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Background: 1BD-PODCAST was a global real-world study to assess suboptimal disease control (SDC) in
patients with Crohn’s disease (CD) and ulcerative colitis (UC) using STRIDE-II criteria.

Aim: To evaluate quality of life (QoL), disease characteristics and control in patients with SDC, comparing
perspectives of patients and healthcare providers (HCPs) in the Italian subpopulation.

Methods: IBD-PODCAST-Italy enrolled adult outpatients from 17 centers. The study used a combination of
retrospective chart reviews and cross-sectional assessments to gather data on treatment, patient-reported
outcomes (QoL, fatigue, work productivity) and clinical activity. Patient and HCP perceptions of disease
control based on STRIDE-II criteria, which included clinical, laboratory and endoscopic findings were also
assessed.

Results: SDC was identified in 53.4 % (95 % CI: 44-62.8 %) of CD and 49.0 % (95 % CI: 39.1-59.0 %) of
UC patients. Those with SDC had lower short IBD questionnaire scores (45.9 + 12.0) compared to optimal
disease control (ODC) patients (57.4 + 9.9). Extraintestinal manifestations and bowel urgency were more
frequent in SDC patients. Physician-perceived SDC (14.5 %) was higher than patient-perceived SDC (8.8 %)
and agreement between patient and HCP assessments was low.
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Conclusions: Patients with SDC experienced impaired QoL. The discrepancy between patient and physi-

cian perceptions of disease control, alongside objective measures, highlights the need for further research

to optimize care and improve outcomes.

© 2025 The Authors. Published by Elsevier Ltd on behalf of Editrice Gastroenterologica Italiana S.r.l. This
is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/)

1. Introduction

Inflammatory bowel diseases (IBD) are chronic inflammatory
disorders affecting the gastrointestinal tract, with Crohn’s disease
(CD) and ulcerative colitis (UC) being the two primary forms [1,2].

The worldwide prevalence of IBD exceeds 0.3 %, with rising in-
cidence rates [3] and by 2030 the prevalence is projected to reach
1 % in most Western countries [4]. In Italy, prevalence ranges from
187 to 442 per 100,000 inhabitants, with annual incidence of CD
and UC ranging from 6.1 to 17.9 and 12.2-15.3 per 100,000 inhab-
itants, respectively [5-7], posing a significant public health chal-
lenge.

Suboptimal disease control (SDC) of IBD, often due to delayed
treatment or limited drug effectiveness is associated with severe
complications, including hospitalization, surgery, increased cancer
risk, and disability [8,9]. These complications impact upon quality
of life (QoL), disrupt work and daily activities and increase the risk
of anxiety and depression [8,10-13].

The IBD-PODCAST study [14], revealed a high prevalence of
SDC based on objective criteria of optimal disease control (ODC)
defined by Selecting Therapeutic Targets in Inflammatory Bowel
Disease-II criteria (STRIDE-II) [15]. A steering committee of seven
international experts in IBD further refined these criteria intro-
ducing “red flag” criteria for inadequate disease control [14,16-18].
SDC affected 52.2 % of CD patients and 44.3 % of UC patients with
contributing factors including impaired QoL, extraintestinal mani-
festations (EIMs), steroid overuse, and ongoing inflammation [14].
Consistent findings emerged from PODCAST subgroup studies in
Canada Spain, and Italy [16-18].

Clear, standardized treatment goals are essential for long-term
disease management. The treat-to-target (T2T) approach, devel-
oped by the International Organization for the Study of Inflam-
matory Bowel Disease (IOIBD), helps optimize patient outcomes
through tight monitoring of disease activity, early intervention, and
prevention of complications. The STRIDE recommendations [19],
including the updated STRIDE-II version [15] define treatment tar-
gets for CD and UC, including clinical response, clinical remission,
normalization of inflammatory markers, endoscopic remission, and
improved QoL [15]. Two key studies, CALM [20] and REACT [21]
have demonstrated the effectiveness of this strategy in CD man-
agement.

Effective communication between healthcare professionals
(HCPs) and patients improves patient health outcomes [22] and
treatment adherence in IBD [23]. Nevertheless, recent studies high-
light a discrepancy between patient and healthcare provider per-
spectives on symptom severity, with providers often underestimat-
ing patient concerns [24-26].

While previous studies have explored differences in symptom
burden perception, few have evaluated alignment between patient
perspectives, physician assessments of the disease, and the criteria
indicated in the STRIDE recommendations.

This study aimed to investigate the QoL of patients with SDC
and explore discrepancies in disease perception between HCPs and
patients under both ODC or SDC in relation to STRIDE-II objective
criteria. Understanding these disparities can inform improved com-
munication and tailored treatment strategies to effectively address
patient needs.

2. Methods
2.1. Study design and population

This was a non-interventional, international, multicenter cross-
sectional, retrospective study, previously described in detail else-
where both at international [14] and at Italian level [16]. The study
comprised a retrospective chart review and cross-sectional physi-
cian and patient assessments. This report presents a sub analysis
of the Italian study [16].

SDC was defined as the failure to achieve optimal disease man-
agement, characterized by the presence of symptoms and/or ac-
tive inflammation. This determination was made at the date of
the single visit for the cross-sectional assessment (index date), us-
ing adapted Red Flags (RFs; previously reported [14,16-18] and de-
scribed below and in Supplementary Table S1) indicative of symp-
tomatic disease based on the recently published STRIDE-II recom-
mendations [15].

The retrospective component of the study collected data on
Health Care Resource Utilization (HCRU) within the last 12 months,
treatment history, and the initial occurrence of RFs that at the in-
dex date led to the classification of SDC. There were no protocol-
mandated tests, procedures, or clinic visits for this study.

The study population has been previously described [16]. The
study included adult CD/UC outpatients from private practices,
centers, and hospitals treating IBD patients. Patients were consecu-
tively enrolled (April 30th - November 30th, 2022). Eligibility crite-
ria included being >19 years old, having a confirmed diagnosis of
UC or CD for >1 year, providing informed consent, and being able
to read and complete study materials. Patients with <12 months
of documentation, those receiving investigational treatments, and
those with unclassified IBD or a history of proctocolectomy were
excluded.

2.2. Red flags defining suboptimal disease control

A steering committee of seven international IBD experts de-
veloped the adapted RFs, which included short-term symptomatic
parameters, intermediate-term symptoms and biochemical param-
eters, and long-term QoL and imaging targets as previously de-
scribed [14,16-18]. The applicability of these targets depended on
the duration of treatment with specific IBD medications. RFs cutoff
values used to define SDC are summarized in Supplementary Table
S1.

2.3. Data collection

A description of the data collection process is present in pub-
lished studies [14,16-18] and in Supplementary Figure S1. During
this visit, both clinician and patient perceptions of disease control
were evaluated. Clinicians reported their perception of disease con-
trol, while patients completed a dedicated questionnaire (Supple-
mentary figure S2).

2.4. Quality of life assessment

Cross-sectional assessment included the following patient re-
ported components: the Short Inflammatory Bowel Disease Ques-
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Fig. 1. Mean Short IBD Questionnaire (SIBDQ) scores in the overall population and in Crohn’s disease (CD) and ulcerative colitis (UC) patients, divided into suboptimal disease
control (SDC) and optimal disease control (ODC) (A). Mean SIBDQ scores for bowel, systemic, emotional, and social domains are represented (B). Above the error bars, the
number of patients for whom the data were available is shown. Inside error bars, mean values are reported. Missing values ranged from 1-3 for patients reporting SIBDQ

scores.
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Stool urgency assessment by disease control status at index through the Patient Simple Clinical Colitis Activity Index (P-SCCAI) questionnaire inpatients with Crohn’s disease

and Ulcerative Colitis.

Total Crohn’s disease Ulcerative colitis
Suboptimal Optimal Suboptimal Optimal Suboptimal Optimal
Total Control Control Total Control Control Total Control Control
N=220 N=113 N=107 N=116 N=62 N=54 N=104 N=51 N=53
Proportion of patients who were not able to hold up 80 (38.8) 59 (56.2) 21 (20.8) 38 (34.9) 31 (53.4) 7 (13.7) 42 (43.3) 28 (59.6) 14 (28.0)
their stool for 15 minutes or longer or made
adjustments to their activities, n (%)
Proportion of patients who were not able to hold up 29 (14.1) 23 (21.9) 6 (5.9) 12 (11.0) 10 (17.2) 2(3.9) 17 (17.5) 13 (27.7) 4 (8.0)

their stool for 15 minutes or longer and made
adjustments to their activities, n (%)

SIBDQ, Short Inflammatory Bowel Disease Questionnaire.

these cases during the visit (Supplementary Table S3). Rheumatic
diseases were reported in 11.8 % of the overall patients, in 20.4 %
of patients with SDC, and only in 2.8 % of those with ODC. Among
rheumatic diseases, peripheral arthritis was the most frequently
reported (6.8 %), with a higher proportion in SDC patients (10.6 %)
compared to ODC patients (2.8 %). Among patients with peripheral
arthritis, 50 % of those with SDC did not have any treatment ad-
justments or additional monitoring planned at the time of the visit
(Supplementary Table S3).

3.4. Bowel urgency

Among the IBD population, 56.2 % under SDC were unable to
hold their stool for 15 min or longer or had to make adjustments
to their activities, compared to 20.8 % under ODC (Table 2). Fur-
thermore, 21.9 % of patients under SDC were not only unable to
hold their stool for 15 min or longer but also had to make changes
to their activities, compared to 5.9 % of ODC patients.

A concerning aspect is that even among UC patients with ODC,
one-third still experienced urgency issues. Specifically, 28 % were
unable to hold their stool for 15 min or longer or had to make
adjustments to their activities. These percentages were lower in CD
patients: 13.7 % of patients with ODC were unable to hold their
stool for 15 min or longer or had to make adjustments to their
activities.

3.5. Inflammatory bowel disease disk

SDC patients were observed to have consistently higher IBD-
Disk scores compared to those with ODC in all domains consid-
ered (Supplementary Table S4). In CD patients, energy domains
(4.5 &+ 2.8 versus 2.7 & 2.4 in SDC and ODC, respectively) and sex-
ual function (2.3 £ 2.9 in SDC compared to 0.9 + 1.9 in ODC) re-
vealed marked differences in SDC and ODC groups. In UC, the do-
mains of emotions (4.4 + 3.2 versus 2.5 + 2.3 in SDC compared to
0ODC) and regulation of evacuation (3.3 + 3.3 in SDC compared to
1.9 + 2.1 in ODC) also exhibited notable differences (Supplemen-
tary Table S4).

3.6. Work/Activity impairment

The average rate of absenteeism was notably higher in pa-
tients with SDC compared to those with ODC across the entire
study population (8.5 &+ 18.0 % for SDC and 2.1 + 6.8 % for
0ODC) (Fig. 2). Likewise, presenteeism and work productivity loss
were both significantly higher in the SDC group compared to the
ODC group. The average presenteeism rate for SDC patients was
27.3 £+ 25.0 % compared to 15.8 + 21.9 % for ODC patients. Sim-
ilarly, the mean work productivity loss score for SDC patients
exceeded 30 % (30.5 &+ 279 %), while the ODC group averaged
18.0 + 23.2 %.

The average activity impairment score was also significantly
higher in the SDC group (34.1 + 30.0 %) compared to the ODC
group (20.0 + 29.5 %). The association between SDC and a substan-
tial burden on work productivity and daily activities for patients
with IBD held true for both CD and UC subgroups (Fig. 2).

3.7. Perception of fatigue

The FACIT-F questionnaire indicated less fatigue in patients with
0DC, reflected by a higher mean FACIT-F score of 127.6 + 18.8 in
ODC patients compared to 111.0 & 24.6 in those with SDC (Fig. 3).
This trend was consistent in both CD and UC patients, with average
scores of 130.4 + 19.8 in ODC vs. 111.4 + 26.0 in SDC for CD, and
124.8 + 174 in ODC vs. 110.6 £+ 22.9 in SDC for UC. This pattern
was also observed across all subcategories covered by the ques-
tionnaire (Fig. 3). In particular, the fatigue assessment scores were
434 4+ 7.2 in ODC patients, compared to 374 + 10.5 in the SDC
group (37.1 and 37.7 for SDC CD and UC patients, respectively, and
44 and 42.8 for optimally controlled CD and UC patients) (Fig. 3).

3.8. Disease perception

Only 8.8 % of patients believed their disease to be uncontrolled,
whereas physicians perceived 14.5 % of patients as having uncon-
trolled disease. Among patients with SDC, 36.8 % believed their
disease was sub optimally controlled for >12 months. When asked
about the reasons for SDC, 52.6 % cited limited QoL/daily func-
tions (Supplementary Table S5). Clinicians attributed SDC mainly to
poorly controlled symptoms in 62.5 % of cases, while only 37.5 %
believed patients had significant impairment in QoL and/or daily
activity (Supplementary Table S5). This trend was consistent in
both CD and UC patient groups.

When evaluating the QoL of patients considered to have ODC by
clinicians, 24.2 % had a severely compromised QoL. The same trend
was observed from the patient’s perspective, with more than one-
quarter of ODC patients in the overall population (23.6 %), while
SDC was perceived to be higher for patients compared to physi-
cians (78.9 % vs. 57.1 %).

Considering patients with SDC according to RFs, as reported by
clinicians and patients (Fig. 4), what was evident was a very low
percentage of overlap for these three parameters (6.5 % in the over-
all population, 4.5 % in CD, and 8.8 % in UC).

4. Discussion

The IBD-PODCAST study provides an overview of IBD man-
agement in real-world clinical practice across several countries
[14,16-18], based on STRIDE-II recommendations. This sub analysis
of the Italian IBD-PODCAST [16] focused on evaluating the QoL in
patients with SDC, characterizing the disease, and comparing per-
ceptions of disease control between patients and HCPs. We found
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Fig. 2. Work Productivity and Activity Impairment Questionnaire (WPAI) scores at index in the overall study population and in Crohn’s disease (CD) and ulcerative colitis
(UC) patients, divided into suboptimal disease control (SDC) and optimal disease control (ODC). Above the error bars, the number of patients for whom the data were
available is shown. Inside the error bars, the mean value is reported. Missing values ranged from 1-4 for patients reporting WPAI scores.

that patients with SDC had compromised QoL, with lower SIBDQ,
higher frequency of EIMs, IBD Disk and FACIT-F scores, greater
work absenteeism, and reduced work capacity compared to pa-
tients with ODC. Bowel urgency emerged as a major factor af-
fecting QoL. Notably, there was a substantial disconnect between
clinician- and patient-perceived disease control, as well as mis-
alignment with STRIDE-II criteria. Approximately 9 % of patients
deemed optimally controlled still reported severely impaired QoL
(SIBDQ <45), compared to 14.5 % for physicians, highlighting a
critical gap in current assessment approaches. These findings align
with those from the CONFIDE [24,25] and ICONIC studies [33] and
reinforce the need to integrate patient-reported outcomes into rou-
tine IBD management to inform more meaningful, personalized
therapeutic strategies.

We did not observe differences in outcomes between UC and
CD patients, but only between the SDC and ODC subpopulations.
Previous PODCAST studies [14,17,18] also revealed no significant
differences between UC and CD, as also observed in a recent Ital-
ian study [34]. In this regard, only outcomes assessed in the IBD
population will form the focus of the present discussion.

QoL is known to be compromised in patients with IBD [35],
with SIBDQ score correlating with QoL. A SIBDQ score of <50 in-
dicates impaired QoL and a score of <45 indicates severely im-
paired QoL [27,36]. In our study, mean SIBDQ score was lower in
SDC patients (45.9 + 12.0) compared to ODC patients (57.4 + 9.9).
Almost half (47.3 %) of SDC patients had SIBDQ scores from 10—
44, compared to only 8.7 % of ODC patients. The international
IBD-PODCAST study [14] demonstrated similar trends, with lower
mean SIBDQ scores for SDC patients in countries such as Canada
[17] and Spain [18], as well as in our previous study from Italy
[37].

EIMs are associated with increased morbidity, impaired QolL,
and higher risk of surgery [38]. Patients with SDC had a higher
probability of EIMs, particularly rheumatic diseases, which aligns
with findings from other IBD-PODCAST studies [14,17,18,37], par-
ticularly the international PODCAST study [14] reporting that im-
paired QoL in SDC patients was mostly associated with clinically
relevant EIMs [12,39].

In our study, IBD Disk scores were higher in SDC than in ODC,
indicating greater disability, consistent with findings from Spanish
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Fig. 3. Functional Assessment of Chronic Illness Therapy-Fatigue (FACIT-F) scores at index in the overall study population and in Crohn’s disease (CD) and ulcerative colitis
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and functional well-being) (B). Above the error bars, the number of patients for whom the data were available is shown. Missing values ranged from 1-4 for patients

reporting FACIT-F scores.

and Canadian PODCAST studies [17,18]. Recent studies have associ-
ated the IBD-Disk with disease-related disability in a Saudi Arabian
population [40] and French populations [41,42]. We also reported
lower FACIT-F scores in SDC than in ODC, reflecting greater fatigue,
which aligns with the findings from the Spanish IBD-PODCAST
Study [18].

Impaired QoL and higher levels of fatigue in SDC are consistent
with previous reports, indicating that severe fatigue and poor QoL
are strongly associated with disease activity. This may be related to
the significant psychosocial burden and reduced social functioning
seen in these patients [35,43].

Regarding the impact of SDC on work productivity, we observed
higher rates of absenteeism, presenteeism (reduced productivity at

work), and overall work productivity loss in SDC compared to ODC
patients. This corroborates with a previous report, where IBD pa-
tients were observed to have greater work productivity impairment
compared to the general population, with significantly higher ab-
senteeism and presenteeism [44]. Other studies have also reported
a significant negative impact of IBD on labor force participation,
particularly among CD patients [45,46].

Bowel urgency is recognized as a highly burdensome symptom,
with major impact on QoL compared to other symptoms [47-49].
In our study, over half of SDC patients (56.2 %) reported being un-
able to hold their stool for at least 15 min or had to adjust their
activities, compared to 20.8 % of ODC patients. These findings are
consistent with the Canadian PODCAST Study [17]. Although bowel
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urgency is clinically significant, there is limited literature research
on its impact in CD and UC patients. A study by Wolf et al. em-
phasized its substantial impact on UC patients, suggesting subop-
timal treatment in real-world settings [50]. Further studies have
highlighted the importance of bowel urgency as a critical patient-
reported outcome, with strong associations between urgency, so-
cial impairment, depression, anxiety, and fatigue in UC patients
[51].

Effective communication between clinicians and patients is cru-
cial for optimizing health outcomes and treatment adherence in
IBD [23,52,22]. However, a lack of agreement exists between pa-
tient and HCP views on symptom burden, with HCPs underestimat-
ing issues important to patients [24,25,33,47,53,54]. In our study,
only 9 % of patients perceived their disease as uncontrolled, com-
pared to 15 % of physicians who believed their patients had un-
controlled disease. This aligns with findings from the ICONIC study
[33] performed on UC patients. Moreover, the IBD GAPPS study
[47], showed that physicians often underestimated the severity of
rectal urgency in CD patients or the need for immediate toilet-
ing after eating in both CD and UC patients. The CONFIDE [24,25]
study also reported differences in perceptions of bowel urgency be-
tween patients and HCPs across the US, Europe, and Japan. This
disconnect in perception of disease control is not unique to IBD; in
psoriasis, for instance, the SHAPE survey [55] showed that about
40 % of psoriatic patients felt that their dermatologist did not fully
consider their wellbeing, highlighting a broader issue of commu-
nication gaps between patients and physicians in autoimmune dis-
eases.

Another key finding from our study was the discrepancy among
RFs, which reported around 50 % of SDC, and the patient and
clinician assessments of SDC in the current study, with 24.2 %
of patients considered optimally controlled still having compro-
mised QoL. Implementing STRIDE-II recommendations for disease
monitoring may be challenging due to the need for a systematic
approach to patient evaluations and access to healthcare profes-
sionals to meet targets. These findings highlight the necessity for
a strong therapeutic partnership between clinicians and patients.
This partnership should encompass thorough evaluations of daily
life and symptom burden, to bridge the perception gap between
patients and clinicians. Future studies should explore whether
achieving objective targets (as outlined in STRIDE II) leads to better
disease control compared to targets selected by patients.

While our study is indeed a sub-analysis, it provides critical
real-world data on the discordance between patient and physician
perceptions of disease control in IBD, based on STRIDE-II criteria.
These findings highlight the substantial burden experienced by pa-
tients deemed to have “optimal control,” thus highlighting gaps
in current assessment approaches. Given the increasing emphasis
on T2T strategies, we believe our results contribute meaningful in-
sights that can enhance both clinical decision-making and the de-
velopment of future interventions focused on aligning therapeutic
targets with patient-centered outcomes.

Despite insights gained, several limitations should be noted.
Given the exploratory nature of this study, the sample size was
smaller than desired for subgroup analysis for some outcomes. A
larger sample size in a future study will be important to confirm
these findings. In addition, we did not have data on the presence
of EIMs in the 12 months preceding the index date. Data derived
from patient’s and physician’s perceptions were not always from
the same questionnaire with potential variations to these ques-
tions therefore precluding the possibility to accurately make direct
comparison or assess differences in a more formal manner. As the
study was descriptive, no formal statistical analysis was planned.

Another limitation of the study is that some PROs assessing
QoL and fatigue may be influenced by comorbidities and nutri-
tional/vitamin deficiencies, which were not investigated.

However, this study has several strengths. It is the first inter-
national multicenter study to explore differences in patient and
physician perception in SDC and ODC patients with IBD, provid-
ing valuable insights across diverse healthcare settings. The collab-
orative nature of this research enhances its applicability and rele-
vance. Additionally, the use of both patient and clinician perspec-
tives enriches the findings, allowing for a more comprehensive un-
derstanding of the disease burden.

5. Conclusion

This study highlighted significant differences in QoL between
patients with SDC and ODC. SDC patients exhibited lower QoL,
higher rates of EIMs, and greater work productivity impairment
with bowel urgency being a critical factor. Even optimally con-
trolled patients experienced substantial QoL issues, indicating the
need for better therapeutic understanding and communication be-
tween clinicians and patients.
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A major finding was the lack of agreement in perception of dis-
ease control between patients and clinicians and STRIDE-II criteria,
with many patients deemed optimally controlled still experienc-
ing compromised QoL. Effective communication and comprehen-
sive QoL assessments are crucial to addressing the real-world chal-
lenges faced by IBD patients.

Our findings highlight the need for revised IBD management
strategies to enhance disease control and QoL.
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