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Understanding 
ulcerative colitis In UC, inflammation can occur from the rectum and extend proximally to involve additional 

areas of the colon.1

Ulcerative colitis (UC) is a chronic, immune-mediated inflammatory 
bowel disease, mainly affecting the colonic mucosa.1–5

Evidence suggests that UC may be progressive and is complicated by damage beyond the 
mucosal layer, with associated abnormalities.6–8

Studies have shown an increase in colectomy over time, with about 10% of patients requiring 
colectomy at 10 years after UC diagnosis.9,10

OVER TIME , PATIENTS WITH UC MAY E XPER IENCE STRUCTUR AL AND FUNCTIONAL DAMAGE AND 
INCR E ASED PR E VALENCE OF COLECTOMY. 6 – 8 ,1 0

Functional abnormalities6–8

 Increased colonic permeability

 Decreased contractility

 Changes in rectal motility and compliance

Structural abnormalities6–8

 Fibrosis

 Strictures

 Pseudopolyps

 Neoplasia

A 2023 systematic review and meta-analysis examined the prevalence of colectomy in patients 
with UC by analyzing 31 population-based and cohort studies published between 1985 and 2021. 
The risk of colectomy was assessed at various time intervals following a UC diagnosis:  
1 year (67,102 patients), 2 years (7,492 patients), 5 years (68,618 patients), 10 years (149,126 patients), 
15 years (7,229 patients), and 20 years (12,497 patients).10
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Assess an individual patient’s disease location and severity using 
available tools and resources to guide disease management decisions.11–13

MANAGING ULCER ATIVE COLITIS

Assessing 
disease severity

THER APEUTIC MANAGEMENT IN UC SHOULD BE GUIDED BY THE SPECIFIC DIAGNOSIS 
(ie, MONTREAL CL ASSIFICATION), AN ASSESSMENT OF DISEASE ACTIVIT Y (ie, MILD, 

MODER ATE , OR SEVERE), AND DISEASE PROGNOSIS .”

American College of Gastroenterology 2019 Clinical Guidelines for UC in Adults1

These factors are general guides for disease activity. Outside of remission, a patient does not need to have all of these factors to be 
considered in a specific category.1 

CRP=C-reactive protein; ESR=erythrocyte sedimentation rate; FC=fecal calprotectin; UCEIS=Ulcerative Colitis Endoscopic Index of Severity.

Assessing UC disease severity according to the proposed American College  
of Gastroenterology (ACG) UC Activity Index1

“

PROPOSED ACG UC ACTIVITY INDEX

Blood in 
stools

Stools 
(number 
per day)

ESR HemoglobinUrgency Endoscopy 
(Mayo 
subscore)

FC 
(mcg/g)

CRP 
(mg/L)

Remission Formed 
stool

None None Normal <30 0–1 0–1Normal <150–200

Moderate-
severe

>6 Frequent O�en <75% of 
normal

>30 2–3 5–8Elevated >150–200

Mild <4 Intermi�ent Mild, 
occasional

Normal <30 1 2–4Elevated >150–200

UCEIS

>10 Continuous Continuous Transfusion 
required

>30 3 7–8Elevated >150–200Fulminant
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Exploring 
disease 
management 
options
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Please note: This overview is intended to be used in combination with your clinical assessment and latest guidelines to facilitate decisions 
regarding disease management plans. 

JAK=Janus kinase; S1P=sphingosine-1-phosphate; TNF=tumor necrosis factor.

1950s 1960s 1990s 2000s 2010s1940s 2020s

S1P receptor
modulators Aminosalicylates Corticosteroids Immunomodulators anti-TNFs JAK inhibitors

Interleukin 
inhibitors

anti-integrins

Biosimilars
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The IBD treatment landscape has evolved1,25–26

Discuss with patients their desired disease management goals, as well 
as the benefits and the risks of available management options.14
Enable shared decision-making to determine disease management goals and select an 
appropriate management plan that is consistent with patients’ best interests.14

Various IBD therapeutic options are available and should be selected based on the location, 
extent, phenotype, severity of disease, and benefits and risks of therapeutic options.14,18
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Management of UC may also include the incorporation of non-pharmacological strategies  
to possibly alleviate symptoms and potentially reduce disease complications1,27,28:

Diet modification
In patients with UC, diet modification, 
including personalized nutrition and 
established diets (eg, fiber supplements, 
low FODMAP), may help reduce symptoms 
and inflammation markers.27,28

Physical activity and exercise
Improvement in disease activity may 
be possible by incorporating physical 
activity, which has the potential to 
improve quality of life and cardiovascular 
and bone health.27 

Psychotherapy
Negative psychosocial outcomes can  
be common in patients with UC.27 

Psychotherapy may have a positive 
impact on quality of life, coping skills,  
and certain mental health symptoms.29

Intestinal surgery
When disease has progressed significantly 
(eg, patient has acute severe UC,  
is non-responsive to medical treatment, 
has dysplasia or carcinoma), surgery/
colectomy may be an appropriate 
approach to disease management.1

CANCER SCR EENING AND SUBSEQUENT SURVE ILL ANCE IS R ECOMMENDED IN 
CERTAIN PATIENTS WITH UC BASED ON THE ACG GUIDELINES , AS INFL AMMATION 
MAY BE A PR IMARY DR IVER OF CANCER R ISK IN UC.1

ACG=American College of Gastroenterology; FODMAP=fermentable oligosaccharides, disaccharides, monosaccharides, 
and polyols.
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A treat-to-target approach is recommended by STRIDE-II with the 
goal of improving long-term outcomes for patients with IBD.30,31

ACTIVE
DISEASE

THERAPY
ACCORDING

TO RISK

Symptomatic
response

Intermediate targets Long-term targets

TARGETS NOT REACHED

Short-term targets

Symptomatic
remission and
normalization

of CRP

Decrease in
calprotectin to 

acceptable range,
normal growth 

in children

Endoscopic
healing,

normalized QoL,
and absence of

disability

CONSIDER, BUT IT IS
NOT A FORMAL TARGET:

Ulcerative colitis:
Histological healing
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CRP=C-reactive protein; QoL=quality of life.

Turner D, et al. Gastroenterology. 2021;160(5):1570-1583. (Reprinted with permission from Elsevier.)

The Selecting Therapeutic Targets in IBD (STRIDE) recommendations were developed and first 
published by the International Organization for the Study of IBD (IOIBD) in 2015.31 They were 
updated in 2021 (becoming known as STRIDE II). The STRIDE recommendations use evidence-
based expert consensus with the aim of determining treatment targets for IBD to be used for  
a “treat-to-target” clinical management strategy.

Establishing 
treatment 
targets
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Monitoring 
treatment 
targets

CRP=C-reactive protein; ESR=erythrocyte sedimentation rate; PRO2=patient-reported outcome 2-item; SCCAI=Simple Clinical Colitis  
Activity Index; UCEIS=Ulcerative Colitis Endoscopic Index of Severity

Effective monitoring strategies support the appropriate timely 
management of IBD.30

There are a variety of monitoring tools available to support IBD disease management, 
such as these outlined by STRIDE II.30,31

Clinical response and remission (Scoring system)

 PRO2

 Partial Mayo Score

 SCCAI

 Full Mayo Score

Endoscopic and histological assessment

 Mayo endoscopic subscore

 UCEIS

 Sigmoidoscopy or colonoscopy

Biomarkers

 CRP

 Fecal calprotectin

 ESR
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