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ABSTRACT - Background — The increase in the incidence and prevalence rates of inflammatory bowel disease (IBD) is evident in many newly industrialized

countries in Asia, Africa, Eastern Europe, and the American continent. In Brazil, records are still scarce, and further studies on this topic are needed.
Objective — To evaluate the epidemiological profile and clinical characteristics of patients with IBD who were followed up at a reference service in the
state of Sao Paulo. Methods — We retrospectively analyzed the medical records of patients with IBD who were followed up in a Brazilian Referral Center.
Results — A total of 625 patients was evaluated, 416 with Crohn’s disease (CD), 190 with ulcerative colitis (UC), and 19 with indeterminate colitis. The
average age of the patients was 31.6 years, with a homogeneous distribution between males and females patients. In patients with CD, the most predominant
Montreal classification was A2, L3, and B1, with 44.8% of patients presenting with perianal disease; in UC, it was E2, and SO. The main extraintestinal
manifestation was rheumatologic, followed by cutaneous and ophthalmic lesions. The majority of patients (85.4%) used some type of medication, the
most frequent being aminosalicylates in patients with UC and biological therapy in patients with CD. Regarding surgeries, in CD, a significant percentage
of patients underwent some type of surgical procedure, unlike the UC patients, including fistulotomies and placement of seton, derivative ostomies, ente-
rectomy, ileocecectomy/right colectomy, total or partial colectomy, and strictureplasty. Only 195 (31.2%) patients lived in the city of Campinas, while 443
(70.9%) were from the 7th Regional Health Department (RHD), which corresponds to the macro-region of Campinas. Conclusion — In this study, most
patients came from the 7th RHD of Campinas; the patients were young, with no predominance of either sex; there was a higher frequency of patients
with CD (66.6%). Most of them (85.4%) were undergoing pharmacological treatment, and a significant percentage of CD patients had undergone surgery.

Keywords — Crohn’s disease; ulcerative colitis; epidemiology; gastrointestinal tract.

INTRODUCTION

Inflammatory bowel disease (IBD), most prominently rep-
resented by Crohn’s disease (CD) and ulcerative colitis (UC), is
a group of chronic diseases of the gastrointestinal tract (GIT).
When the distinction between CD and UC is not possible, colitis
is classified as indeterminate colitis (IC)®. All of these diseases are
characterized by periods of activity and remission, and they affect
mostly young individuals, with no predominance of sex®?. UC af-
fects the mucosal and submucosal layers of the colon and rectum,
whereas CD can involve the entire GIT transmurally®. The pheno-
types that characterize CD can be described as inflammatory (no
stricturing no penetrating), stricturing, or penetrating, which are
the three behaviors of the disease’s presentation®. IBD corresponds
to a group of immune-mediated diseases with a multifactorial
etiology, and probably results from an interaction between genetic
and environmental factors, which favors an uncontrolled immune
response to the intestinal microbiota, causing tissue damage®.

The highest incidence and prevalence rates of IBD are mainly
found in developed countries. In recent years, especially in the first
two decades of the 21st century, an increase in IBD cases has been

observed in newly industrialized and developing countries. This
epidemiological change in newly industrialized countries is com-
parable to the patterns observed in Western developed countries
more than 50 years ago”. Some factors may be responsible for this
increased frequency of IBD in these countries, including a higher
rate of urbanization that resulted in a transformation of lifestyle
behaviors, higher rates of smoking, sedentary occupations, and
lower rates of breastfeeding®.

In Brazil, where IBD is considered an emerging disease, there
are only a few population-based studies. A justification for this is
the lack of medical surveillance, reliable and unified records, and
databases®!”. Another factor that could explain this deficit is the
disorganization of the health system in a country of continental
size and its associated economic problems, which makes it difficult
to maintain adequate records!'”. In addition, published epide-
miological data can often be unreliable when measuring the real
dimension of the problem, owing to the great heterogeneity of the
characteristics presented in IBD, lack of access and availability
of diagnostic methods, experience of the professionals involved,
and information and notification systems in different regions of
the country,
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A few studies have demonstrated an increase in incidence and
prevalence rates of IBD in Brazil, confirming that IBD is a public
health problem because of its chronicity, associated with high mor-
bidity and treatment costs!'?. Therefore, this study aimed to assess
the epidemiological profile and clinical characteristics of patients
with IBD followed up at a Brazilian Referral Center by analyzing
their sociodemographic characteristics, their stratification accord-
ing to the Montreal classification, and by identifying the medical
approach chosen for these patients.

METHODS

The study enrolled patients with CD, UC, and IC diagnosed
at the IBD outpatient clinic, Prof. Dr. Juvenal Ricardo Navarro
Goes, of the Center for Diagnosis of Diseases of the Digestive
System (Gastrocenter), University of Campinas (Unicamp), and
those who were treated between January 1991 and December 2019.
The exclusion criteria were as follows: patients with other types of
colitis, those under 18 years of age, those who missed follow-up,
and deaths. Patient information was collected from the database of
the outpatient clinic (attendance files and electronic registration). It
was complemented, if necessary, with the medical records from the
Unicamp Clinical Hospital, and more recently, with the hospital’s
electronic record system (AGHuse).

The variables collected and analyzed were sociodemographic
characteristics (age, sex, city of origin, and the Regional Health
Department [RHD)]), clinical aspects (time of symptom onset until
diagnosis, presence of extraintestinal manifestations (EIMs), the
Montreal classification, personal history of smoking, and family
history of IBD), and the performed treatment (medication and
surgery). The Montreal classification was used to classify CD and
UC, and the parameters for CD were as follows: the age of the first
clinical presentation of the disease (A = age), the location of the
involvement in the GIT (L = location), and the clinical behavior of
the disease (B = behavior). For UC, it was based on the endoscopic
appearance of the colon (remission, mild, moderate, or severe dis-
ease), and the maximum extent of intestinal involvement (distal,
left colitis, or pancolitis) observed during the colonoscopy exam'?.

The study was approved by the Research Ethics Committee of
the Faculty of the University of Campinas (Unicamp) under the reg-
istered approval number 3,265,851 (CAAE: 02165318.2.0000.5404),
and was conducted in accordance with the declaration of Helsinki.
The data were plotted in an Excel spreadsheet and statistical analy-
sis was performed using the Statistical Package for Social Sciences
program version 25.0 (SPSS Inc., Chicago, IL, USA, 2018). The
results are presented using descriptive statistics, using absolute
and relative distributions (%), and measures of central tendency
(mean and median), and variability (standard deviation, amplitude,
and interquartile amplitude), with the study of the symmetry of
distributions using the Kolmogorov-Smirnov test.

RESULTS

During the study period, 1,231 patients were treated at the IBD
outpatient clinic. Of these, 574 missed the follow-up appointments
over the years. There were 28 deaths, 14 of which were due to
disease-related causes; four were excluded from the study because
they were underage. Thus, the study population comprised 625
patients, of which 416 (66.6%) had CD, 190 (30.4%) had UC, and
19 (3.0%) had IC (FIGURE 1).
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Total of patients treated at the
IBD outpatient clinic: 1231

Missed follow-up: 574

Deaths: 28

Underage: 4

625 are currently treated at
the outpatient clinic

rohn’ . :
Ig:is(?aasz' Ulcerative Indeterminate
416 : Colitis: 190 Colitis: 19

FIGURE 1. Population included in the study.

IBD: inflammatory bowel disease.

The outpatient clinic of GASTROCENTER-Unicamp is a
reference center for IBD treatment for the 7th RHD, which cov-
ers 43 municipalities around Campinas, in Sdo Paulo state, Brazil
(TABLE 1).

The population of this region is 4,008,065 inhabitants, Accord-
ing to the latest census of 2010 (Brazilian Institute of Geography
and Statistics, 2020). The prevalence of IBD in the 7th RHD was
15.59/100,000 inhabitants, of which 10.38/100,000 inhabitants had
CD and 4.74/100,000 inhabitants had UC. Although the majority
of patients come from this RHD, some hail from other distant
regions, and even from other states, mainly cities in the South of
Minas Gerais (TABLE 2).

Regarding the patients’ current age, the mean and median
for CD, UC, and IC were 44.98 (SD=14.3) and 44 years; 50.35
(SD=15.5) and 52 years; and 45.16 (SD=17.0) and 39 years, respec-
tively. Of the 362 patients with CD in whom information on family
history of IBD was obtained, 38 patients had a family history of
IBD. Among the 161 UC patients, 18 presented the same history.
Furthermore, 52 of 203 patients with CD; and 16 of the 79 patients
with UC had a history of smoking (TABLE 3).

The age at the time of IBD diagnosis ranged from 7 to 78 years,
with a mean of 31.62 years (SD=13.2). The mean age for CD was
29.61 years (SD=12.0), ranging from 7 to 73 years, and for UC,
35.79 years (SD=14.3), ranging from 10 to 78 years.

According to the Montreal classification for CD, there was a
higher frequency of the A2 age Group (72.8%), with a similar dis-
tribution between males and females. The L3 location (34.4%) and
B1 behavior (46.9%) were observed. Approximately half of the pa-
tients (44.5%) had an association with perianal disease (TABLE 4).
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TABLE 1. Distribution of patients according to the city of origin (7th

Regional Health Department) and its population.

TABLE 2. Distribution of patients according to RHDs in Sdo Paulo State

and other states.

Number Number Number Population
City of IBD of UC of CD  defined by

patients  patients patients BIGS
Aguas de Lindéia 4 0 2 17.266
Americana 11 6 5 210.638
Amparo 2 1 1 65.829
Artur Nogueira 5 1 4 44.177
Atibaia 1 0 1 126.603
Egr‘gge‘?“s dlos 0 0 0 19.708
Braganca Paulista 6 1 5 146.744
Cabretiva 0 0 0 41.604
Campinas 195 65 122 1.080.113
g;’ﬁi (t’aL‘mp © 3 1 2 74.074
Cosmopolis 9 4 3 58.827
Holambra 2 1 1 11.299
Hortolandia 32 11 20 192.692
Indaiatuba 21 6 15 201.619
Itatiba 6 0 5 101.471
Ttupeva 3 0 1 44.859
Jaguaritina 9 5 4 44.313
Jarinu 0 0 0 23 847
Joanépolis 1 0 1 11.768
Jundia{ 5 1 4 370.126
Lindéia 0 0 0 6.712
Louveira 3 0 3 37.125
ls\/lIl(l)nte Alegre do 0 0 0 7152
Monte Mor 6 2 4 48.949
Morungaba 3 0 2 11.769
Nazaré Paulista 1 0 1 16.414
Nova Odessa 4 2 2 51.242
Paulinia 8 3 5 82.146
Pedra Bela 0 0 0 5.780
Pedreira 3 1 2 41.558
Pinhalzinho 0 0 0 13.105
Piracaia 0 0 0 25.116
Janta Birbara 19 2 17 180.009
%erlgg Antbnio da 5 0 5 20.650
Serra Negra 3 1 2 26.387
Socorro 1 0 1 36.686
Sumaré 52 18 34 241.311
Tuiuti 0 0 0 5.930
Valinhos 7 2 4 106.793
Vargem 0 0 0 8.801
Virzea Paulista 2 0 2 107.089
Vinhedo 8 S5 3 63.611

IBD: inflammatory bowel disease; UC: ulcerative colitis; CD: Crohn’s disease. BIGS: Brazilian

Institute of Geography and Statistics.

RHD’s number RHD’s names / Other Number of
/ Other States States patients
1 Grande Sdo Paulo 6

2 Aracatuba 2

3 Araraquara 2

6 Bauru 2

7 Campinas 443

8 Franca 1

9 Marilia 2

10 Piracicaba 56
14 Sdo José da Boa Vista 45

15 Sdo José do Rio Preto 1

16 Sorocaba 26
17 Taubaté 3

DF Distrito Federal 1
MA Maranhao 1
MG Minas Gerais 31
PR Parana 1

RHD: Regional Health Department.

TABLE 3. Demographic characteristics.

Charaeristics Disease type: n (%)
CD: n=416 UC: n=190 IC: n=19
(66.6%) (30.4%) (3.0%)
Sex (%)
Female 196 (47.1) 100 (52.6) 13 (68.4)
Male 220 (52.9) 90 (47.4) 06 (31.6)
Age (years)
Mean + DP 44.9 +14.3 50.3+£15.5 45.2+17.1
(amplitude) (18.0-80.0) (20.0-88.0) (23.0-74.0)
Median (1°-3° 44.0 52.0 39.0
quartile) (34.0-56.0)  (37.0-62.0)  (31.0-57.0)
Family history (%)
No 324 (77.9) 144 (75.8) 13 (68.4)
Yes 38(9.1) 17 (8.9) 02 (10.5)
Uninformed 54 (13.0) 29 (15.3) 04 (21.1)
Smoking habit (%)
No 151 (36.3) 63 (33.2) 7 (36.8)
Yes 23(5.5) 09 (4.7) -
Former smoker 29 (7.0) 07 3.7) -
Uninformed 213(51.2) 111 (58.4) 12 (63.2)

UC: ulcerative colitis; CD: Crohn’s disease; IC: indeterminate colitis.
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TABLE 4. Montreal classification for Crohn’s disease.

Total of Sex
Characteristics patients Female Male
n=416 n=196 n=220
(47.1%) (52.9%)
Age at the diagnostic (A)
Al: <16 years 45 (10.8) 17 (8.7) 28 (12.7)
A2: 1740 years 303 (72.8) 146 (74.5) 157 (71.4)
A3: >40 years 68 (16.4) 33 (16.8) 35 (15.9)
Location (L)
L1: Terminal ileum 139 (33.4) 59 (30.1) 80 (36.4)
L2: Colon 131 (31.5) 65 (33.2) 66 (30.0)
L3: Ileocolon 143 (34.4) 71 (36.2) 72 (32.7)
L4: Upper GI 03 (0.7) 01 (0.5) 02 (0.9)
Behavior (B)
B1: Inflammatory 195 (46.9) 90 (45.9) 105 (47.7)
B2: Stricturing 99 (23.8) 49 (25.0) 50 (22.7)
B3: Penetrating 122(29.3) 57 (29.1) 65 (29.6)
Perianal disease modifier
P)
Yes 185 (44.5) 90 (45.9) 95 (43.2)
No 231(55.5) 106 (54.1) 125 (56.8)

GI: gastrointestinal.

Regarding UC, the predominant extension was E2 (left-sided
colitis), followed by E3 (pancolitis), with a prevalence of 50.5% and
45.8%, respectively. Concerning the severity of the disease, most
patients were in remission (S0, 87.9%) (TABLE 5).

TABLE 5. Montreal classification for ulcerative colitis.

Total of Sex
Characteristics patients Fefll(a)gf Male n=90
n=190 ([512.6%) (47.4%)
Disease extent (E)
E1: Proctitis 07 (3.7) 03 (3.0) 04 (4.4)
E2: Left-sided colitis 96 (50.5) 55 (55.0) 41 (45.6)
E3: Pancolitis 87 (45.8) 42 (42.0) 45 (50.0)
Severity (S)
SO: Clinical remission 167 (87.9) 91 (91.0) 76 (84.5)
S1: Mild UC 18 (9.5) 07 (7.0) 11(12.2)
$2: Moderate UC 04 (2.1) 01 (1.0) 03 (3.3)
S3: Severe UC 01 (0.5) 01 (1.0) —

UC: ulcerative colitis.

It was possible to verify in 547 medical records the elapsed time
between the onset of symptoms and diagnosis of IBD. Among
them, in case of five patients it took more than 20 years to establish
the correct diagnosis of IBD. Twenty-nine (5.3%) patients had their
diagnoses between 11 and 20 years; 67 (12.2%) between 6 and 10
years; 123 (22.5%) between 2 and 5 years; and 323 (59.0%) with
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less than 2 years after the onset of symptoms. Regarding the IBD
EIMs, these were observed in 219 patients, the most frequent being
rheumatological diseases, represented by arthritis, arthralgia, and
ankylosing spondyloarthritis, which were present in 174 (79.4%)
patients, with a prevalence of 57.1% in patients with CD and 21.0%
in patients with UC. Subsequently, dermatological and ophthal-
mological manifestations were observed. Primary sclerosing chol-
angitis was present in 10 patients, six with UC and four with CD.

Regarding the use of medications, 85.4% of the patients were
under pharmacological therapy. Biological therapies and thio-
purines for CD and aminosalicylates for UC are the most com-
mon. For patients undergoing biological therapy, 55.3% were on
combined immunosuppressive therapy (CD=46.4%; UC=8.9%).
Among the previously used drugs, the most frequent were aminosal-
icylates (72.5%). Furthermore, 4.1% of the patients used more than
one biological therapy during the course of treatment (TABLE 6).

TABLE 6. Pharmacological treatment of inflammatory bowel diseases
patients followed-up at Clinical Hospital of the University of Campinas.

Types of IBD

Characteristics oz
n=025  CD:n=416 UC:n=190
Current medications
No 91 (14.6) 65 (15.6) 22(11.6)
Yes 534 (85.4) 351(84.4) 168(88.4)
Current medications
Aminosalicylates 149 38 106
Thiopurines 284 217 59
Methotrexate 16 13 03
Biological* 338 265 66
Previous medications
Aminosalicylates 454 280 162
Thiopurines 327 245 70
Methotrexate 32 29 03
Biological 205 169 31
More than one biological 26 20 06

IBD: inflammatory bowel disease; UC: ulcerative colitis; CD: Crohn’s disease.

*Combination therapy (immunosuppressant + biological) in 157 with CD and 30 with UC.

Concerning surgeries, only seven patients with UC underwent
surgical procedures in other services, while 157 patients with CD
had already undergone previous surgeries. In our IBD unit, 35
patients with UC underwent surgical procedures (FIGURE 2), ileal
pouch-anal anastomosis in 17 (8.9%) patients, total colectomy and
rectal closure with terminal ileostomy in 8 (4.2%) patients, and ileo-
rectal anastomosis in 6 (3.1%) patients. All patients who underwent
ileal pouch surgery and two patients with ileorectal anastomosis
also had protective ileostomy, which was later closed. Regarding
CD, 251 patients required surgery at our IBD unit (FIGURE 2),
of which perianal procedures were the most frequently performed.
Among the abdominal surgeries, the most commonly performed
procedures were enterectomy and ileocectomy/right colectomy. In
addition, several patients required more than one surgery, both
abdominal and perianal procedures.
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157 underwent surgery
in another Service

251 underwent surgery
— CD-416 > at Unicamp

| 165 without surgery

IBD - 625 patients

7 underwent surgery in
another Service

| UC-190

35 underwent surgery
at Unicamp

155 without surgery

FIGURE 2. Total number of patients previously submitted to surgery in
other services and in the Clinical Hospital of Unicamp.
CD: Crohn’s disease; IBD: inflammatory bowel disease; UC: ulcerative colitis.

DISCUSSION

Incidence/prevalence: the prevalence of IBD is increasing
worldwide. Several studies have sought to identify its origin and
factors that in combination lead to its development. IBD results
from the interaction between environmental and epigenetic factors,
which are not completely known, in predisposed individuals!®.

Until the middle of the 20th century, IBD was found mainly
in developed countries in North America, Europe, and Oceania.
Further, its incidence increased in newly industrialized countries in
Asia, South America, and Africa, especially in the 21st century™'.
The highest incidence and prevalence rates were found in the most
economically developed countries, as in Northern Europe, Canada,
the United States, Australia, and New Zealand!¢".

The present study is justified by the lack of data on the clini-
cal and demographic characteristics of the Brazilian population,
especially in the heartland of Sao Paulo state. In our study, most of
the patients came from the macro-region of Campinas, while 29.2%
belonged to other RHDs or even other states. The 7th RHD is com-
posed of 43 municipalities in the Campinas region; thus, presenting
an estimated IBD prevalence of 15.59 cases/100,000 inhabitants
and an estimated CD prevalence of 10.38/100,000 inhabitants. This
prevalence is estimated and not absolute, as not all diagnosed patients
use our service. In similar studies, Victoria et al.*” and Lima-Martins
et al.®) observed an estimated CD prevalence of 5.7/100,000 and
14.1/100,000 inhabitants, respectively. The estimated prevalence of
UC was 4.74/100,000 inhabitants, which is lower than that in the
study of these two authors, which was 15/100,000 inhabitants and
24.1/100,000 inhabitants, respectively*2V,

Brazilian and international population studies have demonstrat-
ed a higher prevalence rate of UC compared to CD®*223_ Victoria
et al.® reported that UC represented 65.2% of the diagnoses and
25.2% of CD, while Lima-Martins et al.?! reported prevalence
rates of 63% and 37%, respectively. In contrast to these findings,
some studies in IBD reference centers in Brazil have observed the
opposite: Parente et al.®¥ demonstrated a higher prevalence of CD
in relation to UC (60.3% vs 39.7%) in the Piaui state and Santos et
al.® in Rio de Janeiro (56.4% vs 38.3%), as observed in our study.
The follow-up of CD is generally more complex, requiring more
frequent therapeutic adjustments to keep the patient in remission,
so it is expected that these patients will be referred more regularly
to a specialized center, which explains the higher frequency of CD
in these units.

In addition to the data on the incidence and prevalence of
CD and UC, other factors that contribute to this are the lack of
patients’ records in the private service and the fact that reporting
IBD is not mandatory?. Five Brazilian studies that focused on
IBD have been published, three in the Sdo Paulo state®**%, one
in the Piaui state®, and another in the Espirito Santo state®?,
covering the period from 1986 to 2015. All of these studies were
retrospective, with variations in the severity of the patients included,
as well as the location of data collection, its scope, type of database
used, and form of access to the health system, whether public or
private. Although these studies are not comparable owning to their
different methodologies, there was a variation in the incidence rate
of CD from 3.50 to 6.14/100,000 inhabitants and UC from 2.40
to 7.16/100,000 inhabitants, which demonstrates a chronological
increase in the incidence of IBD®-20.2124.26),

Selvaratnan et al.?” in a systematic review involving six stud-
ies (three from Brazil, one from Argentina, one from Colombia,
and one from Uruguay), described the incidence of IBD in South
America, a significantly higher incidence of UC than of CD was
reported. A female predominance, which was not statistically
significant, for both UC and CD, was demonstrated in most of
these studies. There was also a predominance of colonic CD and
pancolonic UC. This finding may be associated with differences in
genetic polymorphisms or environmental exposure. However, the
potential for divergence due to problems, such as notification of the
disease, also needs to be considered. Colonic CD and pancolonic
UC are generally more symptomatic. Therefore, they are more
likely to be reported when compared to CD that involves the small
intestine or less extended UC, which is prone to underreporting
or misdiagnosis, particularly in the most disadvantaged regions.

Ng et al.” in a systematic review involving 119 studies of in-
cidence and 69 of prevalence of IBD observed that most studies
showed stability or decrease in incidence in the most prevalent areas,
however this incidence remains high. This study also demonstrated
that the incidence of IBD was increasing in countries in Africa,
Asia, and South America, including Brazil. The current incidence
and prevalence rates reported in recently industrialized countries
are similar to those reported in Western developed countries 50
years ago.

Symptoms/time for the diagnosis: another important factor
is the time interval that some patients require from the beginning
of the symptoms until the definitive diagnosis is established and
adequate treatment is initiated. In this study, five patients required
more than 20 years for their diagnoses, and 29 required more than
10 years. These data are important to highlight that these diseases
have often been underreported and are neglected. However, the di-
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agnosis can be difficult, especially if the symptoms are nonspecific,
and the correct diagnosis and treatment plan are essential to avoid
the complications of the disease over the years.

Both CD and UC are diseases that manifest themselves in
young individuals, which increases the need to request adequate
monitoring to minimize the negative impacts that can occur in
the social and professional lives of the patients?. In this study,
IBD was found in all ages, but it was most often found between 20
and 25 years of age. These data are similar to those of previously
published studies that highlight the age between 15 and 40 years
for the occurence of IBD®*262 When assessing the age at diag-
nosis of patients with IBD separately, CD presents only one peak
in the age group, unlike the UC, where a second peak is observed
between 40 and 44 years of age®. The results found in our study
were similar to those already published in the literature, which
present the age at the time of diagnosis as bimodal profile, a peak
in the young adult, and a second peak in older individuals@!*3%
Regarding gender distribution, most studies did not show statistical
differences between men and women®'3Y, as confirmed in our data.
When diseases were analyzed separately, there was a slight female
predominance for UC and a male predominance for CD, similar
to the findings of Ooi et al. in Asia®®.

Family history and smoking habits: regarding the occurrence
of IBD in individuals of the same family, our study demonstrated
that approximately 10% had a family history of IBD, values higher
than those found by Torres et al.?®, who observed a family history
rate in only 2% of patients. These numbers may be underestimated
because in a wide country like Brazil, many patients do not have
this information or even have no contact with their family. The as-
sociation between smoking habit and IBD is well established and
smoking is a risk factor for CD and a protector for UC, especially in
severe forms®323%), The etiology of these associations is not yet well
established, and it is not known whether this relationship is local
(nicotine and intestine) or systemic®¥. In this study, this information
was partially impaired, as approximately 50% of medical records
lacked documented data. Based on the other cases, approximately
a quarter of the patients were smokers or former smokers7-#39,

Extraintestinal manifestations: one of the characteristics of
IBD is the occurrence of manifestations of the disease outside the
GIT, the EIMs. Articular manifestations are the most commonly
found, followed by dermatological manifestations®>, similar to
our findings. Some European studies have indicated the presence
of EIMs in 20-40% patients with CD and 15-20% patients with
UC. D’Inca et al.®® after a 1-year follow-up found that joint symp-
toms were observed in 45.1% of patients with CD and 36.9% of
patients with UC. Skin or dermatological lesions are the second
most common type of EIMs, with erythema nodosum, pyoderma
gangrenosum, and aphthous stomatitis®. The frequency of der-
matological EIMs in Hungary was 5-15% in CD, with a female
predominance and patients with active disease!'*>. Another study
that analyzed this factor was a French cohort with 2,402 patients
with IBD, of which 5.6% had erythema nodosum and 0.75% had
pyoderma gangrenosum®?, Lastly, eye manifestations were the third
most frequent EIMs found in our study, for both CD and UC, in
accordance with data from the international literature, such as the
findings of Lakatos et al.®®, who reported a prevalence of 3% for
CD and 6% for UC.

Classification: the Montreal classification is the most com-
monly used classification for IBD. To select the best therapeutic
approach and most appropriate follow-up for each patient, it is
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important to correlate specific disease phenotypes with possible
clinical and prognostic outcomes. CD considers the following pa-
rameters: age at clinical presentation, location of the disease, and
clinical behavior®®. Regarding the location of ileal (L1), colonic
(L2), and ileocolonic (L3) disease, the frequency of involvement
observed was similar to that reported in the literature® and in the
Brazilian study by Lima-Martins et al.?Y. For upper GIT disease
(L4), there was a variation between 10% and 15%®4, and Lima-
Martins et al.?" observed 8% higher values than this study. This
occurred mainly because we considered L4 patients who had only
upper GIT involvement. We also observed a higher frequency of
the inflammatory form (B1), corroborating the data obtained by
Lima-Martins et al.®", whose study showed 57.7% of patients with
this classification. We found 44.5% of perianal involvement, data
similar to the studies by Lima-Martins et al.?" and Parente et al.?*.
However, in other demographic studies, the rate of perianal disease
ranged between 10% and 18%34D,

In these reference centers, the services are coordinated by colo-
rectal surgeons and the patients receive referrals with surgical treat-
ment proposals. Most patients with perianal disease undergo surgi-
cal exploration of the perineum with combined clinical therapy.

Regarding UC, the Montreal classification includes the extent
and severity of the disease. In this study, the most frequent location
was left-sided colitis, followed by pancolitis. Proctitis was rare, as
in other studies in the literature®-*'29, The low percentage of pa-
tients with proctitis is probably because many of these patients are
oligosymptomatic and are treated by physicians who are not IBD
specialists. Regarding the severity of the disease, the vast major-
ity of patients were in remission, as in the study by Silva et al.®?,
who reported 45.7% of patients in remission, differing from the
findings by Parente et al.®¥, who had a predominance of patients
with moderate disease.

Clinical/surgical treatment: aminosalicylates have been the most
widely used class of medication over the years (approximately 72.5%
of patients in this study used this drug). Currently, only 23.8% of
patients are using this medication. When diseases are analyzed
separately, only 9.1% patients with CD use aminosalicylates, while
55.8% patients with UC are under this medication. These data are
in accordance with the current management guidelines'®. Immu-
nosuppressants, represented by thiopurines and methotrexate, are
used mainly in combination therapy with biological therapies to
reduce the formation of anti-drug antibodies“?. In our study, 55.3%
of the patients who used biological drugs maintained combina-
tion therapy. In the Brazilian Unified Health System Service, only
anti-tumor necrosis factor-o. monoclonal antibodies (infliximab,
adalimumab, and certolizumab pegol) were available. Nonetheless,
more than half of our patients with CD and approximately one-
third of patients with UC were using this class of drugs. These data
are superior to those described by Lima-Martins et al.V.

The rates of patients requiring surgery for CD are higher
than for UC. In our CD cohort, more than half of the patients
underwent surgery, which was performed both in our hospital and
previously in other services, values much higher than those reported
by Bernstein et al.“*> and Bechara et al.“Y, who observed the rate
of surgery ranging from 12% to 26.7%. Regarding UC, 18.4% of
our patients had underwent surgery, and the numbers were higher
than those found in the literature**#>. As mentioned before, these
findings are justified because it is an outpatient clinic coordinated
by colorectal surgeons, where patients are mostly referred for the
purpose of surgical evaluation.
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The main limitation of the present study was its retrospective
nature, which led to the lack of clinical data, in addition to the inclu-
sion of patients from only a single center. However, further studies
must be performed in different regions of Brazil to have a broader
view of IBD epidemiology among Brazilian population and to
create better strategies to deal with this relevant chronic disease.

CONCLUSION

Most of the patients belonged to the 7th RHD of Campinas.
There was a predominance of patients with CD, young age, and
disease onset in the third decade of life. In general, there was no
predominance of sex, but more women with UC and men with CD
were observed. There was an equivalence of distribution between
the locations (L1 = L2 = L3) and a predominance of inflammatory
behavior (B1), with almost half of the patients showing perianal
involvement in CD patients. In UC, the most common phenotype
was left-sided colitis (E2), and most patients had been in remis-
sion (S0). Aminosalicylates have been the most widely used drugs
over the years, with biological therapy being the most commonly
used. More than half of the patients with CD underwent surgical
procedures, unlike UC patients who were treated mostly by phar-
macological therapy.
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RESUMO - Contexto — O aumento na incidéncia e prevaléncia das doengas inflamatorias intestinais (DIIs) é evidente em muitos paises recém-industrializados

da Asia, Africa, Europa Oriental e do continente Americano. No Brasil, os registros ainda sao bastante escassos, sendo necessarios mais estudos sobre
este tema. Objetivo — Avaliar o perfil epidemioldgico e as caracteristicas clinicas dos doentes com DIIs, acompanhados em um servigo de referéncia
no Estado de Sao Paulo. Métodos — Analise retrospectiva, descritiva, dos prontuarios médicos dos pacientes com DIIs acompanhados em um centro
de referéncia no Brasil. Resultados — Foram avaliados 625 doentes, sendo 416 com doenga de Crohn (DC), 190 com retocolite ulcerativa (RCU) e 19
com colite indeterminada. A média de idade foi de 31,6 anos, sendo a distribuicao homogénea entre os sexos. Na DC predominou a classificagao de
Montreal A2 L3 e B1, com 44,8% dos doentes apresentando doenga perianal; na RCU, E2 e SO. A principal manifestagao extraintestinal presente foi
reumatoldgica, vindo a seguir as lesdes cutaneas e as oftalmologicas. A maioria dos doentes (85,4%) fazia uso de alguma medicagio, sendo as mais
frequentes, aminossalicilatos na RCU e terapia bioldgica na DC. Em relagao as cirurgias, na DC um significativo percentual de pacientes foi submetido
a algum tipo de procedimento cirtirgico, ao contrario da RCU, incluindo fistulotomias e colocagao de sedenhos, estomas de derivagao, enterectomia,
ileotiflectomia/colectomia direita, colectomia total ou parcial e plastias intestinais. Apenas 195 (31,2%) doentes eram da cidade de Campinas, mas
443 (70,9%) eram provenientes do 7° Departamento Regional de Saude (DRS), que corresponde a Grande Campinas. Conclusiio — No estudo, houve
um predominio de pacientes do DRS de Campinas; os doentes eram jovens, sem predominancia de sexo; a frequéncia maior foi de doentes com DC
(66,6%). A maioria (85,4%) estava em tratamento farmacoldgico, e um percentual significativo de doentes com DC, havia sido submetido a cirurgia.

Palavras-chave — Doenga de Crohn; retocolite ulcerativa; epidemiologia; trato gastrointestinal.
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