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Abstract: INTRODUCTION: Inflammatory
bowel disease (IBD) is defined as a chronic
intestinal inflammation, whose main forms,
Crohn’s Disease (CD) and Ulcerative Colitis
(UC), are distinct chronic inflammatory
bowel disorders. Data on Inflammatory Bowel
Disease in the state of Amazonas are scarce,
with no official number of diagnosed patients,
although we know that many of these patients
are treated in the Unified Health System
(SUS) Amazonas. GOALS: General: to outline
the profile of patients with IBD assisted by
specialists in Amazonas. Specific: analyze
the profile of patients assisted by specialists,
clinical, laboratory and imaging findings
most seen by these specialists; compare
the data found with the relevant literature.
METHOD: equalitative, prospective and
non-probabilistic study, in which electronic
questionnaires were prepared containing
questions about the clinical practice of
coloproctologists, gastroenterologists and
digestive system surgeons related to the profile
of patients with IBD treated, clinical status,
physical examination and complementary
examinations of these patients by theyattended
in the Unified Health System of Amazonas.
RESULTS: of the 17 specialists who agreed
to participate, 6 were gastroenterologists,
5 coloproctologists and 6 digestive system
surgeons. Patients treated at SUS Amazonas
with IBD are mostly young adults (18-40 years
old) female. The most common symptoms
seen in UC are diarrhea with mucus and
blood. Abdominal pain and weight loss are
more common in CD. About 25% of patients
have already been operated on due to IBD
complications; the segment from the rectum
to the sigmoid is the most affected in UC and
theileum is the most affected in CD. C-reactive
protein (CRP) continues to be widely used in
follow-up and flexible rectosigmoidoscopy has
been used to initiate diagnostic investigation,
later complemented by  colonoscopy.
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DISCUSSION: in the researched literature,
the age group is similar to that pointed out
by the specialists, in relation to gender, there
are divergent points even in the literature. The
segments commonly affected in the practice
of specialists are consistent with the literature,
but some points are divergent. Clinical,
laboratoryand endoscopic findings considered
important by specialists are consistent with
the researched literature. CONCLUSIONS:
the view of specialists from Amazonas on the
clinical, laboratory and endoscopic findings
in patients with IBD was confronted with the
specialized literature, in order to identify the
profile of these patients assisted in the State’s
SUS. These data can serve as a basis for the
development of other studies that contribute
to better care for these patients.

Keywords: 1. Profile; 2. Inflammatory bowel
disease; 3. Colitis; 4. Crohn’s; 5. Amazon.

INTRODUCTION

Inflammatory bowel disease (IBD) is a
chronic intestinal inflammation that has
Crohn’s Disease (CD) and Ulcerative Colitis
(UC) as its main representatives. Although
both are chronic inflammatory bowel
disorders, they are two distinct diseases
whose etiology is not completely elucidated
(ZHANG & LI, 2014; LODDO & ROMANGO,
2015).

Crohn’s disease (CD) has as its main
characteristics the inflammation of any
segment of the digestive tract, in a non-
continuous way, in all its layers, which can
lead to strictures, perforations and fistulas
(ZALTMAN et al., 2018).

Ulcerative colitis (UC) is characterized
by inflammation of the mucosa, which starts
in the rectum and extends continuously
through the colon, leading to diarrhea, rectal
bleeding and abdominal pain (CONRAD;
ROGGENBUCK; LAASS, 2014; DAMIAO et

al,, 2019).
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IBD can manifest extra-intestinally, leading
to symptoms in other organs and systems
such as: skeletal muscle, integumentary,
hepatobiliary, endocrine and ocular systems.
Extraintestinal manifestations can occur in up
to 40% of these patients, even with the disease
under control (UNGARO et al,, 2017; VIDE
et al., 2018; DAMIAO et al., 2019).

The incidence of IBD has increased in Asia,
Eastern Europe and South America. In Brazil,
from 2008 to 2017, 162,894 patients with
IBD registered in the Datasus system were
identified, of which 59% with UC and 41%
with CD. These numbers are higher in the
South and Southeast regions, with the North
having the lowest rates (ZHANG & LI, 2014;
BURISCH & MUNKHOLM, 2015; LODDO
& ROMANO, 2015; NG; WONG; NG, 2016;
MOREIRA; LOBATO; SOUZA, 2019).

The diagnosis of IBD is established after
a joint assessment of anamnesis, physical
examination, laboratory, endoscopic,
histopathological and imaging findings
(YAMAMOTO-FURUSHO et al, 2017;
LICHTENSTEIN et al., 2018; VIEIRA et al,,
2018). Diarrhea is the most common clinical
manifestation, but the spectrum of clinical
manifestations is very variable depending
on the inflamed segment, and may include
abdominal distension and pain, weight loss,
anemia, malnutrition (CABRAL & ABBY,
2012; LICHTENSTEIN et al,, 2018; FLYNN
& EISENSTEIN, 2019; GAJENDRAN et al,,
2019; MACDOWELL et al., 2021).

In the State of Amazonas, as in Brazil, the
public health system is divided into levels
of care. The gateway for its users is through
the Primary Care Units or the Emergency
Care Units, from where they are referred
to specialized care, which is carried out in
Polyclinics and Hospitals (BACKES et al.,
2009). It was based on this context that we
idealized this study.

JUSTIFICATION

In the State of Amazonas, data on
Inflammatory Bowel Disease are scarce,
so we do not have the official number of
diagnosed individuals. Without these data,
it is difficult to plan actions to improve
diagnosis and treatment. In Manaus, service is
not centralized. The best-known places for the
care of these patients in the SUS are: Hospital
Universitario Getulio Vargas (HUGV), which
has specialized care and a unit for biological
therapy; Danilo Correia and Codajas State
Polyclinics, which offer specialized care.

As there is no reference unit, it is difficult
to identify who these patients are to draw
their profile, so we chose to seek this data
from the specialists who assist and conduct
these patients in the SUS.

OBIJECTIVES

GENERAL

A. Elaborate the profile of patients with
IBD treated by specialists in Amazonas.

SPECIFICS

The. Analyze the profile of patients assisted
by specialists, clinical, laboratory and imaging
findings most seen and used by these specialist
physicians;

B. Compare the data found with the
relevant literature.

METHODOLOGY

TYPE OF STUDY

Qualitative, prospective, non-probabilistic
study, in which two rounds of electronic
questionnaires were developed and applied
according to the Delphi Method (MERCEDES
& MERCEDES, 2016). The doctors selected
specialists ~ in  gastroenterology,
coloproctology and digestive system surgeons,

were
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who treat and monitor patients with IBD in
the Amazon, with regular registration in the
specialty at the Regional Council of Medicine
of Amazonas (CREMAM) and who agreed
to participate in the study. Consensus among
specialists was considered when options were
chosen by more than 50% of the specialists.
Data were collected through questionnaires
applied via the Internet using the research
site SURVEY MONKEY®, using descriptive
statistics for the items of each question and
calculating the percentage between the
answers considered valid. We considered
consensus when at least 60% of the experts
selected the same option.

TERMS OF FREE AND INFORMED
CONSENT

Before being included in the study, the
invited specialist physicians must accept
the Informed Consent Form (TCLE), with
information about the objectives of the
study, the method chosen and the guarantee
of confidentiality of their personal data
(APPENDIX A).

The project was approved by the Research
Ethics Committee (CEP) of "'Universidade
Federal do Amazonas'', with CAAE
29434219.2.0000.5020.

RESULTS

Of the 71 specialists registered with
regular enrollment at CREMAM, 37 were
gastroenterologists, nine coloproctologists
and 26 digestive system surgeons (Graphic 1).

Of the specialists who treated patients with
IBD in the SUS and who agreed to participate,
6 were gastroenterologists, 5 coloproctologists
and 6 digestive system surgeons, totaling 17
participants.

17 questions were selected with questions
about the profile of patients seen by these
specialists, symptoms considered most
important, what to look for in the physical

examination, the most affected intestinal
segments and the most used complementary
exams.

The age group between 18 and 40 years is
the most attended in the opinion of more than
70% of the specialists, both in the UC and in
the CD (Graphic 2). There was no need for
a new round, due to the significant majority
selecting the same option.

Regarding gender, two rounds of questions
were necessary, as no option was chosen by
more than 60% of the experts. In the first
round, 47.06% of the specialists selected
that they more frequently assist women and
35.29% of the specialists approximately assist
both genders with UC. In DC, 41.18% of the
specialists assist approximately both sexes,
while 35.29% assist more women (Graphic 3).

In the second round, we excluded the least
selected option in the UC (male sex) and
kept the same options in the DC, as there
was an almost homogeneous distribution in
the specialists’ responses. The result was like
this for RCU: 70.59% assist more women and
29.41% both sexes. For DC, the result was as
follows: 52.94% assist more women, 47.06%
both genders and no specialist selected the
option for men in this round (Graphic 4).

Patients seen by 70.59% of specialists arrive
at their first consultation with suspected IBD
(Graphic 5).

Among the exams that the patients had
in the first consultation with the specialists,
two rounds of questions were necessary, as
no option was chosen by more than 60% of
the specialists in the first round. In the second
round, we repeated the question, leaving only
the two most chosen options in the first round,
with endoscopic examination being chosen by
82.35% of the specialists (Graphic 6).

For 76.47% of the specialists, up to 25% of
their patients have already undergone surgical
procedures resulting from IBD complications
(Graphic 7).
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Graphic 1 - Total doctors by specialty registered with CREMAM

Source: Research data
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Graphic 2 - Age range of patients seen with IBD

Source: Research data
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Graphic 3 - Gender of patients treated with IBD (1st round)

Source: Research data
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Graphic 5 - Stage of the investigation that patients with IBD arrive at the specialists’ clinic
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Graphic 6 - Complementary exams that patients with IBD had in the first consultation with specialists
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Graphic 7 - Percentage of patients seen by specialists with surgical complications due to IBD

Source: Research data
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Graphic 8 - Most common inflamed segments in patients with IBD
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Graphic 10 - IBD symptoms considered most important by experts

Source: Research data
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Graphic 11 - Physical examination findings of patients with IBD considered most important by specialists

Source: Research data
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Graphic 12 - Findings considered most important by specialists in the perianal region of patients with CD
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Graphic 14 - Laboratory tests considered most important by specialists to initiate investigation of IBD

Source: Research data
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Graphic 15 - Endoscopic exams considered most important by specialists for the diagnosis of UC

Source: Research data
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Graphic 16 - Conduct of specialists in the face of the result suggestive of IBD in the flexible
rectosigmoidoscopy exam
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As for the inflamed intestinal segments
that are most seen in patients with IBD, the
specialists indicated the following: in UC,
the segment that goes from the rectum to
the sigmoid was chosen by 76.47% of the
specialists; in CD, the small intestine was
chosen by 88.24% of the specialists (Graphic
8).

Among the symptoms that specialists
consider most important to aid the diagnosis
of UC, persistent diarrhea and the presence of
mucus in the stool were chosen by more than
70% of specialists. In CD, persistent diarrhea
and abdominal pain were chosen by more
than 90% of specialists (Graphic 10).

Among the findings on physical
examination of the abdomen of patients with
IBD, abdominal pain on palpation was chosen
by more than 80% of specialists as the most
important (Graphic 11).

In perianal CD, 94.12% of specialists
chose perianal fistula as the most important
manifestation in this region, with anal fissure
being the second most chosen (Graphic 12).

The extra-intestinal manifestations of IBD
that specialists most observe in their patients
are arthritis/arthralgia, chosen by 88.24%
(Graphic 13).

Regarding the laboratory tests available at
SUS, which experts consider most important
to start the investigation, blood count,
C-reactive protein (CRP) and erythrocyte
sedimentation rate were chosen by 100% of
them (Graphic 14).

Among the endoscopic exams considered
by specialists as the most important for the
diagnosis of CD and which are available in the
SUS, colonoscopy was the only exam chosen.
As for the diagnosis of UC, there was a need
for two rounds of questions, as no option was
chosen by more than 60% of the specialists
in the first round. In the second round, we
repeated the question, leaving only the three
most chosen options from the first round,

with flexible rectosigmoidoscopy chosen by
64.71% of the specialists (Graphic 15). All
experts agree that anoscopy with visualization
of the lower rectum can be a practical method
to aid in the diagnosis of IBD.

The specialists were asked what their
conduct would be in the face of a patient who
had a continuous inflammatory process in his
rectosigmoidoscopy report in all evaluated
segments. Two options were the most chosen,
but by less than 60% of the specialists,
requiring a 2nd round of questions with only
these two options, the option “complementary
with colonoscopy” was chosen by 70.59% of
the specialists (Graphic 16).

DISCUSSION

GENERAL PROFILE OF PATIENTS
SERVED AT SUS BY SPECIALISTS

For more than 70% of specialists, the age
group most affected by patients with CD and
UC is between 18 and 40 years. These data
are similar to the researched national and
international studies, in which the peak age
of incidence of IBD is between the second
and fourth decades of life, although CD can
affect at an earlier age (between 15 and 25
years). Some works consider that in UC
there is a second peak of incidence between
50 and 80 years. In the world there seems
to be a predominance of UC in relation to
CD (SAIRENJI; COLLINS; EVANS, 2017;
GASPARINI, 2018; FEUERSTEIN; MOSS;
FARRAYE, 2019; GAJENDRAN et al., 2019;
SANTOS et al., 2021).

For 70.59% of the specialists, females are
the most affected by UC in clinical practice. In
CD, 52.94% of experts also believe that females
are the most affected in clinical practice,
but there was no consensus among them. In
the world literature, some studies suggest a
predominance of UC in men, however there
seems to be no predominance by sex. In
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CD, there are studies reporting that there is
no predominance by sex, as well as studies
in which there is a greater predominance of
females, that is, there does not seem to be a
consensus (TORRES et al., 2017; UNGARO
et al., 2017; GAJENDRAN et al, 2019;
SEYEDIAN; NOKHOSTIN; MALAMIR,
2019; RANASINGHE & HSU, 2020; RODA et
al., 2020).

In Brazil, some studies indicate a higher
frequency of UC and CD in women, consistent
with whatwas observed by specialistsin clinical
practice (GASPARINI, 2018; NOBREGA etal.,
2018). In the study by Moreira et al. (2019), in
the period between 2008 and 2017, evaluating
data in the DATASUS of patients treated with
a diagnosis of IBD, 162,894 patients with IBD
were identified, of which 59% with UC and
41% with CD; the average age was 42 years,
with a predominance of 59% in women. These
are general data and do not specify the profile
of patients with CD and UC.

For 70.59% of the specialists, most of their
patients are already referred with suspicion of
the disease, and for 82.35% of these specialists,
most of their patients already bring an
endoscopic examination suggestive of IBD in
the first consultation. In Brazil, the mean time
between the onset of symptoms and diagnosis
was 23 months for UC and 28 months for CD.
In Peru, the average time for the diagnosis of
IBD is 14.6 months (NOBREGA et al., 2018).
In Europe, this time is less than 12 months. In
Asia, this time is very variable, ranging from
12 to 24 months, and may be even longer
in CD (RODRIGUEZ-LAGO; ZABANA;
BARREIRO-DE, 2020).

For 76.47% of the specialists, up to 25%
of their patients have already undergone
surgery due to IBD complications, which is
similar to the researched literature. About
25% of patients with CD may require surgical
intervention due to disease complications
within five years of diagnosis, and this rate
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may double in 10 years. The average rate in the
West of colectomy in UCin 10 years is 20% and
in the East 10%. With the advent of biological
therapy, in these patients, the tendency is for
this rate to be lower and lower (SAIRENT;
COLLINS; EVANS, 2017; AKIYAMA; RAL
RUBIN, 2021; PORTER; KALLA; HO, 2020).

AFFECTED SEGMENTS OBSERVED
BY THE EXPERTS

For 76.47% of the specialists, the most
affected segment in UC is that which goes
from the rectum to the sigmoid, with the
isolated involvement of the rectum being
the second most seen in clinical practice
(29.41%). In the researched world literature,
there is an inversion in the order that the
specialists observed, with the rectum being
the most affected site and then the segment
that goes from the rectum to the sigmoid
(UNGARO et al., 2017; GAJENDRAN et al.,
2019; SEYEDIAN et al, 2019; MACDOWELL
et al., 2021; RODRIGUEZ-LAGO; ZABANA;
BARREIRO-DE, 2020).

For 88.24% of specialists, the small intestine
is the most common site of involvement in
CD, and this data is compatible with the
researched world literature and the terminal
ileum, the most affected segment of the small
intestine (TORRES et al., 2017; GASPARINI
2018; ZALTMAN et al. 2018; RANASINGHE
& HSU 2020; RODA et al., 2020). In Brazil,
the ileocolic segment seems to be the most
affected by inflammation; however, the
exclusive disease in the colon is also seen with
high frequency (SANTOS et al.,, 2021). Still in
CD, for 94.12% of the specialists, the perianal
fistula is the most common manifestation
in this region, and this is considered in the
literature a perianal manifestation present in
up to 40% of the patients, being considered an
indicator of worse prognosis (GASPARINI,
2018; LICHTENSTEIN et al, 2018;
RODRIGUEZ-LAGO et al., 2020).
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CLINICAL MANIFESTATIONS AND
PHYSICAL EXAMINATION

CLINICAL MANIFESTATIONS

The most important symptoms of UC for
specialists were persistent diarrhea, blood and
mucus in the stool. These are also the main
symptoms found in the literature (UNGARO
etal., 2017; GASPARINI, 2018; NOBREGA et
al.; 2018; MACDOWELL et al., 2021). Some
studies consider only bloody diarrhea as the
main symptoms, not citing the presence of
mucus. Other common symptoms found
in the literature are: tenesmus, urgency and
abdominal pain (MARANHAOQ; VIEIRA;
CAMPOS, 2015; UNGARO et al, 2017;
KUCHARZIK et al., 2020).

In CD, experts also consider persistent
diarrhea as one of the most important
symptoms, followed by abdominal pain and
weight loss. In the literature, these are also
the most cited symptoms. Other common
symptoms found in the literature are: fatigue,
anorexia and growth deficit (MARANHAO;
VIEIRA; CAMPOS,2015; TORRES etal.,2017;
LICHTENSTEIN et al., 2018; VEAUTHIER &
HORNECKER, 2018; ZALTMAN et al., 2018;
KEDIA et al, 2019; MACDOWELL et al,
2021).

ABDOMEN EXAM

In the evaluation of the abdomen, pain
during palpation and abdominal distension
are the most important findings for more than
70% of specialists. In UC, these pains are more
common in the lower or upper left quadrant
(MARANHAO; VIEIRA; CAMPOS, 2015;
MACDOWELL et al., 2021). In CD, the
right lower quadrant is the most common
place to find pain on abdominal palpation
(MACDOWELL et al., 2021)

EXTRA-INTESTINAL
MANIFESTATIONS

Of the extra-intestinal manifestations
most observed in clinical practice, arthritis/
arthralgias are the most seen in the opinion
of 88.24% of the consulted specialists, which
is in line with the literature (MARANHAO;
VIEIRA; CAMPOQOS, 2015; LICHTENSTEIN
et al, 2018; SU et al., 2019; MACDOWELL
et al, 2021). In the literature, this joint
manifestation can be in two main patterns:
peripheral arthritis and sacroiliitis, with
divergence in the literature which would be
the most common, but both are more seen
in CR (MARANHAO; VIEIRA; CAMPOS,
2015; UNGARO et al., 2017).

LABORATORY AND ENDOSCOPIC
EXAMS

LABORATORY TESTS

Regarding laboratory tests, 100% of the
specialists request blood count, C-reactive
protein (CRP) and erythrocyte sedimentation
rate (ESR) when IBD is suspected. These data
are consistent with the literature. The blood
count may show anemia, leukocytosis and
thrombocytosis (MARANHAQO; VIEIRA;
CAMPOS, 2015; UNGARO et al, 2016;
LICHTENSTEIN et al., 2018; VEAUTHIER
& HORNECKER 2018; MACDOWELL et al.,
2021). CRP is considered the most sensitive
serological marker to detect IBD, however
it has low specificity and can be altered in
several situations such as: infections, arthritis,
pancreatitis, acute myocardial infarction,
pregnancy and use of oral contraceptives
(YAMAMOTO-FURUSHO et al, 2017).
Two other tests were selected by more
than 60% of the specialists, stool culture
and fecal parasitology. The researched
literature considers these exams important
for the differential diagnosis with infectious
enterocolitis  and  intestinal  parasites
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(UNGARO et al, 2016; LICHTENSTEIN et
al., 2018; MACDOWELL et al., 2021).

Fecal calprotectin and fecal lactoferrin
were not included in the questionnaire rounds
as they are not available in the local SUS. It is
noteworthy that its use is more indicated in
the monitoring of the treatment of IBD and
in the differentiation between Irritable Bowel
Syndrome and IBD.

ENDOSCOPIC EXAMS

Colonoscopy was considered by all
specialists as the endoscopic examination
that most aids in the diagnosis of CD,
and the literature recommends that
the terminal ileum be evaluated in this
examination (LICHTENSTEIN et al., 2018;
VEAUTHIER & HORNECKER, 2018;). In
UG, 64.71% of specialists considered flexible
rectosigmoidoscopy as the endoscopic
examination that most aids in the diagnosis.
When flexible sigmoidoscopy with biopsy
finds continuous inflammation in all
evaluated segments, 70.59% of specialists
prefer to complement the investigation
with colonoscopy, not needing to wait for
the result of the biopsies performed. In the
researched literature, colonoscopy must
preferably be performed both for diagnosis
and to assess the extent of inflammation.
Isolated histopathological analysis has little
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