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ABSTRACT

Bowel urgency (BU) is a highly prevalent and distressing symptom in inflammatory bowel disease (IBD),
yet its assessment remains inconsistent and insufficiently standardized. Although recent clinical trials and
emerging guidelines increasingly recognize its clinical relevance, no standardized, multidimensional instrument
specifically designed to assess BU has been established. This narrative review synthesizes current evidence
on the prevalence, clinical and psychosocial burden, prognostic role, and measurement of BU. It outlines
key priorities for developing a BU-specific patient-reported outcome (PRO). BU is reported by 30-98% of
patients and frequently persists despite clinical or endoscopic remission. BU is independently associated
with higher risks of hospitalization, corticosteroid use, colectomy, and disease relapse. Reported psychosocial
effects included anxiety, avoidance behaviours, reduced physical activity, decreased work productivity, and
impaired health-related quality of life. Existing assessment tools do not fully capture the complexity of BU:
traditional disease activity indices overlook urgency, numeric rating scales assess severity alone, and behavioral
measures focus on secondary coping strategies. Evidence from trials of JAK inhibitors, S1P modulators, and
IL-23 inhibitors supports BU as a sensitive and early marker of treatment response. In conclusion, BU is a
prevalent, burdensome, and prognostically relevant symptom in IBD. Current assessment instruments are
limited and fail to encompass the emotional, behavioral, and functional dimensions of BU. A multidimensional
BU-specific PRO is needed to enhance clinical evaluation, support patient-centered care, and refine outcome
assessment in therapeutic trials.
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Abbreviations: BU: bowel urgency; CD: Crohn’s disease; FC: fecal calprotectin; IBD: inflammatory bowel

disease; PRO: patient reported outcome; p-SCCALIL patient-reported simple clinical colitis activity index;
SCCAL: simple clinical colitis activity index; UC: ulcerative colitis; U-NRS: urgency numeric rating scale.

INTRODUCTION

Bowel urgency (BU), also
referred to as fecal urgency,
is defined as a sudden and
compelling need to defecate thatis
often perceived as uncontrollable
and may be associated with fecal
incontinence [1]. The prevalence
of BU in the general adult
population is approximately
3.3% and is not limited to
individuals with diarrhea or
inflammatory bowel disease
(IBD) [2]. Bowel urgency can
also be observed, for example,
in irritable bowel syndrome

(IBS), particularly in the diarrhea-predominant subtype [3].
Although patients consistently describe BU as a significant
and highly distressing symptom of IBD, both in ulcerative
colitis (UC) and Crohn’s disease (CD), the literature contains
multiple, heterogeneous definitions based on time criteria,
perceived intensity, or different scoring instruments. The lack
of standardized definitions and measurement approaches limits
comparability across studies and contributes to the persistent
under-recognition of BU in clinical practice [4].

Despite its clinical relevance, BU has historically been
underestimated and rarely included as an endpoint in clinical
trials [5, 6]. Epidemiological evidence shows that BU is
highly prevalent during active disease but may also persist
in remission or despite biologic or targeted therapies [1, 7].
Bowel urgency should not be regarded solely as a marker
of acute inflammation; instead, it indicates multiple factors
such as rectal hypersensitivity, pelvic floor dysfunction, and
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post-inflammatory structural changes, including submucosal
fibrosis [1, 8].

Bowel urgency markedly impairs daily life and increases
overall disease burden, leading to reduced productivity, social
withdrawal, anxiety, depression, fatigue, hospitalization,
greater corticosteroid exposure and colectomy within 12
months [4, 9]. Collectively, these findings confirm that BU
is not only a distressing symptom but also a predictor of
adverse clinical outcomes. Growing recognition of BU has
led to its incorporation as a treatment target and an efficacy
endpoint in recent American College of Gastroenterology
guidelines and in several clinical trials, particularly in UC (1, 7].
However, BU remains insufficiently emphasized in CD-specific
guidelines. Emerging therapeutic agents, such as Janus kinase
inhibitors, sphingosine-1-phosphate modulators, and IL-23
inhibitors, have demonstrated rapid and clinically meaningful
improvements in urgency, further supporting BU as a sensitive
and early marker of treatment response [10-12].

Despite growing attention, the standardized measurement of
BU remains challenging. Standard clinical indices, including the
Mayo score and the Patient-Reported Outcomes 2 (PRO-2), do
not include urgency as a component. In contrast, tools like the
Simple Clinical Colitis Activity Index (SCCAI) capture it only
through a single, generic item [4]. The most widely used dedicated
tool, the Urgency Numeric Rating Scale (U-NRS), demonstrates
sensitivity to clinical changes and patient perceptions [13,
14]. However, the U-NRS assesses only symptom intensity,
without accounting for frequency, emotional burden, coping
strategies, or social consequences. Qualitative studies highlight
that BU extends far beyond its physical component, involving
anticipatory anxiety, avoidance behaviors, constant planning
around toilet availability, and significant social limitations [14].
These insights reinforce the multidimensional nature of BU and
the limitations of current measurement tools.

Taken together, current evidence underscores a significant
methodological gap: no multidimensional, IBD-specific
patient-reported outcome measure exists that captures the
whole experience of BU, including its emotional, behavioral,
and quality-of-life dimensions. The development of such a tool,
aligned with FDA guidance for PRO measures and validated
through robust psychometric methods, would support both
clinical practice and research.

This narrative review synthesizes evidence from the past
decade on the prevalence, clinical and psychosocial burden,
prognostic value, and measurement of BU in IBD patients.
Specifically, it aims to: (1) characterize the epidemiology and
clinical impact of BU; (2) summarize its psychological and
quality-of-life consequences; (3) critically appraise existing
approaches to measuring BU in clinical practice and trials; and
(4) outline key domains to guide the development of a novel,
multidimensional BU-specific PRO instrument.

BOWEL URGENCY

The available literature offers a comprehensive overview of
BU in IBD, covering prevalence, clinical burden, psychosocial
effects, measurement tools, and treatment evidence (Fig. 1).

Epidemiology and Clinical Burden of Bowel Urgency

Bowel urgency is a highly prevalent symptom in both UC
and CD. In an extensive Swiss survey (n=593), the prevalence
of BU during flares was 98.5% in UC, 96.2% in CD, and 65-69%
of patients reported moderate-to-severe urgency even during
clinical remission [6]. In a cross-sectional study involving
576 UC and 1,330 CD patients, 40.5% and 35%, respectively,
reported BU. Higher frequencies were observed in older
patients, and elevated fecal calprotectin (FCP) levels were
associated with a greater odd of moderate-to-severe urgency

Fig. 1. Summary of the main findings on bowel urgency in IBD: prevalence, impact on quality of
life, assessment tools, and therapeutic evidence. PRO-2: patient-reported outcomes -2; IBD-Bx:
IBD-related Behaviors; NRS: numeric rating scale.
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in UC (odds ratios, 1.53-4.36, compared with no urgency).
In contrast, no clear association between FCP and urgency in
CD emerged. Notably, BU was reported even by patients with
normal stool frequency, no rectal bleeding, and no abdominal
pain, as well as by UC patients with normal FCP levels. BU
was independent of the Simple Endoscopic Score for Crohn’s
Disease (SES-CD). In contrast, higher Mayo endoscopic
sub-scores were significantly associated with greater urgency
severity (p=0.04) [15].

Similar findings were reported in a cross-sectional survey
of 1,057 UC and 1,228 CD patients, where both groups
showed higher rates of rectal urgency than healthy controls
(30.1% vs. 17.2% and 23.1% vs. 14.1%, respectively) [5, 16].
The heterogeneity in prevalence estimates across studies likely
reflects differences in definitions, assessment tools, and disease
activity, underscoring the need for a standardized definition
and measurement of BU. Notably, the partial independence
of BU from other symptoms of active disease (e.g., stool
frequency, rectal bleeding) and from endoscopic findings
suggests that urgency is a complex symptom not solely driven
by acute mucosal or transmural inflammation.

The presence of BU is consistently associated with worse
clinical outcomes. Data from the IBD Partners registry (n=632
UC) showed that increasing urgency severity was associated
with higher odds of hospitalization, corticosteroid use, and
colectomy within 12 months (odds ratios up to 3.7 for the
most severe categories), independent of stool frequency and
rectal bleeding [4]. Other longitudinal cohorts have reported
that patients with mild-to-moderate BU have up to a sixfold
increased risk of developing active disease and a twofold
higher likelihood of elevated FCP compared with those
without urgency [17]. These findings support the role of BU
as an early marker of disease worsening and a prognostic
indicator.

Pathophysiological Correlates of Bowel Urgency

Bowel urgency is one of the most distressing and
underestimated symptoms experienced by IBD patients.
Despite substantial advances in pharmacological treatment,
urgency remains highly prevalent, and its prognostic value
is increasingly recognized [4]. Several multicenter studies
have shown that BU may persist even in the presence of
apparent endoscopic remission, supporting the idea that it
is not merely a direct consequence of mucosal inflammation
[1, 18]. This discrepancy between endoscopic healing and
persistent symptoms suggests a complex and multifactorial
pathophysiology. Unlike diarrhea and rectal bleeding, which
are more directly linked to active inflammation, BU appears
to result from the interplay of several mechanisms, including
rectal hypersensitivity, pelvic floor neuromuscular dysfunction,
alterations in mucosal integrity, and central modulation of
visceral sensation and pain [19, 20]. Evidence from European
cohorts indicates that a considerable proportion of patients
who achieve mucosal healing continue to experience bowel
symptoms, urgency included, which has been associated with
impaired work productivity and higher healthcare utilization
[21]. Neurogastroenterology research indicates that IBD
patients can exhibit altered rectal sensory thresholds and
heightened visceral sensitivity even during remission. This

pattern resembles post-inflammatory irritable bowel syndrome
and highlights the contribution of viscerosensory dysfunction
[22, 23].

Qualitative research provides additional insight into
the experiential dimension of BU. In-depth interviews have
revealed that urgency is often described as an all-encompassing
condition characterized by anticipatory anxiety, constant fear
of accidents, obsessive planning of movements, and significant
restrictions in social and emotional life [14, 24]. Quantitative
evidence supports these findings: urgency is strongly associated
with psychological distress, depression, and social withdrawal
in patients with IBD, independently of inflammation and other
intestinal symptoms [4, 25].

Psychosocial Impact and Quality of Life

Beyond its clinical correlates, BU has profound implications
for daily functioning and mental health. In a Japanese survey
of 501 UC patients, 56.1% reported feeling anxious about
not reaching a toilet in time, and 62.5% identified BU as the
symptom they most wished to see improved. The highest
proportion of participants reporting that UC “significantly
impacted” their quality of life was observed among those
experiencing BU or fecal incontinence (43.5% and 48.6%,
respectively). Notably, 39% and 35% of patients reported
clinically relevant BU even in the absence of increased stool
frequency or rectal bleeding, respectively [26]. In another
Japanese survey, including 363 UC and 84 CD patients,
individuals with CD reported greater disturbances in everyday
activities, particularly exercise, travel, outings, diet, and work,
as well as a higher frequency of fecal urgency, compared with
those with UC. In both groups, the most frequently reported
problem related to BU was the unavailability of toilets when
going out, travelling, or working [27]. In a cross-sectional
study of 859 adults with IBD, increased toilet urgency was the
most frequently reported cause of physical activity limitation,
cited by 61% of participants, and reduced physical activity
was associated with higher depression scores on the Hospital
Anxiety and Depression Scale (HADS) [27, 28].

The link between BU and psychological distress is well
documented. Sninsky et al. [4] showed that increasing
urgency severity was independently associated with higher
risks of depression, anxiety, fatigue, and reduced social
satisfaction. Qualitative studies further confirm that BU often
triggers anticipatory anxiety, fear of accidents, and avoidance
behaviors, leading to social isolation and strained interpersonal
relationships [14]. Patients interviewed in multicenter settings
described the need to constantly plan movements and daily
activities around toilet availability, resulting in substantial loss
of autonomy and spontaneity [1, 6].

These psychosocial consequences are also reflected in
standardized measures. Data from the Adelphi IBD Disease
Specific Program™ showed that UC and CD patients with
BU had worse health-related quality of life (HRQoL),
as measured by the Short Inflammatory Bowel Disease
Questionnaire (SIBDQ) and EuroQol Visual Analogue
Scale (EQ VAS), compared with those without urgency [7].
In a telemonitoring program involving 277 UC patients,
BU was associated with higher disease-related disability, as
measured by the IBD Disk (score > 40 indicating moderate-
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to-severe disability), and lower disease-specific quality of
life, as measured by the IBDQ, both during active disease
and remission [9, 10].

Assessment Tools and Measurement Approaches

Despite the growing recognition of BU as a clinically
meaningful symptom, its measurement remains heterogeneous
and methodologically fragmented. Existing instruments
capture only selected components of the construct, reflecting
different conceptual assumptions about what BU represents.
Traditional disease activity indices, including the Mayo score
and the PRO-2, do not include any dedicated assessment of
BU. The SCCAI incorporates urgency through a single item
based on three qualitative categories (“hurry”, “immediately”,
and “incontinence”) [4]. Although this item showed a strong
correlation with global disease activity in the original validation
study, it lacks precise temporal anchors and does not distinguish
between urgency frequency, emotional impact, or behavioral
adaptations. Moreover, the SCCAI was validated only in UC,
limiting its applicability across the full IBD spectrum.

To overcome some of these limitations, the patient-
reported SCCAI (p-SCCAI) was developed in 2013. This
instrument introduced explicit time-based criteria, such as
the ability to defer defecation for at least 15 minutes, and items
capturing behavioral adaptations related to toilet accessibility.
This represented an important methodological step toward
linking urgency not only to symptom perception but also to
its functional consequences. However, the p-SCCAI remains
embedded within a broader disease activity index and does not
allow an in-depth characterization of the multidimensional
experience of BU, particularly with respect to emotional
burden, anticipatory anxiety, and social or occupational
impact [29].

The most widely used dedicated instrument is currently
the U-NRS, which assesses urgency severity over the
previous 24 hours on an 11-point scale [6]. The U-NRS
demonstrates excellent test-retest reliability, construct validity,
and responsiveness in both UC and CD, and has proven
sensitive to treatment-related change in randomized clinical
trials. Nevertheless, by design, the U-NRS captures only
symptom intensity and does not assess urgency frequency,
anticipatory anxiety, coping behaviors, social restrictions, or
functional impairment. As such, it provides a unidimensional
representation of a phenomenon that patients consistently
describe as multidimensional [24, 30]. Subsequent evaluations
in 2022 (UC) and 2025 (CD) further supported the NRS as a
reliable, responsive measure capable of capturing longitudinal
changes in BU [13, 31].

Other instruments, such as the IBD-related Behaviours
questionnaire (IBD-Bx), approach BU only indirectly, by
capturing downstream behavioral adaptations, including
avoidance of social activities, constant planning around toilet
access, dietary restrictions, and activity limitation. While
these domains are highly relevant to the lived experience of
urgency, the IBD-Bx does not directly quantify urgency itself,
its intensity, or its temporal pattern [32].

Taken together, available tools cover only a limited set of
domains related to BU: disease activity indices address it only
marginally, numeric rating scales focus exclusively on symptom
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severity, and behavioral questionnaires capture secondary
coping strategies. Crucially, none of the currently available
instruments simultaneously integrates the core domains that
define the patient experience of BU, namely symptom intensity,
frequency, emotional burden, behavioral adaptation, and
social and functional impact. This limitation raises essential
concerns regarding content validity, as the construct of BU
is only partially represented across existing measures. In
addition, no shared, standardized temporal definition of BU
is currently adopted across instruments. Time-based criteria
to define urgency episodes, the ability to defer defecation, or
the threshold separating physiological urge from pathological
urgency remain inconsistent across tools and studies, further
limiting comparability of findings and interpretability of
outcomes.

These methodological gaps underscore why current
instruments, although individually valid for specific purposes,
fail to provide a comprehensive, patient-centered measurement
of BU. The absence of a multidimensional, IBD-specific PRO
limits the ability to fully quantify the clinical, psychological,
and functional burden of urgency and to capture treatment-
related changes meaningful to patients accurately.

Therapeutic Evidence from Clinical Trials

Recent phase III clinical trials have increasingly included
BU as a secondary endpoint, providing preliminary evidence
that urgency is a sensitive marker of therapeutic response.
Janus kinase (JAK) inhibitors such as upadacitinib have
demonstrated rapid improvements in urgency. In the
U-ACHIEVE and U-ACCOMPLISH trials, significant
reductions in urgency scores were observed as early as week 1,
with some patients achieving BU-free status by week 2 during
induction. Improvements were sustained throughout the 52-
week maintenance phase, suggesting both rapid onset and
durability of effect [10, 33]. Similarly, sphingosine-1-phosphate
receptor modulators such as etrasimod have shown significant
reductions in BU by week 12, including in patients with distal
proctitis. Anti-IL-23 agents, such as mirikizumab, guselkumab,
and risankizumab, have also been associated with clinically
meaningful improvements in BU and fecal incontinence from
week 12 through week 52 in post-hoc analyses [34]. Collectively,
these findings support the use of BU as a responsive endpoint in
therapeutic trials and highlight its potential role as a treatment
target alongside more traditional markers such as mucosal
healing. As shown, only RCTs on UC reported BU’s clinical
outcomes, and some did not use validated scales.

Table I summarizes evidence from real-world data [4, 6,
7, 9, 15-17, 26-28]. Evidence from RCTs is summarized in
Table II [35-40].

DISCUSSION

Taken together, the available evidence confirms that
BU is both a key symptom and an independent marker
of disease burden and prognosis in IBD. BU persists in
a significant proportion of patients even during clinical
remission, is strongly associated with reduced quality of life
and psychological distress, and is increasingly recognized as a
sensitive endpoint in clinical setting trials [6, 26].
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Table I. Prevalence, outcome and psychological impact of bowel urgency in real-world evidence

Reference Type of study

Nr. of patients

Outcomes

Psychological impact

Tew et al. (2016), Cross-sectional

[28]
Hibi et al (2020), Internet-based
[26] survey

Dawwas et al. (2021)  Cross-sectional

[15]
Sninsky et al. (2022)  Cross-sectional
[4] and longitudinal

Kulyk et al. (2022) Prospective
[17] cohort analysis

Internet-based
survey

Matsumoto et al.
(2023) [27]

Regueiro et al. Cross-sectional

(2023) [16]

Atreya et al. (2024) Cross-sectional

[7]

Wespi et al. (2025) Internet-based
(6] survey

Carboni et al. (2025) Internet-based
[9] survey

IBD patients = 859

UC patients= 501

UC patients =576
CD patients = 1330

UC patients = 632

IBD patients = 156

UC patients =363
CD patients = 84

UC patients = 1057
CD patients = 1228

UC patients = 2259
CD patients = 2541

UC patients = 261
CD patients = 317
IBD-U patients= 13

UC patients = 277

61% reported BU as the most disabling
factor.

39% reported BU during clinical remission.

Prevalence of BU:
40.5% in CU and 35% in CD.

44% “hurry’,
7% immediately”,
1% “incontinence”;

Hospitalization (OR=1.78), Corticosteroid

use (OR=1.34) Colectomy (OR=1.55).

Prevalence of BU (6%- 24% in inactive and

38%-65% in active disease)

6x increased risk of developing active disease;

2x increased risk of high FCP

CD patients reported a greater impact on
quality of life due to BU than UC patients

Prevalence of BU:

30.1% in UC

17.2% in CD

14.1% in healthy controls.

17%-26% of BU in UC, 27% in clinical
remission;

13%-17% of BU in CD;

73.5% of BU in clinical remission

Prevalence of BU:

98.5% in UC and 96.2% in CD during flares;

65-69% during clinical remission.

Prevalence of 34.5%;
BU in 63.2% of patients during clinical
remission.

Higher levels of depression

56.1% felt anxious,
62.5% recognized BU as the main
symptom to improve

Depression (OR=3.03

anxiety (OR=2.15)

Social impairment (OR=2.05,

OR 2.76 and OR 7.7) for “hurry’,
“immediately” and “incontinence”.

Major problems reported due to BU:
the unavailability of toilets when going
out, traveling, or working

Patients with fatigue had higher rates
of BU (30.1% vs. 17.2%).

Patients with BU reported worse
HRQoL and greater levels of overall
work impairment

Impact on daily activity: UC VAS 6
(IQR 3-8) and CD VAS 5 (IQR 3-38).

BU is associated with disease-related
disability (IBD disk), lower quality of
life, and depression.

BU: bowel urgency; IBD: inflammatory bowel disease; UC: ulcerative colitis; CD: Crohn's disease; IBD-U: IBD-undetermined; HRQoL: Health-Related

Quality of Life; OR: odds ratio; FCP: fecal calprotectin; VAS: visual analogue scale; IQR: interquartile range.

Yet, current assessment tools capture only fragments of this
complex experience, typically focusing on symptom intensity,
stool frequency, or downstream functional limitations,
without integrating frequency, emotional burden, social and
occupational impact, and coping behaviors [4, 29, 41]. This
conceptual and methodological gap highlights the need for a
dedicated, multidimensional BU-specific PRO that can inform
both the evaluation of therapeutic efficacy and more genuinely
patient-centered clinical decision-making.

Despite the relevance of the synthesized evidence, several
limitations in the existing literature should be acknowledged.
Firstly, the available data are markedly unbalanced toward
UC, with a relative underrepresentation of CD-specific data.
This reflects the higher frequency with which BU is assessed
as an endpoint in UC trials and surveys. Still, it limits the
generalizability of some conclusions across the entire IBD
spectrum. Secondly, a substantial proportion of the evidence,
particularly from earlier clinical trials and real-world surveys,
relies on patient-reported outcomes that were not designed
initially or formally validated to assess BU as a standalone
construct [5, 15, 16]. This reliance on non-specific or partially
validated PROs may have introduced measurement bias and
contributed to the heterogeneity observed in prevalence

estimates and outcome associations. Heterogeneity in
definitions of BU, study designs, and outcome measures
limits the comparability of findings across studies. Finally,
several large epidemiological datasets and psychosocial
studies are based on online surveys and patient registries [6,
9], which are inherently subject to self-selection bias and may
overrepresent patients with higher symptom burden, greater
disease engagement, or higher digital literacy. As a result, the
psychosocial and functional impact of BU may be partially
overestimated.

At the same time, this review has important strengths.
It integrates clinical, psychosocial, and methodological
perspectives on BU, highlights its prognostic role and day-
to-day burden from the patient’s standpoint, and explicitly
links the existing evidence base to the development of a future
multidimensional BU-specific PRO. Nevertheless, the clinical
implications remain clear: BU is highly prevalent, persists even
in patients with endoscopic remission, and exerts a profound
impact on daily functioning and psychological well-being.
Systematic assessment of BU should therefore be incorporated
into routine clinical encounters, alongside conventional
indices of disease activity and biomarkers. Nurses and other
members of the multidisciplinary IBD team are uniquely
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Table II. Bowel urgency as a secondary outcome in RCTs

Molecule Program Name Induction/ Dose (way of BU Outcome Reference
Maintenance (week) administration)
Risankizumab ~ INSPIRE substudy 2 Induction (12) 1200 mg (IV) at 44.1% NO BU Louis et al. (2024)
week 0,4,8 (35]
Risankizumab 180 mg (SC) e4w  53.6% NO BU Louis et al. (2024)
COMMAND substudy 1 [35]
Maintenance (52)
Risankizumab 360 mg (SC) edw  49.4% NO BU Louis et al. (2024)
(35]
Mirikizumab LUCENT-1 Induction (12) 300 mg (IV) at -2.6 Quantitative reduction D’Haens et al. (2023)
week 0,4,8 in U-NRS [36]
Mirikizumab LUCENT-2 Maintenance (52) 200 mg (SC) edw  -3.8 Quantitative reduction D’Haens et al. (2023)
in U-NRS [36]
Mirikizumab LUCENT-3 Long-term 200 mg (SC) edw  86.1% Reduction of >3 from Sands et al. (2024)
extension (104) U-NRS [37]
Guselkumab QUASAR phase 3 Induction (12) 200 mg (IV) at 20% ** IBDQ - RESOLUTION  Rubin et al. (2025)
week 0,4,8 (38]
Guselkumab Maintenance (52) 100 mg (SC) e8w  31% * IBDQ - RESOLUTION  Rubin et al. (2025)
(38]
QUASAR phase 3
Guselkumab Maintenance (52) 200 mg (SC) edw  34% * IBDQ - RESOLUTION  Rubin et al. (2025)
(38]
i i 04 * _
Etrasimod ELEVATE.-UC 12 Induction (12) 2mg QD 28.1% U-NRS <1 [C;;z]iparro et al. (2025)
i i o4* -
Etrasimod ELEVATE- UC 52 Maintenance (52) 2mg QD 25.9 % U-NRS<1 [C;I;e]lparro et al. (2025)
Upacitinib U-ACHIEVE - substudy 2 Induction (12) 45 mg QD 48% ** NO BU Danese et al. (2022)
U-ACCOMPLISH [40]
e . -
Upacitinib U-ACHIEVE - substudy 3 Maintenance (52) 30 mg QD 54% NO BU azr]lese etal. (2022)

BU: bowel urgency; IBD-Q: inflammatory bowel disease-questionnaire; IV: intravenous; SC: subcutaneous; U-NRS: urgency - numeric rating scale; e4w =
every 4 weeks; e8w = every 8 weeks; QD: once-daily; *: p-value < 0.05, **: p-value < 0.001. Comparisons are with placebo.

positioned to identify BU early, monitor its evolution through
structured PROs, and provide tailored education and support
regarding coping strategies and self-management. In clinical
trials, including BU as a predefined endpoint and capturing
its multidimensional impact may help to discriminate between
treatments with similar anti-inflammatory efficacy but different
effects on patients lived experience. A more explicit focus on BU
can thus contribute to a truly patient-centered, treat-to-target
approach aligned with contemporary therapeutic strategies.

Future research should prioritize the systematic development
and validation of a BU-specific, multidimensional patient-
reported outcome measure [37]. This process should be
grounded in qualitative item generation directly informed
by patient experiences, followed by rigorous content
validity testing, psychometric validation, and responsiveness
assessment. The integration of such a tool into routine clinical
practice and clinical trials would enable a more precise
evaluation of disease burden, improve monitoring of treatment
response, and ultimately support a more patient-centered, treat-
to-target approach in IBD.

CONCLUSIONS

Bowel urgency is a highly prevalent and disabling symptom
in IBD patients, with a negative impact that extends well beyond
traditional markers of disease activity. It is strongly associated
with impaired health-related quality of life, psychological
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distress, and substantial work and social limitations, and it
remains clinically relevant even in patients achieving clinical
and endoscopic remission. Emerging evidence from both
observational studies and interventional trials further supports
BU as a meaningful treatment target and a sensitive early
indicator of therapeutic response.

Despite its clear clinical and prognostic relevance, currently
available assessment tools do not adequately capture the
multidimensional nature of BU. Existing measures focus
predominantly on symptom intensity or downstream
behavioral consequences, while consistently overlooking
key domains such as symptom frequency, emotional burden,
anticipatory anxiety, social participation, and functional
impairment. This results in an incomplete and only partially
patient-centered representation of the BU experience.
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