Efficacy and Safety of Upadacitinib BACKGROUND METHODS

Figure 1. Study Design
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A significantly greater proportion of patients achieved the primary endpoint (Figure 2), and all
analyzed key secondary efficacy endpoints (Figures 3 and 4) with both doses of UPA vs PBO

« A summary of adverse events in the safety population is shown in Table 2

Figure 3. Key Secondary Clinical, Endoscopic, and Mucosal Endpoints Were Achieved at Week 52 by a Significantly Greater
Proportion of Patients With Both UPA Doses vs PBO
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