Development of Novel Progression Score to Quantify Disease Progression in Crohn’s Disease
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and several other clinical
variables, validating the

potential utility of the score.

* Next steps are to expand the usage of this score and validate it in
another cohort.

L mePLEXUS AETION

@ — >

Start of study . - _
aaslad Study Time Period: 1/1/2000-10/31/2022

End of Follow up**




