess.’

5 carticosteroid - HI: herpes zoster - UC: ulcerative colitis - VTE: venous thromboembolism.



Welcome to the Multiverse!
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Vedolizumab
dacitinib S
Tofacitinib Upadacitin Biosimilar

Many more

being tested !

Adalimumab

Vedolizumab

iasrm‘lar (Eu)

Anti-TNFs Anti-integrin



Verminder de inflammatie
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Doel:

blokkeren van extra-cellulaire
signalen en hun onderliggende
processen,

interfereren met intra-cellulaire
signaaltransductie

verstoren van leukocyten trafficking
naar de intestinale mucosa.



Hoe kiezen?
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. 0 . 0
&Comorbiditeiten
Huidige beste weten-
Voorkeuren en schappelijke bewijs

." Leeftijd waarden patient Py —

decision

»Zwangerschapswens

»SCvs IV vs PO

»Nevenwerkingen profiel

*Respons rate Shared decision making



Wat verkiest de patiént?
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Achieving immediate targets is rated highly by patients with IBD and
clinicians, while those aware of long-term goals have higher aspirations
Drivers of treatment choice
100 4
dursble response @ ToleraDIy S F O e profiie ™ acministration
= A . 2
I v @ O 2%
£
£ o«
E o] w7 37 36

Physicians (n=654) CD patients (n=1,368) UC patients (n=1,030)

Adaptest from Rubin DT, &t al. Inflamen Bowal Dis, 2021;27-1842-53, abbvie



Cortisine, BAH!

Antl-TNF
AZAMTX
Sterolds
S-ASNSPS
Step-up therapy Top-down
therapy
Systemic Local
glucocorticoid therapy glucocorticoid therapy
with budesonide

First-pass
effect

Distribution
of the active
substance

 «
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Patients, %
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Patient-reported burden of corticosteroid use

in IBD in the UK?2
# Prednisolone (N=6,095) = Budesonide (N=1,267)

-
o
o

61.9

A

3

3

Any Suicidal Indigestion  Skin Weight
thoughts / changes @ain problems disturbance requiring
attempts that hat (e.g antiblotic !

affected  affected
self- self-
esteem  esteem

Determinants, Incidence & Consequences
of Corticosteroid Excess



Keuzes Maken
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Drug-related factors Patient-related factors
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°

1 % I\? | A d C rbiditi

oot ucosa Safety ge an omorbidities

Loz il SRRty healing profile gender (including EIM) HEEgaavy

o QS ) R R
O % & 4 /2 &%

Rapidity of Corticosteroid Current and Convenience/mode
onset use Cost prior therapies Surgery of administration

@ Precision medicine may guide

the future of treatment



Kostprijs van een jaar therapie
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Versie finaal: 08.02.2022

20.000,00 €
18.000,00 £
16.000,00 €
14.000,00 €
12.000,00 €

10.000,00 €

Axis Title

£.000,00 €
6.000,00 €
4.000,00 €
2.000,00 €

0,00 €

u EF BV

EF BvV/j
Infliximab IV | Irfliximab SC Adslimumab  Adalimumab Galimumab vedohzumab Vedollzwab ustekinumab tofacitinib tofacitinib fileotinib
Humira Biosim min max

7.688,20€  B8.11252€ ©629668€ S5.81377€ 12.50847€ 1053358€ 1096693€ 17.33771€ 9497,58€ 14.06754€ 94715 €




Maken van een keuze
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Multiple therapies available and more coming J
1950s 1980s 2005 2013 2014 2018 2019 2021-2022
First use First use Approvalof Startofthe  Vedolizumab’ Tofacitinib®  Ustekinumab'® Ozanimod'!
of corticosteroids’ of MTX* anti-TNF biosimilar era® Filgotinib'2

for UC” Upadacitinib'*

# w8 &&= Y¥oN

IBD 1960s 1998 2014 2016 2022
uc First use Approval of Vedolizumab’?  Ustekinumab® Risankizumab'
of thiopurines? anti-TNE

CD for CD*



We worden strenger en strenger

Early intervention

» Recognise excess oral corticosteroid exposure
+ Risk stratify to avoid delaying effective therapy

» Use all available tools, including FC, CRP PRO<

.'~ az Rivierenland

oral corticosteroid monitoring and imag  Mlucosal endpoints in UC clinical trials have evolved to
Treat-to-target — endoscopic healing become more Strlngent over tlme J
» Adapt therapy to the target Infliximab  Adalimumab v'ﬁﬁ:ﬁig"’ Golimumab  Tofacitinib Ummt-‘mb °'§2'§»"§°° Filgotinib  Upadacitinib
Anti-TNF* Anti-TNF? integrin® Anti-TNF* JAKi® IL-12/23¢ modulator” JAKi" JAKi?

» Consider immediate, intermediate and

the best endoscopic and QoL outcome: ¥

CRP, C-reactive protein, FC, faecal calprotein; PRO, patientreported outcome; Qol., quality of e (ESS=0and
histological remission)

(ESS =1 and
histologyT#¥)

Histologlcal
improvement/
remission’#*

Definition of UC trial endpoints
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In de Romeinse mythologie was Janus de god van
het begin en het einde, van het openen en het
sluiten.

Janus werd voornamelijk afgebeeld als een man
met twee gezichten (Janus Bifrons) of als een
tweeling (Janus Gemini). Zijn twee gezichten
representeerden oorspronkelijk de zon en de maan.



JAK-STAT pathways mediate the signalling
of several immunoregulatory molecules!.2

Cytokines
Extracellular \ 4 JAKs are intracellular proteins that associate with cytokine receptors
to enable the signalling of several molecules, e.g. cytokines and
growth factorst2

g J JAK proteins are activated when molecules bind to
the receptort2

In tumn, JAK proteins activate STAT proteins, which then
dimerise and migrate to the nudeus!?

STAT proteins regulate the expression of genes that facilitate
numerous physiological processes, e.g. immune cell activity
and intestinal homoeostasis!->

TYK: tyrosine kinase
1. O'Shea 1], etal. Amu Rev Med 2015; 66:311-328. 2. Clark ID, et al. J Med Chem2014; 57:5023-5038.
3. Schwartz DM aal A&RevagDsm/ZOl? 16:843-862. 4. Salas A, etal. /\Bl‘Ra/Gasﬂvmtso//-bmtD/ZCQO‘ 17:323-337. 5. DaneseS, etal. Gut2019; 10:1893-1899.

Galapagos



Why does preferential JAK1 inhibition matter?

IL-2, L4, IL-7, IL-6, IL-11, IL-13, IFN-a, IFN-B, IL-10,
IL-9, IL-15, IL-21 1L-27,IL-31, IL-35 GM-CSF, EPO, TPO IL-12, 1123 1L-20, IL-22, IL-28

STAT1,3,5
Inhibition of JAK3 may Inhibition of
lead to T cell regulation; JAK2 may T cell regulation; Antiviral defence
immunodeficiency ( Inflammation lead to Inflammation
*/mphocytes, NK cells)

STAT3, 4 STAT1,2,3,5

which can be associated . anaemia and )
with increased sus- Ao thrompocyt()p @,,“}:@g@?}“ OmQ
ceptibility for LI enias? Mesem o ds )

infections!1-13

EPO: erythropoietin; TPO: thrombopoietin

2 please note, cytokines and physiobgical processes listed here are examples of the unique JAK roles and do not provide an exh austive st

Figure adapted from: 1. Schwartz DM, et al. Nat Rev Drug Discov 2017; 16:843-862. 2. Clark JD, etal. J Med Chem 2014; 57:5023-5038. 3. Waggoner SN, et al. Curr Opin Virol 2016; 16:15-23.

4. Tato CM, et al. J Immunol 2004; 173:1514-1517. 5. Winthrop KL. Nat Rev Rheumatol 2017; 13:234-243. 6. Akada H, et al. Stem cells 2014; 32:1878-1889. 7. Choy EH. Rheumatology (Oxford) 2019; 58:953—
962. 8. Akada H, et al. Stem Cells 2014; 32:1878-1889. 9. Vainchenker W. Leukemia 2013; 27:1219-1223. 10. Sen N, et al. Journal of Virology. 2018;92(21).

11. Robinette ML, et al Nature 2018; 11:50-60. 12. O'Shea 3. Ann Rheum Dis 2004; 63(Suppl I1):i67-i71. 13. Schwartz DM, et al. Nat Rev Rheumatol 2016; 12:25-36.

IFN-y

STAT1,5

Inhibition of
JAK2 (IFNy)
may lead to

decreased viral
defense and

susceptibility to
Herpes Zoster10

T0O000-TT020Z-1I4-Vd-INgG

Galapagos



Filgotinib reduces signalling of several proinflammatory
cytokines while preserving the activity of othersi—3

IL-6 IFN-a IL-2, IL-15 IFN-y GM-CSF, EPO

Cell membrane

AL
A4

Lymphocyte proliferation Erythropoiesis,

Physiological process+-7.2 Inflammation Antiviral defence K o Antiviral defence myelopoiesis and
and differentiation platelet production
Role in the guté-11.2 Inflammation, Innate immune response, Mucus production, Inflammation, Mucosal barrier function,
9 wound healing8.® intestinal barrier functioni® adaptive immune response? antibacterial defence® tissue repairtt

Preferential inhibition of JAK1 may preserve the activity of some JAK signalling pathways and

physiological processes12.13

a Processes listed here are examples and do not provide an exhaustive list
EPO: erythropoietin

See slide notes for references

FI

Galapagos



Filgotinib is an orally administered small molecule that
preferentially inhibits JAK1

Filgotinib is an orally
administered small molecule!.2

No immunogenicity expected

Filgotinib is metabolised in a Acceptable safety profiles-11,a
non—CYP450-dependent mann In clinical trials, low rates of HZ,
Filgotinib metabolism is independent VTE and serious infections were

of liver and kidney function observed in patients with RA and UC

Filgotinib
Preferentially inhibits JAK145
In biochemical assays, filgotinib has a
>5-fold higher potency for JAK1 over

Filgotinib inhibits

multiple cytokines!

Filgotinib targets intracellular signalling
pathwaysused by several cytokines

other JAKs

b Phase 2 FITZROY trial; ¢ Phase 3 SELECTION trial CYP450: cytochrome P450; HZ: herpes zoster; VTE: venous thromboembolism

See slide notes for references
FILGOTINIB IS NOT APPROVED FORUSEINCDOR UC

Galapagos



De JAK remmers

©

Direct faecal excretion

®

Direct renal excretion

<

Hepatic metabolism

®

Metabolic enzymes

faTusaces dng-dng (nferactions)

Active metabolite(s)

0%
™

70%*

« CYP3A4 (pnmary)
« CYP2C19 (minor contribution)

» No known active metabolites

« CES2 (primary)
» CES1 (lesser extent)

» 54% excreled in

urine as metabolite

+ 8.9% excreted in

faeces as metabolite

+ 5GS-829845 is the aclive metabolite of filgotinib

h az Rivierenland

N
(«L:; Upadacitinib5.

38%

24"/\

34%

</

+ CYP3A4t (main)
= CYP2D6% (potential minor contribution)

« No known aclive metabolites



De JAK remmers
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II' l ;‘A'\-“.é: ‘ \
Tofacitinib’ Filgotinib? Upadacitinib®

No dose adjustment required in No dose adjustment required In

Renal : 2 :
impairmentt ™1 palients with CrCI 50-80 mL/min  patients with CrCl 260 mL/min O e TN
No dose adjustment required in v
| Moderate B e e Sose MaIEEDSIRIegUed
100 mg QD in patients with ! O ; :
Dose should be reduced to 5 mg CrCl 15-<60 mL/min Use with caution in patients with gGFR
s QD in patients with CrCl 15—<30 mL/min/1.73 m?. Induction:
&> Severe - 30 mg QD; maintenance: 15 mg QD
> <30 mL/min, including patients P st '9
undergoing haemodialysis NG ‘ patients with Nmsmmin end-stage renal disease
Hepatic ~ and therefore not recommended
impairment?
Mild No dose adjustment required No dose ‘djustment required No dose adjustment required
] Moderate Dosa sho;ﬁ;ggaduced 1 No dose adjustment required No dose adjustment required

> Severe




Tofacitinib
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OCTAVE 1! : OCTAVE 2!

OCTAVE 1 and OCTAVE 22 OCTAVE SUSTAIN!

Pri int (Week 8 Early response symptomatic outcomes over 2 weeks Primary endpoint (Week 52)
Romo:\yp::‘rg?&yo ((Jn:esmu’:' SFS €17 Remesion per full Mayo Clinic Score?
100
100 - 100 - sk 100 -
60
1 1 e A
204 ‘/.’ :‘ o—®
5 0 o
£ 60 1 oy 012345678 9101112131415
% 1007 RBS=0- s 40.6
40 - 40 - 80 - ‘o " 343
Ry e 60—1
18.5 . 16.6 20
20 4 20 40 - v e e - 111
8.2 . g
3.6 20 - -'__.‘._i'/:¥- - ® @ " o e g
0 - 0 - oo " " 0 -
PBO  TOFA10mg PO  TOFA 10mg T I PFL ) R S, e AT e TR T R e e | £ g MR s
BID B8ID 012345678 911112131415
. Days

® PBO (n=234) | TOFA 10 mg BID (n=905)



Filgotinib
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SELECTION!

SELECTION? SELECTION?

Primary endpoint (Week 10) Early-response symptomatic outcomes over 2 weeks! Primary endpoint (Week 58)
Clinical remission per 3-component Mayo Score! SFS reduction from baselins 21 RBS reduction Fom baseline 21 Clinical remission per 3.component Mayo Scoret
Bioogic-naive Biologic-expenences®
& = Biclogic-naive 4 Biologic-naive
e "7 3 mown pogl Y5 100
80 : ST ::::%::’m; 80 & FILGO 200 mg OO {2245} et
60 60 “:...-;3 P r. =
80 1 | a0 40 ,|t Pt go-
= 20 20
O =
580- J '01211561091!)1!12131&15eo_
= 37.2
- Blojogic-experianced Biologic-erperienced
g 40 - B 100 100 < 40 -
26.1 ® 180 n-442) & RO e
80 = HILGD 108 mg OO (- 2067) 80 = wmsmmmnnjnm
5 15 3 19.1 0 | FRGO 208 mg OO In- 267 60 W HNGO 200 mg QO e ..
20 | | 95 M5 R et S e e aa B 2k IR
2 [ltﬂ §EodRE] 4 l!t"'
0 - DT 7333878 Jro111215181 o123 TE T8 1112154815 o -
PBO FILGC FILGO PBO FILGO FILGO Days Days PBO FILGO PBEO FILGO
100 mg 200 mg 100mg 200 mg 100 mg 200 myg

QD QD Qo Qo QD Qo



Upadacitinib
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U-ACHIEVE'? U-ACCOMPLISH'? U-ACHIEVE MAINTENANCE™

Primary endpoint (Week 8) Primary endpoint (Week 52)
Canical remission per adapted Mayo Score! Clinical remission per adapted Mayo Score!
Clinical responders
L 0 o UPA 45ma QD - 100
maintenance study?
| 1 ddd22332222
%0 % d2242232222 5
42422122212
e 12232323233 &
. 60 4 60 - 2323222232 @
g Adi22222222 a2
H Ad2232232232 =
= v Yy >
g 401 .. 401 33.5 £
26.1 2
g
20 -
41
0 -

PBO UPA 45mg QD PBO UPA 45 mg QD PBO UPA 15 mg QD UPA 30 mg QD



Ze werken ook allen SNEL!
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UPA 45 mg QD provides patients with significant relief from
abdominal symptoms within Week 1 J

Stool frequency Rectal bleeding Bowel urgency: Absent
198 subscore <1 1007 subscore=0 . 100
o
80 ~ 80 3 ol
§f‘ §s . a ¥
2w s o Lo STl
ggso" e ; 3§ 604 - e wet? E oy =
% R e WD T zgg Y ‘ g 1 ety o |
s 3 “i]. 5" g Rjenmy o Labbadot
= - t’ N y & ’,_T*‘.>; c P
20 Ted st pe 454 44 * 20 ;4.‘ T o bty g 20 5605 5034 g~-?"»'?'+
°llllllllllllll ollllllllllllll ollllllllllllll
012345678 91011121314 012345678 91011121314 01234567 891011121314
Days Days Days

- PBO = UPA45mgQD



In de toekomst ook voor Crohn?

.’§ az Rivierenland

The co-primary endpoints for US and EU at Week 12 were
both met'2 j

0 0 N (1)
o U-EXCEED® . U-EXCEL®
80,0 A 80 A28.7% A20.8%
3 3.
3 A26% A1B% | A31% | | ‘ | |A3 0%
[ | weww Ll e
§ 60,0 - — e \ S 60 50.7 49.5 455
; 39.8 389 346
pS 40
2
c
%
‘ m
0
Clinical remission: Clinical remission: Endoscopic response Clinical remission: Clinical remission: Endoscopic response
SFIAPS CDAI SFIAPS CDAI
(also first secondary US) (also first secondary EU) (also first secondary US) (also first secondary EU)

W PBO W UPA45mg QD

Clinical remission (SF/APS): Average daily SF s2.8 and not worse than baseline AND average daily APS s1 and not worse than baseline.'?

Clinical remission (CDAI): CDAl <150.'2
Endoscopic response: Decrease in SES-CD >50% from baseline (or for subjects with isclaled ileal disease and a baseline SES-CD of 4, at least & 2-point reduction from

baseline), scored by central reader.’#



Besluit JAK
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Data from compounds in the JAK inhibitor class show
symptomatic response within 1 week in UC, some as early

as Day 1'-2
ey Sustained reduction in clinical and mucosal inflammation
[]00. can be achieved with JAK inhibitors
J Significant levels of mucosal healing in UC have been
. uﬂ]] achieved at 1 year using UPA vs PBO*

Considering the efficacy and safety profiles of therapies can aid
selection of appropriate and individualised treatments
for patients

B=®
16



Risicoprofiel
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Warnings & Precautions - all JAK inhibitors
eMore precautionary approach is recommended for JAKi use in selected patient population:
sthose aged 65 years or above
sthose at increased risk of major cardiovascular problems (such as heart attack or stroke)
sthose who smoke or have done so for a long time in the past
ethose at increased risk of cancer
-> In these patients JAK inhibitors should only be used if no suitable treatment alternatives are
available
eRecommendation using JAK inhibitors with caution in patients with risk factors for blood clots in the
lungs and in deep veins (venous thromboembolism, VTE) other than those listed above.



AEs of Special Interest in the Overall + Phase 3b/4 Cohort (<7.8 years)

Herpes Zoster All tofacitinib (N=1157)t

n=95 (8.2%)
IR: 3.30

Infections
n=52 (4.5%)
M IR: 1.69 Malignancies
Opportunistic (excl. NMSC)
Infections n=26 (2.3%)"$
n=31 (2.8%)*¥ NMSC

IR: 0.84
IR: 1.03 n=22 (2.0%)!5
IR: 0.73
Gl MACE PE
Deaths perforation

n=0 (0.8%)t3 n=6 (0.5%)5
n=7 (0.6%)! n=3 (0.3%)%* IR:029 2YT 5
IR: 0.23 =1 (0.1%) @ IR: 0.19

L I
@ éIRZ 0.03

1Al events, including those occuming =28 days after the last dose of study drug. were excluded. *Defined as any infecion AE that requires hospitalization or Sarontem! anamicrobials, or meets other criteria that
require the infection to be dassified as a senous AE_SAdjudicated evenlts Include overall+Phase 3b/4 cohort, N=922 and N=1124 for PD lofaciinib 10 mg BID and Tofacitinb All, respectively (excludes Phase 2)
xcludes tuberculosis and HZ with two adjacent dermatomes. *GI parforation excludes preferred tamms of pilonidal cyst, penrectal abscess, rectal abscess, anal abscess, pennaal abscess, and any prefared tems
containing the word fistula. AE, adverse event; BID, twice daily, Cl, confidence interval. Gl, gastrontestinal, HZ hespes zoster, IR, incidence rate, MACE, major adverse cardiovascuiar event; N, number of patients in
the treatment group, n, numbar of unique paténts with a particllar AE, NMSC, nonmelanonia skin cancer, PD, predominant dose. PY, patient.years

Sandborn WJ, el al. J Crohn's Colitis. 2022, doi: 10 1083/ecco-jcciject 41

I Serious
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Filgotinib 200 mg: demonstrated safety profile with

>4000 patient-years of exposure in RA

n/PYE Filgotinib 200 mg: EAIR per 100 PYE (95% Cl)

-ﬁﬁi—v’

Herpes zoster 74/4047.7

Opportunistic
infections 5/4047.7
{excl, herpes zoster)

VTE 8/4047.7

Malignancies

(excl. NMSC) 22/4047.7

MACEs 19/4047.7

Data were integrated from seven trials (NCTC1668641, NCT0185%4516, NCT02889796, NCT02873936, NCTC2886728, NCT02065700 and NCT03025308). Resu'ts are
from placebo-controlled trials through Week 12 and long-lerm, as-trealed (all available data for patients receiving =1 dose filgotinib 200 mg daily) dalasels.
7 Cl, confidence interval; EAIR, exposure-adjusted incidence rate; MACE, major adverse cardiovascular event; NMSC, non-melanoma skin cancer; Pl, Prescribing
Filgotinib Information; PYE, patient-years of exposure; RA, rheumaloid arthritis; VTE, venous thromboembolism.
' Winthrop KL, et al. Ann Rheum Dis 2022;81:184-1562.



Filgotinib 200 mg: demonstrated safety profile with

>4000 patient-years of exposure in RA

n/PYE Filgotinib 200 mg: EAIR per 100 PYE (95% Cl)

Filgotinib and male fertility - spermatogenesis

Two specific Phase 2 clinical trials (MANTA and MANTA RAy, n=240) were conducted to assess testicular
safety in men with inflammatory arthritis diseases and inflammatory bowel disease.

Main results |

Primary Endpoint (pooled) Fllgoli:lr:i:zl:)(){)mg P:ziezli)o

Proportion of patients with = 50% decrease in sperm
concentration (M/mL) at week 13, n (%) 8 (6.7%) 10 (8.3%)

Conclusion : Overall, the clinical data from these studies at weeks 13 and 26 do not suggest any

Data were integrated from seven trials (NCTC1668641, NCT0185%4516, NCT02889796, NCT02873936, NCTC2886728, NCT02065700 and NCT03025308). Resu'ts are
from placebo-controlled trials through Week 12 and long-lerm, as-trealed (all available data for patients receiving =1 dose filgotinib 200 mg daily) dalasels.
7 Cl, confidence interval; EAIR, exposure-adjusted incidence rate; MACE, major adverse cardiovascular event; NMSC, non-melanoma skin cancer; Pl, Prescribing
Filgotinib Information; PYE, patient-years of exposure; RA, rheumaloid arthritis; VTE, venous thromboembolism.
' Winthrop KL, et al. Ann Rheum Dis 2022;81:184-1562.



JAK voor wie?
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Patients aiming to Patients in need of rapid Patients receiving AZA who have
withdraw steroids relief of symptoms residual symptoms
s N
Patients aiming for improved health-related QoL Patients aiming for long-term disease control

N\, > \,
Y (

Busy patients with minimal time for appointments Patients who prefer simple regimens/monotherapy
\ i \

Expanding treatment options provide opportunities to explore patient
preferences and make patient-centric choices



Redenen om in tweede lijn aan JAKi te denken

Treatment impact

A

 Level of risk

v
=

Quality of life
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=

Treatment burden

Reduces bloody diarrhoea

Reduces non
bowel-related pain

Reduces abdominal pain

Reduces bowel urgency

Consistent relief/durability

Prevents UC flare

Long-term safety profile

Improves sexual/social life

Route of administration

Avoids aesthetic
side effects

Improves
psychological wellbeing

Flexible dosing

Trust that it will work

Cost



